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In-patient suicide 

• 38% on ward 

• 51% on 
agreed leave 

• 11% off ward 
without 
agreement 

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

https://documents.manchester.ac.uk/display.aspx?DocID=71818


  
 

  
  

  
   

 
 

 
  
 

 
  

 

      
   

Psychiatric in-patient care in England: 
as safe as it can be? 

Falling inpatient 
suicide rates over 
the last decade: 
• A long-term trend 
• Has levelled off 

since 2016? 
• Less apparent in 

women, younger 
in-patients and 
those with 
depression 

• More in-patients 
in recent years 
had psychiatric 
comorbidity 

Source: Hunt IM, Baird A, Turnbull P, Ibrahim S, Shaw J, Appleby L, Kapur N. Psychiatric in-patient care in England: as safe as it 
can be? An examination of in-patient suicide between 2009 and 2020. Psychological Medicine. 2024 Jan 12:1-7. 
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				Overall		Male		Female

		2009		1.24		1.54		0.86

		2010		1.19		1.32		1.02

		2011		1.43		1.49		1.33

		2012		1.29		1.31		1.25

		2013		1.33		1.66		0.87

		2014		1.04		1.01		1.04

		2015		1.18		1.06		1.37

		2016		0.87		0.77		1.03

		2017		0.71		0.63		0.85

		2018		0.71		0.64		0.82

		2019		0.74		0.85		0.55

		2020		0.81		0.72		0.96







  

         

Risk assessment for suicide 

High 

Medium 

Low 

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 

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

https://documents.manchester.ac.uk/display.aspx?DocID=37604


  

 

   
 

Assessment of risk prior to suicide 

Risk was rated as LOW or ABSENT 
in 85% of patients who died 

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

https://documents.manchester.ac.uk/display.aspx?DocID=37604


  

    
     

     
   

    
 

   
  
   

 

Assessment of risk prior to suicide 

The immediate risk of suicide at the 
time of final contact was judged by 
clinicians to be low or not present for 
the majority (82%) of patients who died 
by suicide. In our report “The 
assessment of clinical risk in mental 
health services” we recommended that 
management of risk should be 
personalised and the risk assessment 
tools should not focus on predicting 
suicidal behaviour. 

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

https://documents.manchester.ac.uk/display.aspx?DocID=71818
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Risk tools and scales 
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Risk tools and scales 

Risk tools and scales to predict suicide 
after self-harm: 

• Positive Predictive Value about 5% 
• So ‘high risk’ ratings are wrong 95% of 

the time 
• And suicide deaths in the large ‘low risk’ 

group are missed 



 

       
         

      
  

What is the best scale? 

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 extremely 
likely) 

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 

1.6 Risk assessment tools and scales 

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

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

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

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

1.6.5 Focus the assessment on the person’s needs and how to support their 
immediate and long-term psychological and physical safety. 

1.6.6 Mental health professionals should undertake a risk formulation as part of 
every psychological assessment 

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

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….? 

• Distracts from and dehumanises assessment 

• Provides false reassurance 

• Little consistency 



  

  
  

 
 

 

Option 1: We don’t need to change …its 
better than nothing….? 
• Distracts from and dehumanises assessment 

• Provides false reassurance 

• Little consistency 

So why does their use persist? 
• Culturally imbedded ritual for decreasing institutional 

anxiety 
• Intended to protect clinicians and health services 
• Clinical shorthand or Clinical shortcut 
• Helps justify decision making 



 

 

   
   

  

     
 

 

Option 2: We need to improve things 

Patients’ 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?DocID=37604 

https://documents.manchester.ac.uk/display.aspx?DocID=37604


      

New horizons? 

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



      

New horizons? 

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



  

  

 

   

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 
management 



 

 

  
 

 

 
 

 

 

 

  

 

 
  

    
     

  

      
     

Therapeutic risk assessment and 
formulation 

History 
• Past self-harm 
• History of mental health issues 
• Family history of suicide 
• Past abuse or trauma 
• Bereavement and loss 
• Exposure to suicide 

Predisposed 
factors 

Anticipated 
• Anniversaries 
• Criminal proceedings 
• Discharge 
• Loss 
• Change in circumstances 
• Stressful events 
• Access to means 

Future 
factors 

Modifiable 
factors 

Changeable 
• Relationship issues 
• Physical health 
• Social circumstances 
• Substance use 
• Mood and mental health 
• Psychological pain 
• Access to means 

Strengths and 
protective 

factors 

Mitigating 
• Problem-solving skills 
• Social support 
• Familial support 
• Engagement with services 
• Insight 
• Hope 

“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 

• Individualised assessment and assessments which inform 
management 

• Use clinical guidelines and make evidence-based
treatments available 



 The NICE guideline 

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

https://www.nice.org.uk/guidance/NG225


          

         
    

Safety plans 

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 

1.11.8 The safety plan should be in an accessible format and: 

• be developed collaboratively and compassionately 
between the person who has self-harmed and the 
professional involved in their care shared decision making 

• be developed in collaboration with family and carers, as 
appropriate 

• be accessible to the person and the professional and 
practitioners involved in their care at times of crisis 

• be shared with the family, carers and relevant professionals 
and practitioners as decided by the person 

• use a problem-solving approach 



 

     

  

  

    

     

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 
management 

• Use clinical guidelines and make evidence-based treatments available 

• Adopt population approaches to prevention – ‘something for everyone’ 



Safer systems 

Source: NCISH 



 A trained and supervised workforce 

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

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


 

    

       
 
         

 

           
     

        

     
        

       
      

       

     
   

A trained and supervised workforce 
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 and pen 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 

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

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


  Future NHS – Training 



   

     

    

  
 

  

   

Summary 

• Inpatient wards are key settings for mental health patient 
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 key 



 

 

 

  

 

NCISH – our role 

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

Regular email contact 

Help with reviewing your QI plans 

Interactive ‘clinics’ 

Outputs – infographics, webpages, resources 

Lived experience central 



 Centre for Mental Health and Safety 

@mashproject @NCISH_UK @GM_PSRC 


	Personalised approaches to risk in mental health in-patient settings�Launch Event�July 2024
	 In-patient suicide
	Psychiatric in-patient care in England: as safe as it can be? 
	 Risk assessment for suicide
	 Assessment of risk prior to suicide
	 Assessment of risk prior to suicide
	 Assessment of risk prior to suicide
	 Current practice
	 Current practice
	 Risk tools and scales
	 Risk tools and scales
	 Risk tools and scales
	 What is the best scale?
	 Risk tools and scales
	Option 1: We don’t need to change …its better than nothing….?
	Option 1: We don’t need to change …its better than nothing….?
	 Option 2: We need to improve things
	 New horizons?
	New horizons?
	 Option 3: What can do we do instead?
	Therapeutic risk assessment and formulation
	 Option 3: What can do we do instead?
	 The NICE guideline
	 Safety plans
	Safety plans
	 Option 3: What can do we do instead?
	 Safer systems
	 A trained and supervised workforce
	 A trained and supervised workforce
	 Future NHS – Training 
	Summary
	 NCISH – our role

	 Centre for Mental Health and Safety



