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Suicide risk assessment: time to think again?
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Abstract

This paper considers recent research on suicide risk assessment to support calls for a ‘rethink’ of our assessment of the patients in our care,
along with the adoption of a more collaborative approach to care planning with service users who remain at risk of self-harm and in need of a
plan for their safety.
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Introduction

Globally, an estimated 703 000 people die by suicide every year.
There are more deaths annually worldwide due to suicide than
those due to Malaria, HIV/AIDS, breast cancer, or war and hom-
icide. More than one in every hundred deaths across the world
results from suicide (WHO, 2021).

Comparison of the Irish (ROI) suicide rate with the rest of
Europe is based on figures produced by Eurostat. The latest of these
comparisons relates to 2017. In that year, the ROI suicide rate of 8.4
per 100 000 population was ninth lowest of 33 European countries
(National Office for Suicide Prevention, NOSP, 2020). In 2020 in
Ireland (ROI), 340 lives were lost to suicide, (81 were females and
259 were males). Suicide in ROI in 2020 occurred at a rate of 6.8 per
100 000 per annum.

Rates of suicide at a population level have fallen in Ireland
(ROI). Although NOSP advises against drawing conclusions based
on year-on-year comparisons, the rate of suicide in males fell
throughout the past decade from 22.4 (per 100 000) in 2001 to
10.5 (per 100 000) in 2020. There were 541 ‘registered’ suicides
in 2012, but by 2020 the total number of suicides (males and
females) was down to 340. The number of suicides in Ireland
(ROI) continued to fall from 2015 to 2020 (NOSP, 2020), the years
covered by the government of Ireland national strategy for preven-
tion of suicide entitled ‘Connecting For Life’ (www.gov.ie)
(Government of Ireland Publications, 2015).

Measures taken at a population and sub-population level (such
as those delineated in Connecting for Life) can reduce rates of sui-
cide in the community. The WHO notes that such national pro-
grammes are most likely to be effective when they include four
types of action, limiting access to lethal means of suicide (e.g. pes-
ticides, firearms, and certain medications), improving interaction
with the media to promote responsible reporting of suicide, foster-
ing socio-emotional skills in young people and adolescents, and

earlier identification, assessment, and management of those who
exhibit suicidal behaviours (WHO, 2021). Clearly, the work of
all those involved in suicide reduction in our community, includ-
ing the NOSP, must continue if the rate of suicide in Ireland is to
decline further (WHO, 2012).

The best clinical practice aims not only to reduce suicide in the
community but also to prevent it among patients in clinical care
(NICE, 2018). It is not clear how well current risk management
contributes to this latter goal. Collecting data on this point is
not easy. Rates of suicide in clinical settings are lower than those
rates in the community and only a minority of patient suicides
involve in-patients. According to the UK National Confidential
Inquiry into Suicide and Safety in Mental Health (Appleby et al.
2019), suicides by in-patients account for less than 6% of all patient
deaths. Recent data revealed most patients who died by suicide in
the UK had been assessed as low risk in their last contact withmen-
tal health services (Graney et al. 2020). It seems likely that the same
is true in Ireland.

Risk assessment is a standard part of clinical practice, but ser-
vice users have expressed frustration with clinical contacts that are
‘too focused on assessing risk and not enough on assessing needs’
(Anonymous, 2020). Dissatisfaction has also been articulated by
clinicians concerned about the burden of psychiatry and its effect
on clinicians' mental health (Mac Suibhne et al. 2017). There have
been calls for a complete ‘rethink’ of psychiatry’s attitude and
response to patient suicide (Lancet Psychiatry, 2020).

The first step towards a ‘rethink’ is an empirical one (Runeson
et al. 2017). Such an examination reveals that traditional risk
assessment has not been as effective at suicide prediction as previ-
ously believed. The tools used in this risk assessment are unsatis-
factory. In any case, there is more to the management of suicide
than the assessment of risk. Revised forms of clinical practice
are needed (NICE, 2011). The hope is for a more integrated, col-
laborative, and comprehensive assessment of at-risk patients. This
will require individualised care planning around two inter-related
areas, patient ‘risk’ and patient ‘safety’.

A ‘rethink’ includes an acknowledgement of the limitations of
traditional risk assessment and a consideration of a more sustain-
able approach to the assessment of safety. These two things
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(assessment of risk and assessment of safety) need to be examined
together and in more detail.

Assessment of risk

Traditional suicide risk assessment is focused on the identification
of clinical factors associating suicidal ideation with suicide
(Arensman et al. 2019). These factors include male gender, a pre-
vious history of suicidal thoughts and behaviours, trauma, signifi-
cant physical illness, alcohol or substance misuse − intoxication or
withdrawal, mental illness, a family history of suicide, loneliness,
and access to lethal means of self-harm (Beattie & Devitt, 2015).
It is now clear that mathematical summation of these correlates
cannot generate a useful predictive tool for suicide.

The UK National Institute for Health and Care Excellence
(NICE) advises that tools used for risk assessment should not be
used as predictive measures and should not be regarded as such
(NICE, 2011). The low frequency of patient suicide places ‘an abso-
lute ceiling’ on the development of data with sufficient predictive
ability. Any numbers that emerge are without sufficient sensitivity
and specificity, and without positive or negative predictive value.
Consequently attempts to design instruments for the prediction
of suicide have been described as ‘misleading and potentially harm-
ful’ (Carter & Spittal, 2018).

Methods used to stratify suicide risk into broad clinical catego-
ries have also been unsuccessful. Traditionally risk factors belong
to three inter-related categories. The first is a group of correlates
known as (a) ‘static’ factors. These are associated with suicidal
thoughts and behaviours. Examples of ‘static’ factors include age
or male gender. Unfortunately, these ‘static’ factors make poor pre-
dictors of suicide and ineffective targets for risk reduction.

In the second category are correlates referred to as (b) ‘dynamic’
risk factors. These have been used in attempts to stratify the pop-
ulation into ‘high’ and ‘low’ risk groups for suicide. An example of a
‘dynamic’ risk factor is ‘loneliness’. Unfortunately, these ‘dynamic'
correlates are also poor predictors of suicide and even less effective
targets for treatment (NICE, 2018). Stratification of patients with
suicide risk on the basis of ‘dynamic’ factors has not proved useful.
Meta-analysis of 50 years of research in the US found no broad
category or sub-category of suicidal thoughts or behaviours accu-
rately predicted suicide above chance (Franklin et al. 2017).

A third group of correlates may be more useful in the manage-
ment of suicide risk. These correlates are known as (c) ‘causal’ risk
factors, and they are associated with interventions likely to reduce
the probability of a suicide. ‘Causal’ risk factors are potentially
modifiable treatment targets, and so they are more likely to be pro-
tective against suicide. Examples of ‘modifiable’ or ‘causal’ factors
in the community include physical illness, intoxication/with-
drawal, mental illness, and access to lethal means (Franklin
et al. 2017). Examples of ‘causal’ factors in the in-patient setting
include levels of supervision offered to patients on admission to
hospital, removal of ligature points from in-patient wards, and pre-
vention of absconding from those wards.

Assessment of safety

Suicides are preventable (Parekh & Phillips, 2014). Effective initia-
tives need to be ‘comprehensive, integrated, and synergistic’ since
‘no single approach can impact alone on an issue as complex as
suicide’. Effective multisectoral prevention measures include
restrictions on access to themost commonmeans, earlier andmore
effective management of mental disorders and substance misuse
disorders, and better support for vulnerable individuals, including

better follow-up care and more effective campaigns to fight stigma
and provide support for those bereaved by suicide (WHO, 2012).

The burden of responsibility for safety carried by those caring
for people at risk of suicide is a heavy one. It is time to acknowledge
‘the reality of suicide risk assessment’ (Lancet Psychiatry, 2020)
mindful of the rights of service users and the expectations placed
upon clinical staff and their health care organisations. It is time to
develop a more collaborative clinical model based around safety
and not only risk.

Listwise risk assessments have not been helpful for patients or
for clinicians. Over time the service user comes to understand that
he/she cannot access ‘therapy’ unless deemed ‘low risk’ and so
inevitably the patient becomes less open about their true feelings
(Anonymous, 2020). After a patient’s suicide, the emotional bur-
den experienced by staff in mental health services amplifies the
personal, professional, and legal stresses already born by them.
Few if any of these pressures are mitigated by traditional ‘risk’
assessment. A ‘blame culture’ adds further trauma to the substan-
tial load already carried by psychiatric staff (Mac Suibhne
et al. 2017).

Key opinion formers have tried to counter the risk/blame cul-
ture with arguments in favour of a more collaborative approach to
risk assessment (Szmukler et al. 2019) but the most effective
response will come through changes in clinical practice. Re-defin-
ing the idea of ‘safety’ rather than ‘risk’ is a work in progress but
practice guidelines are emerging. The UK NICE has published one
such guidance document entitled ‘Self-harm in over 8s: long term
management’ (NICE, 2016). This detailed document runs to more
than 30 pages and recommends an integrated comprehensive
psychosocial assessment of risks and needs for suicidal and at-risk
persons. It encourages staff to understand and to engage with peo-
ple who are at risk of self-harm in order to initiate and maintain a
more therapeutic relationship and so to work towards a meaning-
ful ‘safety plan’.

A reduction of ‘causal’ risk factors within services would go
some way towards improving safety and reducing suicide risk.
Leadership bodies have re-stated the evidence based view that psy-
chiatrists should not use risk assessment tools or scales to predict
future suicide or repetition of self-harm, but the reality is that these
risk assessment tools are still in widespread use (Anonymous,
2020). It is becoming clear that the way forward for assessment
goes beyond the issue of improving prediction and towards
progress with ‘safety planning’. Therapeutic collaboration will
include the development of ‘self-management safety strategies’
more helpful to those at suicide risk.

A cognitive focus on safety rather than risk led to the develop-
ment of these safety planning-type interventions. Intended for
those at imminent risk they enable the construction of an agreed
set of coping strategies and supports within the individual care plan
(Stanley & Brown, 2012). Recent meta-analyses of these safety
planning interventions suggest that they can reduce the risk of sui-
cidal behaviour by 43% (where the number needed to treat is 16;
Nuij et al. 2021).

Interventions such as these are especially effective when are
supported by mental health services genuinely addressing the
needs of at-risk individuals. These services provide increased
access tomeasures likely to enhance treatment of associatedmental
health problems and difficulties. The concept of suicide risk assess-
ment is moving on, becoming less of a guessing game andmore of a
collaborative therapeutic intervention focused on safety first. A
shift in this direction enables an alliance that service users are call-
ing for and that service providers can sustain.
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Conclusion

The aim of health services is to reduce suicide at a population level
and to eliminate it at a clinical level (WHO, 2012). Clinicians
through their training possess the ability to collaborate with their
patients. Promoting this therapeutic alliance is the best way for-
ward for suicide risk management in the clinical context.
Practice guidelines around suicide risk management and safety
planning could be developed and evaluated in Ireland. It is likely
that such clinical guidance on suicide risk management would
include at least three recommendations, (1) an end to the reliance
on risk prediction, (2) the elimination of ‘causal’ risks for suicide in
clinical settings, and (3) the promotion of better patient safety
using individualised safety planning-type interventions.

Changes in clinical practice such as these will take time
(Herzlinger, 2006) since clinical advances often lag behind the
evidence base (Kristensen et al. 2016), but changes in teaching
and training at undergraduate and postgraduate levels will help
to progress this re-orientation of our clinical approach by moving
our suicide risk management further towards safety planning.

It is time to ‘rethink’ our practice of suicide risk assessment. A
new safety approach will be more compassionate to our patients,
more helpful to our staff, andmore sustainable for the future of our
services.
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