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Abstract

A high proportion of people contact healthcare services in the 12 months prior to death by
suicide. Identifying people at high-risk for suicide is therefore a key concern for healthcare
services. Whilst there is extensive research on the validity and reliability of suicide risk
assessment tools, there remains a lack of understanding of how suicide risk assessments
are conducted by healthcare staff in practice. This scoping review examined the literature
on how suicide risk assessments are conducted and experienced by healthcare practition-
ers, patients, carers, relatives, and friends of people who have died by suicide in the UK. Lit-
erature searches were conducted on key databases using a pre-defined search strategy
pre-registered with the Open Science Framework and following the PRISMA extension for
scoping reviews guidelines. Eligible for inclusion were original research, written in English,
exploring how suicide risk is assessed in the UK, related to administering or undergoing risk
assessment for suicide, key concepts relating to those experiences, or directly exploring the
experiences of administering or undergoing assessment. Eighteen studies were included in
the final sample. Information was charted including study setting and design, sampling strat-
egy, sample characteristics, and findings. A narrative account of the literature is provided.
There was considerable variation regarding how suicide risk assessments are conducted in
practice. There was evidence of a lack of risk assessment training, low awareness of suicide
prevention guidance, and a lack of evidence relating to patient perspectives of suicide risk
assessments. Increased inclusion of patient perspectives of suicide risk assessment is
needed to gain understanding of how the process can be improved. Limited time and diffi-
culty in starting an open discussion about suicide with patients were noted as barriers to suc-
cessful assessment. Implications for practice are discussed.

Introduction

Suicide is a global public health priority with approximately 700,000 deaths by suicide
recorded each year across the world [1]. Reducing rates of suicide, and identifying individuals
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at a heightened risk for suicide, remains a priority for public health practitioners, healthcare
professionals, and local and national governance. Reducing suicide mortality by one third is
one of the United Nations’ sustainable development goals for 2030 (target 3.4.2.) [2]. Health-
care services provide opportunities for intervention based on identifying those most at-risk of
death by suicide. Indeed, there is evidence that in the 12 months prior to suicide, 87% of indi-
viduals are in contact with general practice services and one third are in contact with mental
health services [3,4]. There is also evidence that help-seeking escalates in the weeks before
death, with general practice being the most common last point of contact [5]. Identifying those
at highest risk for suicide when they come into contact with healthcare services is crucial.

Suicide risk assessments (SRA) carried out by healthcare practitioners often take the form
of psychometric scales, such as the SAD PERSONS scale [6], in order to determine whether a
person is at high risk of taking their life and if suicide prevention measures are necessary. Such
SRA tools have a number of limitations, including being time consuming to administer and
having low levels of accuracy in predicting suicide [7]. Indeed, Carter et al (2018) found the
positive predictive value of such risk assessments to be less than 20% [8], and other studies
have found that a substantial fraction of patients who died by suicide were considered to be at
low risk [9]. Such suicide risk stratification can be informed by a wide range of risk factors,
often relying on the identification of depressive feelings in a patient as this is a known risk fac-
tor for suicide. However, depression is a common mental health problem that affects more
than 264 million people [10] and the presence of depression does not guarantee suicidality.
Therefore, questions such as ‘are you feeling depressed?’, which are commonly found in SRA
tools, are not useful for healthcare practitioners in determining suicide risk [11]. Furthermore,
the UK National Institute for Health and Care Excellence (NICE) guidance aims to reduce the
reliance on risk stratification by encouraging assessments that take into account a person’s
safety and needs [12]. SRA tools are also not immune to bias as the interpretation of risk fac-
tors by practitioners may vary depending on the practitioner’s age and gender, patient age,
and whether it is a doctor or a nurse conducting the assessment amongst other characteristics
[13,14].

The UK NICE guidelines state that risk assessment tools and scale should not be used to
predict future self-harm or to determine who should or should not be offered treatment or dis-
charged. NICE empbhasise that healthcare practitioners should focus the assessments on the
person’s individual needs and how to support their psychological and physical safety both
immediately and in the long term. The assessment process should treat the person with
respect, dignity and compassion, with an awareness of cultural sensitivity [12]. Notwithstand-
ing the issues related to reliability or appeals for caution from best practice guidelines, SRA
tools continue to be used across the UK with considerable variation between and within NHS
services, including the usage of non-validated and locally developed tools [15,16]. There also
remains limited guidance for healthcare practitioners on how to assess patients’ suicide risk.
The way a patient is asked about suicide, regardless of whether a tool has been used to assess
risk, can influence the response that patient gives, inevitably impacting on the outcome of the
assessment [17]. This is especially important because evidence suggests healthcare practition-
ers in the UK may be reluctant to ask patients about suicide because of a lack of confidence in
how to respond in a sensitive manner when discussing suicidality-related experiences [18].

Understanding how SRAs are conducted and experienced by healthcare practitioners and
patients, rather than the statistical reliability of the tools themselves, could alleviate some of the
difficulty practitioners in the UK experience when doing these assessments and improve the
patient experience [18]. In addition, healthcare and public health systems vary between coun-
tries resulting in different outcomes for people accessing mental health support and varying
factors influencing which SRA tools are used and how [19,20]. Therefore, this review aimed to
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examine the extent and range of evidence relating to how SRAs are conducted and experienced
in the UK by healthcare practitioners, patients, carers, relatives and friends of people who have
died by suicide. A scoping review was considered appropriate to identify the available evi-
dence, key factors related to SRAs and to identify knowledge gaps [21,22].

Methods
Search strategy

The authors followed the PRISMA extension for scoping reviews guidance in developing the
review protocol and conducting the database searches [23]. The protocol for this scoping
review was registered on the 18" November 2019 with the Open Science Framework [24]. Lit-
erature searches were conducted in November and December 2019, and a top-up search was
conducted in January 2022 using the following online databases: MEDLINE, CINAHL, Psy-
cARTICLES, Cochrane Library, Science Direct, Scopus, PubMed, ProQuest Nursing, Allied
Health Database, Open Grey, and The Grey Literature Report Database. There were no param-
eters placed on the database searches, except for the January 2022 top-up search where param-
eters were placed to ensure only publications from between January 2020 and January 2022
were screened (fields searched were Title/Abstract). For ease of reading, both searches are
combined in the following synthesis. For complete details of the search, screening, and data
extraction, data is available via The Open Science Framework (https://ost.io/5SW8ZT/) [24].

Arksey & O’Malley [22] suggest that broad keywords and search terms should be adopted
that enable the breadth of the available literature to be covered when conducting searches for a
scoping review [22]. Search terms were developed based on a small-scale preliminary search of
databases and identifying commonly used language in the UK in relation to suicide risk assess-
ment and the pre-existing literature examining the assessments. Search terms were as follows:
(“suicide risk assessments” OR “screening for suicide” OR “suicide risk”) AND ("guidelines"
OR “guidance” OR “advice” OR “recommendation” OR “information” OR “instruction” OR
“procedure” OR “practice” OR “training”). Articles that referred to self-harm in the title and
met all other inclusion criteria were included for abstract screening as the term is sometimes
used to describe attempted suicide. Reference lists of included articles were hand searched for
additional articles.

Eligibility and article screening

After abstract screening, eligible articles were subjected to full-text screening. Articles were eligi-
ble for inclusion if they were original research exploring how suicide risk is assessed in the UK.
Articles needed to be written in English and relate to administering or undergoing risk assess-
ment for suicide, key concepts relating to those experiences or directly exploring the experi-
ences of administering or undergoing assessment. Articles reporting studies using quantitative,
qualitative, or mixed methods designs, were eligible (including cross-sectional, cohort, case con-
trol, and prospective or longitudinal designs). Reviews, discussion papers, non-research letters
or editorials, and studies reporting non-UK data were excluded. Initial database searches were
conducted by SF. EP and SF conducted abstract and full text screening independently. Hand
reference searches were conducted by EP. Any disagreements on article inclusion or exclusion
were discussed between SF, EP and RD, using the protocol to reach consensus.

Data extraction

Data extracted from eligible articles included: author name(s), date of publication, study set-
ting, country, sampling strategy, sample characteristics, participant demographics (age, sex,
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Identification

Screening

ethnicity, descriptive statistics), the study design, findings including qualitative and quantita-
tive data pertaining to experiences of administering or undergoing assessment for suicide risk,
and limitations of the studies. Data were initially extracted by SF and then reviewed by EP
independently. Any disagreements on article inclusion or exclusion were discussed between
SE, EP and RD, using the protocol to reach consensus. Disagreements regarding inclusion
between reviewers related mainly to characteristics of the study and a lack of clarity around
how SRA were the subject of exploration in some articles. Having charted information from
the studies including findings, a narrative account of the literature was constructed with atten-
tion given to aspects of included papers which address the research question.

Results

As summarised in Fig 1, 9065 articles were identified in the initial search, of which 8923 were dis-
carded following title and abstract screening. Of the full texts screened (n = 142), 126 articles were
excluded (50 did not examine administrating or experiencing suicide risk assessment, 44 had a
non-UK sample, 21 were not primary research, 4 were duplicates and 7 authors could not be con-
tacted for their manuscripts), leaving 16 eligible articles. Thirty-five articles were identified from
the reference list searches, of which 33 were excluded (17 did not examine administrating or
experiencing suicide risk assessment, 6 had a non-UK sample, 8 were not primary research, 2
were duplicates). A final sample of 18 articles were identified for inclusion in the review.

Characteristics of included studies

Table 1 summarises the study characteristics. Eight studies used a quantitative design
[14,16,25-30]; 5 used a qualitative design [11,31-34]; and 5 used mixed methods [35-39]. All

Identification of studies via databases ]

Records identified from:
CINAHL (n = 475)
MEDLINE (n = 880)
PsyARTICLES (n = 179)
Cochrane Library (n = 259)
Scopus (n = 2177)
Pubmed (n = 344)

Nursing and Allied Health (n = 96)
Open Grey (n = 20)
Science Direct (n = 4758)

|

v

Records screened | Records excluded
(n=9188) "1 (n=9046)
v Reports excluded:
Full texts assessed for ) Did not examine administrating or
eligibility Reierence searching experiencing suicide risk assessment
(n = 142) (n=35) (n=67)
Non UK sample (n = 50)

Not primary research (n = 28)
Duplicate (n = 6)
Author could not be reached (n = 8)

[ Included I

Studies included in review
(n=18)

Fig 1. PRISMA flow chart search strategy.
https://doi.org/10.1371/journal.pone.0280789.9001
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Table 1. Results of included articles.

Author/year

Bajaj, Borreani,
Ghosh, Methuen,
Patel & Crawford
(2008) [31]

Buckingham,
Adams, & Mace
(2008) [35]

Chandler, King,
Burton & Platt
(2016) [32]

Davies, Amos &
Appleby (2001)
[25]

Gale, Hawley,
Butler, Morton &
Singhal

(2016) [14]

Graney, Hunt,
Quinlivan,
Rodway, Turnbull
& Gianatsi (2020)
[39]

Country

England

UK

Scotland

England,
Wales

England

UK

Sample
Setting

General practices in | 204
North London

UK NHS trusts 46

General practices in | 30
different areas
across Scotland

NHS trusts in 159

England and Wales

Mental health 400

settings across

Hertfordshire,

Bedfordshire, and

Essex

Mental health trusts | 358 survey
responses,
22
clinician
interviews

Total (n)

Sample characteristics

101 patients
103 GPs

21 psychiatric nurses, 14
psychiatrists, 3 social
workers, 3 GPs, 5
psychologists

GPs

Clinical Directors

104 psychiatrists and
doctors, 240 psychiatric
nurses, 56 social
workers

Survey responses: 27
patients, 26 carers, 109
nurses, 34 doctors, 48
clinical managers, 22
psychologists, 7
occupational therapists,
8 social workers, 62
other health
professionals).
Interviews: Psychiatrists
13, psychologists 9

Design/
Method

Mixed methods,
cross-sectional,
survey and
semi-structured
interviews

Qualitative,
cross-sectional,
interviews and
content analysis

Qualitative.
cross-sectional,
semi-structured
interviews

Quantitative,
cross-sectional,
survey

Quantitative,
cross-sectional,
non-randomised,
cohort study

Cross-sectional,
survey and
interviews

Aim

To examine GP and
patient attitudes to
screening for suicidal
ideation and behaviour

To understand how
HCP conceptulise risk
knowledge

To explore GPs’
accounts of the
relationship between
self-harm and suicide
and approaches to
carrying out suicide risk
assessments on patients

who had self-harmed

To establish how
widespread training in
risk assessment is in
mental health services in
England and Wales

To investigate possible
biases in suicide risk
perception

To determine which
risk assessment tools are
being used by mental
health trusts in the UK
and explore the views of
clinicians

Main Findings

« Most GPs (60.2%) had
not received any formal
training in how to assess
risk in patients.

« Barriers to screening for
suicide include time
pressures, cultural and
language barriers, and
concerns about the impact
of asking about suicide.

« The assessor’s own
reactions to the patient’s
appearance and behaviour
impacted on assessment.

» How patients engage with
the assessor is more
important than what they
said.

« GP’s view suicide risk
assessments as challenging
and a continuing process.
« GPs discussed
deliberating the extent to
which a patients’ self-
harming practice was
‘truly’ suicidal and in need
of immediate intervention.

« The existence of written
policies varied.

« Training was provided
but it was not compulsory,
so attendance is low due to
staff being unable to take
time away from their
clinical duties.

« There was a significant
bias across all conditions
towards scoring vignettes
at risk of suicide.

« Many participants had
high levels of confidence in
their estimations.

» Most participating
mental health
organisations used SRA
tool scores to determine
management decisions.

« Participants discussed
SRA tools facilitating
communication, but they
were time consuming and
staff has inadequate
training.

« Patients and carers
emphasized little
involvement during the
risk assessment process.

(Continued)
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Table 1. (Continued)

Sample
Author/year Country | Setting Total (n) | Sample characteristics | Design/ Aim Main Findings
Method
Hag, UK Emergency 25 Patients Quantitative, To investigate the « Suicide risk factors and
Subramanyam & department cross-sectional. exploration of suicide suicidal intent was poorly
Agius (2010) [26] audit risk and intent by documented.
emergency department | « Mental state examination
doctors and determine | not found documented in
if full mental state all 25 cases.
examinations had been
conducted.
Kar & Prasad England | Mental health 63 Patients Quantitative, To investigate risk « The presence of suicidal
(2019) [27] services in cross-sectional, categorisation by ideas did not influence risk
Wolverhampton audit clinicians categorisation significantly.
« The presence of
hopelessness led to a
higher risk category.
Leavey et al Northern | General practices 91 19 GPs, 72 relatives and | Qualitative, To examine barriers to | « GPs lacked confidence in
(2017) [11] Ireland friends of people who cross-sectional, effective identification the recognition of suicidal
have died by suicide semi-structured | and management of patients.
interviews suicidal patients in « Patients stated that GPs
primary care assessment of risk is
grounded in the patient’s
communication of
intentions.
« Participants discussed
challenges in
communicating with GPs.
« Limited time is a key
barrier to securing patient
trust.
« GPs acknowledged a lack
of training.
« GPs find suicide protocol
a barrier to therapeutic
engagement.
McCabe, Sterno, UK Outpatient 365 319 Patient and Mixed methods, | To examine how HCP « Patients were
Priebe, Barnes & psychiatric clinics psychiatrist pairs, cross-sectional, | interview patients about | significantly more likely to
Byng and general 46 Patient and primary | conversation suicidal ideation say that they were not
(2017) [36] practices care pairs analysis suicidal when the
questions were negatively.
« More than half of
psychiatrists
« significantly biased the
patient’s response towards
a no suicidal ideation
response.
McClatchey, Scotland | Emergency 51 32 doctors, 10 Mixed methods, | To investigate current | « There was variation in
Murray, departments across consultants, 2 GP cross-sectional, | suicide risk assessment | suicide risk assessment
Chouliara, Rowat Scotland trainees, 1 GP, 4 nurses, | survey and follow | practices tools.
& Hauge (2019) 1 physician associate in | up interviews « Barriers to effective risk
[37] emergency medicine. assessment included the

time-consuming nature of
completing a suicide risk
assessment and little to no
training in suicide risk
assessment.

« Some used a risk
assessment to aid memory.
« Participants felt that
clinical judgment is the
best means of making a
decision in the absence of a
robust suicide risk
assessment tool.

(Continued)
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Table 1. (Continued)

Author/year

Michail & Tait
(2016) [33]

England

Michail, Tait, &
Churchill
(2017) [28]

England

Paterson,
Dowding, Harries,
Cassells, Morrison
& Niven (2008)
[29]

Paxton,
MacDonald,
Allott, Mitford,
Proctor & Smith
(2001) [30]

England

Quinlivan et al
(2014) [16]

England

Saini, While,
Chantler,
Windfuhr &
Kapur (2014) [38]

England

Country

Scotland

Setting

Sample
Total (n)

General practices in | 28

Nottingham

General practices in | 70

Nottingham

Psychiatric in-
patient setting

General practice

Hospitals across
England

General practice

63

34

6442

480

Sample characteristics

GPs

GPs

12 psychiatrists, 51
nurses

GPs

Patients

291 patients, 198 GPs

Design/
Method

Qualitative,
cross-sectional,
focus groups

Quantitative,
cross-sectional,
survey

Quantitative,
cross-sectional,
survey

Quantitative,
intervention,
survey

Quantitative,
cross-sectional,
audit

Quantitative,
cross-sectional,
audit of patient
records and
interviews with
GPs

Aim

To explore general GP
views and experiences
of assessing suicidal
young people

To examine the
expertise of GPs in
assessing, suicidal
young people

To explore the factors
that influence
judgements regarding
suicide risk

To determine whether
the beliefs and practice
of assessing suicide risk
by GPs can be changed
using a guidance
manual

To investigate the use of
risk assessments
following self-harm

To examine risk
assessment in primary
and secondary care

Main Findings

« GPs stated they found it
difficult to identify
warning signs accurately
and to distinguish between
signs of imminent suicide
risk and changes in affect
and behaviour they
deemed to be a part of
‘normal adolescence’ or a
‘cry for help’.

» GPs expressed concern
about the usefulness and
acceptability of risk
assessment tools.

« Most GPs were unaware
of any published guidelines
(local, national, or
international) on suicide
prevention.

* 44% of GPs felt confident
in screening for risk
factors, 13% did not. 35%
reported confidence in
using suicide risk
assessment tools.

« Risk judgments across
the same patient at two
different time points were
significantly different.

« Psychiatrists were more
likely to use patient
diagnosis as a predictor of
suicide than nurses.

« Changes in GPs
perception of assessing
suicide risk and the role
they play in suicide
prevention were found in
the intervention group.

« In most hospitals there
was a protocol or guideline
in place for the immediate
assessment of suicide risk
for patients who presented
with self-harm in the
emergency department.

« Unvalidated locally
developed proformas were
the most used instruments.

« Only one in four
practices had written
policies regarding suicide
or self-harm and one in
five of those practices were
unable to provide any
specific information about
what policies they
followed.

« Lack of training for
suicide risk assessments in
primary care.

(Continued)
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Table 1. (Continued)

Sample
Author/year Country |Setting Total (n) |Sample characteristics | Design/ Aim Main Findings
Method
Xanthopoulou, England | Emergency 28 28 patients Cross-sectional | To explore the « Formulaic assessments
Ryan, Lomas & Department interviews experiences of characterised by checklist
Mccabe (2021) psychosocial questions create a barrier
[34] assessment from the to trust, disclosure and

perspective of people
attending emergency
department with self-
harm and suicidality

listening. Patients report
feelings of being judged
and unworthy of help.

« Therapeutic
conversations that were
unscripted acknowledge
patients distress and foster
trust and disclosure.

https://doi.org/10.1371/journal.pone.0280789.t001

included studies were cross-sectional in design [11,14,16,25-29,31-39], except one which
states a quasi-experimental controlled before and after design [30].

Sample

characteristics. Two articles did not clearly report the sample characteristics and

are excluded from the following descriptive summaries [14,36]. Michail & Tait [33] and
Michail et al [28] report data taken from the same sample, therefore, as the larger sample, only

the sample

characteristics of the latter are discussed here. In total, data were gathered from

8159 participants (Table 2). This comprised 1011 healthcare practitioners and 62 categorised

as ‘other’ h

ealth professionals, 72 relatives and friends of people who have died by suicide, 11

social workers, 26 carers, and 6950 patients.

Table 2. Sample characteristics of included articles.

Sample Characteristic (n) |% of Studies
sample

Patients 6977 | 85.51% Bajaj et al [31], Haq et al [26], Kar & Prasad [27], Quinlivan et al [16], Saini et al [38], Xanthopoulou
et al [34], Graney et al [37]

GPs 460 |5.64% Bajaj et al [31], Buckingham et al [35], Chandler et al [32], Leavey et al [11], McClatchey et al [37],
Michail et al [28], Paxton et al [30], Saini et al [38]

Nurses 164 |2.01% Buckingham et al [35], McClatchey et al [37], Paterson et al [29], Graney et al [39]

Clinical directors 159 | 1.95% Davies et al [25]

Relatives and friends of people who have |72 | 0.88% Leavey et al [11]

died by suicide

Doctors 66 0.81% McClatchey et al [37], Graney et al [39]

Other healthcare professionals 62 0.76% Graney et al [39]

Clinical managers 48 | 0.59% Graney et al [39]

Psychiatrists 39 0.48% Buckingham et al [35], Paterson et al [29], Graney et al [39]

Psychologists 36 | 0.44% Buckingham et al [35], Graney et al [39]

Carers 26 0.32% Graney et al [39]

Psychiatric nurses 21 | 0.26% Buckingham et al [35]

Social Workers 11 0.13% Buckingham et al [35], Graney et al [39]

Consultants 10 0.12% McClatchey et al [37]

Occupational therapists 7 0.09% Graney et al [39]

Physician associate in emergency 1 0.01% McClatchey et al [37]

medicine

Total 8159 | 100%

https://doi.org/10.1371/journal.pone.0280789.t002
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The largest sub-sample of participants were patients (n = 6977), representing 85.51% of the
total sample. Of this sub-sample, data were gathered from 6821 patients via audits of medical
records [14,24,36,43], 27 patients by survey [37], and 129 patients by interview [31,34].

Results synthesis

The extent of suicide risk assessments. There was variation across studies in terms of
how widely SRAs were reported to be used in practice. For example, Bajaj et al reported that
approximately 93% of GPs stated that they sometimes screen for suicidal ideation in distressed
patients [31]. McClatchey et al [37] reported 68.6% of emergency department healthcare prac-
titioners from 51 emergency departments across Scotland used an SRA tool and 31.4% did
not. Of those who use a risk assessment tool, 51.4% stated that it was required by their
employer, 37.1% stated it was not, and 11.4% did not know. Further to this, seven of the partic-
ipating emergency departments had healthcare practitioners who disagreed as to whether an
SRA tool was required, indicating a lack of consistency and confusion within departments
[37]. Graney et al [39] found 94% of participating NHS mental health organisations used SRA
tools to determine decisions about management and 39% used locally developed tools. The
experiences of patients in one emergency department ranged from formulaic checklist SRAs
to therapeutic conversations [34]. Haq et al [26] found suicide risk factors and suicidal intent
identified in patients were poorly documented, finding that the mental state examinations con-
ducted were not documented in all the 25 cases included in their study.

Approaches to suicide risk assessment. A variety of SRA tools and means for determin-
ing suicide risk were reported across studies. Unvalidated, locally developed, SRA tools and
proformas were the most commonly reported means of assessing risk [16,37,39]. The SAD
PERSONS scale was used in 28.1% of emergency departments making it the most widely used
questionnaire scale to assess risk [16].

Some NHS mental health organisations approached suicide risk assessments through the
use of a formulaic checklist style assessment which many patients noted leaving them feeling
like their lives did not matter and feeling hopeless about the future [34]. Patients talked about
the focus on risk and form filling resulting in them feeling judged, losing trust in services, and
not feeling safe when discharged [34]. Other patients’ experiences of SRAs in NHS mental
health organisations centred around a therapeutic conversation which helped patients feel lis-
tened to and they felt their distress acknowledged and reduced from the experience [34].
Healthcare practitioners tended to use patients’ past behaviour and psychiatric status to inform
their SRAs, as well as their own initial reactions to the patient [35]. In another study, GPs
talked about the importance of gaining an understanding of the patient’s wider life circum-
stance [32]. Some healthcare practitioners reported considering depression, care-setting post
discharge, and suicidal ideation at last contact with primary care when conducting an SRA
[38]. The practitioners’ own reactions to the patient’s appearance and behaviour were also
often taken into consideration when conducting a risk assessment. For example, perceptions
that a patient looked ‘dishevelled’ or ‘well kept’ would impact on the assessment of the level of
risk for that patient [35]. Increased suicide risk was associated with hopelessness by practition-
ers due to hopelessness being a key component of depression and questions pertaining to
depression are common in suicide risk assessment [27,35].

During consultations, some psychiatrists asked patients to confirm they are not suicidal by
asking questions such as “you’re not feeling suicidal are you?”, and patients were significantly
more likely to say agree with this negatively framed question (i.e., that they were not suicidal)
[36]. Patients who respond to these types of questions with narrative answers, rather than a yes
or no, are problematic for SRAs because it does not define risk in an unambiguous way which
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then maps to a specific risk category. Hence, the practitioner pursues a yes or no response
from the patient following the narrative response [36]. Patients responded with a narrative in
approximately one quarter of cases indicating that the forced choice of binary ‘yes’ or ‘no’
questions is problematic for the patient and does not encourage open discussion about their
suicide-related experiences [36].

Perceptions of suicide risk assessment by healthcare practitioners, patients, carers, rela-
tives and friends of people who have died by suicide. There was evidence of some misper-
ceptions of suicide risk and concerns that asking about suicide could precipitate suicidal
behaviours particularly in those at highest risk. For example, approximately 67% of suicides
examined by Kar & Prasad [27] were viewed by healthcare practitioners as not being prevent-
able. There is evidence of a belief amongst some practitioners that talking to their patients
about suicide may in some way lead to them acting on suicidal feelings or thoughts, and that
screening for suicide risk could put ideas of suicide in a patient’s head [31]. These concerns
were particularly evident when discussing treatment of young people [28]. In addition, one
quarter of the 101 patients from general practices in North London who responded to a survey
examining attitudes towards screening for suicidality did not like being asked about suicide
[31]. One in five of these patients also believed that talking about suicide in primary care may
increase the likelihood of self-harm [31]. Patients were critical of the SRA process stating there
is inconsistency between approaches taken in mental health organisations, with 44% describ-
ing risk assessments as being impersonal and feeling that their views were disregarded [39].
Thirty-three per cent were not aware a SRA tool was being used during their meeting and
another 33% were not provided with information about crisis management [39]. On the other
hand, 52% of patients felt like they were listened to by a healthcare practitioner and 45% of car-
ers felt like their views were acknowledged [39].

Some practitioners considered the questions included in SRAs to be insensitive and stated
that they find more appropriate ways of determining if a patient is having suicidal thoughts or
feelings, although no details were provided about these alternatives [11]. Finding the most
appropriate way to ask young people about suicide was identified by GPs as challenging, espe-
cially if the young person was accompanied by a care-giver whose presence can prevent the
young person from being open about the extent of their suicidal thoughts and feelings [33].
Some healthcare practitioners reported using a risk assessment tool to aid their memory dur-
ing consultations and to provide some structure but they did not use the scoring system to
determine risk [37]. Many practitioners were aware that SRA tools are flawed [28,33,37] and
many discussed that their clinical judgment is the best means of making a decision in the
absence of a robust SRA tool [37]. GPs discussed relying on ‘gut feeling’ about patients,
described as a mixture of intuition and experiential learning, to determine risk of suicide [32].

Variations between healthcare professionals. There were differences in how SRAs were
conducted and how risk was determined across practitioners, for example, there was evidence
that doctors are more likely to assign higher levels of risk compared to nurses [14] and psychia-
trists being more likely to use patients’ mental health diagnosis as a predictor of suicide than
nurses [29]. In addition to this, Paterson et al. [29] highlight that for 42% of psychiatrists, and
78% of nurses, risk judgements for the same patient case across two different time points were
significantly different. Studies reporting healthcare practitioner confidence in screening for
risk of suicide provided conflicting accounts. Some mental health practitioners (doctors and
nurses), social workers, and GPs, had substantial confidence in their estimations [14,32], whilst
other GPs had a lack of confidence in recognising suicidal thoughts and feelings in patients
[11]. Elsewhere, Michail et al [28] state 44% of GPs felt confident in screening for risk factors
and 35% reported confidence in using SRA tools. There was substantial variation between
healthcare professionals in their confidence and level of risk assigned during SRAs.
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Perceived barriers to effective suicide risk assessment. A significant barrier discussed by
GPs when conducting an SRA was the time pressure during consultations [31], which was
regarded as a key barrier to building trust with patients when trying to talk about suicide [11].
The time-consuming nature of SRAs make them difficult to complete within routine GP con-
sultations, which are typically limited to 10 minutes [11]. GPs also identified the questions
specified by SRAs as a barrier when attempting to engage therapeutically with patients [11].
The time needed to do a SRA was also discussed as a barrier by healthcare practitioners in
NHS mental health organisations [39]. Cultural and language barriers were highlighted by
patients who commented on the stigma that surrounds suicide in some religious and cultural
contexts, and suggested that GPs should be more sensitive to this when asking about suicide
[31].

Many healthcare practitioners perceived that some patients withhold information that
would influence their suicide-risk categorisation [35]. Relatives of people who had died by sui-
cide acknowledged that GPs’ assessment of risk is founded on the patient’s communication of
how they are feeling and their intentions, and described their relative’s refusal to ‘open up’ to
their GP [11]. Some practitioners reported finding it difficult to identify and distinguish signs
of suicide risk and differentiate them from a ‘cry for help’ [32,33]. In this case, a ‘cry for help’
was viewed as a patient who is in distress but is not at risk of suicide. GPs discussed deliberat-
ing the extent to which a patient who is self-harming is truly suicidal or if they are using self-
harm as a coping mechanism without the intention to die by suicide [32]. Leavey et al. [11]
found that relatives of people who had died by suicide felt that GPs failed to recognise the
potential significance of an unusual visit from a patient expressing feelings of depression.
Some GPs also report feeling overwhelmed by the demand for sick notes and psychiatric medi-
cation and suspect that some patients express suicidal intent when they are not at risk of sui-
cide as a means of securing these outcomes [11].

Suicide risk assessment guidance and training. There is a lack of guidance and training
regarding suicide prevention amongst healthcare practitioners. Approximately 60% of GPs
were unaware of published suicide prevention guidelines (including local, national or interna-
tional guidance) [28]. Quinlivan et al. [16] reported that 28 of 32 surveyed hospitals had no
protocol or guidelines in place for the immediate assessment of suicide risk. Approximately
60% of GPs in one study had not received any formal training in how to assess suicide risk in
patients [31]. During research interviews, practitioners talked about receiving little to no sui-
cide risk assessment training despite almost daily contact with patients experiencing suicidality
[37]. Davies et al [25] reported that 76% of surveyed NHS trusts provided training to junior
psychiatrists on suicide risk assessment and half provided this training to community psychiat-
ric or ward nurses. This training was not compulsory and so attendance at these sessions were
often low as staff were unable to take time away from their clinical duties [25]. Practitioners in
Kar and Prasad’s (2019) study, however, described that better staff training in conducting
SRAs and closer supervision of patients could have made suicides less likely [27].

In terms of written suicide prevention guidance, Davies et al [25] reported variations
between NHS trusts in England and Wales in the existence of written policies pertaining to
assessing risk of suicide in patients. In addition, Saini et al [38] reported one in four primary
care practices had written policies for GPs to follow regarding SRA and it was also reported
that one in five of those practices were unable to provide any specific information about what
policies they currently follow. Paxton et al. [30] demonstrated that improvements in SRA prac-
tice could be brought about by a relatively short intervention such as the introduction of guid-
ance for practitioners. There was substantial variation in the existence of suicide prevention
guidance and policies, and staff training in suicide risk assessments, in the reviewed studies,
with evidence of limited-to-no written risk assessment policies and low uptake of training.
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Discussion

A large proportion of individuals who die by suicide contact healthcare practitioners and local
health services in the year prior to their death [3-5]. Suicide is one of the most preventable
forms of death, as it is highly associated with psychological factors (i.e. the formation of inten-
tions to take one’s own life) [40]. Therefore, there are opportunities for early intervention and
the identification of high-risk individuals when they come into contact with healthcare staff
and clinical services. The present scoping review aimed to examine the extent and range of evi-
dence relating to how suicide risk assessments (SRAs) are conducted and experienced in the
UK by healthcare practitioners, patients, carers, relatives, and friends of people who have died
by suicide. The findings of this review allow insight into the everyday challenges in clinical
practice related to predicting suicide. Suicide risk is not static, indeed ‘risk’ may fluctuate over
time in terms of severity and in relation to other external influences (e.g., life stress). This and
the low accuracy of risk assessment tools means assessment presents difficulties for healthcare
practitioners. We identified evidence of a lack of training for practitioners around how to
assess risk of suicide and variation in their knowledge of suicide prevention guidance
[25,31,37]. The poor documentation of risk factors and suicidal ideation in patient records
identified by Haq et al [26] may be a reflection of this inadequate training in and guidance for
risk assessment and suicide prevention. A key message from this scoping review is the incon-
sistency across which assessments are used and how they are used by healthcare practitioners
in the UK [16,37,39]. This is in contrast to NICE guidance which explicitly states ‘All staff who
work with people of any age who self-harm should have training specific to their role so that
they can provide care and treatment outlined in this guideline’ [12].

The limited time that many healthcare practitioners have to spend with patients presents a
challenge to conducting safe, effective, and thorough suicide risk assessments. The time pres-
sure on practitioners being a main barrier to building trust and developing effective communi-
cation with patients is consistent with findings from studies with healthcare staff working in
the UK, USA, Australia, Canada, France, Germany, the Netherlands, New Zealand, Sweden
and Norway, many of whom report feeling dissatisfied with the time they have for patient con-
sultations [41]. Brief consultations are likely to have negative impacts on the provision of
healthcare, undermine the effectiveness of risk assessments, and may contribute to healthcare
practitioner stress [42]. However, Xanthopoulou et al (2021) identified that ‘therapeutic inter-
actions’, acknowledging the distress of patients accessing Emergency Departments in England,
supported people into feeling their life mattered and encouraged hope for the future [34]. This
is in itself a type of intervention that takes place even in short time frames and may offer a
more effective and safer means of supporting those in crisis compared to the widely used SRA
measures and proformas commonly used in NHS trusts.

Unvalidated, locally developed, SRA tools were found to be the most widely used way of
assessing risk, with the SAD PERSONS being the most widely used scale in the reviewed litera-
ture reported here [6]. This is particularly problematic because the SAD PERSONS scale has
been shown to be no better than chance when predicting suicide within 6 months and should
not be used in isolation [43,44]. Other unvalidated tools and healthcare practitioners’ own
clinical judgement were commonly reported as being used during SRAs. Supported by NICE
guidelines, there is a move towards SRAs being approached holistically, included the use of
clinical judgement which is ideally informed by evidence, knowledge of risk factors, and clini-
cians’ own experience [12,45]. There were indications of some practitioners using clinical
judgement and holistic approaches to assess risk in patients [32,35], although this was only
explored in one study conducted by Xanthopoulou et al. [34].
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It is problematic that some healthcare practitioners avoid asking patients about suicide
through fear that it will incite patients to act on their suicidal thoughts and feelings, despite
such assumptions not being supported by data [46,47]. Again, a lack of confidence may also
play a role here, if practitioners feel unsure about how to respond to a patient disclosing sui-
cidal ideation they may avoid asking questions about suicide [18]. Improving healthcare prac-
titioner confidence with safely asking about suicidal experiences may be a target for further
training, particularly considering the UK NICE clinical recommendations that practitioner
training covers how to discuss suicidality and self-harm in an open way [12].

In some reviewed studies, some practitioners described deliberating over which of their
patients are ‘truly suicidal’, while others commented that they felt some patients exaggerated
distress to gain access to medication or a sick note [11,32]. The complex nature of suicidal
intent makes assessing risk difficult in all but the very clear cases, and there are potentially
lethal consequences to not getting such assessments right. Previous literature has discussed
patients falsely claiming suicidal intent in order to access services and conversely, denying sui-
cidal intent to avoid psychiatric treatment or involuntary hospitalization [48]. Patients whom
healthcare practitioners suspect of exaggerating symptoms are less likely to receive treatment
and most likely to present with suicidal ideation [49]. There is a misconception that a person
cannot hold both suicidal ideation and a desire to live simultaneously, and consequently prac-
titioners who approach suicide risk assessments with the dichotomy of who is or is not suicidal
in mind, an approach encouraged by many SRA tools, will find the task more challenging [50].

Evaluation of the included articles

Most of the reviewed literature in the present scoping review was quantitative by nature. There
remains a lack of in-depth qualitative work that explores how patients, in particular, experi-
ence SRAs. There is an opportunity for improving the quality and delivery of these risk assess-
ments by understanding the experiences of all key stakeholders involved in SRAs. Indeed, only
two articles in the present review gathered data directly from patients [31,34]. Whilst it is
important to understand healthcare practitioners’” experiences and perspectives, the existing
literature presents a rather limited understanding of patient perspectives of SRAs. Understand-
ing patient perspectives and experiences of SRAs may complement existing knowledge from
practitioners’ perspectives and identify novel ways to conduct SRAs in a safe, collaborative,
and patient-focused manner.

It was notable that the SRAs detailed in the included articles lacked a focus on the protective
factors which may buffer against or reduce the risk of suicide. Instead, the assessments in the
reviewed studies tended to focus on broad risk factors which precipitate or worsen suicidality
(such as depressive symptoms). Factors such as perceived social support and life satisfaction
should be taken into account when assessing a patient’s risk of suicide because these factors
are known to moderate the association between depressive symptoms and suicidal ideation
[51]. The presence of such resilience factors may be important for the patient in terms of living
with suicidality and identifying those factors as part of an SRA could help to identify ways to
support suicide prevention efforts for the patient. Furthermore, cultural factors such as nation-
ality, ethnicity, and gender, have been found to play a substantial role in predicting suicide
attempts, therefore such socio-cultural factors could be protective against suicide [52] or iden-
tify more specific risk factors for suicide. Cultural factors are not generally included in risk
assessments and there is a limited understanding of protective factors and their role in deter-
mining a patient’s risk of suicide [53]. NICE guidance, however, states training for staff in car-
rying out assessments should include respecting and appreciating the cultural contexts of
people’s lives [12].
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Strengths and limitations

To the authors’ knowledge this is the first attempt to synthesize the evidence on this topic in
the UK. We conducted a systematic search of databases and abstract and full-text screening
were conducted independently and checked. This review draws on a range of evidence and
highlights gaps in the literature that require additional research to improve the success of
healthcare practitioners’ assessment of patients’ suicide risk. There are, however, some limita-
tions to acknowledge. We systematically searched several databases, including two grey litera-
ture databases, but it is possible that there is other unpublished work that could provide
further insight into the use of SRAs in UK healthcare services. The exclusion of seven studies
from the review, due to the authors not being contactable to provide additional information
about their study, means that potentially important contributions to this review may not have
been included in our synthesis of the literature. Based on the current review, caution needs to
be taken in generalising these findings across different parts of the UK healthcare system. The
majority of the included studies examined general practice and there is patchy sampling of
other parts of the healthcare system in terms of suicide risk assessments.

Clinical implications

Based on this scoping review, there are avenues for development in clinical practice in relation
to assessing the risk of suicide. Firstly, it is possible to improve the experience of people being
assessed for risk of suicide without requiring additional resources by taking a more therapeutic
conversational approach, as discussed by Xanthopoulou et al [34]. The development of train-
ing and guidance around how to introduce the topic of suicide with patients, and talk sensi-
tively about suicide in a timely manner, would appear to be particularly beneficial for many
healthcare practitioners and may increase their confidence in conducting SRAs. Secondly, gen-
eral training around applying NICE guidance for assessing risk of suicide in a holistic way,
without a reliance on a SRA tool, to real life scenarios as part of clinical training would support
healthcare practitioners in developing their confidence in assessing risk [54]. There also is a
clear case for the increased involvement of patients, carers, relatives and friends of people who
have died by suicide for collaborative development of care management plans in line with
NICE guidance [12].

Conclusion

This review reported the extent and range of published evidence related to how suicide risk
assessments (SRAs) are conducted and experienced by healthcare practitioners, patients, car-
ers, relatives and friends of people who have died by suicide in the UK. How these SRAs are
actually used and experienced by healthcare staff (including their training in their use), partic-
ularly from the perspective of people experiencing suicidality, is not clear based on this review
but may be important to study further. This review has highlighted considerable variation in
the literature in terms of how SRAs are conducted in practice (e.g., the types of SRA that are
used and how they are implemented), a lack of staff training and awareness of suicide preven-
tion guidance, as well as various potential barriers to the successful use of SRAs (e.g., limited
time during consultations, culture-specific considerations), including healthcare practitioner
concerns about asking patients questions about suicide-related experiences. There is a need for
consistency in how suicide risk is assessed across and within healthcare settings in the UK.
There is also a case for a greater inclusion of the patient perspective in research exploring
SRAs and how these are administered in practice. Without a more balanced and nuanced
understanding of how SRAs are conducted, how they are experienced by healthcare practition-
ers, patients, carers, relatives and friends of people who have died by suicide, it is difficult to
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develop more effective means of assessing and supporting those at high risk. The early identifi-
cation of those at increased risk is crucial as research indicates that a therapeutic interaction
with a healthcare practitioner can reduce risk for a person experiencing suicidal thoughts and
feelings by reducing distress [34]. An in-depth exploration of patient experiences of these
assessments could facilitate this understanding, identify improvements to existing risk assess-
ment tools and policies, inform more evidence-based training for healthcare practitioners, and
ultimately improve the effectiveness of risk assessments for suicide.

Supporting information

S1 Checklist. PRISMA scoping review checklist.
(DOCX)

Author Contributions

Conceptualization: Sophia E. Fedorowicz, Robert C. Dempsey, Naomi Ellis, Elliott Phillips,
Christopher Gidlow.

Data curation: Sophia E. Fedorowicz, Elliott Phillips.

Investigation: Sophia E. Fedorowicz, Elliott Phillips.

Methodology: Sophia E. Fedorowicz, Robert C. Dempsey, Naomi Ellis, Christopher Gidlow.
Supervision: Robert C. Dempsey, Naomi Ellis, Christopher Gidlow.

Validation: Sophia E. Fedorowicz, Robert C. Dempsey, Elliott Phillips.

Writing - original draft: Sophia E. Fedorowicz, Elliott Phillips.

Writing - review & editing: Robert C. Dempsey, Christopher Gidlow.

References

1. World Health Organization (WHO). Suicide worldwide in 2019: global health estimates. World Heal
Organ [Internet]. 2021 [cited 2022 Feb 25];Licence: CC BY-NC-SA 3.0 IGO. Available from: https://
apps.who.int/iris/rest/bitstreams/1350975/retrieve.

2. United Nations. Goal 3 | Department of Economic and Social Affairs [Internet]. [cited 2022 Feb 25].
Available from: https://sdgs.un.org/goals/goal3.

3. Leavey G, Rosato M, Galway K, Hughes L, Mallon S, Rondon J. Patterns and predictors of help-seeking
contacts with health services and general practitioner detection of suicidality prior to suicide: a cohort
analysis of suicides occurring over a two-year period. BMC Psychiatry 2016 161 [Internet]. 2016 Apr 30
[cited 2021 Oct 15]; 16(1):1-8. Available from: https://link.springer.com/articles/10.1186/s12888-016-
0824-7.

4. Luoma JB, Martin CE, Pearson JL. Contact with mental health and primary care providers before sui-
cide: A review of the evidence. American Journal of Psychiatry. 2002. https://doi.org/10.1176/appi.ajp.
159.6.909 PMID: 12042175

5. John A, Delpozo-Banos M, Gunnell D, Dennis M, Scourfield J, Ford D V., et al. Contacts with primary
and secondary healthcare prior to suicide: case—control whole-population-based study using person-
level linked routine data in Wales, UK, 2000—2017. Br J Psychiatry [Internet]. 2020 Dec 1 [cited 2022
Mar 1]; 217(6):717-24. Available from: https://www.cambridge.org/core/journals/the-british-journal-of-
psychiatry/article/contacts-with-primary-and-secondary-healthcare-prior-to-suicide-casecontrol-
wholepopulationbased-study-using-personlevel-linked-routine-data-in-wales-uk-20002017/
8AB097902BA78C0061211B348805CCAO. https://doi.org/10.1192/bjp.2020.137 PMID: 32744207

6. Patterson WM, Dohn HH, Bird J, Patterson GA. Evaluation of suicidal patients: The SAD PERSONS
scale. Psychosomatics. 1983; 24(4).

7. Velupillai S, Hadlaczky G, Baca-Garcia E, Gorrell GM, Werbeloff N, Nguyen D, et al. Risk Assessment
Tools and Data-Driven Approaches for Predicting and Preventing Suicidal Behavior. Front Psychiatry

PLOS ONE | https://doi.org/10.1371/journal.pone.0280789 February 2, 2023 15/18


http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0280789.s001
https://apps.who.int/iris/rest/bitstreams/1350975/retrieve
https://apps.who.int/iris/rest/bitstreams/1350975/retrieve
https://sdgs.un.org/goals/goal3
https://link.springer.com/articles/10.1186/s12888-016-0824-7
https://link.springer.com/articles/10.1186/s12888-016-0824-7
https://doi.org/10.1176/appi.ajp.159.6.909
https://doi.org/10.1176/appi.ajp.159.6.909
http://www.ncbi.nlm.nih.gov/pubmed/12042175
https://www.cambridge.org/core/journals/the-british-journal-of-psychiatry/article/contacts-with-primary-and-secondary-healthcare-prior-to-suicide-casecontrol-wholepopulationbased-study-using-personlevel-linked-routine-data-in-wales-uk-20002017/8AB097902BA78C0061211B348805CCA0
https://www.cambridge.org/core/journals/the-british-journal-of-psychiatry/article/contacts-with-primary-and-secondary-healthcare-prior-to-suicide-casecontrol-wholepopulationbased-study-using-personlevel-linked-routine-data-in-wales-uk-20002017/8AB097902BA78C0061211B348805CCA0
https://www.cambridge.org/core/journals/the-british-journal-of-psychiatry/article/contacts-with-primary-and-secondary-healthcare-prior-to-suicide-casecontrol-wholepopulationbased-study-using-personlevel-linked-routine-data-in-wales-uk-20002017/8AB097902BA78C0061211B348805CCA0
https://www.cambridge.org/core/journals/the-british-journal-of-psychiatry/article/contacts-with-primary-and-secondary-healthcare-prior-to-suicide-casecontrol-wholepopulationbased-study-using-personlevel-linked-routine-data-in-wales-uk-20002017/8AB097902BA78C0061211B348805CCA0
https://doi.org/10.1192/bjp.2020.137
http://www.ncbi.nlm.nih.gov/pubmed/32744207
https://doi.org/10.1371/journal.pone.0280789

PLOS ONE

How is suicide risk assessed in healthcare settings in the UK?

10.

11.

12

13.

14.

15.

16.

17.

18.

19.

20.

21.

22,

23.

24,

25.

26.

27.

28.

[Internet]. 2019 Feb 13 [cited 2020 Oct 22]; 10(FEB):36. Available from: https://www.frontiersin.org/
article/10.3389/fpsyt.2019.00036/full. https://doi.org/10.3389/fpsyt.2019.00036 PMID: 30814958

Carter G, Milner A, McGill K, Pirkis J, Kapur N, Spittal MJ. Predicting suicidal behaviours using clinical
instruments: Systematic review and meta-analysis of positive predictive values for risk scales. Vol.
210, British Journal of Psychiatry. 2017. https://doi.org/10.1192/bjp.bp.116.182717 PMID: 28302700

Large MM, Ryan CJ, Carter G, Kapur N. Can we usefully stratify patients according to suicide risk?
BMJ. 2017;359. https://doi.org/10.1136/bmj.j4627 PMID: 29042363

James SL, Abate D, Abate KH, Abay SM, Abbafati C, Abbasi N, et al. Global, regional, and national inci-
dence, prevalence, and years lived with disability for 354 diseases and injuries for 195 countries and ter-
ritories, 1990-2017: a systematic analysis for the Global Burden of Disease Study 2017. Lancet
[Internet]. 2018 Nov 10 [cited 2020 Oct 22]; 392(10159):1789-858. Available from: https:/linkinghub.
elsevier.com/retrieve/pii/S0140673618322797. https://doi.org/10.1016/S0140-6736(18)32279-7 PMID:
30496104

Leavey G, Mallon S, Rondon-Sulbaran J, Galway K, Rosato M, Hughes L. The failure of suicide preven-
tion in primary care: Family and GP perspectives—a qualitative study. BMC Psychiatry. 2017; 17(1).

NICE. Self-harm in over 8s management. Nice. 2011; 119(November):1420-8.

Berman NC, Tung ES, Matheny N, Cohen IG, Wilhelm S. Clinical decision making regarding suicide
risk: Effect of patient and clinician age. Death Stud. 2015 Feb 27; 40(5):269-74. https://doi.org/10.
1080/07481187.2015.1128498 PMID: 26677913

Gale TM, Hawley CJ, Butler J, Morton A, Singhal A. Perception of suicide risk in mental health profes-
sionals. PLoS One. 2016; 11(2). https://doi.org/10.1371/journal.pone.0149791 PMID: 26909886

Kendall T, Taylor C, Bhatti H, Chan M, Kapur N. Longer term management of self harm: Summary of
NICE guidance. Vol. 343, BMJ (Online). 2011. https://doi.org/10.1136/bmj.d7073 PMID: 22113565

Quinlivan L, Cooper J, Steeg S, Davies L, Hawton K, Gunnell D, et al. Scales for predicting risk following
self-harm: An observational study in 32 hospitals in England. BMJ Open. 2014; 4(5). https://doi.org/10.
1136/bmjopen-2013-004732 PMID: 24793255

Raymond G. Grammar and social organization: Yes/no interrogatives and the structure of responding.
Am Sociol Rev. 2003; 68(6).

Cole-King A, Lepping P. Suicide mitigation: Time for a more realistic approach. Vol. 60, British Journal
of General Practice. 2010. https://doi.org/10.3399/bjgp10X482022 PMID: 20040159

Nicaise P, Giacco D, Soltmann B, Pfennig A, Miglietta E, Lasalvia A, et al. Healthcare system perfor-
mance in continuity of care for patients with severe mental iliness: A comparison of five European coun-
tries. Vol. 124, Health Policy. Elsevier Ireland Ltd; 2020. p. 25-36.

Jarvis T, Scott F, El-Jardali F, El-Jardali F, Alvarez E. Defining and classifying public health systems: A
critical interpretive synthesis. Heal Res Policy Syst [Internet]. 2020 Jun 16 [cited 2020 Dec 11]; 18(1):1—
12. Available from: https://link.springer.com/articles/10.1186/s12961-020-00583-z. https://doi.org/10.
1186/s12961-020-00583-z PMID: 32546163

Munn Z, Peters MDJ, Stern C, Tufanaru C, McArthur A, Aromataris E. Systematic review or scoping
review? Guidance for authors when choosing between a systematic or scoping review approach. BMC
Med Res Methodol [Internet]. 2018 Nov 19 [cited 2021 Jun 28]; 18(1):1-7. Available from: https://doi.
org/10.1186/s12874-018-0611-x.

Arksey H, O’Malley L. Scoping studies: Towards a methodological framework. Int J Soc Res Methodol
Theory Pract. 2005; 8(1).

Tricco AC, Lillie E, Zarin W, O’'Brien KK, Colquhoun H, Levac D, et al. PRISMA extension for scoping
reviews (PRISMA-ScR): Checklist and explanation. Ann Intern Med. 2018 Oct 2; 169(7):467-73.
https://doi.org/10.7326/M18-0850 PMID: 30178033

Fedorowicz S. How is suicide risk assessed in the UK. 2019 Nov 15 [cited 2022 Feb 25]; Available from:
https://osf.io/dv5zq.

Davies S, Amos T, Appleby L. How much risk training takes place in mental health services?: A national
survey of training and policies. Psychiatr Bull. 2001; 25(6).

Ul Haqg S, Subramanyam D, Agius M. Assessment of self harm in an accident and emergency service—
The development of a proforma to assess suicide intent and mental state in those presenting to the
emergency department with self harm. In: Psychiatria Danubina. 2010.

Kar N, Prasad T. Suicide by psychiatric patients: Nature of risk, risk categorisation and preventability.
Med Sci Law. 2019; 59(4):255-64. https://doi.org/10.1177/0025802419867507 PMID: 31378145

Michail M, Tait L, Churchill D. General practitioners’ clinical expertise in managing suicidal young peo-
ple: Implications for continued education. Prim Heal Care Res Dev. 2017; 18(5). https://doi.org/10.
1017/51463423617000299 PMID: 28535842

PLOS ONE | https://doi.org/10.1371/journal.pone.0280789 February 2, 2023 16/18


https://www.frontiersin.org/article/10.3389/fpsyt.2019.00036/full
https://www.frontiersin.org/article/10.3389/fpsyt.2019.00036/full
https://doi.org/10.3389/fpsyt.2019.00036
http://www.ncbi.nlm.nih.gov/pubmed/30814958
https://doi.org/10.1192/bjp.bp.116.182717
http://www.ncbi.nlm.nih.gov/pubmed/28302700
https://doi.org/10.1136/bmj.j4627
http://www.ncbi.nlm.nih.gov/pubmed/29042363
https://linkinghub.elsevier.com/retrieve/pii/S0140673618322797
https://linkinghub.elsevier.com/retrieve/pii/S0140673618322797
https://doi.org/10.1016/S0140-6736%2818%2932279-7
http://www.ncbi.nlm.nih.gov/pubmed/30496104
https://doi.org/10.1080/07481187.2015.1128498
https://doi.org/10.1080/07481187.2015.1128498
http://www.ncbi.nlm.nih.gov/pubmed/26677913
https://doi.org/10.1371/journal.pone.0149791
http://www.ncbi.nlm.nih.gov/pubmed/26909886
https://doi.org/10.1136/bmj.d7073
http://www.ncbi.nlm.nih.gov/pubmed/22113565
https://doi.org/10.1136/bmjopen-2013-004732
https://doi.org/10.1136/bmjopen-2013-004732
http://www.ncbi.nlm.nih.gov/pubmed/24793255
https://doi.org/10.3399/bjgp10X482022
http://www.ncbi.nlm.nih.gov/pubmed/20040159
https://link.springer.com/articles/10.1186/s12961-020-00583-z
https://doi.org/10.1186/s12961-020-00583-z
https://doi.org/10.1186/s12961-020-00583-z
http://www.ncbi.nlm.nih.gov/pubmed/32546163
https://doi.org/10.1186/s12874-018-0611-x
https://doi.org/10.1186/s12874-018-0611-x
https://doi.org/10.7326/M18-0850
http://www.ncbi.nlm.nih.gov/pubmed/30178033
https://osf.io/dv5zq
https://doi.org/10.1177/0025802419867507
http://www.ncbi.nlm.nih.gov/pubmed/31378145
https://doi.org/10.1017/S1463423617000299
https://doi.org/10.1017/S1463423617000299
http://www.ncbi.nlm.nih.gov/pubmed/28535842
https://doi.org/10.1371/journal.pone.0280789

PLOS ONE

How is suicide risk assessed in healthcare settings in the UK?

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42,

43.

44.

45.

46.

47.

Paterson B, Dowding D, Harries C, Cassells C, Morrison R, Niven C. Managing the risk of suicide in
acute psychiatric inpatients: A clinical judgement analysis of staff predictions of imminent suicide risk. J
Ment Heal. 2008; 17(4):410-23.

Paxton R, MacDonald F, Allott R, Mitford P, Proctor S, Smith M. Improving general practitioners’
assessment and management of suicide risk. Int J Health Care Qual Assur. 2001; 14(3). https://doi.org/
10.1108/09526860110391630 PMID: 11436749

Bajaj P, Borreani E, Ghosh P, Methuen C, Patel M, Crawford MJ. Screening for suicidal thoughts in pri-
mary care: The views of patients and general practitioners. Ment Health Fam Med. 2008; 5(4). PMID:
22477874

Chandler A, King C, Burton C, Platt S. General practitioners’ accounts of patients who have self-
harmed: A qualitative, observational study. Crisis. 2016; 37(1). https://doi.org/10.1027/0227-5910/
a000325 PMID: 26572907

Michail M, Tait L. Exploring general practitioners’ views and experiences on suicide risk assessment
and management of young people in primary care: A qualitative study in the UK. BMJ Open. 2016; 6(1).
https://doi.org/10.1136/bmjopen-2015-009654 PMID: 26758263

Xanthopoulou P, Ryan M, Lomas M, Mccabe R. Psychosocial assessment in the Emergency Depart-
ment: The experiences of people presenting with self-harm and suicidality. Cris J Cris Interv Suicide
Prev [Internet]. 2021 [cited 2022 Feb 28]; Available from: http://openaccess.city.ac.uk/.

Buckingham CD, Adams A, Mace C. Cues and knowledge structures used by mental-health profession-
als when making risk assessments. J Ment Heal [Internet]. 2008 Jun; 17(3):299-314. Available from:
http://ezproxy.staffs.ac.uk/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=
105689167&site=ehost-live.

McCabe R, Sterno |, Priebe S, Barnes R, Byng R. How do healthcare professionals interview patients to
assess suicide risk? BMC Psychiatry 2017 171 [Internet]. 2017 Apr 4 [cited 2021 Oct 15]; 17(1):1-10.
Available from: https://link.springer.com/articles/10.1186/s12888-017-1212-7. https://doi.org/10.1186/
512888-017-1212-7 PMID: 28372553

McClatchey K, Murray J, Chouliara Z, Rowat A, Hauge SR. Suicide risk assessment in the emergency
department: An investigation of current practice in Scotland. Int J Clin Pract [Internet]. 2019 Apr;73(4):
N.PAG-N.PAG. Available from: http://ezproxy.staffs.ac.uk/login?url=http://search.ebscohost.com/login.
aspx?direct=true&db=rzh&AN=136129937&site=ehost-live. https://doi.org/10.1111/ijcp.13342 PMID:
30859674

Saini P, While D, Chantler K, Windfuhr K, Kapur N. Assessment and management of suicide risk in pri-
mary care. Crisis. 2014; 35(6). https://doi.org/10.1027/0227-5910/2000277 PMID: 25234744

Graney J, Hunt |, Quinlivan L, Rodway C, Turnbull P, Gianatsi M, et al. Suicide risk assessment in UK
mental health services: a national mixed-methods study. The Lancet Psychiatry [Internet]. 2020 Nov 12
[cited 2021 Jul 30]; 7(12):1046-53. Available from: https://www.research.manchester.ac.uk/portal/en/
publications/suicide-risk-assessment-in-uk-mental-health-services-a-national-mixedmethods-study
(be3698f8-cafb-4803-8ce0-9db179d84968).html. https://doi.org/10.1016/S2215-0366(20)30381-3
PMID: 33189221

O’connor RC, Nock MK. Article in The Lancet Psychiatry. 2014 [cited 2020 Oct 26];73. Available from:
http://dx.doi.org/10.1016/.

Osborn R, Moulds D, Schneider EC, Doty MM, Squires D, Sarnak DO. Primary care physicians in ten
countries report challenges caring for patients with complex health needs. Health Aff. 2015; 34(12).
https://doi.org/10.1377/hlthaff.2015.1018 PMID: 26643631

Irving G, Neves AL, Dambha-Miller H, Oishi A, Tagashira H, Verho A, et al. International variations in
primary care physician consultation time: A systematic review of 67 countries. Vol. 7, BMJ Open. 2017.

Katz C, Randall JR, Sareen J, Chateau D, Walld R, Leslie WD, et al. Predicting suicide with the SAD
PERSONS scale. Depress Anxiety. 2017; 34(9). https://doi.org/10.1002/da.22632 PMID: 28471534

Warden S, Spiwak R, Sareen J, Bolton JM. The SAD PERSONS Scale for Suicide Risk Assessment: A
Systematic Review. Vol. 18, Archives of Suicide Research. 2014. https://doi.org/10.1080/13811118.
2013.824829 PMID: 24884399

Bouch J, Marshall JJ. Suicide risk: Structured professional judgement. Adv Psychiatr Treat. 2005; 11
(2).

Dazzi T, Gribble R, Wessely S, Fear NT. Does asking about suicide and related behaviours induce sui-
cidal ideation? What is the evidence? Vol. 44, Psychological Medicine. 2014. https://doi.org/10.1017/
S0033291714001299 PMID: 24998511

Crawford MJ, Thana L, Methuen C, Ghosh P, Stanley S V., Ross J, et al. Impact of screening for risk of
suicide: Randomised controlled trial. Br J Psychiatry. 2011; 198(5). https://doi.org/10.1192/bjp.bp.110.
083592 PMID: 21525521

PLOS ONE | https://doi.org/10.1371/journal.pone.0280789 February 2, 2023 17/18


https://doi.org/10.1108/09526860110391630
https://doi.org/10.1108/09526860110391630
http://www.ncbi.nlm.nih.gov/pubmed/11436749
http://www.ncbi.nlm.nih.gov/pubmed/22477874
https://doi.org/10.1027/0227-5910/a000325
https://doi.org/10.1027/0227-5910/a000325
http://www.ncbi.nlm.nih.gov/pubmed/26572907
https://doi.org/10.1136/bmjopen-2015-009654
http://www.ncbi.nlm.nih.gov/pubmed/26758263
http://openaccess.city.ac.uk/
http://ezproxy.staffs.ac.uk/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=105689167&site=ehost-live
http://ezproxy.staffs.ac.uk/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=105689167&site=ehost-live
https://link.springer.com/articles/10.1186/s12888-017-1212-7
https://doi.org/10.1186/s12888-017-1212-7
https://doi.org/10.1186/s12888-017-1212-7
http://www.ncbi.nlm.nih.gov/pubmed/28372553
http://ezproxy.staffs.ac.uk/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=136129937&site=ehost-live
http://ezproxy.staffs.ac.uk/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=136129937&site=ehost-live
https://doi.org/10.1111/ijcp.13342
http://www.ncbi.nlm.nih.gov/pubmed/30859674
https://doi.org/10.1027/0227-5910/a000277
http://www.ncbi.nlm.nih.gov/pubmed/25234744
https://www.research.manchester.ac.uk/portal/en/publications/suicide-risk-assessment-in-uk-mental-health-services-a-national-mixedmethods-study(be3698f8-cafb-4803-8ce0-9db179d84968).html
https://www.research.manchester.ac.uk/portal/en/publications/suicide-risk-assessment-in-uk-mental-health-services-a-national-mixedmethods-study(be3698f8-cafb-4803-8ce0-9db179d84968).html
https://www.research.manchester.ac.uk/portal/en/publications/suicide-risk-assessment-in-uk-mental-health-services-a-national-mixedmethods-study(be3698f8-cafb-4803-8ce0-9db179d84968).html
https://doi.org/10.1016/S2215-0366%2820%2930381-3
http://www.ncbi.nlm.nih.gov/pubmed/33189221
http://dx.doi.org/10.1016/
https://doi.org/10.1377/hlthaff.2015.1018
http://www.ncbi.nlm.nih.gov/pubmed/26643631
https://doi.org/10.1002/da.22632
http://www.ncbi.nlm.nih.gov/pubmed/28471534
https://doi.org/10.1080/13811118.2013.824829
https://doi.org/10.1080/13811118.2013.824829
http://www.ncbi.nlm.nih.gov/pubmed/24884399
https://doi.org/10.1017/S0033291714001299
https://doi.org/10.1017/S0033291714001299
http://www.ncbi.nlm.nih.gov/pubmed/24998511
https://doi.org/10.1192/bjp.bp.110.083592
https://doi.org/10.1192/bjp.bp.110.083592
http://www.ncbi.nlm.nih.gov/pubmed/21525521
https://doi.org/10.1371/journal.pone.0280789

PLOS ONE

How is suicide risk assessed in healthcare settings in the UK?

48.

49.

50.

51.

52.

53.

54.

Freedenthal S. Challenges in assessing intent to die: Can suicide attempters be trusted? Omega J
Death Dying. 2007; 55(1). https://doi.org/10.2190/5867-6510-3388-3517 PMID: 17877081

Rumschik SM, Appel JM. Malingering in the psychiatric emergency department: Prevalence, predictors,
and outcomes. Psychiatr Serv. 2019; 70(2). https://doi.org/10.1176/appi.ps.201800140 PMID:
30526343

Maple M, Frey LM, McKay K, Coker S, Grey S. “Nobody Hears a Silent Cry for Help”: Suicide Attempt
Survivors’ Experiences of Disclosing During and After a Crisis. Arch Suicide Res. 2019.

Siegmann P, Teismann T, Fritsch N, Forkmann T, Glaesmer H, Zhang XC, et al. Resilience to suicide
ideation: A cross-cultural test of the buffering hypothesis. Clin Psychol Psychother. 2018; 25(1). https://
doi.org/10.1002/cpp.2118 PMID: 28853242

Chu J, Robinett EN, Ma JKL, Shadish KY, Goldblum P, Bongar B. Cultural versus classic risk and pro-
tective factors for suicide. Death Stud [Internet]. 2019 Jan; 43(1):56—61. Available from: http://ezproxy.
staffs.ac.uk/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=
135544845&site=ehost-live. https://doi.org/10.1080/07481187.2018.1430085 PMID: 29394156

Berman AL, Silverman MM. Near Term Suicide Risk Assessment: A Commentary on the Clinical Rele-
vance of Protective Factors. Arch Suicide Res. 2019. hitps://doi.org/10.1080/13811118.2019.1612804
PMID: 31079577

Kene P, Yee ET, Gimmestad KD. Suicide assessment and treatment: Gaps between theory, research,
and practice. https://doi.org/101080/0748118720181440034 [Internet]. 2018 Mar 16 [cited 2022 Mar 1];
43(3):164-72. Available from: https://www.tandfonline.com/doi/abs/10.1080/07481187.2018.1440034.
PMID: 29474113

PLOS ONE | https://doi.org/10.1371/journal.pone.0280789 February 2, 2023 18/18


https://doi.org/10.2190/5867-6510-3388-3517
http://www.ncbi.nlm.nih.gov/pubmed/17877081
https://doi.org/10.1176/appi.ps.201800140
http://www.ncbi.nlm.nih.gov/pubmed/30526343
https://doi.org/10.1002/cpp.2118
https://doi.org/10.1002/cpp.2118
http://www.ncbi.nlm.nih.gov/pubmed/28853242
http://ezproxy.staffs.ac.uk/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=135544845&site=ehost-live
http://ezproxy.staffs.ac.uk/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=135544845&site=ehost-live
http://ezproxy.staffs.ac.uk/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=135544845&site=ehost-live
https://doi.org/10.1080/07481187.2018.1430085
http://www.ncbi.nlm.nih.gov/pubmed/29394156
https://doi.org/10.1080/13811118.2019.1612804
http://www.ncbi.nlm.nih.gov/pubmed/31079577
https://doi.org/101080/0748118720181440034
https://www.tandfonline.com/doi/abs/10.1080/07481187.2018.1440034
http://www.ncbi.nlm.nih.gov/pubmed/29474113
https://doi.org/10.1371/journal.pone.0280789

