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1. Introduction  
Suicide is a major issue for society and a leading cause of years of life lost. In England, one person dies 

every two hours as a result of suicide.  It is important for us to recognise that suicide is not inevitable.  

Many deaths through suicide are preventable, suicide is often the end point of a complex pattern of risk 

factors and distressing events, and the prevention of suicide has to address this complexity.  

This strategy is intended to build on the work of the Rochdale Borough Suicide Prevention Strategy: 2013-

15, which provides broad and coherent approach to suicide prevention that recognises the contributions 

that can be made across all sectors of our society. 

Suicide prevention is most effective when it is combined as part of wider work addressing the social and 

other determinants of poor health, wellbeing or illness. Partnership working and a committed, co-ordinated 

approach across multiple organisations is key to making a difference.   

We know that self-harm is a significant risk factor for suicide as well as being a concern in its own right.  

This strategy will consider self-harm in relation to suicide risk.   

1.1. Definitions  

 Suicide is a death as a result of an intentional self-inflicted act.  Statistics on suicide are usually 

calculated using information provided at death registration.  This includes deaths with a verdict of 

suicide and those with an open verdict as research indicates that a majority of these are likely to be 

suicides.  

 In this strategy, self-harm is defined as non-fatal intentional self-injury or self-poisoning1.  There is 

evidence that self-harm is a risk factor for suicide and many of the actions to reduce self-harm are 

likely to have an impact on suicide.  The Multicentre Study of self-harm found that the risk of 

suicide was 49 times greater in the first year following self-harm than in the general population2.   

1.2. Strategic aims and objectives  

The national strategy Preventing Suicide in England: A cross-government outcomes strategy to save lives 

was launched in 2012.  This strategy was developed by Department of Health in collaboration with other 

government departments and the National Suicide Prevention Strategy Advisory Group.   

In line with the national approach, the aim of this strategy is a reduction in the suicide rate for Heywood, 

Middleton and Rochdale. We also aim to provide better support to those bereaved or affected by suicide or 

suicidal behaviours. 

By combining local information and the national evidence base, we have identified seven key areas for 

action to support delivery of our local objectives:  

1: Reduce the risk of suicide in key high-risk groups including men, people who self-harm, and those 

in contact with mental health services.   

2: Tailor approaches to improve mental health in specific groups  

3: Reduce access to the means of suicide  

                                                           
1
 Hawton K, Gunnell D and Kapur N (2014) Chapter 15 Suicide and self-harm in Davies, S.C. “Annual Report of the Chief 

Medical Officer 2013, Public Mental Health Priorities: Investing in the Evidence” London: Department of Health (2014) 
p239 - 250 
2
 Hawton K, Bergen H, Cooper J, Turnbull P, Waters K, Ness J, and Kapur N (2015) Suicide following self-harm: findings 

from the Multicentre Study of self-harm in England, 2000-2012. Journal of Affective Disorders.  175; 147-151 



 

 

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 and data collection 

7: To promote wellbeing and increase resilience through the Five Ways to Wellbeing programme 

  



 

 

2. Update from the last strategy – key achievements  

2.1. Multi-agency Suicide Prevention Group  

Since 2012, Rochdale has had an active Multi-agency Suicide Prevention Group.  This is one of the key 

recommendations from the Department of Health guidance for local leaders to support the national 

strategy.3  The group is chaired by the Chief Executive of Rochdale and District Mind and includes members 

from the local authority, voluntary sector, community and acute health providers and the police.   

2.2. Men’s Campaign 

Rochdale has launched a campaign specifically aimed at men aged 30-49 years.  Kenyon Fraser, a social 

marketing company, developed posters in conjunction with local men through insight work. The company 

worked with local men, and explored issues that might be preventing men seeking support early. The 

posters were placed in various locations e.g. workplaces, night clubs, supermarkets etc.  

The men involved identified that they wanted a 24 hour service with someone to talk to out of office hours. 

The Suicide Prevention Strategy group been worked with the Samaritans branch to support and roll out the 

campaign. The campaign was rolled out in two phases-initial roll out and repeated in year 2. 

2.3. Suicide Prevention Training 

Suicide prevention training aims to equip people with the skills to prevent suicide and to talk about suicide 

in their communities.  In Rochdale, this training is being delivered in the community by Mind.   

 Applied Suicide Intervention Skills Training (ASIST) is a two-day workshop that teaches participants 

to carry out life-saving interventions for people at risk of suicide.  

 21 two-day workshops have been delivered to 331 caregivers from a range of organisations across 

Rochdale borough. 

 SuicideTALK is a 90-minute session that helps participants reduce suicide stigma and become more 

aware of suicide prevention opportunities in their communities.  Its goal is to help make direct, 

open and honest talk about suicide easier.  

 7 SuicideTALK sessions have been delivered to 102 participants 

The evaluation feedback from ASIST has been very positive:  

 47% have used ASIST since attending training, some up to 9 times. 

 96% of participants have stated that they now feel more comfortable talking about suicide. 

 92% of those that have used ASIST since their training have done so in their professional/work role  

 50% have done so in their personal role – up to 2 times 

 83% stated that by using ASIST it has helped them prevent suicide. 

2.4. Street Triage Team and the Crisis Care Concordat 

The Street Triage Team is an example of how the Crisis Care Concordat is being made a reality in the 

borough.  The Mental Health Crisis Care Concordat is a shared agreement made by over 20 national 

organisations about how we respond to people in mental health crisis.  Included amongst the signatories 

are Department of Health, Mind, Association of Ambulance Chief Executives, Association of Chief Police 

Officers, Local Government Association and ADASS  and, Royal College of Psychiatrists 

                                                           
3
 Department of Health (2011) Prompts for local leaders on suicide prevention  



 

 

 The concordat joint statement is:  

“We commit to work together to improve the system of care and support so 

people in crisis because of a mental health condition are kept safe and helped to 

find the support they need – whatever the circumstances in which they first need 

help - and from whichever service they turn to first.” 

The development of the street triage pilot in Rochdale enabled the Borough to meet the overarching 

principle in the crisis care concordat. This is in relation to collaborative working with other agencies in order 

to deliver a high quality response when people in Rochdale with mental health problems urgently need 

help.  

The Street Triage Team works to:  

 Improve capability of police and NWAS to provide first line response in mental health Crisis 

 Provide a multi-disciplinary approach to mental health Crisis presentations, reducing the risk of 

harm to service users and ensuring that they are taken to the appropriate place 

 Working together to improve outcomes and care delivery through a whole system approach 

 Ensuring that service users access the right services at the  right time and have an appropriate care 

plan at the earliest stage in their mental health presentation 

Between November 2014 and April 2015 (inclusive) the Street Triage telephone pilot received a total of 290 

calls.  

2.5. Self-Harm Campaign  

A local self-harm prevention campaign is being developed and implemented which includes a sustainable 

peer led support group. The marketing campaign is to raise awareness of self-harm prevention and signpost 

to appropriate services. Also developing  and training  a peer led support group of young people who will 

champion self-harm prevention services and provide a ‘empathetic’ and understanding ear to those who 

may be suffering with self-harm. 

2.6. Local Media and Stigma work  

There is a Rochdale Media and Stigma group which has been meeting for two years. One of the key 

achievements was an event for Media which was held in 2013. 

The media event was held at the Norton Grange on 26th June.  The event was aimed at targeting journalists 

and communication leads and focussed on how mental health and suicide is reported in the media and the 

impact that has on individuals and communities.  The event included a drama presentation from the 

Newfound Theatre Company and a Question Time panel. 

2.7. Support for those Bereaved by Suicide 

SOBS (Survivors of Bereavement by Suicide) are a national charity providing dedicated support to adults 

who have been bereaved by suicide. The charity has a Manchester area support group with a Rochdale 

group lead. 

The local group have been members of the Suicide Prevention Strategy Group and offer support to those 

bereaved through suicide in Rochdale Borough. 

2.8. Five Ways to Wellbeing Programme  



 

 

The current priorities for the Five Ways to Wellbeing Programme locally are:  

 Dissemination and evaluation of phase three of the five ways to wellbeing programme. Phase three 

is centred on older people, their families and carers. The five ways programme involves raising 

awareness amongst older people, their families and carers as well as professionals. Raising 

awareness includes presentations to groups, using promotional leaflets and branding (already 

designed and produced) and evaluating the effectiveness of the five ways in improving wellbeing 

and reducing isolation 

 Pilot project for BME residents to measure the impact of The Five Ways to Wellbeing and usage of 

WEMWBS as a measurement scale. The WEMWBS scale has been validated and translated into 

Urdu and Bangla, work is going on to pilot these with these two groups.  

 Development and delivery of the 5 ways to wellbeing training, including training on using WEMWBS 

as a measurement scale. The training  addresses: 

o An introduction to the five ways 

o The evidence base behind the five ways 

o In depth discussion/ training on each of the five ways and examples on how this can be 

incorporated into everyday life 

o Introduction to the WEMWBS scale, how this can be used, scoring yourself, what the 

results mean, the importance of tracking your wellbeing. 

o The training would be delivered to professionals and businesses, with an interest in 

wellbeing and residents who want to improve their wellbeing.  

o The training would also encourage traffic to the www.rochdale.gov.uk/livewell website as a 

site to gain further information on wellbeing as well measuring and tracking your 

wellbeing.       

 

  

http://www.rochdale.gov.uk/livewell


 

 

3. Policy Context  

3.1. Global approach 

The World Health Organisation has set a target of reducing suicide in countries by 10% by 2020 and argued 

that:  

Social, psychological, cultural and other factors can interact to lead a person to suicidal 

behaviour, but the stigma attached to mental disorders and suicide means that many people 

feel unable to seek help. Despite the evidence that many deaths are preventable, suicide is too 

often a low priority for governments and policy-makers 4 

The global evidence indicates that suicide is preventable, and that, in particular, the following actions are 

effective: 

 Restricting access to the means of suicide 

 Ensuring that health care services have suicide prevention as a core element of provision  

 Recognising the impact that communities can have in preventing suicide including on fighting 

stigma and supporting those at risk of suicide, or bereaved by suicide  

3.2. National Policy Drivers  

3.2.1. Preventing suicide in England and the second annual update5 

The 2012 national strategy referenced above outlined the national approach to preventing suicide and 

highlighted six areas for action.  These are the basis for this local strategy.  The second annual report, 

published in 2015, highlighted some key areas of good practice and addressed the recent national increase 

in suicide rates.  This report explicitly linked the global financial crisis of 2008 to this increase in England, as 

well as other countries.  Nationally, there was an increase of 214 suicide deaths from 2012 to 2013 (a total 

of 4,727 suicides compared to 4,513). This increase in recent years is following a trend of decreasing suicide 

rates from 1998-2011.   

Key emerging issues from the second annual update include:  

 The number of deaths from helium suicide is five times higher in 2013 than in 2008 which again 

raises issues regarding the need for sensitive reporting of suicide and suicidal methods  

 A recent increase in suicides and reported self-harm incidents in prisons.  This includes a clear 

association between self-harm and subsequent suicide in prisons.   

 The influence of social media both as a potential protective and negative influence. Social media 

can be accessed by individuals for coping strategies and support but it can also be a means of 

normalising self-harm amongst other risk factors.  

 Continuing issues regarding people receiving mental health services including treatment in the 

community.   

 The need for good management of self-harm, as suicide risk is raised 49-fold in the year after self-

harm.  This risk is higher with increasing age at the start of self-harm.    

                                                           
4
 World Health Organisation (2014) Preventing suicide: a global imperative p.2  

5
 HM Government and Department of Health (2012) Preventing Suicide in England: A cross-government outcomes 

strategy to save lives; London 
HM Government  and Department of Health (2015) Preventing Suicide in England: Two years on Second annual report 
on the cross-government outcomes strategy to save lives; London 



 

 

 A higher than expected rate of alcohol related death following emergency department attendance 

with self-harm.  

This annual report identifies three main elements to implementing the strategy in local areas:  

 A suicide audit which collects information regarding suicides in order to understand local factors 

 Development of a suicide prevention action plan  

 Establishment of a multiagency suicide prevention group 

3.2.2. Chief Medical Officers Report on Public Mental Health6  

The 2013 Annual Report of the Chief Medical Officer focused on Public Mental Health and had a chapter 

focusing on suicide and self-harm.  This provided a clear picture of suicide and self-harm in the England.  

The key statistics include:  

 Suicide rates were at their lowest recorded level in 2006/7 but have increased slightly recently  

 Approximately 28% of people who die by suicide have been in contact with mental health services 

in the past year, and for half of those, the last contact was in the last week 

 High risk groups for suicide include men aged 35-54 years and people who have self-harmed, have 

depression, misuse alcohol, are facing economic difficulties, going through divorce or separation, or 

have long time physical illness  

 6-10% of adolescents report having self-harmed in the past year but only 1 in 8 of these report 

having attended clinical services 

 Hanging is the most common method of suicide.  The use of which is increasing in both genders.   

3.2.3. Samaritans: Men, Suicide and Self-Harm  

The Samaritans’ report into men and suicide aims to explain why 35-54 year old men of low socio-economic 

position are more likely to commit suicide.  This report looks to use social science research to explore 

cultural and social reasons behind this trend.  The key message is:  

“suicide needs to be addressed as a health and gender inequality – an avoidable 

difference in health and length of life that results from being poor and 

disadvantaged; and an issue that affects men more because of the way society 

expects them to behave”7 

Arising from the report, the Samaritans make recommendations for consideration nationally 

and locally: 

 Address the issues of gender and socio-economic inequalities in suicide risk. 

 Ensure that men’s views on what it is to be a man are included in suicide prevention approaches. 

 Consider the importance of loneliness for men in mid-life and recognise it as a very significant 

cause of their high risk of suicide. 

 Link alcohol reduction with suicide prevention. 

 Support GPs to recognise signs of distress in men. 

 Provide leadership and accountability at local level. 

                                                           
6
 Hawton K, Gunnell D and Kapur N (2014) Chapter 15 Suicide and self-harm in Davies, S.C. “Annual Report of the Chief 

Medical Officer 2013, Public Mental Health Priorities: Investing in the Evidence” London: Department of Health (2014) 
p239 - 250 
7
 Samaritans (2012) Men, Suicide and Society, p. 1 



 

 

3.2.4. Confidential Enquiry into Mental Health  

The 2015 National Confidential Inquiry into Suicide and Homicide by People with Mental Illness Annual 

Report reports on findings from 2003 – 2013 and highlights  

Patient suicides are defined as those that occur within 12 months of mental health service contact 

This work found that:  

 The numbers of suicides have risen in the UK recently including a rise in the numbers of patient 

suicide.  This is linked to an increase in the number of patients overall.  In 2003 27% of all suicides 

were in patients, and by 2013 that proportion was 30%.  

 The report identified potential risk factors for this increase to be: alcohol misuse, and economic 

pressures and unemployment.   

 The rise in patient suicide numbers for men appears to be higher than the rise in men in the 

general population.  Therefore this should be a priority for suicide prevention.   

 In England there are now three times as many suicides in crisis resolution/home treatment care as 

compared to inpatient care.  This could be due to a lack of inpatient availability.   

 Staff reported that they felt that involving the family more could have helped reduce risk in 14% of 

patient suicides.  

3.2.5. Mental Health Taskforce: The Five Year Forward View for Mental Health  

In February 2016 the independent Mental Health Taskforce to the NHS in England published their Five Year 

Forward View for Mental Health8.  This independent report was commissioned by the NHS to set out how 

to transform the approach for mental health in the UK.  The report sets out recommendations for the NHS, 

the NHS arms’ length bodies and wider public services.  

Key messages that relate to suicide prevention in the report include:  

 improving care through prevention, which spans national and local government including 

supporting children and young people, employment in adults, and creating mentally healthy 

communities; 

 the expansion of mental health care such as seven day access in a crisis.  The report argues that a 7 

day crisis response service would contribute to the efforts to reduce suicide; 

 a focus on integrated physical and mental health care;   

 To reduce suicides by 10% by 2020 all areas should have multi-agency suicide prevention plans in 

place by 2017 that are reviewed annually.  There should be a focus on primary care, alcohol and 

drug misuse as well as focusing on high risk locations and high risk groups.   

 the need for additional investment in order to meet the challenges of reform. 

The report recommends eight principles to guide reform:  

1. Decisions must be locally led 

2. Care must be based on the best available evidence 

3. Services must be designed in partnership with people who have mental health problems and with 

carers 

4. Inequalities must be reduced to ensure that all needs are met, across all ages 

5. Care must be integrated – spanning people’s physical, mental and social needs 

                                                           
8
 Mental Health Taskforce (2016) The Five Year Forward View for Mental Health  



 

 

6. Prevention and early intervention must be prioritised 

7. Care must be safe, effective and personal, and delivered in the least restrictive setting 

8. The right data must be collected and used to drive and evaluate progress 

3.3. Local Policy Drivers  

3.3.1. Rochdale Borough Mental Health and Wellbeing Commissioning Strategy 2014-

2017 

A full mental health needs assessment was carried out for Rochdale Borough in 2014 and one of the 

recommendations arising from this work was to continue to develop action to prevent self-harm and 

suicide for children, young people, men and women.   

Rochdale Borough Mental Health and Wellbeing Commissioning Strategy 2014-2017 was developed by 

Heywood, Middleton and Rochdale Clinical Commissioning Group  and Rochdale Borough Council.  This sets 

out the priorities locally in order to improve mental health within the borough.  These were co-produced 

with service users, carers and key stakeholders.   

The Strategy clearly references suicide under Aim 5: Fewer people will experience avoidable harm.  This 

aim includes the objective:  

“We will aim to reduce the number of suicides within the Borough through suicide 

awareness campaigns and training”  

This suicide prevention strategy contributes to the actions occurring locally to achieve this aim.   

3.3.2. Rochdale Health and Wellbeing Strategy  

In 2015, Rochdale is developing a new Health and Wellbeing Strategy to build on the success of the 2012-

2015 strategy.  The mission statement for the strategic direction of the 2012-15 work is:  

“Co-operating in Rochdale for Better Health & Wellbeing” 

This is supported by three vision statements which outline clear principles as to how to achieve this:  

1. By 2021, we aim to achieve greater health and wellbeing equality between our most and least 

deprived communities, with a focus on tackling our priority health and wellbeing outcomes. 

2. We will work in partnership to maximise the assets and resources that we have in the Borough to 

achieve the best possible outcomes for our population. 

3. People and communities will have high aspirations for their own health and wellbeing outcomes 

and will feel in control of and able to manage their own conditions. 

The second Rochdale JSNA consultation was carried out in 2015.  The Health and Wellbeing Board have 

currently identified the following five priority areas to inform the next Health and Wellbeing Strategy:  

1. Children & Young People – Giving Every Child the Best Start in Life 

2. Prevention and Early Intervention 

3. Tackling Health Inequalities 

4. Wellbeing 

5. Healthier Lifestyles 

Suicide prevention contributes to many of these priority areas in particular Prevention and Early 

Intervention, Tackling Health Inequalities and Wellbeing.    



 

 

4. Local Picture  
As previously stated, statistics on suicide are normally measured using the information provided at death 

registration. It includes those deaths where the coroner’s verdict is suicide and also open verdicts, which 

research suggests the majority of which are likely to be suicides. Age standardised rates are calculated 

using the European Standard Population, which takes into account the differing age structures over time 

and in different areas, allowing meaningful comparisons to be made. 3 year averages are used in order to 

minimise the fluctuations in rates caused by low annual numbers of deaths. 

Mortality rates from suicide and injury undetermined in Rochdale currently stand at 15.4 per 100,000 for 

males and 9.9 overall (PHE/PHOF 2011-13). The rate for females is not published for data disclosure 

reasons as the number of recorded deaths is very low. There are on average 20 deaths each year in 

Rochdale and small differences in this total have a significant effect on the rate. The chart below shows the 

trend since 2001. 

The rate of suicide in Rochdale was particularly low for 2006/2008 and since then the rate has increased.  

This is of concern locally.   

 

4.1. Gender 

In terms of gender, male deaths account for nearly three quarters of the total numbers over recent years: 

between 2004 and 2013 there were 148 male deaths (75.5%) and 48 female deaths (24.5%) in Rochdale. In 

England between 2004 and 2013 there were 33,068 male deaths (75.6%) and 10,648 female deaths 

(24.4%). The chart below illustrates the disparity between the sexes for Rochdale. 
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The mortality rate for males has risen slightly over the last 5 years, averaging around 15 deaths per year. 

This mirrors the trend across the North West and England. 

 

In contrast, the rate for females has been somewhat volatile over the past few years, reaching a peak in 

2003-05, although this increase can be explained by a number of “injury undetermined” deaths in a single 

incident which had the effect of raising the mortality rates significantly. The rate then fell steadily for 3 

years before rising again up to 2009-11. The numbers of deaths are normally less than 5 per year, meaning 

that rates will fluctuate markedly even with 3 year averages. Given the low numbers for both males and 
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females, the rates are not considered to be statistically significant and the rate for females is no longer 

published due to the very low numbers.  

4.2. Age  

When looking at the age distribution of suicides, it is important to remember that suicide affects all ages, 

however for both males and females the greatest numbers are found in the 40 to 49 age group. This 

reflects the pattern for England as a whole.  

 

4.3. Ethnicity  

It is estimated that 5.4% of all suicides between 2005 and 2011 occurred in the BME population. This is 

much lower than the current estimated BME population for Rochdale as a whole, which currently stands at 

14% (Source: ONS).   

4.4. Methods  

The following charts illustrate the most common methods of committing suicide, with hanging accounting 

for exactly half of all deaths. There is however, a significant difference between the sexes, with 59% of 

males choosing hanging, but only 35% of females; 41% of females choose poisoning as opposed to just 20% 

of males. Fire and smoke, sharp objects and falling from a high place also show significant numbers, 

although many fire deaths are of undetermined intent.   

National information indicates a recent increase in the proportion of men and women committing suicide 

by hanging.  The numbers in Rochdale Borough are too small to be able to identify if this is an issue locally.   
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4.5. Social Grade  

When we look at Social “Class” or “Grade”, it is evident that, when compared with the average for Rochdale 

as a whole, there are fewer suicides in the Professional and Managerial categories, whilst there are more in 

those classed in the Skilled/Semi Skilled Manual and Unskilled categories. Whilst figures appear low for the 

Unemployed and those on benefits, it is likely that the “Not Stated” category includes many jobless people. 

Bearing this in mind, 38.8% of all suicides would fall into this category, compared to comprising 17.6% of 

the population as a whole. 

 

4.6. Deprivation  

Deprivation is known to be a contributory factor in suicide. The following chart shows the age standardised 

mortality rates for deprivation quintiles in Rochdale (based on the postcode of the deceased and the 

Indices of Deprivation 2010 for the Lower Super Output Area each postcode sits within). The rate for the 

most deprived area (Quintile 1) is higher, however the numbers are small, based over a 3 year period 

therefore the rates are not considered to be statistically significant. 
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4.7. Self-harm 

The risk of suicide after deliberate self-harm varies between 0.24% and 4.30%. Our knowledge of risk 
factors is limited and can be used only as an adjunct to careful clinical assessment when making decisions 
about after care. However, the following factors seem to indicate a risk: being an older teenage boy; violent 
method of self-harm; multiple previous episodes of self-harm; apathy, hopelessness, and insomnia; 
substance misuse; and previous admission to a psychiatric hospital (Hawton, K., 2005).  
 
The chart below is taken from the Rochdale Health Profile 2014 and illustrates the rates of admissions for 
self- harm for local authorities in Greater Manchester. Rochdale has the 4th highest rate in GM but is below 
the North West average. 
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The Child Health Profile for Rochdale 2014 provides the same figures for the 10 to 24 age group, which 

have significantly higher rates of self-harm than the population as a whole. Rochdale is again the 4th highest 

in Greater Manchester yet below the North West average. 

 

 

The Centre for Public Health at Liverpool John Moores University has published a report on attendance at 

emergency department for self-harm.  It can be accessed at http://www.cph.org.uk/wp-
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http://www.cph.org.uk/wp-content/uploads/2015/04/TIIG-Greater-Manchester-Themed-Report-DSH.pdf


 

 

content/uploads/2015/04/TIIG-Greater-Manchester-Themed-Report-DSH.pdf.  The study uses a broad 

definition of self-harm in that it includes ‘injury undetermined’ (ICD10 codes Y10 to Y34).  By this measure, 

Rochdale is 5th highest in Greater Manchester for self-harm admissions.   

 

  

http://www.cph.org.uk/wp-content/uploads/2015/04/TIIG-Greater-Manchester-Themed-Report-DSH.pdf


 

 

5. Local suicide prevention priorities  
 

 Area for action 1: Reduce the risk of suicide in key high-risk groups including:  

o men aged 35-54 years  

o people who have self-harmed,  

o mental health services (have depression) 

o drugs and alcohol (misuse alcohol)  

o facing economic difficulties, going through divorce or separation,  

o have long time physical illness,  

 Area for action 2: Tailor approaches to improve mental health in specific groups  

 Area for action 3: Reduce access to the means of suicide  

 Area for action 4: Provide better information and support to those bereaved or affected by a 

suicide  

 Area for action 5: Support the media in delivering sensible and sensitive approaches to suicide and 

suicidal behaviour  

 Area for action 6: Support research, data collection and monitoring.  

 Area for action 7: To promote wellbeing and increase resilience through the five ways to wellbeing

  

  



 

 

6. Governance  
Rochdale Borough has a multi-agency Suicide Prevention Group which is line with national guidance9.  This 

group is currently chaired by the Chief Executive of Mind (Rochdale and district) and meets quarterly.  

Members include representatives from public health, Greater Manchester Police, Drug and Alcohol Team, 

Pennine Care Foundation Trust, and the voluntary and community sector including Survivors of 

Bereavement By Suicide (SOBS), LGBT Foundation and Groundworks.   

The strategy will be monitored through the Suicide Prevention Group and will be accountable to the Health 

and Wellbeing Board via the Mental Health and Wellbeing Board.  The group will develop a clear action 

plan to implement this strategy and suicide prevention and self-harm will be included in the six monthly 

board reports prepared by the Mental Health and Wellbeing Board.   

 

 

 

In addition to the local structures, there is a programme of work at Greater Manchester level.    

 

                                                           
9
 Department of Health (2011) Prompts for local leaders on suicide prevention 
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