


	Consultation Title:
	Suicide and Self-harm, Prevention Strategy 2024-2034

	Deadline:

	11/06/2024

	Partnerships Lead:

	Michelle Davies, Head of Partnerships & Strategic Planning

	Activity
	· Workshop held with Health Board colleagues on 21st May (workshop slides and notes embedded below)
· Primary Community & Therapies SDG Operational Business meeting - MD presented at the meeting and templates shared with members 
· MH & LD Service Group Board Meetings - Discussed at the Board meeting – two responses received from the SDG
· UEC Board - Consultation response templates shared with Board members
· Strategic Partnerships Group - Consultation response template shared with members via e-mail for onward distribution, and included on Agenda for May meeting 
· CYP Emotional Wellbeing & Mental Health Planning Group (SBUHB members only) - Consultation response template shared 
· Meeting between Welsh Government and SDG (MD attending) – 7th June 2024
· Public Health Team response submitted


	Main points in relation to feedback
	Overall the Health Board agrees with the vision, however it could be more ambitious in relation to early intervention and prevention, and explicitly support those who not only experience this behaviour but their carers’ and families.  

The Health Board agrees with the six principles, however, prevention is not mentioned.  We suggest a seventh principle which is a “prevention first” approach. We would like to see the ambition of the strategy focus on the prevention of suicide and self-harm as a priority. For example; especially because of the concerning rise in young girls and women and self-harm. 

It should also be noted that in the reality of clinical practice, suicide & self-harm frequently becomes equated with Mental health (i.e. once self-harm/suicidal acts have been identified, the first response is to refer/direct the person to mental health services).  This means that the first two principles (leadership/ownership/accountability, & everybody’s business) are not reflected in everyday practice.

Overall, the Health Board does not disagree with the priority and high-risk groups identified, however the list would benefit from some refinement in relation to local needs for Swansea and Neath Port Talbot.  The general view is that there are too many categories to give the right level of resource, and the data available does not allow us to correctly identify priority groups

Objective 2 - This is an important objective and we strongly agree with this because many of the major risk factors for suicide and self-harm require action across sectors and across government e.g. economic factors such as: employment, income, debt, and social factors such as social isolation, and adverse childhood experiences. A whole of society approach to suicide and self-harm prevention is vital to reach and support those at possible risk and it is important that schools, universities, employers, business and community organisations, as well as local government and the NHS, are all part of delivering this strategy.

Whilst the Health Board agrees with this objective, there needs to be investment in helping people to develop skills in regulating distress, engendering hope, positive thinking, and coping, both in terms of public health but also in direct support for people 

Ensure that cost of living initiatives and plans across Wales include action to build capacity in front line staff to recognise and act on concerns about risk of suicide and self-harm risk.

Objective 3 - The Health Board agrees with this objective, however there is concern that there is no investment associated with the Strategy which present challenges to already stretched services to deliver this objective and provide support to the most vulnerable.  Psychological therapies in Wales are stretched and thin and none of the health boards are meeting the 26 week waiting time target for psychological therapy- these waits are likely to involve risk for services in terms of who is waiting, their needs, risks escalating and the potential for suicide and self-harm. 

The Health Board agrees with Objective 4, however we must ensure that people are aware of the psychological factors that contribute to risk.

This objective must include universal skills in intervention for self-harm/suicide reduction - initial work undertaken in SBUHB around awareness raising, it is clear that awareness raising/identifying only will result in (many) more people being referred into mental health system for intervention. (The majority of non-mental health professionals & also probably MH professionals view suicidal ideation/attempts & self-harm as diagnostic of Mental illness).  Alternatively, if we believe that intervention work should take place in mental health services, then substantial investment must be made in mental health services to ensure rapid intervention can be provided.
There is anecdotal evidence from clinicians that some physical health staff aren’t always as compassionate to people who have self-harmed or attempted suicide as they could be and that stigmatising language is sometimes used- health boards should ensure that frontline medical and physical health care staff have knowledge, expertise and understanding of the factors contributing to how people feel and behave in this way to ensure more compassionate care is provided at this crucial time.
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Draft suicide and self-harm prevention strategy
[bookmark: _Hlk147937557]General information

Your name (optional):

Michelle Davies, Head of Partnerships & Strategic Planning


Organisation (if applicable):

Swansea Bay University Health Board (SBUHB)


Your interest in the strategy. Please tick all that apply.

· Lived experience		☐
· Carer				☐
· Member of the public	☐
· Health care staff		☐
· Social care staff		☐
· Third sector staff		☐
· Other professional role	☐
· Organisational response	☒
· Prefer not to say		☐

Which version of the strategy have you looked at? Please tick all that apply.

· Draft suicide and self-harm prevention strategy		☒
· Easy read version						☐

If you want to receive a receipt of your response, please provide an email address:

Michelle.l.davies@wales.nhs.uk


Responses to consultations may be made public. To keep your response anonymous (including email addresses) tick the box:	☒



Consultation questions
Question 1
To what extent do you agree with this vision?
“People in Wales will live in communities which are free from the fear and stigma associated with suicide and self-harm and are empowered and supported to both seek and offer help when it is needed.”

· Strongly agree		☐
· Agree				☒
· Neither agree or disagree	☐
· Disagree			☐
· Strongly disagree		☐

Question 1a
What are your reasons for your answer to question 1?

Overall the Health Board agrees with the vision, however it could be more ambitious in relation to early intervention and prevention, and explicitly support those who not only experience this behaviour but their carers’ and families.  Please note the following specifically:

· The vision is a positive one. However, fear and stigma are not the main causes of suicide and self-harm, and so we feel the vision could be more ambitious on suicide and self-harm prevention. For example, the vision could state that “In Wales, there is co-ordinated and evidence-based action taken across sectors to prevent the social and economic risk factors that lead to mental distress, self-harm and suicide. There are robust prevention plans in place for those most at risk. In communities, action is taken to build the protective factors for good mental health, and there is easy, well known and non-stigmatising access to services to support people when they need help. People in Wales are empowered and supported to seek and offer help when needed”. 
· People should also be entitled to care and support in relation to suicide and self-harm when they need it, both preventative and early intervention and there needs to be resource directed at mental health, third sector and substance misuse services to ensure this help is in place.  
· We need a ‘suicide self-harm’ literate society - Public health need to be involved in terms of publicising risk factors for completed suicide so that the public is aware and can be part of the preventative plan. 
· Help needs to be available to both those experiencing suicidal behaviour, ideation and deliberate self-harm, but also those who care for and are affected by people who are coping with these experiences, particularly relatives/friends coping with completed suicide -refreshing to hear of the national liaison team point of contact for people as completed suicide in the family is known to escalate risk for completed suicide of other family members in the same family.
· Post suicide support and intervention needs to be robust and organisations coping with completed suicide should ensure that families /relatives should have appropriate support/be directed to appropriate support- faith communities could also help here and there is a need to destigmatise in some faith communities, so public education is key 

Question 2

In the strategic vision section there are 6 principles that underpin the strategy. Do you agree these principles are the right ones?

· Strongly agree		☐
· Agree				☐
· Neither agree or disagree	☒
· Disagree			☐
· Strongly disagree		☐

Question 2a

What are your reasons for your answer to question 2?

The Health Board agrees with the six principles, however, prevention is not mentioned.  We suggest a seventh principle which is a “prevention first” approach. We would like to see the ambition of the strategy focus on the prevention of suicide and self-harm as a priority. For example; especially because of the concerning rise in young girls and women and self-harm. 

It should also be noted that in the reality of clinical practice, suicide & self-harm frequently becomes equated with Mental health (i.e. once self-harm/suicidal acts have been identified, the first response is to refer/direct the person to mental health services).  This means that the first two principles (leadership/ownership/accountability, & everybody’s business) are not reflected in everyday practice.

Question 3

The strategy identifies priority and high-risk groups. Do you agree that these are right?

· Strongly agree		☐
· Agree				☒
· Neither agree or disagree	☐
· Disagree			☐
· Strongly disagree		☐

Question 3a

What are your reasons for your answer to question 3?

Overall, the Health Board does not disagree with the priority and high-risk groups identified, however the list would benefit from some refinement in relation to local needs for Swansea and Neath Port Talbot.  The general view is that there are too many categories to give the right level of resource, and the data available does not allow us to correctly identify priority groups. Some examples are outlined below:

· If men are 3 times more likely to die by suicide, should ‘Men’ be a priority group, rather than only middle aged men. 
· People who self-harm – “self-harm is the strongest risk factor for suicide – does this relate only to the age range in this section (14-19 year olds) or to all people?  If all people, then should ‘people who self-harm’ be highest priority (though in the above section it says middle aged men (40-49) have the highest suicide rates of any group).  I appreciate this section does not state who is highest risk, but the order that groups appear will make an implication.
· People in contact with MH service – the first stat in this section seems to be about contact with any health service (not mental health) – most commonly in general practice. 
· People with Autism – “planned or attempted suicide” are two different things (not all plans lead to attempts, arguably some attempts may be unplanned other than in the moment). 
· LGBTQ+ - the “school report cymru” (stonewall report) lacks any substantial info re: methodology / no peer review, making it difficult to be confident of its’ findings.

As mentioned in question 1, people also need to be aware of the psychological factors contributing to suicide and self-harm so that they can self-manage and support family and friends with these factors and seek help accordingly, and this is not included.

In the strategy there are six high-level objectives. We have also suggested some sub-objectives to deliver each one. We will be publishing 3–5-year delivery plans which will sit alongside the strategy. The delivery plan will include more detailed actions to deliver our objectives. We would like to know:

· what you think of the objectives
· if you think the sub-objectives will deliver the high-level objectives
· what actions you think we could include in the delivery plan to deliver the objectives

You can answer questions about as many of the statements that are of interest to you.


Objective 1

Question 4

To what extent do you agree with the following high-level objective.

Objective 1: Establish a robust evidence base for suicide and self-harm in Wales, drawing on a range of data, research and information; and develop robust infrastructure to facilitate the analysis and sharing of information to focus resources, shape policy and drive action.

· Strongly agree		☐
· Agree				☐
· Neither agree or disagree	☒
· Disagree			☐
· Strongly disagree		☐

Question 4a

What are your reasons for your answer to question 4?

We agree with the need for an objective on evidence, data and research. However, as a sub-objective we would also like to see included the need to develop a co-produced list of research priorities developed by stakeholders across Wales to fill the most relevant and urgent gaps in applied evidence for the population in Wales that can help us take forward the suicide and self-harm prevention agenda. In particular, on effective approaches to prevention and early intervention. 
We would also like see a specific sub-objective and investment in creating a robust co-ordinated consistent system of recording self-harm and suicidal thoughts and behaviour in clinical records accurately in both primary and secondary care to support the development, implementation and evaluation of evidence based and targeted prevention interventions. 
Given the challenges of being able to ‘predict’ through use of risk assessments, there is a need to consider how we use & develop evidence, data and research to address the need to better identify/predict, that can be practically applied. Hence going beyond recording behaviours/risk to better targeting when to intervene and how.

There is also a need for further investment in public health intelligence and analysis capacity to support local suicide audits and other surveillance activity in order to develop high quality public health intelligence to inform local action. 

As a health care provider not only to we need to be aware of the high risk groups or populations but also have an evidence base relating to the psychological factors that increase risk- such as feeling a sense of hopelessness in life, lack of meaning and purpose, feeling a burden on others, coping with chronic pain/chronic health issues, coping with severe emotional pain,  coping with compromised problem solving skills, feeling trapped, isolation, debt, compromised executive functioning skills, substance misuse coping mechanisms- people need to be mindful of these factors and be able to access help tailored to address those specific factors.  

Question 4b

Two sub-objectives have been suggested to achieve the objective 1. Do you agree with the sub-objectives identified?

· Strongly agree		☐
· Agree				☐
· Neither agree or disagree	☒
· Disagree			☐
· Strongly disagree		☐

Question 4c

What are your reasons for your answer to question 4b?

As noted in question 4a – we would like to see two additional sub-objectives:
We would also like to see an additional sub-objective on the need to develop a co-produced list of research priorities developed by stakeholders across Wales to fill the most relevant and urgent gaps in evidence for the population in Wales that can help us take forward the suicide and self-harm prevention agenda.
We would also like see a specific sub-objective and investment in creating a robust co-ordinated consistent system of recording self-harm and suicidal thoughts and behaviour in clinical records accurately in both primary and secondary care to support the development, implementation and evaluation of evidence based and targeted prevention interventions. 

Question 4d

Alongside the strategy we will be publishing 3–5-year delivery plans. What actions do you think we could include in the plan to deliver against the objectives?

A co-produced list of research priorities developed by stakeholders across Wales to fill the most relevant and urgent gaps in evidence for the population in Wales that can help us take forward the suicide and self-harm prevention agenda. 
A funding stream developed to support this research as a priority in health and care research in Wales.
An action plan to create a robust co-ordinated consistent system of recording self-harm and suicidal thoughts and behaviour in clinical records accurately in both primary and secondary care to support the development, implementation and evaluation of evidence based and targeted prevention interventions. 
Further dedicated investment in public health intelligence and analytic to inform local and national prevention action. 

Objective 2

Question 5

To what extent do you agree with the following high-level objective.

Objective 2: Co-ordinate cross-Government and cross-sectoral action which collectively tackles the drivers of suicide, and reduces access to means to suicide.

· Strongly agree		☒
· Agree				☐
· Neither agree or disagree	☐
· Disagree			☐
· Strongly disagree		☐

Question 5a

What are your reasons for your answer to question 5?

This is an important objective and we strongly agree with this because many of the major risk factors for suicide and self-harm require action across sectors and across government e.g. economic factors such as: employment, income, debt, and social factors such as social isolation, and adverse childhood experiences. A whole of society approach to suicide and self-harm prevention is vital to reach and support those at possible risk and it is important that schools, universities, employers, business and community organisations, as well as local government and the NHS, are all part of delivering this strategy.

Whilst the Health Board agrees with this objective, there needs to be investment in helping people to develop skills in regulating distress, engendering hope, positive thinking, and coping, both in terms of public health but also in direct support for people 
 
Access to means will always be a challenge but sharing information about new means should be a priority between services.  

Question 5b

Four sub-objectives have been suggested to achieve the objective 2. Do you agree with the sub-objectives identified?

· Strongly agree		☐
· Agree				☐
· Neither agree or disagree	☒
· Disagree			☐
· Strongly disagree		☐

Question 5c

What are your reasons for your answer to question 5b?

We agree with all of the sub objectives listed, however, we would also suggest that a sub-objective on cross government and cross sectoral work to address the cost of living crisis should also be included - as people in financial difficulty and debt are noted as a high risk groups, and due to the cost of living crisis this group is likely to have increased significantly in Wales. Noting this as a specific sub-objective in this element of the strategy could encourage and enable agencies and partnerships working at a national, regional and local level to consider how action on suicide and self-harm prevention can be integrated into their cost-of-living response plans. 

Sub-objective 2a – presumes that the Welsh Government Mental Health & Wellbeing strategy is fit-for-purpose in terms of prevention/wider determinants of mental health – this Strategy is still out for consultation.

Question 5d

Alongside the strategy we will be publishing 3–5-year delivery plans. What actions do you think we could include in the plan to deliver against the objectives?

Ensure that cost of living initiatives and plans across Wales include action to build capacity in front line staff to recognise and act on concerns about risk of suicide and self-harm risk.
That local delivery on the cost of living includes support for those at risk of suicide and self-harm.
A briefing paper for PSBs on their role (including Wellbeing Plans) can support action on reducing suicide and self-harm
The delivery plan should include a clear narrative on the role and responsibilities of different agencies in suicide and self-harm prevention across sectors

Objective 3

Question 6

To what extent do you agree with the following high-level objective.

Objective 3: Deliver rapid and impactful prevention, intervention, and support to those groups in society who are the most vulnerable to suicide and self-harm through the settings with which they are most engaged.

· Strongly agree		☐
· Agree				☒
· Neither agree or disagree	☐
· Disagree			☐
· Strongly disagree		☐

Question 6a

What are your reasons for your answer to question 6?

The Health Board agrees with this objective, however there is concern that there is no investment associated with the Strategy which present challenges to already stretched services to deliver this objective and provide support to the most vulnerable.  Psychological therapies in Wales are stretched and thin and none of the health boards are meeting the 26 week waiting time target for psychological therapy- these waits are likely to involve risk for services in terms of who is waiting, their needs, risks escalating and the potential for suicide and self-harm. 
 
Investment into DBT (dialectical behaviour therapy) services should be tied in with this for high risk groups of people who regularly self-harm and attempt suicide as well as support for staff providing to this group 

Question 6b

Three sub-objectives have been suggested to achieve objective 3. Do you agree with the sub-objectives identified?

· Strongly agree		☐
· Agree				☐
· Neither agree or disagree	☒
· Disagree			☐
· Strongly disagree		☐

Question 6c

What are your reasons for your answer to question 6b?

We agree with the sub objectives but believe more objectives / guidance are needed:
For example; local plans should include a population needs analysis to identify the relevant priority groups in the region, existing action, and an assessment of its effectiveness and then a set of local priorities for action / intervention. 
The objectives should also make explicit reference to the Wales Anti-Racist Action Plan and LGBTQ+ action plan.
Feedback from our local healthy schools scheme indicates that a clearer and more robust referral process in education settings to enable support children and young people to access effective help for self-harm and suicide risk are needed  and communications on referral routes improved.

Sub-objective 3a – As highlighted above, there are a large number of priority groups & key settings (including “primary care” & “social care settings”) – this will mean “developing capability” for “Rapid & impactful prevention, intervention and support” across the majority of citizen groups in Wales in a large portion of the “key settings” in wales.  This position is not realistic without additional investment; within mental health, primary care and any other services that support people in our communities.  Much of what existing services do (mental health treatment, physical health treatment, managing long term conditions, support to manage financial difficulties, support re: domestic violence, increasing community connectedness) will undoubtedly already be contributing to suicide and self-harm prevention, if any of this activity is dis-invested from in order to deliver other suicide/self-harm prevention interventions, we would have to expect this dis-investment to have a detrimental impact on suicide/self-harm.
Question 6d

Alongside the strategy we will be publishing 3–5-year delivery plans. What actions do you think we could include in the plan to deliver against the objectives?

Guidance on local plans should highlight priority people and settings based on local data and needs
Support and guidance on particular high-risk groups and for targeted settings where there is a gap e.g. on neurodiversity, people with physical illness 
Embed action on suicide and self-harm prevention into national programmes and policies e.g. primary care, 




Objective 4

Question 7

To what extent do you agree with the following high-level objective.

Objective 4: Increase skills, awareness, knowledge and understanding of suicide and self-harm amongst the public, professionals and agencies who may come into contact with people at risk of suicide and self-harm.

· Strongly agree		☒
· Agree				☐
· Neither agree or disagree	☐
· Disagree			☐
· Strongly disagree		☐

Question 7a

What are your reasons for your answer to question 7?

The Health Board agrees with Objective 4, however we must ensure that people are aware of the psychological factors that contribute to risk.

This objective must include universal skills in intervention for self-harm/suicide reduction - initial work undertaken in SBUHB around awareness raising, it is clear that awareness raising/identifying only will result in (many) more people being referred into mental health system for intervention. (The majority of non-mental health professionals & also probably MH professionals view suicidal ideation/attempts & self-harm as diagnostic of Mental illness).  Alternatively, if we believe that intervention work should take place in mental health services, then substantial investment must be made in mental health services to ensure rapid intervention can be provided.

Question 7b

Two sub-objectives have been suggested to achieve objective 4. Do you agree with the sub-objectives identified?

· Strongly agree		☐
· Agree				☐
· Neither agree or disagree	☒
· Disagree			☐
· Strongly disagree		☐


Question 7c

What are your reasons for your answer to question 7b?

Further sub objectives are needed given that this is a long-term plan. 
Sub-objective 4a is very weak. This should go beyond “identifying opportunities” this objective should include a full training needs assessment across workforces that identifying what skills and knowledge are needed by different groups of staff, how these are met/not met no, and how that gap can be filled.
We need to move beyond one off training for key frontline staff and develop an update and refresher programme to ensure that key staff retain and update their knowledge and confidence to employ their skills.
Training on suicide and self-harm needs to be embedded in the curricula of key professional from teachers, to nurses, doctors, social workers and more.

Question 7d

Alongside the strategy we will be publishing 3–5-year delivery plans. What actions do you think we could include in the plan to deliver against the objectives?






Objective 5

Question 8

To what extent do you agree with the following high-level objective.

Objective 5: Ensure an appropriate, compassionate and person-centred response is offered to all those who self-harm, have suicidal thoughts, or who have been affected or bereaved by suicide promoting effective recovery and reduced stigma.

· Strongly agree		☒
· Agree				☐
· Neither agree or disagree	☐
· Disagree			☐
· Strongly disagree		☐

Question 8a

What are your reasons for your answer to question 8?

There is anecdotal evidence from clinicians that some physical health staff aren’t always as compassionate to people who have self-harmed or attempted suicide as they could be and that stigmatising language is sometimes used- health boards should ensure that frontline medical and physical health care staff have knowledge, expertise and understanding of the factors contributing to how people feel and behave in this way to ensure more compassionate care is provided at this crucial time. People already feel a sense of shame, denigration and hopelessness and require high levels of compassion to help them with those feelings. Rather than it being seen as a ‘selfish act’ people often feel that others and society are better off without them- so compassion is of paramount importance and sensitive use of language is key.  

Sub-objective 5a – psycho-social assessment is a complex undertaking (which is also not well delineated within the NICE guidance), so would require significant training & supervision across sectors. Safety planning also (to a lesser degree).  Psychological Therapies are specialist interventions requiring at least 1 year full-time post-grad training (e.g. post grad diploma) – see MATRICS Cymru.  What are “other evidence based approaches”.
Similar to objective 4 - do we view that specialist interventions (e.g. psychological therapy) should sit within mental health services, or will they sit ‘across sectors’.

Question 8b

Two sub-objectives have been suggested to achieve objective 5. Do you agree with the sub-objectives identified?

· Strongly agree		☐
· Agree				☐
· Neither agree or disagree	☒
· Disagree			☐
· Strongly disagree		☐

Question 8c

What are your reasons for your answer to question 8b?

Sub Objective 5a: agree with this objective however, further guidance and investment is needed to deliver it. 
Sub-objective 5b: agree with the as an objective and priority, however, it does not fit well under objective 5. Suggest it is better placed under Objective 1 evidence informed action.  
There is no sub-objective included on strengthening and standardising and evaluating rapid response services – if there is no objective how will this be delivered?  
There is no reference to trauma informed approaches here. Given the investment in the approach across Wales and the recognition of people with experience of ACEs in the document as high risk it would be good to see that referenced here. 

Question 8d

Alongside the Strategy we will be publishing 3–5-year delivery plans. What actions do you think we could include in the plan to deliver against the objectives?

Sub Objective 5a:  needs a fully worked up workforce delivery plan and a clear guidance paper on implementation, with clarity on roles, training and supervision for those conducting psycho-social assessments and safety planning.
A delivery plan is needed on strengthening and standardising and evaluating rapid response services. 




Objective 6

Question 9

To what extent do you agree with the following high-level objective.

Objective 6: Responsible communication, media reporting, and social media use regarding self-harm, suicide and suicidal behaviour.

· Strongly agree		☐
· Agree				☐
· Neither agree or disagree	☒
· Disagree			☐
· Strongly disagree		☐

Question 9a

What are your reasons for your answer to question 9?

We agree with the objective, and language needs to be sensitive and non-stigmatising.  However, whilst the objective descriptor states that “media can also be a powerful means to give people hope or to encourage people to seek help”, no sub objective or action is described to realise this potential.

We have concerns that this has two detrimental impacts for suicide/self-harm prevention:
1. It tends to perpetuate a belief that responsibility for suicide prevention is with health (particularly mental health services), thus acting against the “everybody’s business” approach. 
1. It tends to perpetuate defensive practices in health settings which will play out in unhelpful ways (ensuring that check-box forms are filled out, things are written down, relying on promises from suicidal people that they will keep themselves safe, avoidance of positive risk taking, reliance on all-or-nothing thinking with associated all-of-nothing actions).

Question 9b

Two sub-objectives have been suggested to achieve objective 6. Do you agree with the sub-objectives identified?

· Strongly agree		☐
· Agree				☐
· Neither agree or disagree	☒
· Disagree			☐
· Strongly disagree		☐

Question 9c

What are your reasons for your answer to question 9b?

The sub-objectives are both important activities. However, they do not contain any ambition to go further in using media and the reach of social media to support hope, mutual support or help seeking. We suggest that an additional sub-objective is added on maximising the use of social media and other communications channels across partners to share key messages on the support that is widely available and accessible and encouraging help seeking. A social marketing campaign could build on insight work with different audiences to overcome the barriers to help seeking. For example: 
Barriers to accessing mental health support identified by young people
· A lack of knowledge on how and where to access support (Mind Cymru, 2020) 
· Thinking that their issue was not serious enough or believing that they personally did not deserve support (Mind Cymru, 2020; Young Minds, 2020) 
· Not wanting to burden the NHS (Young Minds, 2020)
· Not wanting the people they lived with to know about their mental health needs (Young Minds, 2020) 
· Anxiety about talking on the phone or via video calls (Young Minds, 2020) 
· Not thinking they were unwell enough and feeling ashamed (Young Minds, 2020)
Edmonds et al. (2022) Protecting the mental wellbeing of our future generations: learning from COVID-19 for the long term. A Mental Wellbeing Impact Assessment Approach. Main Findings Report. Public Health Wales NHS Trust 
Young Minds (2020) Coronavirus: Impact on young people with mental health needs – Survey 3: Summer 2020 
Mind Cymru (2020) The Mental Health Emergency: How has the coronavirus pandemic impacted our mental health? Wales summary report. 
Many key agencies involved in suicide prevention will have significant online assets and reach across the population including Welsh Government, NHS, Local Government, and working with partner agencies and businesses who wish to support self-harm and suicide prevention could further that reach. For example, there has already been significant communication work done for NHS 111 press 2. This gives a message that help is available 24hours a day. How could work be done with other partners to spread that message? All Public Bodies have websites, communications channels and social media that could be utilised to spread this message.

Question 9d

Alongside the Strategy we will be publishing 3–5-year delivery plans. What actions do you think we could include in the plan to deliver against the objectives?

Develop guidance on evidence-based communications and engagement approaches for enhancing help seeking behaviour that is targeted at key at risk groups such as men and young people. Much awareness raising is well meaning, but it lacks an active help seeking and hopeful message that may encourage someone to seek help. The Samaritans and Network Rail campaign about “Small Talk Saves Lives” is an excellent example of a context specific, behaviourally informed, action orientated communications campaign. An output that is about how to use behaviourally informed approaches to encourage help seeking in high risk populations would be useful.? 
Develop an approach to communications building on the assets held by Public Bodies, the third and private sector (as described above) to spread the message that Call 111 press 2 help is available 24hours a day.





The strategy overall

Question 10

This is an all-age strategy. When we talk about our population, we are including babies, children and young people, adults and older adults. Do you feel the strategy is clear about how it delivers for various age groups?

· Yes		☐
· No		☒

Question 10a

If you have answered “no”, please tell us why.

The current objectives and sub-objectives are very broad. There are very few age specific references in relation to the objectives and sub-objectives. The final strategy would benefit from clearer expectations being stated about how the needs of different age groups should be addressed and opportunities across the life course for preventative interventions. 
A useful product in the delivery of the strategy could be a life course mapping infographic to help agencies understand what preventative action is needed, by whom, at different life stages.  This will help different agencies, professionals and stakeholders understand their roles.
In translating the objectives into delivery plans it will be important for specific attention to be given to the role and engagement of different delivery partners, mechanisms, communication routes and styles, and settings for different age groups and life stages. Clear guidance will be needed to ensure that the needs of all ages are addressed in delivery plans e.g. roles and responsibilities across education, health, social care etc. 




Question 11

We have prepared impact assessments to explain our thinking about the impacts of the strategy. This includes our research on the possible impacts. Are there any impacts, positive or negative, that we have not included?

Psychological risk factors and staff wellbeing.


Question 12

We would like to know your views on the effects that the Strategy would have on the Welsh language. Is there anything we could change to give people greater opportunities to use the Welsh language? Or, can we do more to make sure that the Welsh language is treated no less favourably than the English language?

There are workforce challenges in mental health services, we are recruiting from a small pool of people, often people who don’t speak welsh – ensuring that welsh speaking communities are offered equal opportunities to training, education and employment to help ensure the workforce is bi lingual to meet population needs is important 

Question 13

We have asked a number of specific questions. If you have any comments which we have not addressed, please use this space to make them.

We welcome the strengthened governance structures at a national level. However, we believe that there is a need for further consideration of what is the appropriate governance structures that ensure co-ordinated action at a regional and national level. The Regional Fora referred to as currently constituted cover too large an area (three health boards and six local authorities in our region) to be suitable for the tactical and operational delivery and accountability of local actions.  To date, the role of the Regional Fora have been about sharing of good practice and learning, dissemination of national assets, policy developments, evidence and networking. This has been important and beneficial in progressing the work at a local level. 

Hence we think that the statement that “Local action will be delivered and co-ordinated by the Regional Suicide and Self-Harm Prevention Partnership Groups” is confusing. Each of the organisations represented have their own governance structures through which they undertake work that contributes to this agenda. Therefore, in our view local action is best agreed and co-ordinated by locally accountable agencies and other partners. An opportunity exists through the strategy to consider different roles and responsibilities in suicide and self-harm prevention across the system, which goes beyond the provision of health and social care services, when considering the wider prevention agenda and with a clear understanding that given there are no additional resources associated with this, the focus has to be on existing ways of working in all parts of the system.

Whilst it is helpful to see acknowledgement of financial constraint and “opportunity to be clear about what can realistically be delivered” – it is difficult to understand how any progress on delivery could be made without investment. 
In one particular specialist area mentioned in the strategy (psychological therapies) we would estimate that the resource currently available in Wales is 50% or less of what is required to meet the need that is already presenting with a relatively minimal/basic offer.   Given that the strategy would imply expansion of psychological therapies offer beyond what need already presents (through better identification of people at risk), and given estimates stated in this consultation that 22% of suicides have been in contact with MH services in year prior, then we could estimate a 4 fold increase in demand for psychological therapies if detection of people at risk was perfect. 
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If you want to receive a receipt of your response, please provide an email address:



Michelle.l.davies@wales.nhs.uk





Responses to consultations may be made public. To keep your response anonymous (including email addresses) tick the box:	☐






Consultation questions

Question 1

To what extent do you agree with this vision?

“People in Wales will live in communities which are free from the fear and stigma associated with suicide and self-harm and are empowered and supported to both seek and offer help when it is needed.”



· Strongly agree		☐

· Agree				☒

· Neither agree or disagree	☐

· Disagree			☐

· Strongly disagree		☐



Question 1a

What are your reasons for your answer to question 1?



Overall the Health Board agrees with the vision, however it could be more ambitious in relation to early intervention and prevention, and explicitly support those who not only experience this behaviour but their carers’ and families.  Please note the following specifically:



· The vision is a positive one. However, fear and stigma are not the main causes of suicide and self-harm, and so we feel the vision could be more ambitious on suicide and self-harm prevention. For example, the vision could state that “In Wales, there is co-ordinated and evidence-based action taken across sectors to prevent the social and economic risk factors that lead to mental distress, self-harm and suicide. There are robust prevention plans in place for those most at risk. In communities, action is taken to build the protective factors for good mental health, and there is easy, well known and non-stigmatising access to services to support people when they need help. People in Wales are empowered and supported to seek and offer help when needed”. 

· People should also be entitled to care and support in relation to suicide and self-harm when they need it, both preventative and early intervention and there needs to be resource directed at mental health, third sector and substance misuse services to ensure this help is in place.  

· We need a ‘suicide self-harm’ literate society - Public health need to be involved in terms of publicising risk factors for completed suicide so that the public is aware and can be part of the preventative plan. 

· Help needs to be available to both those experiencing suicidal behaviour, ideation and deliberate self-harm, but also those who care for and are affected by people who are coping with these experiences, particularly relatives/friends coping with completed suicide -refreshing to hear of the national liaison team point of contact for people as completed suicide in the family is known to escalate risk for completed suicide of other family members in the same family.

· Post suicide support and intervention needs to be robust and organisations coping with completed suicide should ensure that families /relatives should have appropriate support/be directed to appropriate support- faith communities could also help here and there is a need to destigmatise in some faith communities, so public education is key 



Question 2



In the strategic vision section there are 6 principles that underpin the strategy. Do you agree these principles are the right ones?



· Strongly agree		☐

· Agree				☐

· Neither agree or disagree	☒

· Disagree			☐

· Strongly disagree		☐



Question 2a



What are your reasons for your answer to question 2?



The Health Board agrees with the six principles, however, prevention is not mentioned.  We suggest a seventh principle which is a “prevention first” approach. We would like to see the ambition of the strategy focus on the prevention of suicide and self-harm as a priority. For example; especially because of the concerning rise in young girls and women and self-harm. 



It should also be noted that in the reality of clinical practice, suicide & self-harm frequently becomes equated with Mental health (i.e. once self-harm/suicidal acts have been identified, the first response is to refer/direct the person to mental health services).  This means that the first two principles (leadership/ownership/accountability, & everybody’s business) are not reflected in everyday practice.



Question 3



The strategy identifies priority and high-risk groups. Do you agree that these are right?



· Strongly agree		☐

· Agree				☒

· Neither agree or disagree	☐

· Disagree			☐

· Strongly disagree		☐



Question 3a



What are your reasons for your answer to question 3?



Overall, the Health Board does not disagree with the priority and high-risk groups identified, however the list would benefit from some refinement in relation to local needs for Swansea and Neath Port Talbot.  The general view is that there are too many categories to give the right level of resource, and the data available does not allow us to correctly identify priority groups. Some examples are outlined below:



· If men are 3 times more likely to die by suicide, should ‘Men’ be a priority group, rather than only middle aged men. 

· People who self-harm – “self-harm is the strongest risk factor for suicide – does this relate only to the age range in this section (14-19 year olds) or to all people?  If all people, then should ‘people who self-harm’ be highest priority (though in the above section it says middle aged men (40-49) have the highest suicide rates of any group).  I appreciate this section does not state who is highest risk, but the order that groups appear will make an implication.

· People in contact with MH service – the first stat in this section seems to be about contact with any health service (not mental health) – most commonly in general practice. 

· People with Autism – “planned or attempted suicide” are two different things (not all plans lead to attempts, arguably some attempts may be unplanned other than in the moment). 

· LGBTQ+ - the “school report cymru” (stonewall report) lacks any substantial info re: methodology / no peer review, making it difficult to be confident of its’ findings.



As mentioned in question 1, people also need to be aware of the psychological factors contributing to suicide and self-harm so that they can self-manage and support family and friends with these factors and seek help accordingly, and this is not included.



In the strategy there are six high-level objectives. We have also suggested some sub-objectives to deliver each one. We will be publishing 3–5-year delivery plans which will sit alongside the strategy. The delivery plan will include more detailed actions to deliver our objectives. We would like to know:



· what you think of the objectives

· if you think the sub-objectives will deliver the high-level objectives

· what actions you think we could include in the delivery plan to deliver the objectives



You can answer questions about as many of the statements that are of interest to you.




Objective 1



Question 4



To what extent do you agree with the following high-level objective.



Objective 1: Establish a robust evidence base for suicide and self-harm in Wales, drawing on a range of data, research and information; and develop robust infrastructure to facilitate the analysis and sharing of information to focus resources, shape policy and drive action.



· Strongly agree		☐

· Agree				☐

· Neither agree or disagree	☒

· Disagree			☐

· Strongly disagree		☐



Question 4a



What are your reasons for your answer to question 4?



We agree with the need for an objective on evidence, data and research. However, as a sub-objective we would also like to see included the need to develop a co-produced list of research priorities developed by stakeholders across Wales to fill the most relevant and urgent gaps in applied evidence for the population in Wales that can help us take forward the suicide and self-harm prevention agenda. In particular, on effective approaches to prevention and early intervention. 

We would also like see a specific sub-objective and investment in creating a robust co-ordinated consistent system of recording self-harm and suicidal thoughts and behaviour in clinical records accurately in both primary and secondary care to support the development, implementation and evaluation of evidence based and targeted prevention interventions. 

There is also a need for further investment in public health intelligence and analysis capacity to support local suicide audits and other surveillance activity in order to develop high quality public health intelligence to inform local action. 



As a health care provider not only to we need to be aware of the high risk groups or populations but also have an evidence base relating to the psychological factors that increase risk- such as feeling a sense of hopelessness in life, lack of meaning and purpose, feeling a burden on others, coping with chronic pain/chronic health issues, coping with severe emotional pain,  coping with compromised problem solving skills, feeling trapped, isolation, debt, compromised executive functioning skills, substance misuse coping mechanisms- people need to be mindful of these factors and be able to access help tailored to address those specific factors.  



Question 4b



Two sub-objectives have been suggested to achieve the objective 1. Do you agree with the sub-objectives identified?



· Strongly agree		☐

· Agree				☐

· Neither agree or disagree	☒

· Disagree			☐

· Strongly disagree		☐



Question 4c



What are your reasons for your answer to question 4b?



As noted in question 4a – we would like to see two additional sub-objectives:

We would also like to see an additional sub-objective on the need to develop a co-produced list of research priorities developed by stakeholders across Wales to fill the most relevant and urgent gaps in evidence for the population in Wales that can help us take forward the suicide and self-harm prevention agenda.

We would also like see a specific sub-objective and investment in creating a robust co-ordinated consistent system of recording self-harm and suicidal thoughts and behaviour in clinical records accurately in both primary and secondary care to support the development, implementation and evaluation of evidence based and targeted prevention interventions. 



Question 4d



Alongside the strategy we will be publishing 3–5-year delivery plans. What actions do you think we could include in the plan to deliver against the objectives?



A co-produced list of research priorities developed by stakeholders across Wales to fill the most relevant and urgent gaps in evidence for the population in Wales that can help us take forward the suicide and self-harm prevention agenda. 

A funding stream developed to support this research as a priority in health and care research in Wales.

An action plan to create a robust co-ordinated consistent system of recording self-harm and suicidal thoughts and behaviour in clinical records accurately in both primary and secondary care to support the development, implementation and evaluation of evidence based and targeted prevention interventions. 

Further dedicated investment in public health intelligence and analytic to inform local and national prevention action. 



Objective 2



Question 5



To what extent do you agree with the following high-level objective.



Objective 2: Co-ordinate cross-Government and cross-sectoral action which collectively tackles the drivers of suicide, and reduces access to means to suicide.



· Strongly agree		☒

· Agree				☐

· Neither agree or disagree	☐

· Disagree			☐

· Strongly disagree		☐



Question 5a



What are your reasons for your answer to question 5?



This is an important objective and we strongly agree with this because many of the major risk factors for suicide and self-harm require action across sectors and across government e.g. economic factors such as: employment, income, debt, and social factors such as social isolation, and adverse childhood experiences. A whole of society approach to suicide and self-harm prevention is vital to reach and support those at possible risk and it is important that schools, universities, employers, business and community organisations, as well as local government and the NHS, are all part of delivering this strategy.



Whilst the Health Board agrees with this objective, there needs to be investment in helping people to develop skills in regulating distress, engendering hope, positive thinking, and coping, both in terms of public health but also in direct support for people 

 

Access to means will always be a challenge but sharing information about new means should be a priority between services.  



Question 5b



Four sub-objectives have been suggested to achieve the objective 2. Do you agree with the sub-objectives identified?



· Strongly agree		☐

· Agree				☐

· Neither agree or disagree	☒

· Disagree			☐

· Strongly disagree		☐



Question 5c



What are your reasons for your answer to question 5b?



We agree with all of the sub objectives listed, however, we would also suggest that a sub-objective on cross government and cross sectoral work to address the cost of living crisis should also be included - as people in financial difficulty and debt are noted as a high risk groups, and due to the cost of living crisis this group is likely to have increased significantly in Wales. Noting this as a specific sub-objective in this element of the strategy could encourage and enable agencies and partnerships working at a national, regional and local level to consider how action on suicide and self-harm prevention can be integrated into their cost-of-living response plans. 



Sub-objective 2a – presumes that the Welsh Government Mental Health & Wellbeing strategy is fit-for-purpose in terms of prevention/wider determinants of mental health – this Strategy is still out for consultation.



Question 5d



Alongside the strategy we will be publishing 3–5-year delivery plans. What actions do you think we could include in the plan to deliver against the objectives?



Ensure that cost of living initiatives and plans across Wales include action to build capacity in front line staff to recognise and act on concerns about risk of suicide and self-harm risk.

That local delivery on the cost of living includes support for those at risk of suicide and self-harm.

A briefing paper for PSBs on their role (including Wellbeing Plans) can support action on reducing suicide and self-harm

The delivery plan should include a clear narrative on the role and responsibilities of different agencies in suicide and self-harm prevention across sectors



Objective 3



Question 6



To what extent do you agree with the following high-level objective.



Objective 3: Deliver rapid and impactful prevention, intervention, and support to those groups in society who are the most vulnerable to suicide and self-harm through the settings with which they are most engaged.



· Strongly agree		☐

· Agree				☒

· Neither agree or disagree	☐

· Disagree			☐

· Strongly disagree		☐



Question 6a



What are your reasons for your answer to question 6?



The Health Board agrees with this objective, however there is concern that there is no investment associated with the Strategy which present challenges to already stretched services to deliver this objective and provide support to the most vulnerable.  Psychological therapies in Wales are stretched and thin and none of the health boards are meeting the 26 week waiting time target for psychological therapy- these waits are likely to involve risk for services in terms of who is waiting, their needs, risks escalating and the potential for suicide and self-harm. 

 

Investment into DBT (dialectical behaviour therapy) services should be tied in with this for high risk groups of people who regularly self-harm and attempt suicide as well as support for staff providing to this group 



Question 6b



Three sub-objectives have been suggested to achieve objective 3. Do you agree with the sub-objectives identified?



· Strongly agree		☐

· Agree				☐

· Neither agree or disagree	☒

· Disagree			☐

· Strongly disagree		☐



Question 6c



What are your reasons for your answer to question 6b?



We agree with the sub objectives but believe more objectives / guidance are needed:

For example; local plans should include a population needs analysis to identify the relevant priority groups in the region, existing action, and an assessment of its effectiveness and then a set of local priorities for action / intervention. 

The objectives should also make explicit reference to the Wales Anti-Racist Action Plan and LGBTQ+ action plan.

Feedback from our local healthy schools scheme indicates that a clearer and more robust referral process in education settings to enable support children and young people to access effective help for self-harm and suicide risk are needed  and communications on referral routes improved.



Sub-objective 3a – As highlighted above, there are a large number of priority groups & key settings (including “primary care” & “social care settings”) – this will mean “developing capability” for “Rapid & impactful prevention, intervention and support” across the majority of citizen groups in Wales in a large portion of the “key settings” in wales.  This position is not realistic without substantial additional investment; within mental health, primary care and any other services that support people in our communities.  Much of what existing services do (mental health treatment, physical health treatment, managing long term conditions, support to manage financial difficulties, support re: domestic violence, increasing community connectedness) will undoubtedly already be contributing to suicide and self-harm prevention, if any of this activity is dis-invested from in order to deliver other suicide/self-harm prevention interventions, we would have to expect this dis-investment to have a detrimental impact on suicide/self-harm.

Question 6d



Alongside the strategy we will be publishing 3–5-year delivery plans. What actions do you think we could include in the plan to deliver against the objectives?



Guidance on local plans should highlight priority people and settings based on local data and needs

Support and guidance on particular high-risk groups and for targeted settings where there is a gap e.g. on neurodiversity, people with physical illness 

Embed action on suicide and self-harm prevention into national programmes and policies e.g. primary care, 








Objective 4



Question 7



To what extent do you agree with the following high-level objective.



Objective 4: Increase skills, awareness, knowledge and understanding of suicide and self-harm amongst the public, professionals and agencies who may come into contact with people at risk of suicide and self-harm.



· Strongly agree		☒

· Agree				☐

· Neither agree or disagree	☐

· Disagree			☐

· Strongly disagree		☐



Question 7a



What are your reasons for your answer to question 7?



The Health Board agrees with Objective 4, however we must ensure that people are aware of the psychological factors that contribute to risk.



This objective must include universal skills in intervention for self-harm/suicide reduction - initial work undertaken in SBUHB around awareness raising, it is clear that awareness raising/identifying only will result in (many) more people being referred into mental health system for intervention. (The majority of non-mental health professionals & also probably MH professionals view suicidal ideation/attempts & self-harm as diagnostic of Mental illness).  Alternatively, if we believe that intervention work should take place in mental health services, then substantial investment must be made in mental health services to ensure rapid intervention can be provided.



Question 7b



Two sub-objectives have been suggested to achieve objective 4. Do you agree with the sub-objectives identified?



· Strongly agree		☐

· Agree				☐

· Neither agree or disagree	☒

· Disagree			☐

· Strongly disagree		☐





Question 7c



What are your reasons for your answer to question 7b?



Further sub objectives are needed given that this is a long-term plan. 

Sub-objective 4a is very weak. This should go beyond “identifying opportunities” this objective should include a full training needs assessment across workforces that identifying what skills and knowledge are needed by different groups of staff, how these are met/not met no, and how that gap can be filled.

We need to move beyond one off training for key frontline staff and develop an update and refresher programme to ensure that key staff retain and update their knowledge and confidence to employ their skills.

Training on suicide and self-harm needs to be embedded in the curricula of key professional from teachers, to nurses, doctors, social workers and more.



Question 7d



Alongside the strategy we will be publishing 3–5-year delivery plans. What actions do you think we could include in the plan to deliver against the objectives?












Objective 5



Question 8



To what extent do you agree with the following high-level objective.



Objective 5: Ensure an appropriate, compassionate and person-centred response is offered to all those who self-harm, have suicidal thoughts, or who have been affected or bereaved by suicide promoting effective recovery and reduced stigma.



· Strongly agree		☒

· Agree				☐

· Neither agree or disagree	☐

· Disagree			☐

· Strongly disagree		☐



Question 8a



What are your reasons for your answer to question 8?



There is anecdotal evidence from clinicians that some physical health staff aren’t always as compassionate to people who have self-harmed or attempted suicide as they could be and that stigmatising language is sometimes used- health boards should ensure that frontline medical and physical health care staff have knowledge, expertise and understanding of the factors contributing to how people feel and behave in this way to ensure more compassionate care is provided at this crucial time. People already feel a sense of shame, denigration and hopelessness and require high levels of compassion to help them with those feelings. Rather than it being seen as a ‘selfish act’ people often feel that others and society are better off without them- so compassion is of paramount importance and sensitive use of language is key.  



Sub-objective 5a – psycho-social assessment is a complex undertaking (which is also not well delineated within the NICE guidance), so would require significant training & supervision across sectors. Safety planning also (to a lesser degree).  Psychological Therapies are specialist interventions requiring at least 1 year full-time post-grad training (e.g. post grad diploma) – see MATRICS Cymru.  What are “other evidence based approaches”.

Similar to objective 4 - do we view that specialist interventions (e.g. psychological therapy) should sit within mental health services, or will they sit ‘across sectors’.



Question 8b



Two sub-objectives have been suggested to achieve objective 5. Do you agree with the sub-objectives identified?



· Strongly agree		☐

· Agree				☐

· Neither agree or disagree	☒

· Disagree			☐

· Strongly disagree		☐



Question 8c



What are your reasons for your answer to question 8b?



Sub Objective 5a: agree with this objective however, further guidance and investment is needed to deliver it. 

Sub-objective 5b: agree with the as an objective and priority, however, it does not fit well under objective 5. Suggest it is better placed under Objective 1 evidence informed action.  

There is no sub-objective included on strengthening and standardising and evaluating rapid response services – if there is no objective how will this be delivered?  

There is no reference to trauma informed approaches here. Given the investment in the approach across Wales and the recognition of people with experience of ACEs in the document as high risk it would be good to see that referenced here. 



Question 8d



Alongside the Strategy we will be publishing 3–5-year delivery plans. What actions do you think we could include in the plan to deliver against the objectives?



Sub Objective 5a:  needs a fully worked up workforce delivery plan and a clear guidance paper on implementation, with clarity on roles, training and supervision for those conducting psycho-social assessments and safety planning.

A delivery plan is needed on strengthening and standardising and evaluating rapid response services. 








Objective 6



Question 9



To what extent do you agree with the following high-level objective.



Objective 6: Responsible communication, media reporting, and social media use regarding self-harm, suicide and suicidal behaviour.



· Strongly agree		☐

· Agree				☐

· Neither agree or disagree	☒

· Disagree			☐

· Strongly disagree		☐



Question 9a



What are your reasons for your answer to question 9?



We agree with the objective, and language needs to be sensitive and non-stigmatising.  However, whilst the objective descriptor states that “media can also be a powerful means to give people hope or to encourage people to seek help”, no sub objective or action is described to realise this potential.



Would responsible practice on part of coroners also sit here?  It seems that coroners increasingly wish to conduct inquests in a way to ‘prosecute’ health services around suicides – see for example what appears to be a proliferation of regulation 28 notices. 

I believe this has two detrimental impacts for suicide/self-harm prevention:

1. It tends to perpetuate a belief that responsibility for suicide prevention is with health (particularly mental health services), thus acting against the “everybody’s business” approach. 

2. It tends to perpetuate defensive practices in health settings which will play out in unhelpful ways (ensuring that check-box forms are filled out, things are written down, relying on promises from suicidal people that they will keep themselves safe, avoidance of positive risk taking, reliance on all-or-nothing thinking with associated all-of-nothing actions).



Question 9b



Two sub-objectives have been suggested to achieve objective 6. Do you agree with the sub-objectives identified?



· Strongly agree		☐

· Agree				☐

· Neither agree or disagree	☒

· Disagree			☐

· Strongly disagree		☐



Question 9c



What are your reasons for your answer to question 9b?



The sub-objectives are both important activities. However, they do not contain any ambition to go further in using media and the reach of social media to support hope, mutual support or help seeking. We suggest that an additional sub-objective is added on maximising the use of social media and other communications channels across partners to share key messages on the support that is widely available and accessible and encouraging help seeking. A social marketing campaign could build on insight work with different audiences to overcome the barriers to help seeking. For example: 

Barriers to accessing mental health support identified by young people

· A lack of knowledge on how and where to access support (Mind Cymru, 2020) 

· Thinking that their issue was not serious enough or believing that they personally did not deserve support (Mind Cymru, 2020; Young Minds, 2020) 

· Not wanting to burden the NHS (Young Minds, 2020)

· Not wanting the people they lived with to know about their mental health needs (Young Minds, 2020) 

· Anxiety about talking on the phone or via video calls (Young Minds, 2020) 

· Not thinking they were unwell enough and feeling ashamed (Young Minds, 2020)

Edmonds et al. (2022) Protecting the mental wellbeing of our future generations: learning from COVID-19 for the long term. A Mental Wellbeing Impact Assessment Approach. Main Findings Report. Public Health Wales NHS Trust

Young Minds (2020) Coronavirus: Impact on young people with mental health needs – Survey 3: Summer 2020

Mind Cymru (2020) The Mental Health Emergency: How has the coronavirus pandemic impacted our mental health? Wales summary report. 

Many key agencies involved in suicide prevention will have significant online assets and reach across the population including Welsh Government, NHS, Local Government. And working with partner agencies and businesses who wish to support self-harm and suicide prevention could further that reach. For example, there has already been significant communication work done for NHS 111 press 2. This gives a message that help is available 24hours a day. How could work be done with other partners to spread that message? All Public Bodies have websites, communications channels and social media that could be utilised to spread this message.



Question 9d



Alongside the Strategy we will be publishing 3–5-year delivery plans. What actions do you think we could include in the plan to deliver against the objectives?



Develop guidance on evidence-based communications and engagement approaches for enhancing help seeking behaviour that is targeted at key at risk groups such as men and young people. Much awareness raising is well meaning, but it lacks an active help seeking and hopeful message that may encourage someone to seek help. The Samaritans and Network Rail campaign about “Small Talk Saves Lives” is an excellent example of a context specific, behaviourally informed, action orientated communications campaign. An output that is about how to use behaviourally informed approaches to encourage help seeking in high risk populations would be useful? 

Develop an approach to communications building on the assets held by Public Bodies, the third and private sector (as described above) to spread the message that Call 111 press 2 help is available 24hours a day.










The strategy overall



Question 10



This is an all-age strategy. When we talk about our population, we are including babies, children and young people, adults and older adults. Do you feel the strategy is clear about how it delivers for various age groups?



· Yes		☐

· No		☒



Question 10a



If you have answered “no”, please tell us why.



The current objectives and sub-objectives are very broad. There are very few age specific references in relation to the objectives and sub-objectives. The final strategy would benefit from clearer expectations being stated about how the needs of different age groups should be addressed and opportunities across the life course for preventative interventions. 

A useful product in the delivery of the strategy could be a life course mapping infographic to help agencies understand what preventative action is needed, by whom, at different life stages.  This will help different agencies, professionals and stakeholders understand their roles.

In translating the objectives into delivery plans it will be important for specific attention to be given to the role and engagement of different delivery partners, mechanisms, communication routes and styles, and settings for different age groups and life stages. Clear guidance will be needed to ensure that the needs of all ages are addressed in delivery plans e.g. roles and responsibilities across education, health, social care etc. 








Question 11



We have prepared impact assessments to explain our thinking about the impacts of the strategy. This includes our research on the possible impacts. Are there any impacts, positive or negative, that we have not included?



Psychological risk factors and staff wellbeing.





Question 12



We would like to know your views on the effects that the Strategy would have on the Welsh language. Is there anything we could change to give people greater opportunities to use the Welsh language? Or, can we do more to make sure that the Welsh language is treated no less favourably than the English language?



There are workforce challenges in mental health services, we are recruiting from a small pool of people, often people who don’t speak welsh – ensuring that welsh speaking communities are offered equal opportunities to training, education and employment to help ensure the workforce is bi lingual to meet population needs is important 



Question 13



We have asked a number of specific questions. If you have any comments which we have not addressed, please use this space to make them.



We welcome the strengthened governance structures at a national level. However, we believe that much more could be done in the strategy to support strengthened governance at local level, which is needed to offer assurance on delivery. We think that the statement that “Local action will be delivered and co-ordinated by the Regional Suicide and Self-Harm Prevention Partnership Groups” is confusing. In our view local action is best agreed and co-ordinated by locally accountable agencies and other partners. The strategy could strengthen this by providing clarity on roles and responsibilities in suicide and self-harm prevention across the system.

The Regional Forums as currently constituted cover too large an area (three health boards and six local authorities in our region) to be suitable for the tactical and operational delivery and accountability of local actions.  The role of the Regional Forums as currently constituted in our view is best suited for sharing of good practice and learning, dissemination of national assets, policy developments, evidence and networking. 

Whilst it is helpful to see acknowledgement of financial constraint and “opportunity to be clear about what can realistically be delivered” – it is difficult to understand how any progress on delivery could be made without investment. 

In one particular specialist area mentioned in the strategy (psychological therapies) I would estimate that the resource currently available in Wales is 50% or less of what is required to meet the need that is already presenting with a relatively minimal/basic offer.   Given that the strategy would imply expansion of psychological therapies offer beyond what need already presents (through better identification of people at risk), and given estimates stated in this consultation that 22% of suicides have been in contact with MH services in year prior, then we could estimate a 4 fold increase in demand for psychological therapies if detection of people at risk was perfect. 
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SBUHB Response Template



Draft Suicide and Self-harm, Prevention Strategy 2024-2034



1. Introduction

The Welsh Government have launched a consultation on the above document and all responses are required by the 11th June 2024 via an online form.  The purpose of this response template is to submit a co-ordinated Health Board response.  Full details are available via the following link:  Draft suicide and self-harm prevention strategy | GOV.WALES  Once complete please send your response using this template to:  SBU.Partnerships@wales.nhs.uk, by the 10th May, so that a Health Board response can be drafted and signed off.  



Please note that this Strategy is an ‘all age’ strategy, and there is an easy read version available specifically for children & young people.  



The new draft Suicide and Self-harm Prevention Strategy (2024-2034) for public consultation, will replace the previous strategy Talk to me 2: the suicide and self-harm prevention strategy for 2015-2022.



The Suicide and Self-harm Strategy aims to reduce the number and rates of suicide deaths that have endured over recent years. It also aims to establish a pathway to support people who self-harm and to improve support for those bereaved by suicide. The strategy sets out an overarching vision for suicide and self-harm in Wales, alongside six underpinning principles, six high-level objectives and a number of supporting objectives.



The overarching vision is as follows:



People in Wales will live in communities which are free from the fear and stigma associated with suicide and self-harm and are empowered and supported to both seek and offer help when it is needed.



We will do this through multi-sectoral collaboration and ownership across Government, making sure that we have strengthened the governance frameworks that are in place to drive action and monitor effectiveness. We all have a role to play in preventing suicide and self-harm, which have a disproportionate impact on the most vulnerable people in our society. Suicide and self-harm have a devasting impact on families, loved ones, professionals and communities. Whilst suicide and self-harm are complex, they are preventable and never inevitable. Suicide and self-harm are public health issues, but they are also inequality issues, linked to social determinants of health such as socioeconomic disadvantage, and adverse childhood experiences (ACEs). It is for this reason that suicide prevention does not belong to any one sector and instead requires a cross-sectoral and cross-Government approach. 



The following principles run through the strategy: 

· Leadership, ownership and accountability

· Suicide and self-harm are everybody’s business 

· Focus on inequalities and at risk groups

· Multi-sectoral collaboration

· Person-centred with the involvement of those with lived/living experience Evidenced-based and intelligence led



There are six high-level objectives included in the document with an explanation of what the objective means and sub objectives.  The high-level objectives are as follows:



· High-level Objective 1:  Establish a robust evidence base for suicide and self-harm in Wales, drawing on a range of data, research and information; and develop robust infrastructure to facilitate the analysis and sharing of information to focus resources, shape policy and drive action

· High-Level Objective 2: Co-ordinate cross-Government and cross-sectoral action which collectively tackles the drivers of suicide and reduces access to means to suicide.

· High-level Objective 3: Deliver rapid and impactful prevention, intervention, and support to those groups in society who are the most vulnerable to suicide and self-harm through the settings with which they are most engaged

· High-level Objective 4: Increase skills, awareness, knowledge and understanding of suicide and self-harm amongst the public, professionals and agencies who may come into contact with people at risk of suicide and self-harm

· High-level Objective 5: Ensure an appropriate, compassionate and person-centred response is offered to all those who self-harm, have suicidal thoughts, or who have been affected or bereaved by suicide, promoting effective recovery and reduced stigma.

· High-level Objective 6: Responsible communication, media reporting, and social media use regarding self-harm, suicide and suicidal behaviour.



The following have been identified as priority groups in relation to Suicide:



· Middle-aged men

· People who self-harm or have self-harmed

· People in contact with mental health services

· People in contact with the justice service

· People with substance misuse challenges

· People with autism

· Victims of domestic abuse

· By area of deprivation



Other high-risk groups:  Disabled and neurodivergent people; LGBTQ+, Gypsy, Roma and Traveller families, and refugees and asylum seekers.



The priority group identified for self-harm is children & young people, particularly girls and young women.  The consultation document highlights that whilst there has been a decline in the overall number of hospital admissions for self-harm in data from PEDW there has been a gradual increase in self-harm admission rates amongst young people in Wales, particularly girls aged 10-14 – see consultation document for full details.



On page 16 the narrative highlights other risk factors for people who self-harm that are consistent with other safeguarding risks such as child abuse and neglect, substance misuse, intimate partner violence and sexual exploitation.  



2. Strategic Context

The Welsh Government Strategy aligns to a number of strategic approaches implemented across Wales including the following:

· A Healthier Wales

· Wellbeing of Future Generations Act



In addition, the Strategy is reliant on the delivery of a number of other Welsh Government Policies listed on page 8 of the consultation document including the following:



· The new Child Poverty Strategy for Wales 

· Connected Communities: A Strategy for tackling loneliness and social isolation and building strong social connections 2020

· The Substance Misuse Delivery Plan 2019 and Substance Misuse Treatment Framework










		Name of Contributor:

		



		Job Title:

		



		Date:

		







		Questions/ Key Points

		Response



		Question 1:  Do you agree with the following vision?



“People in Wales will live in communities which are free from the fear and stigma associated with suicide and self-harm and are empowered and supported to both seek and offer help when it is needed.”



		Please explain why you agree/ disagree



		Question 2:  In the strategic vision section there are 6 principles that underpin the strategy. Do you agree these principles are the right ones?



(Principles are included on page 2 of this document)



		Please explain why you agree/ disagree



		Question 3:  The strategy identifies priority and high-risk groups. Do you agree that these are right?



High risk groups are described in the consultation document from page 10 to page 16 Draft suicide and self-harm prevention strategy | GOV.WALES, and are listed on pages 2 & 3 of this document.



		Please explain why you agree/ disagree





		Question 4:  In the strategy there are six high-level objectives. Sub-objectives have also been suggested to deliver each one. A 3–5-year delivery plan will sit alongside the strategy. The delivery plan will include more detailed actions to deliver the objectives. 



The high level objectives are included below, full details are included on page 18 to page 23 of the consultation document:  Draft suicide and self-harm prevention strategy | GOV.WALES

		Can you confirm

· what you think of the objectives

· if you think the sub-objectives will deliver the high-level objectives

· what actions you think we could include in the delivery plan to deliver the objectives







		· High-level Objective 1:  Establish a robust evidence base for suicide and self-harm in Wales, drawing on a range of data, research and information; and develop robust infrastructure to facilitate the analysis and sharing of information to focus resources, shape policy and drive action

		



		· High-Level Objective 2: Co-ordinate cross-Government and cross-sectoral action which collectively tackles the drivers of suicide and reduces access to means to suicide.

		



		· High-level Objective 3: Deliver rapid and impactful prevention, intervention, and support to those groups in society who are the most vulnerable to suicide and self-harm through the settings with which they are most engaged

		



		· High-level Objective 4: Increase skills, awareness, knowledge and understanding of suicide and self-harm amongst the public, professionals and agencies who may come into contact with people at risk of suicide and self-harm

		



		· High-level Objective 5: Ensure an appropriate, compassionate and person-centred response is offered to all those who self-harm, have suicidal thoughts, or who have been affected or bereaved by suicide, promoting effective recovery and reduced stigma.

		



		· High-level Objective 6: Responsible communication, media reporting, and social media use regarding self-harm, suicide and suicidal behaviour.

		



		Question 10: This is an all-age strategy. When we talk about our population we are including babies, children and young people, adults and older adults. Do you feel the strategy is clear about how it delivers for various age groups?



		Please reply yes/ no and explain the reasons for your response.



		Question 11:  We have prepared impact assessments to explain our thinking about the impacts of the strategy. This includes our research on the possible impacts. Are there any impacts, positive or negative, that we have not included?



		



		Question 12:  We would like to know your views on the effects that the Strategy would have on the Welsh language. Is there anything we could change to give people greater opportunities to use the Welsh language? Or, can we do more to make sure that the Welsh language is treated no less favourably than the English language?



		



		Question 13:  We have asked a number of specific questions. If you have any comments which we have not addressed, please use this space to make them.
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Agenda

Setting the Scene (30 mins)

Overview of data on suicide and self-harm

Suicide & Self Harm – SBUHB – what are we doing now?

Governance – multi-agency delivery

Challenges

Feedback on potential next steps for SBUHB



Welsh Government Consultation (30 mins)

Do we agree with the Vision?

Do we agree with the principles?

Do we agree with the Goals and Objectives?







This is a generic copy slide.
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2020 to 2022 Rate per 100,000 (ONS data)









Isle of Anglesey / Ynys Môn	Gwynedd / Gwynedd	Conwy / Conwy	Denbighshire / Sir Ddinbych	Flintshire / Sir y Fflint	Wrexham / Wrecsam	Powys / Powys	Ceredigion / Ceredigion	Pembrokeshire / Sir Benfro	Carmarthenshire / Sir Gaerfyrddin	Swansea / Abertawe	Neath Port Talbot / Castell-nedd Port Talbot	Bridgend / Pen-y-bont ar Ogwr	Vale of Glamorgan / Bro Morgannwg	Cardiff / Caerdydd	Rhondda Cynon Taf / Rhondda Cynon Taf	Merthyr Tydfil / Merthyr Tudful	Caerphilly / Caerffili	Blaenau Gwent / Blaenau Gwent	Torfaen / Tor-faen	Monmouthshire / Sir Fynwy	Newport / Casnewydd	12.6	13.6	10.199999999999999	10.9	8.6	14.3	15.6	14.5	13.1	9	14.4	11.3	10.7	9.6999999999999993	9.1999999999999993	11.4	16.8	14.5	15.6	8.5	15.6	13.2	
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Self harm – Wales based data

Self-harm results in 5,500 medical admissions per year in Wales across all ages and is one of the top five causes of admissions. Much of this is unscheduled. 

Research has estimated that approximately 8 per cent of 14 to 19 year olds will self-harm. 

Though there has been a decline in the overall number of hospital admissions for self-harm in data from PEDW there has been a gradual increase in self-harm admission rates amongst young people in Wales, particularly girls aged 10-14 

Incidences amongst males aged 10-18 rose until 2019 before dropping in 2020-21 

Further research suggests that incidence rates of self-harm in the UK amongst 10–24-year-old girls increased between March 2020 and March 2022, primarily driven by increases in the 13-16 age group 

In 2021/22, the number of hospital admissions due to self-harm for girls aged 10-14 reached a record high of 800, which was 300 more than any other year

Prevalence of self-harm amongst children and young people is consistently highest in the most deprived 40 per cent of areas in Wales, although over the past decade there have been increasing incidences of self-harm in more affluent areas







UK National Confidential Inquiry into Suicide and Safety in Mental Health Services (2024 Annual Report)

This year’s report presented data on specific topics, some of which reflect current concerns in suicide prevention or groups who may be at increasing risk:



26% of all general population suicides were patients in mental health services (UK)

Safety in acute care: over a quarter (28%) of patients died by suicide in acute mental health care settings, including in-patients (6%), post-discharge care (14%) and crisis resolution/home treatment (13%). A quarter (28%) died whilst under enhanced nursing observation

Recognising risk in people with autism and ADHD

In patients under the age of 25

Young students in England and Wales

Patients with a one off assessment

Public locations









SBUHB – what are we doing now?


Suicide Prevention became a health board quality priority in 2021. 

Work to reduce the risk of suicide within our population and workforce will be incorporated into business as usual processes from 1st April 2025. 

The final report on the Suicide Prevention quality priority will be brought to Management Board in July 2024. 

All of the Goals, Methods and Outcomes set out for achievement by 2023 have been achieved. 

Agreement needed with Workforce and OD to agree the future model of suicide prevention training within the organisation. 

Future model of Sharing Hope being developed based on an external evaluation of the impact of the programme 








Delivery of the quality priority to date has focussed on the following key areas: 



Reduction of the risk of staff suicide through promoting help-seeking behaviours. 

Increased awareness of the risk of suicide through delivery of training programme for health board staff. 

Contribution to the multi-agency working through the Multi-agency Group (MAG). 

This has been led through a health board wide steering group, co-ordinated by the Suicide Prevention Quality Improvement Lead.  







Other service developments that contribute to suicide and self harm prevention agenda

Call 111 press 2 service

Development of sanctuary services

Crisis care concordat work

Rapid response service for people bereaved by suicide, with significant attempts response also active.

SBU Bereavement service

Drugs Commission

Primary care: city cluster nurse led intervention for patients in primary care who have self-harmed or suicidal thoughts







Challenges

There is an absence of strategic leadership for suicide and self -harm as an issue for our region. 

There is currently no regional forum /governance structure which takes responsibility for coordination, delivery and evaluation of partner actions aimed at reducing the risk of suicide or self-harm for Swansea Bay. 

The Multi Agency Group (MAG) that was in place from 2019-22 was valued, but lacked authority and decision making within the wider partnership landscape

Nationally, we are an outlier with no regional suicide and self harm prevention plan in place 

There is limited capacity & capability to undertake intelligence analysis which impacts on our ability to adopt an intelligence led approach across Swansea Bay – enabling us to go beyond high level themes / risk factor analysis or evaluate the impact of investments, identify the gaps or improvements in delivery.  

There is no ‘collective’ identity or presence for this work which has limitations in terms of how we work together, including with those with lived experience.

The Health Board has acknowledged the need for action to reduce suicide rates as highlighted through the focus on suicide as one of the 5 quality priorities. However, the HB’s focus has been limited in scope and an organisational wide response to suicide prevention and self harm  is absent.







Moving Forward

Management board has agreed the recommendation to progress this agenda

Discussions to be held to establish a regional forum and to develop a regional plan with partners accordingly.

The RPB Emotional Wellbeing and Mental Health programme may be well-placed to take on the regional co-ordination role, however, there is a need to consider the wider risk factors for suicide and these sit beyond the influence of the RPB. 

The Population Health Strategy articulates the actions required to address the root causes contributing to the risk of mental health wellbeing and distress for our population and is aligned to the new Welsh Government Mental Health and Wellbeing Strategy Objective 2 . Implementation of the PHS through those governance/partnership structures will contribute to addressing the broader prevention agenda

There is also a need to consider internal ongoing cross organisational governance for this agenda once the quality priority becomes business as usual.







SBU Population Health Strategy 







Draft Mental Health and Wellbeing Strategy for Wales 2024-34

VS 2: There is cross government action to protect good mental health and wellbeing.



Key areas for action to improve mental health and wellbeing, and tackle inequities. 
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4 Pillars: Our Delivery Framework

Healthcare Provider
Employer
Anchor Institution
Productive Partner

A lens through which to support improvements in Population Health







What could a regional partnership look like?

a formal multi-agency suicide prevention group 

a wider network / suicide prevention partnership that feeds into the multi-agency group for specific projects or on specific topics (See diagram)



Guidance on local suicide prevention partnerships (PHE, 2020)









The purpose of a multi-agency suicide and self-harm prevention group is to:


Understand patterns of suicide and self harm, and receive and analyse data to inform local action  

Steer, advise, provide oversight/scrutiny on the development of the local suicide and self-harm prevention strategy and action plan 

Enable and facilitate multi agency deployment of capacity and capability

Develop and co-ordinate responses and activities to reduce suicide and self-harm

Make strategic links across sectors 

Monitor progress towards local targets for reducing suicide and self-harm and evaluate the impact of interventions 

Report to (the health and wellbeing board) to influence commissioning decisions and secure funding and influence action by partners in the area







Key elements of local suicide and self harm prevention plan

Local suicide prevention strategy should include (example from England guidance , PHE, 2020)

The case for suicide prevention locally, including data

A clearly stated ambition and objectives for what needs to be achieved locally

The approach to monitoring and evaluating outcomes in order to determine progress 

Priority areas for action based on the national strategy 

Priority areas for action based on local data and needs, such as interventions focused on particular high-risk locations, where the evidence base for action is increasing 

Links with other strategies and other local agendas, such as those for mental health and wellbeing



Objectives in draft National Strategy SSHP (Wales) 

Enhance intelligence led action: 

Prevention: Co-ordinate cross-sectoral action which collectively tackles the drivers of suicide (And self-harm), improve mental health and reduces access to means to suicide. 

Vulnerable groups and settings: deliver rapid and impactful prevention, intervention, and support to most vulnerable to suicide and self-harm through the settings with which they are most engaged.

Capacity: Increase skills, awareness, knowledge and understanding of suicide and self-harm amongst the public, professionals and agencies who may come into contact with people at risk of suicide and self-harm.

Compassion: Ensure an appropriate, compassionate and person-centred response is offered to all those who self-harm, have suicidal thoughts, or who have been affected or bereaved by suicide.

Media: Responsible and effective reporting and use of social media















Mental Health and Wellbeing
and the 
Suicide and Self-Harm Prevention Strategies: 

Welsh Government Consultation 





Note to user - This pack is being provided to assist you in holding discussions with stakeholders during the consultations on the Mental Health and Wellbeing Strategy and the Suicide and Self-Harm Prevention Strategy.



This is intended to be complementary to the written consultation. Please encourage stakeholders to engage with the written consultation. Response forms for people using the CYP and Easy Read versions of the strategy are available.



Your discussion should hopefully assist stakeholders in developing their own views on the strategies, which they will be able to submit using the consultation response form. However, it would be helpful if you could also complete and return the form provided with the pack, to provide some information on who has been involved in your discussion, and the key points raised.



Considerations for discussion



Please consider safeguarding noting that the subjects of these consultations may raise difficult emotions for some

Use appropriate language 

Consider how your engagement activity allows contact with hard-to-reach and/or vulnerable groups (e.g. ethnic minority groups - including Gypsy, Roma and Traveller families, children and young people, veterans, rural communities, older adults, offenders)
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Suicide and Self-Harm Prevention Strategy
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Overall Vision:



People in Wales will live in communities which are free from the fear and stigma associated with suicide and self-harm and are empowered and supported to both seek and offer help when it is needed.   





We want to stop people from

ending their own lives 

and hurting themselves. 





We want people affected by suicide and self-harm to: 

Feel safe and not judged. 

Get help when they need it. 

Be able to help others. 
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Leadership, ownership and accountability

Suicide and self-harm are everybody’s business

Focus on inequalities and at risk groups 

Multi-sectoral collaboration

Person-centred with the involvement of those with lived/living experience

Evidenced-based and intelligence led.



Principles of the Suicide and 
Self-Harm Prevention Strategy: 







These can be explained as follows:



Leadership, ownership and accountability – We want the people in charge to take responsibility for the things they need to do to help prevent suicide and self-harm and support those affected by it. 

Suicide and self-harm are everybody’s business – It’s not just the people in charge that have an important role to play. We want everyone to know that they can help.

Focus on inequalities and at risk groups  - We know that some people are more at risk than others and we need to take targeted actions to help them. 

Multi-sectoral collaboration – This is about making sure that services work together to make sure people can get all of the support they need. For example, people might need financial support as well as emotional support and we want to make sure that services are working together to give that support. 

Person-centred with the involvement of those with lived/living experience – we recognise that one size does not fit all so we want to make sure services are designed to give people what works for them. 

Evidenced-based and intelligence led – there is lots of data, evidence and research out there which helps us better understand the causes of SSH and how best to help people. We want to use that to inform our actions. 



26





The national suicide rate has remained between 10 and 13 per 100,000 population over the last five years. 

Over the last decade there were, on average, approximately 330 registered deaths by suicide (a rate of 12.4 registered suicides per 100,000 people) each year in Wales. 





Suicide in Wales: 



Men 40-50

Priority Groups

People who break the law

People who misuse substances

Mental health patients

Domestic abuse victims

People who self-harm





The boxes represent those who have been identified as the priority groups based on the evidence we have
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There were a third less hospital admissions for self-harm in 2021/22 compared to 2018/19.

There has been a gradual increase in self-harm admission rates amongst young people in Wales, particularly girls aged 10-14. 

Self-harm in Wales: 



Bullying

Child abuse and neglect

Drugs and alcohol

Domestic abuse

Criminality

Mental health

Risk Factors





The first statement which says ‘There were a third less hospital admissions for self-harm in 2021/22 compared to 2018/19’ should include the caveat that some of this may have been the result of COVID and less people going into hospitals generally. 

Expand bullet 2 to say ‘In 2021/22, the number of hospital admissions due to self-harm for girls aged 10-14 reached a record high of 800’

Below are some of the main risk factors we have identified through the evidence we have. 
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Other High Risk Groups: 



Pregnant women and new mothers

Disabled people

Neurodivergent people

LGBTQ+ people

Gypsy, Roma and Traveller groups

Refugees and asylum seekers

Perpetrators of domestic abuse

People struggling with school, college and university work

People struggling with old age

People who are/were in the armed forced

Children and young people

People who are/were in care

People with money problems

Lonely people

People with gambling problems

People with physical illnesses

Bereaved people





These are the groups who we also have evidence to suggest are at high-risk. We want to understand more about them and what we can do to help. 
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Objective 1: Establish a robust evidence base for suicide and self-harm in Wales, drawing on a range of data, research and information; and develop robust infrastructure to facilitate the analysis and sharing of information to focus resources, shape policy and drive action.

Objective 1a: Develop a robust evidence base for suicide and self-harm in Wales to better understand the causes, the most vulnerable groups, the impact and the most effective interventions and responses. 

Objective 1b: Create more systematic structures and processes for the analysis, synthesis, and presentation of data and research relating to suicide and self-harm, from within Wales, across the UK and wider to inform policy and practice. 



Objectives/Goals: 







This is about Collecting facts and information on suicide and self-harm in Wales and use this to make policy and actions.



We want to know:



Why people hurt or kill themselves. 

Who might need help and support to be safe and well. 

What we can do to help and improve our services. 

What is important to people. 
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Objective 2: Co-ordinate cross-Government and cross-sectoral action which collectively tackles the drivers of suicide, and reduces access to means to suicide.

Objective 2a: Delivering the Mental Health and Wellbeing Strategy to improve mental health and wellbeing through a preventative approach and tackling the wider determinants of mental health.

Objective 2b: Ensure clear understanding and ownership of wider cross-Government and cross-sector action to tackle key drivers for suicide and establish programmes of work to strengthen and co-ordinate prevention measures.

Objective 2c: Improve how we respond to, and manage, locations of concern to enable local action to be taken with an informed, evidence-based, and consistent approach.

Objective 2d: Identify ways to enhance online safety and limit the encouragement and assistance of self-harm through the provision of legislation and new policy opportunities. 



Objectives/Goals: 







This is about Working with everyone in the government to deal with the reasons for suicide and do something about them 



We will:



use the Mental Health and Wellbeing Strategy to improve mental health and wellbeing. 

improve how we respond to problems in local areas. And in locations of concern (places known for many suicides)

make laws and policies to improve online safety. This will help limit people seeing bad things on the internet. 
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Objective 3: Deliver rapid and impactful prevention, intervention, and support to those groups in society who are the most vulnerable to suicide and self-harm through the settings with which they are most engaged.

Objective 3a: Develop capability and response in key settings where the most vulnerable to self-harm and/or suicide might present.  

The identified key settings are:

Primary Care

Prisons and custodial settings; including Youth Offending Institutions.

Community services, for instance debt advice, employment centres

Social care settings

Mental health services in community, hospital, or acute settings

Youth, and education settings (including further and higher education)

 



Objectives/Goals: 







This is about Giving support to vulnerable groups in society



To do this we will:



provide support to people who are most vulnerable to suicide and self-harm. And who are most at risk. 

improve support in places where the most vulnerable people are. 



We think the places where we can improve support are: 

Primary Care – for example doctor’s surgeries 

Prisons and Youth Offending Institutions 

Community services – for example job centres 

Social care settings – for example care homes for children 

Mental health services 

Schools, colleges, universities, and youth centres 



We will also make sure our policies, actions and services follow: 

The All Wales Standards for Accessible Communication and Information. 

The Welsh Language Standards and Cymraeg 2050. 
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Objective 4: Increase skills, awareness, knowledge and understanding of suicide and self-harm amongst the public, professionals and agencies who may come into contact with people at risk of suicide and self-harm.

Objective 4a: Identify opportunities to enhance the universal offer of training and support.

Objective 4b: Establish continuity and connection between different services that respond to people who are in distress, ensuring consistent approaches are adopted, with shared learning and development programmes for call handlers and front-line responders.



Objectives/Goals: 







This is about Making people aware of suicide and self-harm and how to help people



To do this we will



Offer training and support. Give the same training to all services that respond to people in danger. 

Make sure services work together to give people all the support you need.

33







Objective 5: Ensure an appropriate, compassionate and person-centred response is offered to all those who self-harm, have suicidal thoughts, or who have been affected or bereaved by suicide, promoting effective recovery and reduced stigma.

Objective 5a: Through joint working across sectors, establish a clear description of a timely, pro-active, person-centred and compassionate response to all those who present with self-harm or as at risk of suicide to any part of the system, which contributes to reducing stigma and is in line with NICE Guidance (2022), including psycho-social assessment, safety planning, psychological therapies and other evidence-based approaches that help to keep people safe. 

Objective 5b (also contributes to Objective 3): Develop national, regional, and local policies, services, protocols and procedures to enable rapid response to suspected suicides, cluster recognition, management and escalation, within localities and across borders.



Objectives/Goals:  







This is about Being kind and caring to people who: 

self-harm 

have thoughts of suicide 

have lost someone to suicide 



We will do this by:



make services better. So they are kind when people reach out for help. 

We want professionals, employers, family and friends to know how to give and get support. 

give advice to organisations so that they can: 

support people who are at risk of self-harm 

support people who have lost someone to suicide. 
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Objective 6: Responsible communication, media reporting, and social media use regarding self-harm, suicide and suicidal behaviour.

Objective 6a: Continue to develop and embed a consistent shared language for suicide and self-harm and the terminology we use.



Objective 6b: Maintain reporting, media and communications policy and guidelines. 



Objectives/Goals: 







This is about Making sure people writing about self-harm and suicide in media and online, help



We will do this by:



Agreeing plans with media to make sure they help and say the right things.  
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Suicide and Self-harm Prevention
Strategy: We want to hear your views
on…

















The Overall Vision

The Priority and High Risk Groups

What actions we can take to deliver the objectives

The Proposed Objectives

What you like;

What you would change;

What matters most;

about…





Note to user – please encourage participants to personally respond to the consultation. This is an opportunity however to have a group discussion about the strategy.



We would suggest giving opportunity to participants to discuss what they like, what they would change and what matters most about each of these areas. It would be helpful to discuss the four vision statements separately, but it is recognised that some groups may have a stronger interest in particular areas.



A form has been provided for you to collate the key views of your group as a record of the discussion. These can be completed and returned to mentalhealthandvulnerablegroups@gov.wales



Policy officials will consider these reports on discussions, but they should not be seen as an alternative to completing the formal consultation.
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THANK YOU…



For further information about the Welsh Government’s consultation on the Mental Health and Wellbeing Strategy and the Suicide and Self-Harm Prevention Strategy, please contact:





mentalhealthandvulnerablegroups@gov.wales
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Figure 1: Suicide rates registered in 2022 remain consistent with
2021, 2019 and 2018

Age-standardised suicide rates by sex, England and Wales, registered
between 1981 and 2022
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Figure 2: The North East had the highest suicide rate registered in

2022, as in previous years

Age-standardised suicide rates for English regions and Wales, deaths
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Figure: Suicides, EASR per 100,000, persons, Health Board, 2018-2022
Produced by Public Health Wales using PHM & MYE (ONS)
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Figure 3. Deaths by suspected suicide, by health board area of residence*, crude rate per
100,000, Welsh residents, 2022/23

Produced by Public Health Wales Observatory, using RTSSS data and MYE (ONS)
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Figure: Suicides, EASR per 100,000, persons, Health Board, 2005-2009 to 2018-2022
Produced by Public Health Wales using PHM & MYE (ONS)
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Figure: Suicides, EASR per 100,000, males and females, Wales, 2018-2022
Produced by Public Health Wales using PHM & MYE (ONS)
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The six Marmot Policy Objectives are:

1. Give every child the best start in life

2. Enable all children, young people and adults to maximise their capab

have control over their lives

6. Strengthen the role and impact of ill-health prevention

Subsequent work undertaken by the Marmot Review team identified two additional cross-
current themes alongside the original six, which add further emphasis on some of the wider
issues and language identified within the original two overarching policy goals:

e Tackle racism, discrimination and their outcomes
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DRAFT NOTES WG Consultation - suicide and self harm.docx
WG Consultation: Suicide and Self-Harm Strategy

Attendance:

Chair: Michelle Davies – Head of Strategic Planning

Claire Norman – Lead Nurse CAMHS

Eve Jeffrey – Operational Business and Planning Manager, MH&LD

Francesca Proietti – Strategic Planning Manager

Gareth Westlake – Assistant Director of Digital Services

Heledd Bingham – Strategic Planning Manager

Jayne Whitney – Quality Improvement, Suicide Prevention Lead

Karen Gronert – Head of Nursing, Primary and Community Care

Karen Stapleton – Deputy Director of Strategy

Lisa John – Mental Health, Development and Transformation Manager

Michelle Jaynes – Healthy Schools and Pre-Schools Practitioner

Michelle Shorey – Assistant Director of Finance

Nerys Edmonds – Public Health Specialist Lead

Rebecca Parcell – Interim Directorate Manager, Adult Mental Health services

Richard Lingard – Lead Psychologist for Adult Mental Health

Sarah James – Matron, Paediatrics

Sian Dolling – Directorate Manager, Swansea Learning Disabilities

James Rodaway – Associate Director of Population health

Claire Pressdee – Directorate Manager for Drug and Alcohol Services

Angharad Rees – Strategic Planning Manager

Janet Millward – Deputy Head of Nursing, Children’s Services

Nicola Edwards – Head of Nursing, Safeguarding

Marie Phillips – Health Care Lead, HM Prison Swansea

Victoria Kiernan – Deputy Head of Nursing, Children and Young People

Nerys Edmonds – Public Health Specialist Lead

Notes:

· Discussion prompted by Welsh Government consultation for suicide and self-harm.

· Area where strategic direction isn’t as robust as it should be. It’s complex and challenging, not just for the health board but how we work with partnerships and accepting that we can’t do this alone. There is a need to work on a multi-agency basis. 

· Start off by looking at the here and now. what are we doing now? what does it look like for our population? what does it mean in terms of data? 

· Looking to get feedback on your views, and your everyday experiences, proposals on next steps on what we can do as a Health Board and with our partners.

· Spend some time looking at the WG consultation. Happy to receive any feedback. 



· What does the data show? – Nerys Edmonds

[image: ]



· Overall there is a downward trend since 1982
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· Wales has highest suicide rate in the UK, with North East and North West at a similar level



[image: ]

· Looking at the Health Board Level – 3 year rolling average. Year to year can show too much variant

· ONS data is very high quality but is slightly behind where we are in reality. At the moment, 3 year rolling average SBU is joint third with CTM. Powys with the highest rate.





[image: ] 

· This is new data that Public Health have started to Gather. Police data more up to date – 2022-2023, 2nd highest rate per 100,000 in Wales

· This will be getting updated quarlerly and we have input into how the data is presented and what we want included. We will start getting a lot more up to date, high quality data. 
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· From a Local Authority perspective – Swansea and NPT rates are around the middle. 
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· Long term trend by Health board – not the highest rate, but around 3rd on a 3 year rolling average

[image: ]

· Suicide rate in men is much higher than in women. 





Self-harm data

· Data is not as good, we have new data in the new strategy document, taken from the national clinical data, self-harm is one of the top 5 causes of unscheduled admissions. Overall, there has been a decline, but a rise in young people, especially young girls and young women. And high prevalence in young people from more deprived areas in Wales. 

UK National Confidential Inquiry into Suicide and Safety in Mental Health Services (2024 Annual Report)

· National confidential enquiry published an annual report, they’ve highlighted key learnings to direct action across the system – about 26% if all general population suicides were patients in mental health services in the UK.

· Flagged up a number of groups, autism, inpatients, young students, people only having a one-off assessments.

SBUHB – What are we doing now? – Jayne Whitney

· Became a priority for the health board in 2021, big focus was around covid recovery and staff. Evidence was showing there would be an increase of mental health issues for NHS staff particularly within crisis areas, e.g., people working in critical care, BAME colleagues and female staff nurses deemed to be most at risk.

· A lot of GMOs were already in place, threads have developed mostly around wellbeing, ‘sharing hope’ came from that. 

· Tier of training put together that would fit with all disciplines of staff. REACT and suicide prevention one.

· What we have to date has been led by the ‘talk to me too strategy’. Sharing hope has had 149 engagements with 1211 staff. Presenting a 10 min documentary to the chair board. 

· Training:  REACT and suicide prevention, targeted the main groups e.g., ED, primary care, young nursing services. We are up to 43% of the workforce have been trained within the first level of REACT and level 1 suicide and prevention.

· Scoping exercise undertaken on Level 2 training. Unfortunately we’re not in a financial position to take it up at present. Level 2 and 3 have gone back into Mental health services.

· Most focus of work has been around staff wellbeing as well as quality improvement projects

· Overall was to focus on reduction of risk of suicide through promoting help seeking behaviours. 

· Aim was to continue to link in with the Multi-agency group. Development has scaled off a little. That arena needs to start again. 

Other service developments

· There have been other service developments e.g., call 111 press 2 service, sanctuary services, crisis care concord at work. Rapid response service for people bereaved by suicide, SBU bereavement service, Drugs commission, City cluster nurse led services for patients in primary care who have self-harmed or have suicidal thoughts.



Challenges

· absence of strategic leadership in the region.

· The multi-agency group was very much valued, but was disbanded because it lacked the authority to influence decision making across the wider partnership.

· at the moment we don’t have a regional or Multi-agency group or governance structure that takes responsibility for suicide and self-harm prevention.

· We are an outlier, we don’t have a suicide and prevention multi-agency plan in place, which all of the other HBs do. 

· We don’t have an effective process to draw together national and local intelligence and use that to inform, identify gaps, evaluate impact, or improve delivery. 

· Health board have acknowledged as a need and priority with the new strategy coming out, we need to have the discussion about how we can best go forward. 

· Management board has agreed to take forward discussions, to progress the agenda, to establish a regional forum to make the difference it is intended to make.

· Identified that the RPB may be well site to take this on, however, there are issues that go beyond the scope of the RPB, e.g., root causes of suicide link being in the economic position, poverty. 

· Population health strategy looking at how we work with partners and how we influence that social determinant of health, and how that influences suicide outcomes.

· Our population health strategy has a strong synergy with the second objective in the mental health strategy.

· We have our role as a Health provider, but need to look after our staff, how we work as an anchor institution to benefit the population and how we work productively with partner agencies. 

What could a regional partnership look like?

· England have guidance on local suicide prevention partnerships.

· Formal partnership that takes responsibility and accountability. Plans generated by local authorities then carried out and delivered in partnership. Along with a wider network, wide range of agencies, but not all need to be involved in the formal partnership space.

· Important that we have a group that can steer, advise, provide oversight and scrutiny. Think about how decisions can be made to allocate resources and evaluate the impact of the investment being made.

· Very clear scope for what a local plan should include e.g., what’s the local intelligence, areas for action, vulnerable groups and settings, capacity in the workforce, ensuring a compassionate approach, and basing actions on local evidence. 

Feedback

· There are local groups, one in NPT and one in Hdd. Important for us to understand where they feed in, where is the strategic leadership, important that we have them on the ground operationally, but where is the strategic discussion being held. 

· Claire Norman – Mid-west Wales more strategic, e.g., Laura, regional co-ordinator. Covers Powys, SBU and Hdd. 

· Claire Cotter is the national coordinator. SB is the only local authority who don’t have a local plan. 

· Regional level is about sharing learning and best practice, but not about governance and accountability for local actions. Laura is keen that we develop a SB plan as that is a gap in the region. 

· Karen Stapleton – We clearly have a role as a health board but there is only so much we can do. We need to have something with partners. There are a number of statutory arrangements e.g., PSB, but this isn’t sitting on that agenda. Or RPB, z programme of work on emotional wellbeing and MH and a CYP programme for emotional wellbeing. Could we tie something into that mechanism. We are talking about something that sits above, what it does and how it connects is what we need to work with. We recognise that the new strategy is an opportunity to put something forward to bring partners together.

Welsh Government Consultation – Engagement Pack

· Vision – people in Wales will live in communities which are free from the stigma associated with suicide and self-harm and are empowered and supported to both seek and offer help when needed.

· 6 principles to underpin action. Leadership, ownership and accountability; suicide and self-harm are everybody’s business; focus on inequalities and at-risk groups; multi-sectoral collaboration; person-centres with the involvement of those with lived/living experience; evidence based and intelligence led.

· Nominated high risk groups and settings e.g., bereaved people, children and young people etc.

Objectives:

· 1. Establish a robust evidence base for suicide and self-harm in Wales, drawing on a range of data, research and information; and develop a robust infrastructure to facilitate the analysis and sharing of information to focus resources, shape policy and drive action.

· 2. Co-ordinate cross-government and cross-sectoral action which collectively tackles the drivers of suicide, and reduces access to means to suicide

· 3. Deliver rapid and impactful prevention, intervention and support to those groups n society who are the most vulnerable to suicide and self-harm through the settings with which they are most engaged

· 4. Increase skills, awareness, knowledge and understanding of suicide and self-harm amongst the public, professionals and agencies who may come into contact with people at risk of suicide and self-harm.

· 5. Ensure an appropriate, compassionate and person-centred response is offered to all those who self-harm, have suicidal thoughts, o who have been affected or bereaved by suicide, promoting effective recovery and reduced stigma. 

· 6. Responsible communication, media reporting, and social media use regarding self-harm, suicide and suicidal behaviour.

What we want to hear

· What you like

· What you would change

· What matters most

· Vision

· Objectives

· High risk groups

· Actions we can take to deliver the objectives

· We have an opportunity to be specific in what can enable the strategy to be delivered

Feedback

· Michelle Davies – there are already colleagues involved operationally, do we collect data currently e.., internal data sets within the health board and in terms of partnerships, who are our key partners? are we missing any? What role do the 3rd sector have in this, they provide services step up/step down services. 

· Michelle Jaynes – education – head teacher rep could be worth including, may need a rep from secondary and primary in NPT and Swansea. Schools get confused around pathways – bouncing back between GP services. Lots of schools are talking about self-harm, or how to deal with suicide of parents or pupils. 

· Karen Gronert – we have numbers of deaths inflicted in the prison, we do have some data on that however they are normally not record as suicide. What’s the impact on the right care right person policy that the police are working towards e.g., welfare checks etc. For the lower level, how do we understand the triggers, how do we get into the system to offer that wraparound care and support. 

· Michelle Davies – Health board has a task and finish group looking at it now.

· Gareth Westlake – 2 principles that I’m not sure have been addressed by the objectives – there’s not on objective around improving information sharing across the different parties. Do we need as a country to look at those, do information sharing rules need to be modernised. We are encouraged to talk, but don’t know if our record keeping has changed to follow. It’s important to understand who is at risk and how we can help them. 

· Michelle Davies – sharing of information is going to potentially be a major challenge. 

· Michelle Jaynes – With regards to data we only look at Swansea prison, do we get get any information from Parc Prison, for example If they had family living in the Swansea area.

· Marie Phillips – prison services track figures, most people will go from Swansea to parc or Cardiff – the information could be shared. 

· Michelle Jaynes - What happens to the family, are the schools made aware? Children of parents who are in prison. 

· Marie Phillips - Anyone who dies from suicide has a full investigation and goes to coroner’s court, prison service and ombudsman work closely with the family, they have sight on everything that happened to that person. Prison liaison officer works with them, working on duty of candour with families, but there are more things that we can do. We need to use the systems that are there, incorporate duty of candour and how we will communicate with the families early on. 

· Janet Millward - Digital – we thought we would have WCCIS – now proposing connected care. There should be due consideration to this – we have got to have a system that will work across children services and partners in the future, in respect of sharing information within children mental health services. 

· Victoria Kiernan – We have seen an increase across all schools in terms of children self-harming, there are areas to join up e.g., we don’t have a joint up record system within school nursing. We don’t have a digital solution. We collect some data and some young people who come back on a regular basis are being supported in schools. We need to be better at collecting the data. Vital that we have the staff ready to be able to support them, upskilling them is going to be vital, there is a gap in terms of getting regular, knowledge, skills, training etc. 

· Nicola Edwards – data is collected in relation to presentation, reason for presentation, ages etc., reported to the quality and services group on a monthly basis and the in committee on a quarterly basis. In relation to suicide and self-harm, we have a rapid response to suicide CTM also have it, and mid and west Wales rolling it out. PRUDIC, up to age of 18, any child death that’s unexpected is managed through PRUDIC process. In relation to adults, we have a rapid response to suicide meeting where any suicide attempt or death by suicide, or unexpected death in under 25-year-olds are discussed. Focus is on how we support the individuals who are left. We also link in with education, from a SB perspective we have that in place and have done for many years.  

· Michelle Davies – It’s important that we bring all of that together and recognise what’s already happening. Action to outline what is in place. 

· Nicola Edwards – These things are reported to the regional safeguarding board, from a statistical perspective. It’s the local authority that lead with the referrals. I collate all of the data from PRUDIC. 

· Richard Lingard – I can’t imagine there are many people who don’t hit the priority list, its so comprehensive that its basically everybody. 

· Nerys Edmonds – The fact that the strategy has highlighted so many at risk groups, we need a more refined way of working what those groups look like in the local area, have we got preventative strategies for the priorities at a local level. We have just heard about multiple streams of data however, we don’t have one place where all streams of data are available to prioritise. 

· Michelle Davies – next steps – alignment with partners and being able to do the work on multiagency basis. There is further work to do as a HB to understand what we’re doing now in terms of data collection and the different forums were contributing too. It would be useful to have another session. The consultation is still ongoing, we are trying to pull together a health board response (Link in the chat) We will include some of the feedback in the response and make sure you get a copy of the response. 
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Figure: Suicides, EASR per 100,000, persons, Health Board, 2018-2022
Produced by Public Health Wales using PHM & MYE (ONS)
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Figure 3. Deaths by suspected suicide, by health board area of residence*, crude rate per
100,000, Welsh residents, 2022/23

Produced by Public Health Wales Observatory, using RTSSS data and MYE (ONS)
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Figure: Suicides, EASR per 100,000, persons, Health Board, 2005-2009 to 2018-2022
Produced by Public Health Wales using PHM & MYE (ONS)
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Figure: Suicides, EASR per 100,000, males and females, Wales, 2018-2022
Produced by Public Health Wales using PHM & MYE (ONS)
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Figure 1: Suicide rates registered in 2022 remain consistent with

2021, 2019 and 2018

Age-standardised suicide rates by sex, England and Wales, registered
between 1981 and 2022
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Figure 2: The North East had the highest suicide rate registered in
2022, as in previous years
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SBUHB Response Template



Draft Suicide and Self-harm, Prevention Strategy 2024-2034



1. Introduction

The Welsh Government have launched a consultation on the above document and all responses are required by the 11th June 2024 via an online form.  The purpose of this response template is to submit a co-ordinated Health Board response.  Full details are available via the following link:  Draft suicide and self-harm prevention strategy | GOV.WALES  Once complete please send your response using this template to:  SBU.Partnerships@wales.nhs.uk, by the 10th May, so that a Health Board response can be drafted and signed off.  



Please note that this Strategy is an ‘all age’ strategy, and there is an easy read version available specifically for children & young people.  



The new draft Suicide and Self-harm Prevention Strategy (2024-2034) for public consultation, will replace the previous strategy Talk to me 2: the suicide and self-harm prevention strategy for 2015-2022.



The Suicide and Self-harm Strategy aims to reduce the number and rates of suicide deaths that have endured over recent years. It also aims to establish a pathway to support people who self-harm and to improve support for those bereaved by suicide. The strategy sets out an overarching vision for suicide and self-harm in Wales, alongside six underpinning principles, six high-level objectives and a number of supporting objectives.



The overarching vision is as follows:



People in Wales will live in communities which are free from the fear and stigma associated with suicide and self-harm and are empowered and supported to both seek and offer help when it is needed.



We will do this through multi-sectoral collaboration and ownership across Government, making sure that we have strengthened the governance frameworks that are in place to drive action and monitor effectiveness. We all have a role to play in preventing suicide and self-harm, which have a disproportionate impact on the most vulnerable people in our society. Suicide and self-harm have a devasting impact on families, loved ones, professionals and communities. Whilst suicide and self-harm are complex, they are preventable and never inevitable. Suicide and self-harm are public health issues, but they are also inequality issues, linked to social determinants of health such as socioeconomic disadvantage, and adverse childhood experiences (ACEs). It is for this reason that suicide prevention does not belong to any one sector and instead requires a cross-sectoral and cross-Government approach. 



The following principles run through the strategy: 

· Leadership, ownership and accountability

· Suicide and self-harm are everybody’s business 

· Focus on inequalities and at risk groups

· Multi-sectoral collaboration

· Person-centred with the involvement of those with lived/living experience Evidenced-based and intelligence led



There are six high-level objectives included in the document with an explanation of what the objective means and sub objectives.  The high-level objectives are as follows:



· High-level Objective 1:  Establish a robust evidence base for suicide and self-harm in Wales, drawing on a range of data, research and information; and develop robust infrastructure to facilitate the analysis and sharing of information to focus resources, shape policy and drive action

· High-Level Objective 2: Co-ordinate cross-Government and cross-sectoral action which collectively tackles the drivers of suicide and reduces access to means to suicide.

· High-level Objective 3: Deliver rapid and impactful prevention, intervention, and support to those groups in society who are the most vulnerable to suicide and self-harm through the settings with which they are most engaged

· High-level Objective 4: Increase skills, awareness, knowledge and understanding of suicide and self-harm amongst the public, professionals and agencies who may come into contact with people at risk of suicide and self-harm

· High-level Objective 5: Ensure an appropriate, compassionate and person-centred response is offered to all those who self-harm, have suicidal thoughts, or who have been affected or bereaved by suicide, promoting effective recovery and reduced stigma.

· High-level Objective 6: Responsible communication, media reporting, and social media use regarding self-harm, suicide and suicidal behaviour.



The following have been identified as priority groups in relation to Suicide:



· Middle-aged men

· People who self-harm or have self-harmed

· People in contact with mental health services

· People in contact with the justice service

· People with substance misuse challenges

· People with autism

· Victims of domestic abuse

· By area of deprivation



Other high-risk groups:  Disabled and neurodivergent people; LGBTQ+, Gypsy, Roma and Traveller families, and refugees and asylum seekers.



The priority group identified for self-harm is children & young people, particularly girls and young women.  The consultation document highlights that whilst there has been a decline in the overall number of hospital admissions for self-harm in data from PEDW there has been a gradual increase in self-harm admission rates amongst young people in Wales, particularly girls aged 10-14 – see consultation document for full details.



On page 16 the narrative highlights other risk factors for people who self-harm that are consistent with other safeguarding risks such as child abuse and neglect, substance misuse, intimate partner violence and sexual exploitation.  



2. Strategic Context

The Welsh Government Strategy aligns to a number of strategic approaches implemented across Wales including the following:

· A Healthier Wales

· Wellbeing of Future Generations Act



In addition, the Strategy is reliant on the delivery of a number of other Welsh Government Policies listed on page 8 of the consultation document including the following:



· The new Child Poverty Strategy for Wales 

· Connected Communities: A Strategy for tackling loneliness and social isolation and building strong social connections 2020

· The Substance Misuse Delivery Plan 2019 and Substance Misuse Treatment Framework










		Name of Contributor:

		Richard Lingard



		Job Title:

		Professional Lead for Psychological Therapies (consultant psychologist)



		Date:

		21/5/2024







		Questions/ Key Points

		Response



		Question 1:  Do you agree with the following vision?



“People in Wales will live in communities which are free from the fear and stigma associated with suicide and self-harm and are empowered and supported to both seek and offer help when it is needed.”



		Yes, 

It seems it would be difficult to disagree with this vision. 



		Question 2:  In the strategic vision section there are 6 principles that underpin the strategy. Do you agree these principles are the right ones?



(Principles are included on page 2 of this document)



		Yes, 

However I would note in the reality of clinical practice, suicide & self-harm seems frequently to become equated with Mental health (i.e. once self-harm/suicidal acts have been identified, the first response is to refer/direct the person to mental health services). 

This means that the first two principles (leadership/ownership/accountability, & everybody’s business) are not reflected in everyday practice.





		Question 3:  The strategy identifies priority and high-risk groups. Do you agree that these are right?



High risk groups are described in the consultation document from page 10 to page 16 Draft suicide and self-harm prevention strategy | GOV.WALES, and are listed on pages 2 & 3 of this document.



		No – from my perspective the data presented makes it difficult to judge if these are the correct priority groups because it really does not allow any comparison… 

What is meant by “priority groups” vs. “other high risk groups”?  what are priority groups being prioritised for, and should we also prioritise other high-risk groups?  How have priority groups been selected – is this on the basis that these are the most at-risk groups (I suspect the data is lacking to such a definitive comparison).  

The totality of all priority + high risk groups would mean that almost the entire population of Wales is high risk (particularly some of the groups identifies as potentially high risk are extremely large groups: White ethnicity, Children & young people, people with phsycial illness, people with history of bereavement)?

Some of the reasoning in this section (see for example refugees and asylum seekers) seems based on: particular groups are more likely to have: poor access to mental health services &/or Loneliness &/or Bullying - & then that these are known risks for suicide, therefore these groups are at higher risk; I think this type of reasoning is prone to errors / may be unhelpful in identifying people at risk.  

If men are 3x more likely to die by suicide, should Men be a priority group, rather than only middle aged men. 

people who self-harm – “self-harm is the strongest risk factor for suicide – does this relate only to the age range in this section (14-19 year olds) or to all people?  If all people, then should ‘people who self harm’ be highest priority (though in the above section it says middle aged men (40-49) have the highest suicide rates of any group).  I appreciate this section does not state who is highest risk, but the order that groups appear will make an implication.

People in contact with MH service – the first stat in this section seems to be about contact with any health service (not mental health) – most commonly in general practice. 

People in contact with justice system – RTSSS = 74% of suspected suicides were people previously known to police – why were they known to police – if this includes s136, welfare checks etc, this is conflating mental health reasons with criminal-justice reasons; (or maybe they are know as victims, and this may be conflating, for example, victim of domestic violence with criminal justice).

People with Autism – “planned or attempted suicide” are two different things (not all plans lead to attempts, arguably some attempts may be unplanned other than in the moment). 

LGBTQ+ - the “school report cymru” (stonewall report) lacks any substantial info re: methodology / no peer review, making it difficult to be confident of its’ findings.



		Question 4:  In the strategy there are six high-level objectives. Sub-objectives have also been suggested to deliver each one. A 3–5-year delivery plan will sit alongside the strategy. The delivery plan will include more detailed actions to deliver the objectives. 



The high level objectives are included below, full details are included on page 18 to page 23 of the consultation document:  Draft suicide and self-harm prevention strategy | GOV.WALES

		Can you confirm

· what you think of the objectives

· if you think the sub-objectives will deliver the high-level objectives

· what actions you think we could include in the delivery plan to deliver the objectives







		· High-level Objective 1:  Establish a robust evidence base for suicide and self-harm in Wales, drawing on a range of data, research and information; and develop robust infrastructure to facilitate the analysis and sharing of information to focus resources, shape policy and drive action

		Given comments above (lack of reliable evidence base for comparison of groups) I agree this is a priority objective.  







		· High-Level Objective 2: Co-ordinate cross-Government and cross-sectoral action which collectively tackles the drivers of suicide and reduces access to means to suicide.

		Agreed this is important.

Sub-objective 2a – presumes that MH & Wellbeing strategy is fit-for-purpose in terms of prevention/wider determinants of mental health. (I am aware this strategy is also under consultation). 



		· High-level Objective 3: Deliver rapid and impactful prevention, intervention, and support to those groups in society who are the most vulnerable to suicide and self-harm through the settings with which they are most engaged

		Agreed with the overall objective. 

Noting that the consultation has a note early in the document re: financial constraints & “need to be realistic”, I am not confident in the ability to develop “impactful intervention”.

Sub-objective 3a – as related to the note above (finances) – given the large number of priority groups & key settings (including “primary care” & “social care settings” – this will mean “developing capability” for “Rapid & impactful prevention, intervention and support” across the majority of citizen groups in wales in a large portion of the “key settings” in wales.  I do not believe this will be realistic without substantial additional investment; within mental health services we are already completely overwhelmed with demand – I believe that all other services are the same (e.g. especially also primary care).  Much of what existing services do (mental health treatment, physical health treatment, managing long term conditions,  support to manage financial difficulties, support re: domestic violence, increasing community connectedness, etc, etc) will undoubtedly already be contributing to suicide and self-harm prevention, if any of this activity is dis-invested from in order to deliver other suicide/self-harm prevention interventions, we would have to expect this dis-investment to have a detrimental impact on suicide/self-harm (although I don’t think there is currently any way to predict what the likely level of detriment would be).





		· High-level Objective 4: Increase skills, awareness, knowledge and understanding of suicide and self-harm amongst the public, professionals and agencies who may come into contact with people at risk of suicide and self-harm

		This must include universal skills in intervention for self-harm/suicide reduction; From initial work we have done in our health board around awareness raising, it is clear that awareness raising/identifying only will result in (many) more people being referred into mental health system for intervention. (majority of non-mental health professionals & also probably MH professionals view suicidal ideation/attempts & self-harm as diagnostic of Mental illness). 

Alternatively, if we believe that intervention work should take place in mental health services, then substantial investment must be made in mental health services to ensure rapid intervention can be provided.



		· High-level Objective 5: Ensure an appropriate, compassionate and person-centred response is offered to all those who self-harm, have suicidal thoughts, or who have been affected or bereaved by suicide, promoting effective recovery and reduced stigma.

		Subobjective 5a – psycho-social assessment is a complex undertaking (which is also not well delineated within the NICE guidance), so would require significant training & supervision across sectors. Safety Planning also (to a lesser degree).  Psychological Therapies are specialist interventions requiring at least 1 year full-time post-grad training (e.g. post grad diploma) – see MATRICS cymru;  What are “other evidence based approaches”.

As above (objective 4) do we view that specialist interventions (e.g. psychological therapy) should sit within mental health services, or will they sit ‘across sectors’. 



		· High-level Objective 6: Responsible communication, media reporting, and social media use regarding self-harm, suicide and suicidal behaviour.

		Would responsible practice on part of coroners also sit here?

It seems that coroners increasingly wish to conduct inquests in a way to ‘prosecute’ health services around suicides – see for example what appears to be a proliferation of regulation 28 notices. 

I believe this has two detrimental impacts for suicide/self-harm prevention:

1 – it tends to perpetuate a belief that responsibility for suicide prevention is with health (particularly mental health services), thus acting against the “everybody’s business” approach. 

2 – it tends to perpetuate defensive practices in health settings which will play out in unhelpful ways (ensuring that check-box forms are filled out, things are written down, relying on promises from suicidal people that they will keep themselves safe, avoidance of positive risk taking, reliance on all-or-nothing thinking with associated all-of-nothing actions).



		Question 10: This is an all-age strategy. When we talk about our population we are including babies, children and young people, adults and older adults. Do you feel the strategy is clear about how it delivers for various age groups?



		No – the only significant reference to all age is identifying some age groups (children/young people; people struggling with aging, middle age men) as priority/high risk groups.  I cannot see anything about how those groups needs with be met specifically. 



		Question 11:  We have prepared impact assessments to explain our thinking about the impacts of the strategy. This includes our research on the possible impacts. Are there any impacts, positive or negative, that we have not included?



		Impacts on staff groups (staff wellbeing).



		Question 12:  We would like to know your views on the effects that the Strategy would have on the Welsh language. Is there anything we could change to give people greater opportunities to use the Welsh language? Or, can we do more to make sure that the Welsh language is treated no less favourably than the English language?



		



		Question 13:  We have asked a number of specific questions. If you have any comments which we have not addressed, please use this space to make them.



		Funding,

Whilst it is helpful to see acknowledgement of financial constraint and “opportunity to be clear about what can realistically be delivered” – I do not feel that any progress on delivery would be made without very significant investment. 

In one particular specialist area mentioned in the strategy (psychological therapies) I would estimate that the resource currently available in wales is 50% or less of what is required to meet the need that is already presenting with a relatively minimal/basic offer.   Given that the strategy would imply expansion of psychological therapies offer beyond what need already presents (through better identification of people at risk), and given estimates stated in this consultation that 22% of suicides have been in contact with MH services in year prior, then we could estimate a 4 fold increase in demand for psychological therapies if detection of people at risk was perfect. 

I am sure that other areas mentioned (education, primary care, criminal justice etc, etc) are all experiencing similar problems with capacity and demand.    
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SBUHB Response Template



Draft Suicide and Self-harm, Prevention Strategy 2024-2034



1. Introduction

The Welsh Government have launched a consultation on the above document and all responses are required by the 11th June 2024 via an online form.  The purpose of this response template is to submit a co-ordinated Health Board response.  Full details are available via the following link:  Draft suicide and self-harm prevention strategy | GOV.WALES  Once complete please send your response using this template to:  SBU.Partnerships@wales.nhs.uk, by the 10th May, so that a Health Board response can be drafted and signed off.  



Please note that this Strategy is an ‘all age’ strategy, and there is an easy read version available specifically for children & young people.  



The new draft Suicide and Self-harm Prevention Strategy (2024-2034) for public consultation, will replace the previous strategy Talk to me 2: the suicide and self-harm prevention strategy for 2015-2022.



The Suicide and Self-harm Strategy aims to reduce the number and rates of suicide deaths that have endured over recent years. It also aims to establish a pathway to support people who self-harm and to improve support for those bereaved by suicide. The strategy sets out an overarching vision for suicide and self-harm in Wales, alongside six underpinning principles, six high-level objectives and a number of supporting objectives.



The overarching vision is as follows:



People in Wales will live in communities which are free from the fear and stigma associated with suicide and self-harm and are empowered and supported to both seek and offer help when it is needed.



We will do this through multi-sectoral collaboration and ownership across Government, making sure that we have strengthened the governance frameworks that are in place to drive action and monitor effectiveness. We all have a role to play in preventing suicide and self-harm, which have a disproportionate impact on the most vulnerable people in our society. Suicide and self-harm have a devasting impact on families, loved ones, professionals and communities. Whilst suicide and self-harm are complex, they are preventable and never inevitable. Suicide and self-harm are public health issues, but they are also inequality issues, linked to social determinants of health such as socioeconomic disadvantage, and adverse childhood experiences (ACEs). It is for this reason that suicide prevention does not belong to any one sector and instead requires a cross-sectoral and cross-Government approach. 



The following principles run through the strategy: 

· Leadership, ownership and accountability

· Suicide and self-harm are everybody’s business 

· Focus on inequalities and at risk groups

· Multi-sectoral collaboration

· Person-centred with the involvement of those with lived/living experience Evidenced-based and intelligence led



There are six high-level objectives included in the document with an explanation of what the objective means and sub objectives.  The high-level objectives are as follows:



· High-level Objective 1:  Establish a robust evidence base for suicide and self-harm in Wales, drawing on a range of data, research and information; and develop robust infrastructure to facilitate the analysis and sharing of information to focus resources, shape policy and drive action

· High-Level Objective 2: Co-ordinate cross-Government and cross-sectoral action which collectively tackles the drivers of suicide and reduces access to means to suicide.

· High-level Objective 3: Deliver rapid and impactful prevention, intervention, and support to those groups in society who are the most vulnerable to suicide and self-harm through the settings with which they are most engaged

· High-level Objective 4: Increase skills, awareness, knowledge and understanding of suicide and self-harm amongst the public, professionals and agencies who may come into contact with people at risk of suicide and self-harm

· High-level Objective 5: Ensure an appropriate, compassionate and person-centred response is offered to all those who self-harm, have suicidal thoughts, or who have been affected or bereaved by suicide, promoting effective recovery and reduced stigma.

· High-level Objective 6: Responsible communication, media reporting, and social media use regarding self-harm, suicide and suicidal behaviour.



The following have been identified as priority groups in relation to Suicide:



· Middle-aged men

· People who self-harm or have self-harmed

· People in contact with mental health services

· People in contact with the justice service

· People with substance misuse challenges

· People with autism

· Victims of domestic abuse

· By area of deprivation



Other high-risk groups:  Disabled and neurodivergent people; LGBTQ+, Gypsy, Roma and Traveller families, and refugees and asylum seekers.



The priority group identified for self-harm is children & young people, particularly girls and young women.  The consultation document highlights that whilst there has been a decline in the overall number of hospital admissions for self-harm in data from PEDW there has been a gradual increase in self-harm admission rates amongst young people in Wales, particularly girls aged 10-14 – see consultation document for full details.



On page 16 the narrative highlights other risk factors for people who self-harm that are consistent with other safeguarding risks such as child abuse and neglect, substance misuse, intimate partner violence and sexual exploitation.  



2. Strategic Context

The Welsh Government Strategy aligns to a number of strategic approaches implemented across Wales including the following:

· A Healthier Wales

· Wellbeing of Future Generations Act



In addition, the Strategy is reliant on the delivery of a number of other Welsh Government Policies listed on page 8 of the consultation document including the following:



· The new Child Poverty Strategy for Wales 

· Connected Communities: A Strategy for tackling loneliness and social isolation and building strong social connections 2020

· The Substance Misuse Delivery Plan 2019 and Substance Misuse Treatment Framework










		Name of Contributor:

		Sarah Collier



		Job Title:

		Head of Psychology



		Date:

		29/5/2024







		Questions/ Key Points

		Response



		Question 1:  Do you agree with the following vision?



“People in Wales will live in communities which are free from the fear and stigma associated with suicide and self-harm and are empowered and supported to both seek and offer help when it is needed.”



		Please explain why you agree/ disagree

Agree, people should also be entitled to care and support in relation to suicide and self harm when they need it, both preventative and early intervention and there needs to be resource directed at mental health, third sector and substance misuse services to ensure this help is in place. 



We need a ‘suicide self harm’ literate society - Public health need to be involved in terms of publicising risk factors for completed suicide so that the public is aware and can be part of the preventative plan.



Help needs to be available to both those experiencing suicidal behaviour, ideation and deliberate self harm, but also those who care for and are affected by people who are coping with these experiences, particularly relatives/friends coping with completed suicide -refreshing to hear of the national liaison team point of contact for people as completed suicide in the family is known to escalate risk for completed suicide of other family members in the same family. 

Post suicide support and intervention needs to be robust and organisations coping with completed suicide should ensure that families /relatives should have appropriate support/be directed to appropriate support- faith communities could also help here and there is a need to destigmatise in some faith communities, so public education is key



		Question 2:  In the strategic vision section there are 6 principles that underpin the strategy. Do you agree these principles are the right ones?



(Principles are included on page 2 of this document)



		Please explain why you agree/ disagree



High-level Objective 1:  Establish a robust evidence base for suicide and self-harm in Wales, drawing on a range of data, research and information; and develop robust infrastructure to facilitate the analysis and sharing of information to focus resources, shape policy and drive action



Agreed- not only should we be aware of the high risk groups or populations but also have an evidence base relating to the psychological factors that increase risk- such as feeling a sense of hopelessness in life, lack of meaning and purpose, feeling a burden on others, coping with chronic pain/chronic health issues, coping with severe emotional pain,  coping with compromised problem solving skills, feeling trapped, isolation, debt, compromised executive functioning skills, substance misuse coping mechanisms- people need to be mindful of these factors and be able to access help tailored to address those specific factors. 



High-Level Objective 2: Co-ordinate cross-Government and cross-sectoral action which collectively tackles the drivers of suicide and reduces access to means to suicide.



Agreed but there needs to be investment in helping people to develop skills in regulating distress, engendering hope, positive thinking, and coping, both in terms of public health but also in direct support for people



Access to means will always be a challenge but sharing information about new means should be a priority between services. 



High-level Objective 3: Deliver rapid and impactful prevention, intervention, and support to those groups in society who are the most vulnerable to suicide and self-harm through the settings with which they are most engaged



100% agreed, but this needs to involve investment- disappointing that the strategy comes with no funds- psychological therapies in Wales are stretched and thin and none of the health boards are meeting the 26 week waiting time target for psychological therapy- these waits are likely to involve risk for services in terms of who is waiting, their needs, risks escalating and the potential for suicide and self harm.



Investment into DBT (dialectical behaviour therapy) services should be tied in with this for high risk groups of people who regularly self harm and attempt suicide as well as support for staff providing to this group



High-level Objective 4: Increase skills, awareness, knowledge and understanding of suicide and self-harm amongst the public, professionals and agencies who may come into contact with people at risk of suicide and self-harm



100% and ensure that people are aware of the psychological factors that contribute to risk as mentioned above.



High-level Objective 5: Ensure an appropriate, compassionate and person-centred response is offered to all those who self-harm, have suicidal thoughts, or who have been affected or bereaved by suicide, promoting effective recovery and reduced stigma.



There is anecdotal evidence from clinicians that some physical health staff aren’t always as compassionate to people who have self harmed or attempted suicide as they could be and that stigmatising language is sometimes used- health boards should ensure that frontline medical and physical health care staff have knowledge, expertise and understanding of the factors contributing to how people feel and behave in this way to ensure more compassionate care is provided at this crucial time. People already feel a sense of shame, denigration and hopelessness and require high levels of compassion to help them with those feelings. Rather than it being seen as a ‘selfish act’ people often feel that others and society are better off without them- so compassion is of paramount importance and sensitive use of language is key. 



High-level Objective 6: Responsible communication, media reporting, and social media use regarding self-harm, suicide and suicidal behaviour.



Agreed. Language needs to be sensitive and non stigmatising





		Question 3:  The strategy identifies priority and high-risk groups. Do you agree that these are right?



High risk groups are described in the consultation document from page 10 to page 16 Draft suicide and self-harm prevention strategy | GOV.WALES, and are listed on pages 2 & 3 of this document.



		Please explain why you agree/ disagree



Agreed, but  as mentioned, people also need to be aware of the psychological factors contributing to suicide and self harm so that they can self manage and support family and friends with these factors and seek help accordingly. 





		Question 4:  In the strategy there are six high-level objectives. Sub-objectives have also been suggested to deliver each one. A 3–5-year delivery plan will sit alongside the strategy. The delivery plan will include more detailed actions to deliver the objectives. 



The high level objectives are included below, full details are included on page 18 to page 23 of the consultation document:  Draft suicide and self-harm prevention strategy | GOV.WALES

		Can you confirm

· what you think of the objectives

· if you think the sub-objectives will deliver the high-level objectives

· what actions you think we could include in the delivery plan to deliver the objectives



Agreed, how organisations are held accountable to these plans is key





		· High-level Objective 1:  Establish a robust evidence base for suicide and self-harm in Wales, drawing on a range of data, research and information; and develop robust infrastructure to facilitate the analysis and sharing of information to focus resources, shape policy and drive action

		As mentioned, there is also a need to develop the evidence base relating to psychological factors that contribute to suicide and self harm and psychological interventions that help with these factors



		· High-Level Objective 2: Co-ordinate cross-Government and cross-sectoral action which collectively tackles the drivers of suicide and reduces access to means to suicide.

		Agreed



		· High-level Objective 3: Deliver rapid and impactful prevention, intervention, and support to those groups in society who are the most vulnerable to suicide and self-harm through the settings with which they are most engaged

		Agreed but there is a need to target resource at developing interventions and providing interventions to these vulnerable groups and to address the psychological issues that these vulnerable people are coping with, such as DBT, CBT, skills based approaches, practical care support, coping with chronic pain and chronic illness. Psychological support in physical health settings can sometimes be an afterthought but investment into health psychology and psychological therapy could help both staff and patients cope with this issue in those settings and help mitigate risk.



		· High-level Objective 4: Increase skills, awareness, knowledge and understanding of suicide and self-harm amongst the public, professionals and agencies who may come into contact with people at risk of suicide and self-harm

		4b is so important to help people understand the factors that contribute to these behaviours so that staff and responders can act in a compassionate manner



		· High-level Objective 5: Ensure an appropriate, compassionate and person-centred response is offered to all those who self-harm, have suicidal thoughts, or who have been affected or bereaved by suicide, promoting effective recovery and reduced stigma.

		Psychological therapies is resource thin and need has more than doubled since Covid, disappointing to see that this strategy does not come with funding to help services cope with the mental health curve



		· High-level Objective 6: Responsible communication, media reporting, and social media use regarding self-harm, suicide and suicidal behaviour.

		Agreed



		Question 10: This is an all-age strategy. When we talk about our population we are including babies, children and young people, adults and older adults. Do you feel the strategy is clear about how it delivers for various age groups?



		Please reply yes/ no and explain the reasons for your response.



I wouldn’t expect operational detail in a strategy but how HBs and other organisations are held to account is crucial



		Question 11:  We have prepared impact assessments to explain our thinking about the impacts of the strategy. This includes our research on the possible impacts. Are there any impacts, positive or negative, that we have not included?



		Psychological risk factors



		Question 12:  We would like to know your views on the effects that the Strategy would have on the Welsh language. Is there anything we could change to give people greater opportunities to use the Welsh language? Or, can we do more to make sure that the Welsh language is treated no less favourably than the English language?



		There are workforce challenges in mental health services, we are recruiting from a small pool of people, often people who don’t speak welsh – ensuring that welsh speaking communities are offered equal opportunities to training, education and employment to help ensure the workforce is bi lingual to meet population needs is important



		Question 13:  We have asked a number of specific questions. If you have any comments which we have not addressed, please use this space to make them.
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