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ABSTRACT

Objectives Determining the risk for suicide is a difficult
endeavour. Clinical guidance in the UK explicitly advises
against using risk assessment tools and scales to determine
suicide risk. Based on Freedom of Information (Fol) requests
made to NHS Trusts in England, this study provides an
overview of suicide risk assessment tools in use, training
provided in how to use such assessments, and explores
implementation of suicide risk assessment guidance in
practice in English NHS Trusts.

Design A cross-sectional survey of suicide risk assessment
tools and training gathered via Fol requests and subjected to a
content analysis.

Setting Fol requests were submitted to NHS Trusts across
England.

Results A wide variety of suicide risk assessments tools
were identified as being used in practice, with several trusts
reported using more than one tool to determine suicide risk.
Forty-one trusts reported using locally developed, unvalidated,
tools to assess risk of suicide and 18 stated they do not use
a tool. Ten trusts stated they do not train their staff in suicide
risk assessment while 13 reported use of specific suicide
risk assessment training. Sixty-two trusts stated they do not
centrally record the number of assessments conducted or how
many individuals are identified as at risk. Content analysis
indicated the frequent wider assessment of risk not restricted
to suicide risk.

Conclusions There is wide variation in suicide risk
assessment tools being used in practice and some lack of
specific training for healthcare staff in determining suicide
risk. Few trusts routinely record the number of assessments
being conducted or the number of individuals identified at
high risk. Implementation of specific training is necessary for
the suicide risk assessment process to identify patient needs
and develop therapeutic engagement. Routinely recording
how many assessments are conducted is a crucial step in
improving suicide prevention.

INTRODUCTION
Every year there are approximately 700 000
recorded deaths by suicide across the world

," Robert C Dempsey

2 Naomi J Ellis,® Olivia Mulvey,?

STRENGTHS AND LIMITATIONS OF THIS STUDY

= Freedom of Information requests are conducted
by information governance staff based on publicly
available written policies. This data provides an in-
sight into the organisational practices and policies
across NHS Trusts, including recommended clinical
guidance provided to healthcare staff.

= The current sample represents 39.6% of the 217
NHS Trusts in England (as of April 2020), assump-
tions about the generalisability of these findings to
all trusts should be treated with caution.

= The data presented here represents the organisa-
tion policies and not necessarily the practice of indi-
vidual healthcare practitioners. This study’s findings
need to be interpreted cautiously as they might not
reflect actual clinical practice.

= The data presented here do not provide an insight
into healthcare practitioners’ personal experiences
about using suicide risk assessments or of training
in determining suicide risk.

and many more attempt suicide.' Target 3.4.2
of the United Nations sustainable develop-
ment goals is to reduce suicide mortality by a
third by 2030.* In 2019, 5691 individuals died
by suicide in England and Wales, an increase
on the previous year by 271 deaths.” A large
percentage of people who die by suicide
are in contact with the healthcare system
in the year before their death, and there is
evidence that help-seeking escalates in the
weeks before death, providing opportunities
for intervention.”” Reducing suicide rates
and identifying those at high risk remains a
priority for healthcare providers as opportu-
nities for intervention rely on effective risk
assessments.”
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Healthcare professionals routinely conduct suicide risk
assessments across care settings with goals that differ by
setting. For example, in accident and emergency depart-
ments the common goal is to determine if discharge or
escalating the level of care is appropriate; in mental health
inpatient settings risk assessment is part of an ongoing
screening to monitor high-risk individuals.” Evidence
suggests greater screening for suicide risk is associated
with increased detection of suicidal thoughts and feel-
ings.” However, Large et al'” conducted a meta-analysis
of the sensitivity of suicide risk categorisation using the
international body of literature, that is, not restricted by
country or continent, and found that half of all suicides
are likely to occur in a ‘low-risk’ category.'’ Further,
95% of ‘high-risk’ individuals will not die by suicide.'’ A
systematic review of 21 studies (USA (9), UK (6), Canada
(3), Australia (1) Sweden (1), Taiwan (1)) concluded that
no one scale had sufficient evidence to support its use in
clinical practice."’ A further meta-analysis determined no
SRA tool is sufficiently accurate to determine an individ-
ual’s allocation to an intervention.'? Despite their limita-
tions, suicide risk assessment tools are still widely used
to estimate an individuals’s risk of suicide.® Suicide risk
assessment tools produce individual-level predicted prob-
abilities of death by suicide or suicide-related behaviour,
including self-harm, within a specific time period, often
within the next year.* Research has focused on identi-
fying risk factors and developing suicide risk assessment
tools to identify individuals at high risk, such as the Beck
Hopelessness Scale' and the SAD PERSONS scale,'* the
predictive ability of which is low given the overall preva-
lence of suicide in the general population (0.01%). Such
tools are, therefore, not useful as the sole basis for evalu-
ating suicide risk.”

To support healthcare professionals in assessing suicide
risk, several organisations have produced guidelines
which typically list common risk factors and potential
‘warning signs’."” This results in a long lists of non-specific
risk factors including having a mental illness diagnosis, a
serious or chronic physical illness, life stressors, minority
group status (such as being a member of a migrant or
LGBTQ+ community), or having access to lethal means
(including access to a high place).'” This lack of speci-
ficity means that the majority of the population may
possess a combination of these risk factors at any given
time without necessarily being at risk, making it very diffi-
cult for healthcare professionals to identify those high-
risk individuals.'” This lack of predictive ability has led to
suicide risk assessment tools being encouraged as an aid
for decision-making and a guide to gathering informa-
tion from individuals that help healthcare practitioners
to develop care plans and identify service needs.*®

WHO guidelines suggest that suicide risk should be
specifically evaluated with clinical interviews assessing
psychological and social functioning.'® In the UK, the
National Institute for Health and Care Excellence
(NICE) guidelines emphasise clinical judgement, rather
than relying on suicide risk assessment tools alone, to

identify risk.'” Evidence suggests that there is consider-
able variation regarding how suicide risk assessments are
conducted in practice in UK healthcare settings.'® There
is also evidence of a lack of risk assessment training and
a low awareness of suicide prevention guidance.'® At
present, how widely these suicide risk assessments guide-
lines are implemented in the UK, including the extent to
which suicide risk assessment tools are used.

This paper reports findings from requests made under
the Freedom of Information Act (2000) sent to NHS
Trusts in England to identify the suicide risk assess-
ment tools in use and the training of healthcare profes-
sionals in relation to these suicide risk assessment tools
or assessment of suicide risk generally. NHS Trusts were
targeted as, in the UK, over a third of people who die by
suicide are in contact with a mental health service prior
to death, with 13% attending emergency departments
in the month before they die.”” Therefore, the nature
of the interactions and the identification of suicide risk
in hospital settings is critical for identification of those
at highest risk and for suicide prevention. The focus
on England was important for several reasons. In 2019,
5316 suicides were recorded in England and Wales, the
highest recorded rate since the year 2000, and recorded
male and female deaths by suicide have increased from
the previous year (5.7% and 6.3%, respectively).' The
structure of NHS England includes NHS Trusts which
are large organisations including hospitals, ambulance
services, mental health services and social care, all deliv-
ered by a diverse range of healthcare professionals who
interact with the public and have varying skills and
training. Health spending and care provision in the UK
has been transferred from central government to the
individual countries (Scotland, Wales, Northern Ireland
and England) and so the focus on England (rather than
the whole of the UK) enabled the data to be easily inte-
grated. Differing healthcare systems, for example, across
countries or market-regulated, have different outcomes
regarding continuity of care for people accessing mental
health treatment.”” Further, differing attitudes towards
public health between countries impacts on individual
risk factors for suicide, for example, physical environ-
ment, and on healthcare spending.*’ These factors, and
others, will have impacts on which tools are used and how,
and what training is implemented and how.

METHOD

Freedom of Information (Fol) requests were sent via

email to 158 Trusts across England between October and

November 2019. Email addresses were identified through

the Trust websites. Trusts were asked to respond to six

questions:

1. Which suicide risk assessments do you use at your trust?

2. What training do your staff undertake in using those
suicide risk assessments?

3. What training do your staff have in assessing risk of sui-
cide in general?
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4. Whatis the procedure your staff follow when they iden-
tify a person at risk of suicide?

5. How many people have been assessed for risk of sui-
cide between 2012 and 2020, if possible, by month and
department?

6. How many people were identified as at risk of suicide
between 2012 and 2020, if possible, by month and
department?

Responses were sent via email to an address created
specifically for this project. Those that requested clarifi-
cation on the initial request were sent a second e-mail to
specify the information being requested.

Patient involvement statement
No patients were involved in the present study.

Data handling and analysis

Data were extracted from the Fol responses in relation to
suicide risk assessment tools and training, and quantita-
tive content analysis was conducted to explore the imple-
mentation of suicide risk assessment guidelines. Several
responses were returned in the form of blocks of text
rather than specific answers to individual questions and
so a quantitative, deductive content analysis was selected
as a systematic, objective means of describing and quan-
tifying the surface meaning of text material.”* ** The
coding scheme was developed by SF and RCD comprising
code name, code definition, text examples and coding
rules. The codes were derived from literature detailing
how suicide risk assessments are conducted in the UK
and NICE guidelines, and sought to explore how risk was
assessed in practice. Each response to the Fol request was
formatted to ensure consistency across documents, and
each line treated as a single unit. As some sentences ran
across more than one unit, coders agreed that all units
containing information related to a single data point
would be coded. Therefore, results would indicate how
much of a single Fol response is dedicated to each code.

For example, if a response constituted 20 units (lines) of
data (text), analysis would determine how many of those
units contained information about clinical judgement
(code b).

The coding scheme was piloted by SF and OM coding
one response independently. Authors then compared
codes, discussed discrepancies, difficulties in applying
the scheme and adjusted the coding scheme. SF and
OM used the second version of the coding scheme to
independently code seven responses, and Krippedorff’s
Alpha test** was used to determine intercoder reliability
(test specifically developed for use in content analysis). In
light of low intercoder reliability, the scheme was further
revised following discussion between SF, RCD and OM.
This third version of the coding scheme was used to code
a second set of seven responses, with excellent intercoder
reliability (0=0.82). This version was then used to code all
the responses (table 1).

RESULTS

From the 158 Fol requests sent, 86 (54.43%) responses
from Trusts were received, 9 of which did not provide
any information for the study (eg, stating that they did
not provide information for research purposes via Fol
requests).

Overview of tools used
There was wide variation in the responses to question
1, ‘what suicide risk assessment tools do your staff use?’.
A total of 77 responses were collected and a summary is
provided in table 2. For brevity, responses relating to the
use of a ‘locally developed’ tools or a ‘Proforma’ have
been combined into the ‘locally developed risk assess-
ments’ category.

Several Trusts stated using more than one tool and some
reported using tools that were not specifically for suicide

Table 1 Content analysis codebook: suicide risk assessment process and tools

Code Name of code Code description

0 No code

1 Indication of specific SRA tool Clear indication of a specific name of SRA tool

2 Wider assessment of risk Clear indication of assessing/identifying risk but not by using an SRA tool
alone. Evidence of the identification of clinical and demographic features known
to be associated with risk of further self-harm and/or suicide, and identification of
the key psychological characteristics associated with risk, in particular depression,
hopelessness and continuing suicidal intent

3 Sharing patient risk and Clear indication of communications between staff, departments and/or other

identifying next steps healthcare professionals. Sharing the patient’s risk and identifying what the next

appropriate steps would be. For example, formulating safety plans or referring on to
specialists

4 Clinical judgement Clear indications of using clinical judgement by a health professional. Evidence
of a health professional using their experience and knowledge to steer the risk
assessment process

B Do not carry out suicide risk  Response clearly states that no suicide risk assessments are carried out

assessments
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Table 2 Overview of suicide risk assessment tools used by Trusts

Response

Responses (n) Total responses (%)

Reported using a risk assessment tool but no name provided
Do not carry out risk assessments

Locally developed risk assessments

Functional Analysis of Care Environment (FACE)

Skills based Training on Risk Management (STORM)

Child and Adolescent Mental Health Services (CAMHS risk assessment)

SAD PERSONS

risk assessments (see online supplemental file 1 for a full
list of responses to question 1). Two Trusts stated they did
not know what tools clinicians used to assess suicide risk
or if a tool was used at all.

Overview of training

There were 72 Fol responses to question 3 relating to
the training in suicide risk assessments provided to staff
by Trusts. For brevity, a summary of responses have been
categorised in table 3 (see online supplemental file 2 for
full list of responses to question 3).

Data recording

There were 74 responses for requests for information
about the numbers of people assessed and identified as
being at risk for suicide (questions 5 and 6). Of these,
62 stated that they did not centrally record the number
of people assessed or identified as at risk and therefore
it was not possible to supply the data requested. Six
responded that these questions were not applicable. Five
Trusts responded with the number of people assessed,
and of those four recorded how many were identified
as high risk. One Trust responded with the explanation
that it is their policy not to identify a person as being or
not being ‘at risk’ and prefer to be guided by Skills based
Training on Risk Management (STORM) training and
develop care and safety plans with the person.

Content analysis

Seventy-four responses were usable for content analysis
(excluded responses include those that sent policy docu-
ments, a response to a separate Fol request from 2017
and a response stating they did not answer Fol requests
for research). A total of 884 units were coded based on

19 24.67
13 16.88
11 14.28
8 10.38
5 6.49
3 3.89
1 1.29

the returned responses. One hundred and twenty-one
(13.6%) units were identified as discussing the wider
assessment of risk, including evidence of the identifica-
tion of clinical and demographic features known to be
suicide risk factors, such as depression and hopelessness.
One hundred and seventy-one (19.9%) units identified
discussing sharing of risk between staff and departments,
care planning and referrals. Eight (0.9%) of the ident-
fied units provided evidence of healthcare professionals
using their experience and knowledge to steer the risk
assessment process (see table 4 for detailed examples of
coded responses).

DISCUSSION
Many people who die by suicide are in contact with
healthcare services prior to their death, therefore under-
standing how suicide risk assessments are undertaken in
practice is important given the potential for intervention
to prevent suicide. This Fol study provides an overview
of which suicide risk assessment tools are used in NHS
Trusts in England, what associated training is provided to
healthcare professionals, and how UK national (NICE)
guidance for assessing the risk of suicide is implemented.
Our key findings indicate that most trusts who
responded to the Fol requests reported using locally
developed suicide risk assessment tools. ‘Locally devel-
oped’ is a term frequently used in the literature to
describe a suicide risk assessment tool that is not psycho-
metrically validated. Such unvalidated tools may have
been developed by the Trust for internal use, and such
risk assessment tools appear to be used frequently in UK
healthcare settings.'"® Furthermore, in the current Fol

Table 3 Overview of training carried out by Trusts

Response Responses (n) Total responses (%)
Training was provided for staff but did not detail what training was 39 54.16

provided

Training was provided but it was not specific to assessing suicide risk (eg, 22 30.55

Zero Suicide Alliance Training or Mental Health First Aid courses)

Suicide risk assessment specific training (eg, Skills based Training on Risk 13 18.05

Management or SafeTALK)

No training was provided 10 13.88
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Table 4 Summary of the responses by the different categories of suicide risk assessment reported being used

Code Name of code Coded example

0 No code ‘It is not possible to give one specific procedural answer to this question’

‘We are unable to provide this information as it would mean manually going through all the
notes’

‘The trust ensures that all patients and staff have access to mental health support at all
times’

1 Indication of specific ~ ‘The trust uses STORM’

SRA tool ‘Adult Mental Health Risk Assessment Matrix’
‘FACE risk assessment’

2 Wider assessment of  ‘Undertake a conversational interview-based suicide assessment, thoughts of suicide,

risk degree of planning, the availability of methods, degree of emotional states, background,
vulnerability, mental iliness, alcohol and substance use’
‘What plans they have and how they intend to action these and if there are any protective
factors’
‘There is no formal clinical document however staff follow the risk assessment formulation
as used by local mental health provider (...)’

3 Sharing patient risk ‘If an individual is identified as presenting as a risk of suicide(...)this would lead to a risk
and identifying next and contingency management plan which would directly influence treatment decision-
steps making in collaboration with the individual and their carers/family’

‘If risk is identified than the healthcare professional formulates plan with service user/carer
(if possible) bespoke to the individual and informs(...)where appropriate’

‘in acute presentations in the outpatient department, the Psychiatry Liaison Team should
be called and the patient booked into the ED’

4 Clinical judgement ‘Both members of our Neuropsychiatry Service have significant experience in assessment

and management of those who present with risk of self-harm and suicide’

‘The competence and skills of the practitioners in the team to administer tool and make
appropriate determinations of risk’

‘There will be a clinical opinion made that would lend to establishing the needs of the
service user’

) Do not carry ‘Suicide risk assessment are for those trusts who care for mental health patients, therefore

out suicide risk
assessments

not applicable to our trust’

‘(...) is an acute trust, so we don’t conduct these risk assessments’

‘With regard to your request, at (...) we do not have a mental health service’
‘I can confirm (...) staff would not carry out these assessments’

study, 18 trusts (20.9%) reported using no tool at all and
several stated using more than one. Ten (11.6%) trusts
reported providing no training for any staff regarding
assessing risk of suicide, 13 (15.1%) provided specific
suicide risk assessment training and others were unsure
about what training would equip their staff with this
skill, stating ligature training or mental health first aid in
response to a question about general suicide risk training
for staff (see online supplemental file 2). Our data high-
light wide variation in the use of suicide risk assessment
tools and inconsistent staff training in how to carry out
a suicide risk assessment across NHS Trusts in England.
The lack of established standards in risk assessment
may be in part due to their low predictability; however,
it was beyond the scope of this work to investigate why
individual trusts choose different approaches to suicide
risk assessment and therefore would be inappropriate
to draw conclusions. Inconsistency in tools and training
across healthcare services is unsurprising given what we
know from the existing literature. Data collected from
across Europe, North America, South America, Asia and
Australasia found over 200 commercially available suicide

risk assessment tools and a further 200 institutionally or
individually developed tools in use.”” There is evidence
of similar inconsistency across mental health services in
the UK in the use of risk assessment tools with almost
39% using locally developed tools mirroring the present
study findings.”® There is documented variation of which
suicide risk assessment tools are used and how they are
used between and within NHS Trusts, and of low health-
care professional confidence in assessing suicide risk
potentially due to a lack of training."® The continued use
of suicide risk assessment tools, despite explicit clinical
guidance discouraging their use,' 7is possibly due to the
perceived lack of alternatives.® Low levels of healthcare
professional confidence in assessing suicide risk due to
inadequate training could also be a factor in why health-
care professionals seek the reassurance of a tool.

An important omission from the current suicide risk
assessments process is the routine recording of how many
risk assessments are carried out and how many people
are consequently identified as being at risk. Almost
90% of mental health NHS Trusts are unable to identify
which patients who had died by suicide had received the
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treatment options recommended by NICE guidance due
to the information not being centrally recorded.”” Given
the seriousness of suicide risk, the accurate recording
of suicide risk data would help to identify patterns in
treatments offered, the associated health outcomes,
and the efficacy of risk management processes. A cross-
government strategy that aimed to prevent suicides in
England outlined the need to improve and expand the
systematic collection of data pertaining to suicides, and
while mortality statistics are routinely recorded and
made available allowing for the identification of national
trends, they do not facilitate detailed analysis.”® Routinely
recording data related to the number of suicide risk
assessments conducted, and subsequent care provision, is
crucial for targeting prevention efforts more accurately,
monitoring adherence to NICE guidance, and in evalu-
ating the effectiveness of current practice.

Implications for practice

Our findings identify the need for greater parity in suicide
risk assessment across and within English NHS Trusts.
Currently, it is possible to receive two different suicide
risk assessments within the same department at a specific
Trust, resulting in different outcomes."® This poten-
tially puts people at risk because the treatment offered
depends on the tool used and the level of healthcare
professional training, rather than NICE-recommended
needs-based assessment. The reason for such wide varia-
tion in suicide risk assessments tools and lack of specific
suicide risk assessment training needs further investiga-
tion. Additionally, there is a need to explore how well
frontline healthcare professionals follow Trust guidance
or national recommendations for clinical practice when
working with people who are suicidal. Specific training in
suicide risk assessment and prevention is needed for the
assessment process to be a meaningful exercise. Emphasis
should be on using the risk assessment process not as a
means of predicting suicide or suicidal behaviours in an
individual but as a means of identifying needs and devel-
oping therapeutic engagement.

Limitations

The current sample represents 39.6% of the 217 NHS
Trusts in England (as of April 2020). Many NHS Trust
websites were not up to date in terms of the trust struc-
ture or current contact for Fol requests. Difficulty in
determining how to make the requests was a barrier for
this study and has wider implications for the public’s
ability to access information about public authorities,
such as the NHS. As responses to these questions were
obtained via Fol requests which were responded to by
information governance staff and not directly by health-
care professionals, the data presented here must be inter-
preted cautiously as they do not necessarily reflect the
individual practice of healthcare professionals. How well
frontline healthcare professionals follow Trust guidance
or national recommendations for clinical practice when

working with people who are suicidal is not clear based
on the data presented here.

CONCLUSION

This Fol study highlights wide variation in suicide risk
assessment tools and a lack of specific training in suicide
risk assessment in NHS Trusts in England. The content
analysis of Trust responses indicates that there is wider
assessment of risk taking place, but practitioners’ clin-
ical judgement does not appear to feature that prom-
inently in the suicide risk assessment process. The
implementation of specific training is necessary for the
risk assessment process to identify patient needs and to
be a meaningful suicide prevention exercise. Few Trusts
appear to routinely record the number of risk assessments
conducted and how many people are subsequently identi-
fied as being at risk, which limits the potential to evaluate
how well the current assessment processes work, and if
these are sufficient to manage risk. The introduction of
routine data recording could determine the efficacy of
the processes currently in place.
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