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In-patient suicide

Figure 15: Patient suicide in the UK: rate of in-patient suicide per 10,000 admissions
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Psychiatric in-patient care in England: as
safe as it can be?
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Risk assessment for suicide

BMJ 2017:359:4627 doi: 10.1136/bmj.j4627 (Published 2017 Octaber 17)
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Can we usefully stratify patients according to suicide

risk?

Matthew Michael Large conjoint professor’, Christopher James Ryan clinical associate professor®,
Gregory Carter conjoint professor®, Nav Kapur professor*

"School of Psychiatry, University of New South Wales, NSW, Australia; *Discipline of Psychiatry, Westmead Clinical School and Sydney Health

Ethics, University of Sydney, Australia; *Centra for Brain and Mental Health, Faculty of Health and

; “Centra for

University of

Suicide Prevention, Manchester Academic Health. Science Centre, University of Mancheaster, & Greater Manchester Mental Health NHS Foundation

Trust, Manchester, UK

In the UK. one in five adults has considered suicide at some
time, and one in 15 has attempted suicide.' Half of those who
attempt suicide seek help afterwards—a quarter from a GP, a
quarter from a hospital or specialist medical or psychiatric
service." Suicidal patients; patients who present to health
services with suicidal ideas, self harm, or suicide attempts; and
patients who present as significantly distressed or mentally ill
can be challenging to manage. Doctors are often advised to use
sticide risk assessment to help them decide management plans.
A wide variety of risk factors have been implicated in the
stratification of potentially suicidal patients.” This stratification
is often expressed in terms of high, medium, or low-risk.”* In
practice, doctors commonly give the greatest importance to
suicidal ideation.”® In some specialist mental health settings
these judgments are aided by local risk assessment forms
compased of lists of clinical and demographic factors, while
other centres use risk strata derived from validated
questionnaires or scales.” However, there is little consensus over
their use and virtually no evidence that any of the method of

suicide risk stratification can ¢ to suicide p N

Probably the most important single measure of the accuracy of
a suicide risk assessment is its positive predictive value (PPV)."
PPV is the probability that a patient in the “high risk™ stratum
will go on to die by suicide. PPV is important becanse it defines
the number of false positive cases who must be treated in order
to treat each true positive. Unfortunately, the combination of
the modest strength of the statistical association between being
a high risk patient and suicide, and the low base rate of suicide
places a ceiling on the PPV. This ceiling has made clinicians
uncertain of the benefit of risk stratification.

Review of recent meta-analyses

We identified seven recent and relevant meta-analyses (table
11).""" Almost all of the primary research synthesised by the
seven studies was conducted among psychiatric patients or
people presenting with self harm. Six of the seven meta-analyses
can be regarded as of high quality because they adhered to
Preferred Reporting Items for Systematic Reviews and
Meta-Analyses (PRISMA) guidelines.”

Source: Large M M, Ryan C J, Carter G, Kapur N. Can we usefully stratify patients according to suicide risk? BMJ 2017; 359




Assessment of risk prior to suicide

Figure 16: Estimation of risk at last contact (Suicide Inquiry cases)
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Assessment of risk prior to suicide

Figure 16: Estimation of risk at last contact (Suicide Inquiry cases)
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Assessment of risk prior to suicide

MANCHESTER
1824

The Universiyafptatitiee e ouny The immediate risk of suicide
at the time of final service
contact was judged by
clinicians to be low or not

8t for the majority

f patients who died

Jdicide. In our report

“The assessment of clinical

risk in mental health services”

National
Confidential

Inquiry

into Suicide and Safety we recommended that

in Mental Health .
management of risk should be

personalised and that risk
assessment tools should not focus
on predicting suicidal behaviour.

ANNUAL REPORT 2024:
England, Northern Ireland, Scotland and Wales

UK patient and general population data 2011-2021

Source: NCISH, https:;//documents.manchester.ac.uk/display.aspx?DoclD=71818




Current practice

Sl
e
s o
e,
S
ol

oy,
o

"0

S 90 iy

oo e

<to 4 particur,, .

wE
e ettt e urent s amvmg
= When s et ke s
~
A = e e et e ke s

2 = Aprsimey how ary

00ts hove there e
< 1 e e s
Koptoyedot Pt been chaoping i fmgoency over e

™ A cxtent e
e skl atcmpis wel ey

e e sy i o

e At sicide anempay?
& TP Concealed 10 prevens dicomer
ek [t erioun g

by
i €ty 7 of i e
PN wanted the v iy

eide steenpe
 Maccred ar

e 5 0Vt Raving trieg 1
ey s

bW danperag,
BT the iy

0 o i,
g 2 o e e P
0 el e Pl e

0 g

PN ey
4 othe

T
LTI s -
e hmpie CLrrys 55
Pl e Ty

"% Rt sty lTlern]j Ya)

ety

" thoy

v N thay
. Norted gine




Current practice

oency over the

el plasnety

or 21y pr

s e e ST —
ide snempuy

i sl i reve dicovery
e e 0 o o

% M e e
— i Aiting

e o e

%t Raving eg vy

o e e, LR
3 i Pripes =
A e P LTI s o

3 o0 SRl o e bty 22
lde pis 0y COlluogy

O e e o e ey
P, i

et resligy
b othery)y

rching
" thoy
22wy e thag
. soreq g




Risk tools and scales
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A systematic review evaluating risk
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Risk tools and scales
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What is the best scale?
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Predictive accuracy of risk scales following
self-harm: multicentre, prospective cohort study®

Leah Guiniivan, layne Cooper, Decian Meehan, Damien Longson, lohn Potokar, Tom Hulme,
senrifér Marsden, Fiona Brand, Kezia Lange, Eiena Riseborough, Lisa Page, Chils Metcatfe,
Linda Dames, Rory O'Connor, Keith Hawton, David Gunnell and Nav Kapur
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How likely do you think it is, that you will repeat self-harm within the next six months? Please indicate
this scale (with 1 as extremely unlikely and 10 and extremely likely)

Extremely unlikely Extremely likely 0 O

T T
| 0.0 0.2 04 0.6 0.8 1.0

1 2 3 4 5 6 7 8 9 10

Source: Quinlivan L, Cooper J, Meehan D, et al. Predictive accuracy of risk scales following self-harm: Multicentre, prospective
cohort study. British Journal of Psychiatry. 2017;210(6):429-436



Risk tools and scales

N I c National Institute for
Health and Care Excellence

1.6 Risk assessment tools and scales

1.6.1

1.6.2

1.6.3

1.6.4

1.6.5

1.6.6

Do not use risk assessment tools and scales to predict future suicide or repetition of self-harm.

Do not use risk assessment tools and scales to determine who should and should not be offered
treatment or who should be discharged.

Do not use global risk stratification into low, medium or high risk to predict future suicide or
repetition of self-harm.

Do not use global risk stratification into low, medium or high risk to determine who should be
offered treatment or who should be discharged.

Focus the assessment (see the section on principles for assessment and care by healthcare
professionals and social care practitioners) on the person's needs and how to support their

immediate and long-term psychological and physical safety.

Mental health professionals should undertake a risk formulation as part of every psychosocial

assessment.

Source: NICE, https://www.nice.org.uk/guidance/ng225/chapter/Recommendations#risk-assessment-tools-and-scales



Option 1: We don’'t need to change ...its
better than nothing....?

e Distracts from and dehumanises assessment
e Provides false reassurance

* Little consistency




Option 1: We don't need to change ...its
better than nothing....?

e Distracts from and dehumanises assessment
e Provides false reassurance

* Little consistency

/So why does their use persist? N
e Culturally imbedded ritual for decreasing institutional
anxiety
* |Intended to protect clinicians and health services
* Clinical shorthand or Clinical shortcut
K. Helps justify decision making /




Option 2: We need to improve things

@tients’ suggestions to improve risk assessment \
« A personalised approach, not based on the completion
of a checklist.
« Assessment by staff who are better trained and who
value the answers given.
« To focus on suicidal thoughts, I.e. encourage staff to
confidently tackle difficult questions.
Involve carers/families
Provide information on local support options

" /

Source: NCISH, https:;//documents.manchester.ac.uk/display.aspx?DoclD=37604




New horizons?

REVIEW

190 Gan machine-learning methods really help
predict suicide?

Catherine M. McHugh® and Matthew M. Large®

Purpose of review

In recent years there has been interest in the use of machine learning in suicide research in reaction to the
failure of traditional staistical methods to produce clinically useful models of future svicide. The current
review summarizes recent prediction studies in the suicide literature including those using machine learning
approaches to understand what value these novel approaches add.

Recent findings

Studies using machine learning to predict svicide deaths report area under the curve that are only modestly
greater than, and sensitivifies that are equal to, those reported in studies using more conventional
predictive methods. Positive predictive value remains around 1% among the cohort studies with a base rate
that was not inflated by case-conirol methodology.

Summary
Machine learning or artificial intelligence may afferd opportunities in mental health research and in the clinical
care of suicidal patients. However, application of such techniques should be carefully considered o avoid
repeating the misiokes of existing methodologies. Prediction studies using machine-leaming methods have yet io
make a major confribution fo our understanding of the field and are unproven as dinically useful tools.

ds
artificial intelligence, machine learning, prediction, suicidal behaviour, suicide

Source: McHugh, C. and Large, M. Can machine-learning methods really help predict suicide?. Current Opinion in Psychiatry
33(4): 369-374, 2020
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Option 3: What can do we do instead?

« Recognise that risk prediction is a fallacy

« Address patient needs with an emphasis on modifiable
factors

* Focus on the therapeutic aspects of the assessment

e Individualised assessment and assessments which inform
Management




Therapeutic risk assessment and
formulation

History
» Past self-harm

» History of mental health issues

« Family history of suicide
» Past abuse or trauma

Changeable*

« Relationship issues

» Physical health

» Social circumstances
» Substance use

Predisposing Modifiable

« Mood and mental health
factors factors

« Psychological pain
+ Access to means

» Bereavement and loss
» Exposure to suicide

Anticipated Mitigating

+ Anniversaries Future Str::tgetcll?vaend « Problem-solving skills

» Criminal proceedings factors P p » Social support

« Discharge » Familial support

* Loss + Engagement with services
+ Change in circumstances + Insight

« Stressful events + Hope

« Access to means

“This approach relies on investing time in gaining therapeutic alliance rather than ticking
boxes, leveraging this alliance to uncover unmet needs and identify modifiable risk factors, and
building a collaborative care plan as the therapeutic assessment unfolds”

Source: Hawton K, Lascelles K, Pitman A, Gilbert S, Silverman M. Assessment of suicide risk in mental health practice: shifting
from prediction to therapeutic assessment, formulation, and risk management. Lancet Psychiatry 2022;9:922-8.



Option 3: What can do we do instead?

« Recognise that risk prediction is a fallacy

« Address patient needs with an emphasis on modifiable
factors

* Focus on the therapeutic aspects of the assessment

e Individualised assessment and assessments which inform
Management

 Use clinical guidelines and make evidence-based
treatments available




The NICE guideline

National Institute for L
Search NICE...
NIC Health and Care Excellence e Sign in

Standards and v Life British National e s Clinical Knowledge

v Formulary for v .
Children (BNFC) Summaries (CKS)

Guidance v v About v

indicators sciences Formulary (BNF)

Read about our approach to COVID-19

Home > NICE Guidance > Conditions and diseases > Mental health and behavioural conditions > Self-harm

Self-harm: assessment, management and preventing
recurrence
NICE guideline [NG225] Published: 07 September 2022

Source: NICE, https://www.nice.org.uk/guidance/NG225




afety plans

BJPS h The British Journal of Psychiatry (2021)
yc 219, 419-426. doi: 10.1192/bjp.2021.50

Review

@ CrossMarH

Background

Safety planning-type interventions (SPTIs) for patients at risk of
suicide are often used in clinical practice, but it is unclear
whether these interventions are effective.

Aims
This article reports on a meta-analysis of studies that have

evaluated the effectiveness of SPTIs in reducing suicidal behav-
iour and ideation.

Method

We searched Medline, EMBASE, PsycINFO, Web of Science and
Scopus from their inception to @ December 2019, for studies that
compared an SPTI with a control condition and had suicidal
behaviour or ideation as outcomes. Two researchers independ-
ently extracted the data. To assess suicidal behaviour, we used a
random-effects model of relative risk based on a pooled meas-
ure of suicidal behaviour. For suicidal ideation, we calculated
effect sizes with Hedges' g. The study was registered at
PROSPERO (registration number CRD42020129185).

Results

0Of 1816 unique abstracts screened, 6 studies with 3536 partici-
pants were eligible for analysis. The relative risk of suicidal

Safety planning-type interventions for
suicide prevention: meta-analysis

Chani Nuij, Wouter van Ballegooijen, Derek de Beurs, Dilfa Juniar, Annette Erlangsen, Gwendolyn Portzky,
Rory C. O'Connor, Johannes H. Smit, Ad Kerkhof and Heleen Riper

behaviour among patients who received an SPTI compared with
control was 0.570 (95% CI 0.408-0.795, P =0.001; number
needed to treat, 16). No significant effect was found for suicidal
ideation.

Conclusions

Tao our knowledge, this is the first study to report a meta-analysis
on SPTIs for suicide prevention. Results support the use of SPTIs
to help preventing suicidal behaviour and the inclusion of SPTIs
in clinical guidelines for suicide prevention. we found no evi-
dence for an effect of SPTIs on suicidal ideation, and other
interventions may be needed for this purpose.

Keywords
Suicide; suicide prevention; safety planning; meta-analysis.
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The Effectiveness of the Safety Planning Intervention
for Adults Experiencing Suicide-Related Distress:
A Systematic Review

Monika Ferguson (&, Kate Rhodes ), Mark Loughhead (&, Heather McIntyre (®,
and Nicholas Procter (®

ABSTRACT KEYWORDS
The safety planning intervention (SPI) is gaining momentum in suicide Safety planning; suicide;
prevention practice and research. This systematic review sought to suicide prevention;
determine the effectiveness of the SPI for adults experiencing suicide- systematic review
related distress. Systematic searches of international, peer-reviewed lit-

erature were conducted in six databases (Cochrane Trials, Embase,

Emcare, Medline, PsycINFO and Web of Science), including terms for

safety planning, suicide, and suicide-related outcomes. A total of 565

results were included for screening. Result screening (title/abstract and

full-text), data extraction and critical appraisal were conducted in dupli-

cate. Twenty-six studies met the inclusion criteria. Studies were primarily

quantitative (n=20), largely with general adult or veteran samples; a

small number of studies explored the perspectives of staff and signifi-

cant others. Half of the studies included the SPI as a standalone inter-

vention, while the other half examined the SPl in combination with

other interventions. Most interventions were delivered in-person, with a

hard-copy safety plan created, while a smaller number explored inter-

net-based interventions. Primary measures included: suicidality (idea-

tion, behavior, deaths; 10 studies), suicide-related outcomes (depression,

hopelessness; 5 studies) and treatment outcomes (hospitalizations, treat-

ment engagement; 7 studies). The evidence supports improvements in

each of these domains, with complementary findings from the remain-

ing quantitative and qualitative studies suggesting that the SPI is a feas-

ible and acceptable intervention. While positive, these findings are

limited by the heterogeneity of interventions and study designs, making

the specific impact of the SPI difficult to both determine and generalize.

Conversely, this also points to the flexibility of the SPI.

Sources: Nuij C, van Ballegooijen W, de Beurs D, et al. Safety planning-type interventions for suicide prevention: meta-analysis.
The British Journal of Psychiatry. 2021;219(2):419-426.

Ferguson M, Rhodes K, Loughhead M, Mcintyre H, Procter N. The Effectiveness of the Safety Planning Intervention for Adults
Experiencing Suicide-Related Distress: A Systematic Review. Archives of Suicide Resarch. 2022;26(3):1022-1045




Safety plans

111.8

The safety plan should be in an accessible format and:

be develope@collaboratively and compassTonatelE)etween the person who has self-harmed
and the professional involve care using shared decision making (see the NICE

guideline on shared decision making)

be developed in collaboration with family and carers, as appropriate
use a problem-solving approach
be held by the person

ith the family, carers and relevant professionals and practitioners as decided by the
person

be(accessible)to the person and the professionals and practitioners involved in their care at
times of crisis.

+

Safety Plan

Name of App:
Safety Plan

App Developer:
Padraic Doyle

Writers:
Barbara Stanleyand
Gregory Brown

Available:
iTunes (free of charge)

Funding:

NYS OMH Suicide
Prevention Center of
New York and
Columbia University

Account Safety Plan

Step 1
Warning Signs

Step 2
Internal Coping Strategies

. Step3
\.~ Social Supports and Social >
Settings

Step 4
Family and Friends for Crisis )
Help

Step 5

Professionals and Agencies




Option 3: What can do we do instead?

Recognise that risk prediction is a fallacy

Address patient needs with an emphasis on modifiable factors

Focus on the therapeutic aspects of the assessment

Individualised assessment and assessments which inform
Mmanagement

Use clinical guidelines and make evidence-based treatments available

Adopt population approaches to prevention — ‘something for everyone’




Safer systems

Source: NCISH

Low staff
turnover

Outreach
teams

Safer wards

Reducing alcohol Early follow-up
and drug misuse ondischarge

No out-of-area

admissions
10 ways
to improve
safety
24-hour
crisis teams

Personalised risk Family involvement
management

Guidance on
depression



A trained and supervised workforce

The framework map for adults and older adults
Health Education England

Altitudes, values and style of interaction when working | Self-harm and Suicide Preve
with people who are suicH'd.a.L?r self-harming
|
||
Basic Professional competences Generic )
S e If- h a rl I | a n d knowledge of for all workers L IR in cation Generic l::fape‘
issues related skills competences|
S = - P - to self-harm p—— ; Education
and suicide ige of erganisationa and training .
u | CI d e reve n tl 0 n policies and procedures relevant - i';:"g:cht';mei%"le'
to self-ham Communication Suicide and self- P
Basic k ded; skills thal"n:\
m of mental heaith raining -
C O ete n Ce presentations Ability to operate within and — Specific knowledge {
across organisations Communicating suicide and self-ham|
with people with
Framework o || Mo e ||| S e
suicide and self- operate within, professional and
harm ethical guidelines Postventiol T o
Adults and older adults Understand
suicidal ideation, X Support fol
suicidal behaviour Professional competences individuals
and self-harm for healthcare workers 5 “
I suicide

Source: https://www.ucl.ac.uk/pals/research/clinical-educational-and-health-psychology/research-groups/core/competence-
frameworks/self




A trained and supervised workforce

Health Education England

The framework map for adults and older adults

Self
Suicide |
Ca

F
Adults an

Source: https://www.ucl.ac.uk/pals/research/clinical-educational-and-health-psychology/research-groups/core/competence-

frameworks/self

Knowledge

" An ability to draw on knowledge that assessment of risk:

is more likely to be helpful (both to the person and the assessor) if it focuses on
engaging the individual in a personally meaningful dialogue

is less effective (and useful) if it is carried out as a ‘checklist’ that attempts to cover
all bases, regardless of whether they are relevant to the person

An ability to draw on knowledge that because it is difficult to predict future suicide attempts
accurately, even comprehensive risk assessments can only yield a poor estimate of risk

An ability to draw on knowledge that although many factors have been identified as
associated with risk:

they cannot be relied on to predict risk with any certainty

they are subject to change, meaning that assessments of risk can only relate to the
short-term outlook

An ability to draw on knowledge that talking about suicide does not increase the likelihood
of suicide attempts, and that it is helpful to maintain an open and frank stance to
discussion

An ability to draw on knowledge that self-harm and suicidal acts reflect high levels of
psychological distress

An ability to draw on knowledge that (by building hope and identifying specific ways
forward) a collaborative assessment can be a powerful intervention in its own right

A [ILY L SR . - - | S T | I S R - _r -
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Future NHS - Training

FutureNHS

Home My Dashboard My Workspaces « Search

» Mental Health Risk Assessment & Managemen...

Mental Health Risk Assessment & Management Training

You're not currently a member of this workspace

By joining this workspace, it will stay in your "My Workspaces" list for easy access, and you can receive notifications about new and updated content

Welcome to the Risk Assessment and Risk Management training Q Eervice Use{ and Carer
ngagemen

workplace

This is a workplace for those working in risk assessment and risk management training in NHS England
mental health services. Educators, managers and clinicians, welcome! This is a forum in which to share policy
ideas, training plans, relevant research and to discuss approaches.

Consultations with Experts by Experience and
Carers




Summary

ﬁnpatient wards are key settings for mental health patiem

safety

« There is a lack of consistency in current approaches to risk
assessment

* |In clinical studies, most people who die by suicide were
rated as ‘low risk’

« Risk tools have poor predictive value and can lead to
people being excluded from services

« A personalised, collaborative, inclusive, comprehensive

approach to assessment and management might be
better

\Clinical guidelines, high quality services, training are ky




NCISH - our role

&

Site visits (in-person/virtual) with follow ups

Help with reviewing your QI plans

INnteractive ‘clinics’

Regular email contact 0

Outputs — infographics, webpages, resources é

Lived experience central




Centre for Mental Health and Safety

Manch r ( :
Sa ".F HeSte N I S H N I H R Greater Manchester Patient
il . arm Safety Research Collaboration

Project

@mashproject @NCISH_UK @GM_PSRC
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