Dudley suicide prevention strategy 2026-2030 and delivery
plan
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1. Introduction

Recognising that suicide is complex and multifactorial and there is no single action that can
address suicide, the multi-agency suicide prevention partnership in Dudley adopts a
coordinated, evidence-based approach to support communities and to strengthen the
system towards prevention of suicide and self-harm and supporting those bereaved by
suicide across the borough. The strategy provides a framework of collective action
responding to local needs in alignment with national guidance, and building on previous
prevention efforts in Dudley and neighbouring local authorities.

How we developed the strategy

Our suicide prevention strategy for Dudley is a refresh of the previous Dudley 2018-2023
strategy in alignment with the national guidance, specifically the NHS England 10 year plan
which comprises of mental health.” the Suicide prevention strategy for England (2023-
2028)? and the regional ambitions under the West Midlands Combined Authority’s THRIVE
action plan for mental health and zero suicides in the West Midlands.® We collaborated with
other Black Country Local Authority and NHS partners to ensure learning from what has
effective in suicide prevention.

Our priorities and interventions are defined locally based on Dudley’s Health and Wellbeing
Strategy (2023- 2028)*, Dudley Borough Vision 2030° and the Emotional Health and
Wellbeing needs assessment for children and young people.® The document has been
reviewed based on evidence generated by a recent local mental health needs assessment
and local data on self-harm and suicide in Dudley.

Stakeholder engagement was ongoing from the early development of the strategy through to
finalising the strategy and delivery plan. This continuous engagement supported
collaboration, consensus building, and helped ensure that the suicide prevention strategy
and action plan align with related priorities and strategies, including domestic abuse
prevention and wider mental health and suicide prevention work. Stakeholder event-

2. Understanding suicide and local needs

2.1 The national context

Suicide is an important Public Health issue nationally and locally. Trends show that although
overall suicide rates declined from the 1980s through the early 2000s, rates have been rising
again since the mid-2000s to levels not seen since the late 1990s. In 2024, there were 6,190
suicides registered in England and Wales (11.4 suicide deaths registered per 100,000
people). After a decade of fairly static rates, trends in the most recent years have begun to
increase (Figure 1). Males account for three quarters of deaths from suicide although both
male and female rates have increased with Age-Standardised Mortality Rates (ASMR) of
17.4 and 5.7 per 100,000 people respectively. Across age groups, suicide rates are typically
highest among middle aged adults. For example, in 2024 the highest age specific rate was
among 50-54 years old males and among 45-49 old females.”

The national Survey of Mental Health and Wellbeing 2023/24® shows a sustained rise in
suicidal thoughts and attempts among adults (16-74 year). The proportion of adults reporting
suicidal thoughts in the most recently available year of data increased from 3.8% in 2000 to
6.7% in 2023/24. Over the same period, the proportion of adults reporting a suicide attempt



in the year preceding the survey increased from 0.5% to 1.0%, while the proportion reporting
lifetime self-harm increased from 2.4% to 10.3%. Women and younger adults, especially
those aged 16-24, report higher levels of self-harm and suicidal behaviour than men and
older age groups. For example, in 2024, 31.7% of the women aged 16-24 reported having
ever self-harmed compared to 15.4% of men of the same age. Demographic and
socioeconomic factors, such as unemployment and debt, are linked with higher prevalence
of suicide, and many who attempt suicide do not seek help.

For ethnicity, rates of suicide were highest in the White and Mixed/Multiple ethnic groups for
both men and women.

ASMRs per 100,000 people
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Figure 1. Age standardised mortality rate of suicide in England and Wales between 1981-
2023.

Source: Office for National Statistics (ONS). Prevention of suicide profile ’

2.2. Suicide in Dudley

Data show that Dudley’s overall suicide rate for 10+ old people is 9.2 per 100,000 in the
period 2022-2024, slightly lower than both England (10.9) and the West Midlands average
(10.5). Historical trend data from 2001-03 to 2022—-24 show Dudley fluctuating around
national and regional levels, with no clear sustained trend and a recent position slightly
below England, although confidence intervals overlap. Emergency hospital admissions for
intentional self-harm in Dudley have fallen substantially over the last decade, from 246.5 per
100,000 in 2016/17 to 102.8 per 100,000 in 2023/24. °

Male suicide in Dudley is substantially higher than female suicide, with a 2022—-24 male rate
of 14.3 per 100,000 compared with 4.4 for females, reflecting the national roughly 3:1 male—
female pattern. Dudley’s rates in 2022-24 remain below England’s figures of male (16.8) and
female (5.5) ASRM for the same period. °

In terms of age, Dudley’s highest overall suicide rate is among middle-aged adults (4564
years), at 13.8 per 100,000, which is broadly in line with England and the West Midlands
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averages. Male suicide in this age group remains particularly elevated at 21.0 per 100,000,
making mid-life men a key concern. Female rates have risen to 6.8 per 100,000, slightly
above national and regional averages and highlighting mid-life women as an emerging
priority group. Among older adults (65+), the overall rate is 8.2 per 100,000, similar to
England and the region, with a gradual increase over the past decade. Male suicide
dominates in later life at 13.2 per 100,000, whereas female rates remain low at 4.1 per
100,000, indicating that late-life male suicide is the principal focus within this age band. Data
from 2012 onwards show Dudley’s youth (10-24 years) suicide rate broadly stable around 4—
5 per 100,000, tracking just under the national rate. °

Suicide rates (per 100,000)
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Figure 2. Trends of suicide in Dudley by sex between years 2001-2024

Source: Office for Health Improvement & Disparities. Suicide Prevention Profile.’

2.3 Suicide risk and groups at higher risk

Anyone can be at risk of suicide. However, the National Suicide Prevention Five-Year
Strategy (2023-2028) has identified the need to provide early intervention and tailored
support for certain groups where evidence suggests a higher risk of suicide relative to the
general population. This includes older people, carers, people with drug or alcohol problems,
people with mental health problems and lesbian, gay, bisexual and transgender (LGBT)
people. For ethnicity, rates of suicide were highest in the White and Mixed/Multiple ethnic
groups for both men and women.

Armed Forces veterans, people under the Probation Service, young men, pregnant women
and new mothers are other groups that are likely to be at higher risk.? Box 1 presents an
overall view of some of the key priority groups for suicide prevention and the potential factors
increasing their risk of suicide.



Learning disability, neurodiversity and mental health

Neurodivergent people may be at increased risk of suicide. An estimated 15-20% of the
UK population are neurodivergent, including people with autism, ADHD and dyslexia.
Although autistic people make up around 1% of the population, they are involved in
approximately 11% of suicides. Factors such as social isolation, bullying, academic
difficulties and co-occurring mental health conditions can increase vulnerability to suicidal
thoughts and behaviours.°

Gypsy, Roma and Traveller communities

Gypsy, Roma and Traveller communities experience disproportionately high rates of
suicide, with rates estimated to be more than six times higher than in the general
population. More than 65% of Traveller suicides occur in people aged under 30 years. " 12
Suicide risk in these communities is linked to multiple socio-economic disadvantages,’
experiences of racism and marginalisation, mental health problems and substance use.
Poor access and lack of culturally sensitive health care, stigma and cultural expectations
around resilience often prevent help-seeking.'

Domestic abuse

Suspected victim suicide following domestic abuse (SVSDA) is the leading cause of death
among the 1,452 domestic abuse-related deaths recorded in England and Wales between
2020 and 2025. The impact is disproportionately borne by women, who account for 88%
of SVSDA victims."* Prolonged domestic abuse and coercive control gradually erode
mental resilience. Many victims experience feelings of entrapment and powerlessness,
particularly where there are multiple factors like poverty, insecure housing, perpetrator
imposed social isolation. Nearly half of survivors of non-physical abuse experience
suicidal thoughts. However, stigma around domestic abuse and mental health often
hinders individuals from seeking the help they need. Also, many victims have been known
to service failures can lead to missed warning signs of suicide and domestic abuse
leading.™ 1

Pregnant women and new mothers

In the UK, suicide is the primary cause of direct deaths within the year following the end of
pregnancy, with devastating effect on the newborn and families.'® Maternal suicide
remains a significant public health concern. Among 155 women who died from direct
mental health causes in 2025, 88 deaths were due to suicide. The risk may be heightened
by pre-existing mental health conditions, postpartum depression, and the complex
emotional, physical and psychological challenges associated with pregnancy and early
motherhood."

Armed forces

Serving personnel and some groups of veterans in the UK may experience an elevated
risk of suicide compared to the general population, particularly among working-age
males.'® ° Transition out of service can be a period of increased vulnerability, with risk
factors including difficulties adjusting to civilian life, loss of identity and structure,
relationship breakdown, physical injury, and exposure to trauma during service. Some
individuals may also experience barriers to accessing timely mental health support due to
stigma, concerns about confidentiality, or challenges navigating civilian services. These
factors can be compounded by co-occurring issues such as unemployment, housing
instability or substance use. '*?° The Armed Forces Covenant legal duty will be extended




in 2027 to strengthen the responsibility of public bodies to consider the needs of serving
personnel, veterans and their families when delivering services.?'

Gambling

The Office for Health Improvement and Disparities (OHID) estimate up to 496 gambling-
related suicides a year. 22 Risk of suicide in relation to gambling disproportionately affects
men and those under 30. Gambling increases suicide risk through financial harm, debt,
relationship breakdown and shame, which can lead to severe psychological distress,
substance use and feelings of entrapment, all of which elevate suicidality.?

Cost of living/financial stress

Evidence indicates that individuals experiencing stress from financial issues and debt are
20 times more likely to attempt suicide than those without such stress.?* Rising living costs
intensifies financial stress, debt, housing insecurity and food poverty, which are linked to
poor mental health and feelings of entrapment, especially among low-income households
and those with preexisting vulnerabilities.

Chronic pain

People experiencing chronic pain (pain lasting beyond typical healing times) are at least
twice as likely to attempt suicide compared to those without a pain condition. This is
primarily due to the emotional and psychological burden, which are intertwined with
factors such as pain intensity, duration, mental health, and social support.?®

Bereavement suicide

Adults who lose a friend or a relative to suicide are around 65% more likely to attempt
suicide themselves. Exposure to suicide can normalise suicidal behaviour for some
individuals. Bereavement places individuals at a heightened risk for psychological and
mental health challenges. Individuals can experience intense guilt, shame and unresolved
grief alongside higher levels of stigma, social isolation and reduced informal support.?

Homelessness

Homeless individuals and those sleeping rough are over nine times more likely to die by
suicide than the general population and 13.4% deaths of known homeless deaths were by
suicide.?” People experiencing homelessness face greatly elevated suicide risk due to
extreme deprivation, social isolation, mental health issues, substance use and trauma.
Structural barriers to housing, support and healthcare further compound suicide risk.2 2°

Substance use (drugs/alcohol)

Reports show that over 50% of suicides are linked to substance use, with alcohol and
opioids being the most common contributors.*° Alcohol and drugs may be used as coping
mechanisms, but substance use frequently co-occur with mental health problems.
Substance use impairs judgment, lowers inhibitions, and can amplify negative emotions,
leading to an increased risk of suicidal thoughts or behaviours. This risk is compounded
by the significant social and economic consequences of long-standing substance use,
such as relationship breakdowns, financial instability, and job loss.3!




Lesbian, gay, bisexual, trans and queer or questioning plus other minority gender groups

(LGBTQ+)

Lesbian, gay, bisexual and transgender (LGBT) people experience a higher risk of suicidal
thoughts, attempts and self-harm compared with heterosexual and cisgender
populations.®? This increased risk is strongly associated with experiences of
discrimination, stigma, harassment and rejection, higher rates of poor mental health, self-
harm and suicidality among LGBT people, particularly among transgender and non-binary
individuals.®

Box 1. Population groups known to be at higher risk of suicide.

2.4 Risk factors in Dudley

Dudley faces many of the nationally recognised factors driving suicide risk, including mental
ill-health, economic insecurity and exposure to domestic abuse, among many other factors.

Mental ill health is an important public health concern. In 2024/25, GPs in Dudley recorded
48,300 adults with depression (17.2% of 18+ population), compared with 14.3% across
England. While self-reported wellbeing data from the Office for National Statistics annual
population survey shows that the overall wellbeing scores in Dudley are broadly similar to
England (6.95%), about 6.0% of adults (roughly 1,600 people) report feeling lonely “often or
always”, highlighting a group whose isolation and low sense of connection may increase
their vulnerability to suicidal distress.** These risk factors are present alongside higher than
average levels of childhood adversity. In 2023/24, Dudley has 82 children in care per 10,000
under-18s (574 children) compared with 70 per 10,000 in England. Care experienced young
people are at higher risk of later mental ill health, self harm and suicide. 3°

Economic insecurity, financial strain and problem debt further heightens risk. In 2024/25,
4.86% of working-age adults in Dudley were claiming out-of-work benefits and 1.6% were on
long-term unemployment, compared with England’s 4.1% and 0.5% respectively. °

Domestic abuse is a major circumstantial risk factor. Dudley sits in the highest quintile of
police force areas with a domestic abuse-related incident and crime at a rate of 36.2 per
1,000 adults, substantially higher than England’s 27.1 per 1,000. Domestic abuse, coercive
control and sexual violence all increase suicide risk, particularly for people already living with
mental health or substance use problems and can interact with financial dependence and
housing insecurity to trap individuals in unsafe situations. 3°

Taken together, Dudley’s elevated depression prevalence, significant common mental
disorder, long-term unemployment, high domestic abuse rates and higher levels of children
in care are among many other risk factors which underline the need for suicide prevention.



3. Vision and strategic priorities
3.1 Vision

Our vision is for everyone in Dudley to come together to prevent loss of life to suicide and
support those affected by it. Our goal is that through everyone’s combined efforts, we can
build a more resilient society that does not stigmatise mental iliness and suicide, ensures
that people who are in distress can be effectively identified and supported, and offers
compassionate support to individuals and families bereaved by suicide.

3.2 Strategic Priorities

1. Make suicide prevention everybody’s business — building a community-wide
approach where residents, professionals and workplaces all have an
understanding and play an active role in recognising risk, offering or signposting
to appropriate support and services.

2. Reduce stigma about mental ill health and suicide — enabling people to
encourage open conversations and help-seeking without fear of judgement.

3. Ensure a joined-up suicide prevention pathway in Dudley — strengthening
professionals’ skills and ensuring coordination between services so people at risk
and those bereaved by suicide receive timely, consistent and compassionate
support.

4. Our approach to prevent suicide

The strategy applies to the whole population across the life course, with a specific focus on
high-risk groups using a tiered risk-based approach. This is enabled by data, intelligence
and engagement, and is delivered mainly through training and communication. At the basis
of the approach is universal provision aimed to the whole population. Figure 3 summarises
our approach to suicide prevention in Dudley.



Key modes of delivery K bl
ey enablers

Training
Postvention Leadership, governance

Communication and partnership

support

Data and intelligence
Crisis support

Targeted support for defined
high-risk groups, including
reducing means of suicide

Universal approach for increasing suicide
awareness and reducing stigma of mental
ill health

Figure 3. An overview of the suicide prevention approach in Dudley.

4.1 Levels of suicide prevention

e At the basis of the approach is universal provision aimed to the whole population
across the life course.

Suicide prevention will be linked up with strategies and interventions improving the
socioeconomic determinants and suicide risk factors like loneliness and substance use and
promote mental health and wellbeing. We will be raising awareness among the public and
organisations on suicide, suicide prevention support and services. This will include
awareness campaigns and training for communities and the workforce in public and other
sectors with practical support, whether they might be at risk of suicide themselves or
whether they are encountering people at risk of suicide.

¢ The middle two tiers comprise of interventions aimed at secondary and tertiary
prevention of suicide.

A wide range of voluntary and public sector organisations play a pivotal role in supporting
people in crisis as well as working to prevent crisis. We aim to improve self-harm support
and pathways, and access to mental health and social support for people in distress. This
includes ensuring training and embedding safety planning as standard components for
individuals presenting with self-harm or suicide risk across organisations. A single, trusted,
and well publicised information point would help clarify access for the public. Dudley has
many established community resources for delivering health and wellbeing messages.

o At the top of the pyramid are postventions including support for people bereaved by
suicide and working with media on responsible reporting of suicide.

Bereavement counselling for people affected by suicide is available in Dudley but awareness
of the service may be limited and there may be opportunities to strengthen awareness of
postvention support.
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4.2 Enablers for strategy delivery

We will focus on key enabling areas that support the delivery of the strategy at all levels:

Leadership, governance and partnership — strengthening collaboration, shared
accountability, and joint action across the Suicide Prevention Partnership, Community
Safety Partnership, and wider partners including health, public health, safeguarding,
education, and specialist services. This includes ensuring partners collectively own
prevention, learning, and implementation, while maintaining meaningful engagement
with people with lived experience and the wider community to maximise our collective
impact. It also includes the coproduction of safety plans with individuals to ensure they
are personalised and reflect their specific needs, strengths, and circumstances.

Strong multi-agency governance supports shared accountability, and implementation of
learning arising from local and national review processes, including safeguarding
reviews, Domestic Homicide Reviews, coroner’s Prevention of Future Deaths reports,
and suicide audit findings, to strengthen prevention, early intervention, and system
learning.

Data, intelligence, learning and research — improving understanding of the local picture
and what works in suicide prevention locally and nationally. We aim to support research
where gaps are identified. We will examine such deaths and circumstances as they
occur to learn from suicide attempts and deaths. Existing data from the Office of Health
Inequalities and Disparities (OHID), Dashboard for Suicide Prevention Professionals,
the Office for National Statistics (ONS) and analysis of local coroner reports. When
available, this will extend to real time suspected suicide surveillance (RTSSS).

4.3 Modes of delivery

Delivery of the strategy will be supported by two core elements across all tiers:

Training — building awareness, reducing stigma and strengthening skills to recognise
risks, support people in distress and provide sensitive bereavement support. We will
work with commissioners and providers to ensure regular, consistent suicide prevention
training across the public and other sectors’ workforce — especially focused at those
agencies who come into contact with high-risk groups.

Clear and coordinated communication — supporting engagement with communities,
reducing stigma and promoting available support. This includes sharing key messages
and working with media to encourage responsible reporting.
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5. What success looks like and how it will be measured

Success means a community and system which have a greater awareness of mental ill
health and suicide and available support and where suicide prevention is embedded across
all levels, stigma is reduced and people at risk or affected by suicide can access timely,
compassionate support, ultimately contributing to a reduction in suicide in Dudley.

Success will be reflected in the following outcomes for each strategic priority:

1. Make suicide prevention everybody’s business

A wide network of professionals, volunteers, family and community helpers who
know how to help people at risk of suicide and signpost them to services

A network of trained suicide prevention ambassadors in communities and
organisations advocating for suicide prevention and ensuring signs and triggers
of suicide are identified and appropriately supported.

People are aware and easily connected to the support and services available to
them. Frontline staff across community resilience fund, housing, community
rehabilitation, social care, adult services, policing and other public services are
equipped to recognise suicide risk, provide an initial supportive response, and
refer or signpost individuals to appropriate mental health, crisis and suicide
prevention services.

2. Reduce stigma about mental health and suicide

Open, sensitive conversations about mental health and suicide are encouraged
in organisations and community settings such as schools, workplaces and
voluntary groups without fear of judgment.

Local communications and media portray mental health and suicide in a
responsible, sensitive and non-stigmatising way.

People from all backgrounds feel that mental health support and suicide
prevention services area accessible, culturally appropriate and free from stigma.

3. Ensure an effective joined-up suicide prevention pathway

A coordinated, clear and flexible suicide prevention pathway that provides timely
support across the continuum from early prevention through crisis response and
postvention care.

Safety planning implemented consistently across the suicide prevention pathway
including Primary Care, crisis services and mental health settings ensuring
continuity of support especially during vulnerable transition points such as
discharge from mental services.

A well trained Primary Care, and other health workforce including first
responders and police with strong suicide awareness and prevention skills and
the ability to access resources to support people at risk and those affected by
suicide.

6. Monitoring and evaluation

Due to the relatively low number of suicides at local level, it can be difficult to demonstrate
statistically significant changes in suicide rates over short time periods. Therefore, alongside
monitoring suicide rates, we will also measure progress through a range of indicators
reflecting the prevention activity, partnership working, workforce development, and access to
support across communities and organisations.
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We will monitor both progress within the strategy and action plans through a combination of
data and lived experiences.

o Track suicide and self-harm rates using a range of data sources including
Fingertips, the Zero Suicide Alliance, the national mental health intelligence team,
information from coroners and near real-time surveillance when available,
alongside analysis of data on self-harm and attempted suicide to identity trends
and emerging risks.

e Gather views from people with lived experiences and stakeholders including
professionals, service users, carers and community groups to inform and improve
suicide prevention support and services.

e Monitor access to support services such as the Black Country 24/7 urgent mental
health helpline to assess reach and gaps.

e Monitoring population mental wellbeing and suicide risk factors such as
depression, substance use using GP records, Fingertips, and national and local
surveys.

7. Strategy reporting and review mechanisms

The national government lays out statutory responsibilities for suicide prevention to local
suicide prevention groups held within local authorities. The implementation and impact of the
strategy is overseen by Dudley’s Suicide Prevention Partnership within which statutory
responsibility for suicide prevention is held.

The group brings partners together for the development and monitoring of local responses
and initiatives, and to share information, best practices and innovation of suicide prevention
in Dudley. It acts also as a forum to facilitate partnerships and coordination across sectors,
including health, social care, education, the environment, housing, employment, the police
and criminal justice system, transport and the voluntary sector.

Core membership of the Dudley Suicide Prevention membership comprises of experts by
experience, representatives from Public Health, relevant voluntary sector organisations,
Black Country ICB, Black Country Healthcare NHS Foundation Trust, The Dudley Group
NHS Foundation Trust, Medical Examiner, Emergency Services, National Highways,
Community Safety, Probation Service, Children and Young People’s services and Adult
Social Care. Membership is supplemented by guest attendees as the agenda requires.

Implementation will be regularly monitored through a structured reporting and review
process to ensure accountability and transparency. Progress against strategic priorities and
key outcomes will be reported at least annually by the Partnership to the Health and
Wellbeing Board locally and to the Black Country Integrated Care System at regional level,
see Figure 4.
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The combined Black Country
and Birmingham and Solihull
Integrated Care System (ICS)

Dudley’s Health and
Wellbeing Board

The Black Country Suicide Department Management

Prevention Forum Team (DMT)

Dudley Suicide Prevention
Partnership

Figure 4. Reporting structure of suicide prevention.

8. Delivery plan

We recognise the need to translate our suicide prevention ambitions into a coordinated plan
that responds to local needs and views of people with lived experience.

The delivery plan below was developed by members of Dudley’s Suicide Prevention
Partnership and finalised in consultation with wider partners and the public along a set of
overarching principles:

e Coproduction with services, communities and VCS and people with lived experiences
e Life course approach

o Evidence based interventions

e Partnership and cross-sector collaboration for system-wide impact

¢ Incorporating lessons learnt from Black country and neighbouring local authorities

The plan covers the lifetime of the strategy between 2026—2030 and comprises both ongoing
actions, such as awareness raising and stigma reduction, and phased actions, including
strengthening the suicide prevention pathway. Interventions are mapped across our
approach to suicide prevention, spanning universal health promotion and action on the wider
determinants of suicide, targeted support for high-risk groups, and crisis intervention and
bereavement services.

The plan will be supported by annual action plans, shaped by emerging suicide risk factors
and ongoing evaluation of progress and impact. Successful delivery will depend on strong
partnership, ownership, shared accountability, and the availability of resources across the
system.

The delivery plan is organised into the following themes and actions

14



1. Universal Interventions and Mental Wellbeing Promotion
o Mental wellbeing promotion
e Stigma reduction
o Integration with wider strategies (e.g. poverty, financial wellbeing)
2. Reducing Access to Means and Methods of Suicide
e High-frequency locations (HFLs)
o Suicide clusters
¢ Emerging methods
¢ Railway suicide prevention
¢ Environmental risk reduction
3. Targeted Support for Groups at Higher Risk of Suicide
* Needs assessment
e Priority populations
o Workforce Capabilty
e Targeted interventions
e Learning from reviews and intelligence
4. Crisis Support and Early Intervention
e Crisis pathways
e Signposting
o Safety planning
¢ Risk assessment and management
5. Postvention and Bereavement Support
o Bereavement services
o Referral pathways
e Support for those affected by suicide
o Suicide bereavement as a risk factor
6. Data, Intelligence and Suicide Surveillance
e Suicide audits
o Data quality and intelligence
e Dashboards
e Near real-time surveillance

e Learning from reviews and incidents

7. Partnership Working and Community Collaboration

15



Suicide Prevention Partnership governance
VCSE engagement

Lived experience involvement
Cross-sector collaboration

Regional learning

8. Workforce Development and Training

Training needs analysis
Suicide prevention training
Mental Health First Aid

Workplace wellbeing and occupational health

9. Communication and Public Awareness

Communication strategy
Public campaigns
Awareness raising

Website and digital information

10. Online Safety and Responsible Media Reporting

Online harms
Digital safety
Samaritans media guidance

Local media engagement

16



Areal key action

Delivery Plan for Suicide Prevention in Dudley 2026-2030

Strategic

priority*
1. Universal interventions and mental wellbeing promotion

Lead agency/
delivery partners

Timeline

Outcomes/milestones

1.1 Link with mental health SP1, SP2 Mental Health Joint work programme
improvement strategy to Partnership Board, agreed between the
promote mental wellbeing Suicide Prevention MHPB and SPP, with
with the C.ommunity and Partnership (SPP) Ongoing (2026_30) progress reviewed
organisations annually through
partnership governance
arrangements.
1.2 Linking suicide SP1, SP3 Suicide Prevention Suicide prevention
prevention strategy to Group, Mental Health priorities incorporated
synergistic plans e.g. Partnership Board, s
Financial Wellbeing and DMBC Mitigating Ongoing (2026-30) | Within relevant borough
Mitigating Poverty Strategy, Poverty Group, Charity Str.at.e gles’.wlth examples
mental wellbeing strategy and Voluntary Sector of joint activity reported
(CVS) annually.
1.3 Map the suicide SP3 SPP . .
prevention pathway in Suicide prevention
Dudley including pathway mapped across
identification of first contact statutory, VCSE and
points, escalation pathways, 2026-27 community services, with
crisis support and recommendations for
postvention recommend improvement agreed by
areas and actions for partners.
improvement
2. Reduce access to means and methods of suicide

2.1 Identify and respond to
high frequency locations
(HFLs) ensuring timely and
coordinated local action.

SP3

Police, Highways
Agency, National Rail,
local authority car
parking and private

Ongoing (2026-
30)

High-frequency locations
identified through
available intelligence,

17




Areal key action

Strategic

Lead agency/

Timeline

Outcomes/milestones

Remark

priority*

delivery partners
and social housing
providers, WM group.

with coordinated multi-
agency action plans
developed, implemented
and reviewed regularly.

2.2. Support system SP3 SPP Emerging suicide
responses to new methods Ongoing (2026~ | methods and potential
and potential suicide clusters 30 suicide clusters identified
to reduce risk and prevent )

further incidents. and responded to.

2.3 Continue to explore the SP3 Police

use of ‘concern for welfare’ Analysis of concern-for-
data to map locations visited

by people in distress, using 2026-28 we(ljf?.re df’ata .urf1dertaken
this insight to better target and findings Inform
prevention and early prevention activity.
intervention activity.

2.4 Maintain engagement in | SP3 SP Group, West Partnership working

local system work relating to
railway settings to strengthen
safety and response
measures.

Midland Group (WM
Group)

Ongoing (2026-
30)

maintained with railway
stakeholders to
implement suicide
prevention measures,
with agreed actions
monitored.

3. Targeted support for

groups at higher risk of suicide**

3.1 Undertake local needs
assessments and use data,
reviews, and incident and
bereavement learning to
identify suicide risk patterns
and prevention opportunities
for priority groups.

SP3

SPP, WM Group,
Analysts

Annual review (2026-
30)

Local intelligence,
reviews and learning
analysed annually to
identify priority groups
and inform targeted
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Areal key action

Strategic

Lead agency/

Timeline

Outcomes/milestones

Remark

priority*

delivery partners

suicide prevention
actions.

3.2 Provide workforce SP1, SP2, SP3 | SPP Suicide prevention

training to strengthen training delivered

al\{lili"?n‘?g’s, !:_?qwledg_el,d and to/accessed by relevant

skills in identifying suicide i

risk and ensur):a agppropriate Ongoing (2026-30) \clav\(/)arllgg[icé)er]&cl\grl;honstrating

support and referral to increased confidence

relevant services. and understanding of
referral pathways.

3.3 Develop and maintain SP3 SPP, WM Group Resources and

targeted resources and interventions developed

interventions for priority and promoted for

groups in collaboration with 2027-30 identified priority groups,

relevant partners. with evidence of
dissemination through
partner organisations.

3.4 Embed learning and SP3 SPP Recommendations from

recommendation from Domestic Abuse Related

relevant statutory and non- Death Reviews, Suicide

statutory reviews including reviews, self-harm

suicide and self-harm Ongoing (2026-30) | reviews and

reviews and pereavement bereavement processes

processes to inform local incorporated into service

prevention activity and : P

service improvement improvement plans and
monitored annually.

3.5 Explore opportunities to SP3 SPP, Analysts Opportunities to use

collaborate on the use of
hospital admission data for
18-25-year-olds relating to
self-harm, suicide-related

presentations, and substance

2026-28

hospital admission data
explored, with findings
informing targeted
prevention approaches
for young people where
appropriate.
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Areal key action

Strategic

Lead agency/

Timeline

Outcomes/milestones

Remark

use to support early
intervention and prevention.

priority*

delivery partners

3.6 Organise targeted SP3 SPP, CVS Annual (2026-30)
engagemen.t and learning Regular partnership
E;?tﬂt:réovfgli?ngogvitger learning events held with
population groups at higher agr_eed collaborative
risk of suicide to explore and actions.
plan joint interventions.
4. Crisis support and early intervention
4.1 Delivering, signposting SP3, SPP, CVS Awareness and
and raising awareness of promotion of local crisis
crisis support and services, support services
ensuring connections with increased across
those services. o
. communities and
Ongoing (2026-30) frontline settings, with
consistent signposting
pathways embedded
across partner
organisations.
4.2 Assess safety planning in | SP3 Black Country Review of safety

mental health services and
community settings

Healthcare NHS
Foundation Trust
(BCHC)

2026-27

planning across health,
social care and
community settings
completed, with
evidence-based
recommendations
implemented to
strengthen suicide
prevention and crisis
management.
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Areal key action

Strategic

priority*

Lead agency/
delivery partners

Timeline

Outcomes/milestones

Remark

4.3 Ensure consistent safety | SP3 SPP, BCHC, Dudley Services demonstrate
assessment, formulation and Group NHS consistent application of
management according to Foundation Trust 2027-30 NICE and NHS Staying
NHS best practice guidance (DGFT) Safe from Suicide
guidance.
5. Postvention and Bereavement services
5.1 Revise the set up and SP3 SPP, Black Country 2028-30 Sustainable bereavement
provision of bereavement Suicide Forum and postvention support
services to maintain suicide model reviewed, agreed
postvention in Dudley and implemented across
Dudley.
5.2 Review and strengthen SP3 SPP, NHS, Police Referral pathways from
referral by first responders police, first responders
zggvicélisce to bereavement 202627 snd partner agenc_ies to
ereavement services
reviewed and
strengthened.
5.3 Strengthen bereavement | SP3 SPP, Black Country Timely identification and
services to identify and Suicide Forum, BCHC referral pathways
support those affected by 2027-30 established for those
suicide in real time. bereaved by suicide.
5.4 Promote bereavement SP3 SPP, NHS, Police, Awareness and
services to those bereaved Education accessibility of
by suicide in Dudley bereavement and
postvention services
Ongoing (2026-30) increased through
coordinated promotion
across partner
organisations and
communities.
5..5 Raise awareness within | SP3 SPP 2027-30 Suicide prevention
postvention services about training and practice are
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Areal key action

bereavement by suicide as a
risk factor to suicide.

Strategic

priority*

Lead agency/
delivery partners

Timeline

Outcomes/milestones

incorporated into
bereavement services.

Remark

6. Data and intelligence

for suicide surveillance

6.1 Map existing suicide
prevention data sources to
assess data availability,
quality, timeliness,
completeness and
demographic coverage
(including ethnicity, age, sex,
deprivation and other
protected characteristics),
and identify priorities for
improving local intelligence.

SP3

Public Health/SPP

2026-27

Suicide data sources
mapped and an
improvement plan agreed
to bridge gaps in quality
and timeliness of local
intelligence.

6.2 Strengthen system
processes for sharing
learning from statutory and
non-statutory incident
reviews, including Child
Death Overview Panels
(CDOP), serious incident
reviews, inquests, domestic
abuse death related reviews
(DARDR), and adverse drug
reactions (ADRs), to ensure
lessons learned are
consistently shared and
applied across services and
partners.

SP3

SPP, Safe & Sound
Partnership Group

2026-27

Learning from statutory
and non-statutory
reviews is shared and
acted upon to inform
suicide prevention and
response.

6.3 Conduct a suicide audit
to identify patterns, risk
factors, and learning from
local cases in order to inform
prevention activity and

SP3

SPP

2026-27, then
ongoing

Suicide audit completed
and findings inform local
priorities and suicide
prevention and response.
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Lead agency/ Timeline Outcomes/milestones Remark

delivery partners

Areal key action Strategic

priority*

improve future service
responses.

6.4 Develop a Suicide SP1, SP2, SP3 | SPP Suicide Prevention
Prevention Dashboard to Dashboard developed,
bring together relevant data maintained and routinely
and intelligence, to better 2027-28 used to inform
inform and target suicide partnership decision-
prevention communications makina. taraeting and
and activity. g, targ 9 o
performance monitoring.
6.5 Advocate for SP3 SPP Engagement with

implementing the near real-
time suicide surveillance in
Dudley

2027-28, then

regional and national
partners strengthens
readiness for

ongoing implementation of near
real-time suicide
surveillance and local
learning processes.
7. Partnership working and community collaboration

7.1 Revise the Suicide SP1, SP2, SP3 | SPP SPP Terms of Reference

Prevention Partnership TOR are revised.

and ensure CVS

representation and people

wifh lived experiencF:)s P 2026-27 VCSE pa.rtne.rs and

. people with lived

contribute to the plan. experience have
representation on the
SPP

7.2 Map and promote SP1, SP2, SP3 | SPP Comprehensive directory

national, local and CVS
support groups including
those working with priority
groups.

Ongoing (2026-30)

of local and national
support services
maintained and promoted
to improve access to
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Areal key action

Strategic

Lead agency/

Timeline

Outcomes/milestones

Remark

priority*

delivery partners

support for priority
groups.

7.3 Strengthen collaboration | SP1, SP3 SPP Effective partnership

with CVS through consistent arrangements with the

information sharin%, VCSE sector established,

communication and provision ) supporting information

of support in securing grants Ongoing (2026-30) shFa)ﬁng jgint delivery and

and funding. access to funding
opportunities as
appropriate.

7.4 Exchange information SP3 WM Group Learning, evidence and

and learning with other local good practice routinely

authorities and Black Country exchanged with Black

partners Ongoing (2026-30) Country and regional
partners to inform local
suicide prevention
activity.

7.5 Utilise the SPP as a SP3 SPP SPP functions as a

forum to link services and coordinated forum for

organisations supporting . identifying gaps and

priority groups Ongoing (2026-30) streng}tlhegnigrlm support
pathways for priority
groups.

8. Workforce development and training
8.1 Undertake a suicide SP1, SP2, SP3 | SPP 2026-27 A coordinated suicide

prevention training needs
analysis to identify gaps and
explore opportunities for
coordinated commissioning
and delivery of training
across organisations and
community settings

prevention training
programme is
implemented across
partner organisations and
community settings,
addressing identified
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Areal key action Strategic Lead agency/ Timeline Outcomes/milestones Remark

delivery partners

priority*

workforce and
community training gaps.

communications, campaigns,

Annual (2026-30)

8.2 Promote and provide SP1, SP2, SP3 | SPP, Black Country 2027-30 Increased uptake of

suicide prevention training for Suicide Forum suicide prevention

all appropriate workforces, training across priority

pommunities, groups and workforces and

individuals. communities, with
evaluation demonstrating
increased confidence
and competence.

8.3 Embed suicide training in | SP1, SP2 SPP 2027-30 Suicide prevention

routine workplace wellbeing awareness and skills

programmes and embedded within

occupational health workplace wellbeing and
occupational health
programmes across
participating
organisations.

9. Communication and public awareness

9.1 Co-produce a SP3 SPP, Mental Health 2026-27 Co-produced

communication plan with Promotion Board producec |

partners, CVS, and people (MHPB) ggyer};urgga;fgs plan

with lived experience to implempented, reflecting

?nnessusr:g(i:r?gsolit(renn;ntal good prgctice in sui_cide

wellbeing and health pr.eventlon messaging,

. ! stigma reduction and the
promotion, stigma promotion of help-
reduction, and available . .

. seeking behaviours.
support and services.
9.2 Conduct coordinated SP1, SP2, SP3 | SPP, MHPB Strategic

communications
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Areal key action

Strategic

Lead agency/

Timeline

Outcomes/milestones

Remark

and media engagement
across the borough to ensure
consistent, clear, and
effective suicide prevention
messaging for the broader
community and priority
groups.

priority*

delivery partners

campaigns delivered
across the borough,
alongside promotion and
amplification of relevant
local and national suicide
prevention, mental
wellbeing and support
resources.

9.3 Ongoing development of
public-facing web pages that
describe Dudley’s Suicide
Prevention priorities and
hosts data and intelligence
as well relevant resources.

SP1, SP2

SPP, Communication
and Public Affairs
(CaPA), Analysts

Ongoing (2026-30)

Public-facing suicide
prevention webpages
regularly maintained and
updated to provide
accessible information
and local support
resources.

10. Online safety and responsible media reporting

10.1 Review and ensure SP3 SPP, Safe & Sound, 2026-27, then ongoing

system-wide application of Education, 0-19 review National guidance on
nafuonal ewdenc_e and services online harms and suicide
guidance on online harms prevention embedded
and suicide prevention across relevant
requirements to reduce .

exposure to harmful online organlsatlong‘, t_o

content and strengthen strengthen digital safety
digital safety in suicide and prevention activity.
prevention.

10.2 Approach media to SP1, SP2 CaPA Agreed mechanisms

coordinate communication
campaigns and where
concerns raised about
specific articles

2026-27, then
ongoing

established for engaging
with local media to
support safe
communications and
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Areal key action

Strategic

Lead agency/
delivery partners

Timeline

Outcomes/milestones

Remark

priority*

respond to reporting
concerns when required.

10.3 Work with the media to
promote the Samaritans
guidelines on media
reporting of suicide

SP2

CaPA

Ongoing (2026-30)

Suicide is reported
responsibly by local
media in line with
Samaritans' Media
Guidelines.

* Strategic Priorities (SP)

1. SP 1. Make suicide prevention everybody’s business
2. SP 2. Reduce stigma about mental ill health and suicide
3. SP 3. Ensure a joined-up pathway for timely and effective suicide prevention and response

** Priority groups for suicide prevention include, but are not limited to, middle-aged men, people with learning disabilities and neurodiversity, children and
young people, pregnant women and new mothers, people experiencing menopause, armed forces personnel, veterans and their family members, people who
have self-harmed, people in contact with the criminal justice system, people with mental health conditions, victims of domestic abuse, and individuals
experiencing financial difficulties or gambling-related harm.
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