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Abstract 
 

Improving Implementation of Recommendations from Serious Adverse Incident (SAI) Reviews 

of Patient Deaths by Suicide: A Qualitative Analysis. 

Introduction: Suicides by mental health patients accounted for 28% of all suicides in the UK 

from 2006-2016. A Serious Adverse Incident (SAI) review and report are completed for every 

patient death, to identify recommendations which may assist in reducing future patient 

suicides.  

Aim: This study will explore the process of implementing recommendations from these reviews, 

following patient suicides in Northern Ireland (NI) over the period 2015-2016.  It will review 

how recommendations from SAIs are translated into practice with the aim of improving mental 

health services. In an international landscape of change in mental health service provision, this 

work addresses a gap in our understanding of how to successfully turn recommendations from 

reviews into positive action for change.   

Methods: A systematic review examined the international literature on the process of 

implementing recommendations from serious adverse incidents.   

All recommendations were then extracted from anonymised SAI reports in NI for the period 

2015-2016. An interpretive thematic approach was then completed to provide an in-depth 

understanding of the data.   

Primary data was then collected from mental health professionals in 5 focus groups across 

Health and Social Care Trust (HSCT) in Northern Ireland.  Examples of recommendations were 

incorporated into the semi-structured focus group discussion, to explore how these have been 

implemented in practice. This qualitative data was then analysed using Thematic Analysis.  

Results: This research provides in-depth qualitative insights on the implementation of 

recommendations following reviews of patient deaths by suicide, and the effectiveness of this 

implementation to enhance suicide prevention within mental health services. Six clear themes 

from the findings identified ways to aid effective implementation and reduce future patient 
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suicides: improved structure and clarity of recommendations; more effective processes for 

dissemination of recommendations; consistent evaluation of the effectiveness of implemented 

recommendations; improved information sharing and patient record systems in mental health 

services; development of policies and protocols for collaboration with families and carers 

throughout the care and treatment process; and improved overall leadership and culture to 

support learning and the implementation of recommendations.   

Conclusion: These findings enrich the evidence base for multidisciplinary professionals working 

with people at risk of suicide. The findings also complement the existing evidence on 

implementing changes after suicides, with in-depth qualitative insights to enhance suicide 

prevention within mental health services. The thesis concludes with 28 clear recommendations 

for actions based on these findings.  
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Chapter 1. Introduction 

1.0. Introduction 

This study explores the process of learning for mental health services following patient suicides 

in Northern Ireland (NI). Globally, more than 703,000 people die by suicide each year (World 

Health Organisation (WHO, 2019).  Identifying who is at risk to prevent suicide is complex. Many 

people who die by suicide have not contacted mental health services. However, around one 

quarter of deaths by suicide occur in patients of mental health services (Walby et al., 2018). This 

thesis focuses on preventing suicides amongst these patients who are at high risk of suicide. To 

address this, the specific focus of this study is on the implementation of recommendations 

developed from Serious Adverse Incident (SAI) reviews, completed following patient suicides, 

and how these translate into practice. An Adverse Incident is defined by the Health and Social 

Care Board in Northern Ireland as, “Any event or circumstances that could have or did lead to 

harm, loss or damage to people, property, environment or reputation arising during the course 

of the business of a HSC organisation / Special Agency or commissioned service” (Health and 

Social Care Board, 2016, p13). In relation to patients, an adverse event meets the SAI criteria 

when there is serious injury, unexpected serious risk, unexpected or significant threat to, or the 

unexpected/unexplained death of a service user (Health and Social Care Board, 2016).  Currently, 

SAI reviews are only completed after patient suicides when the patient had been in contact with 

mental health services within the last 12 months of their life. Suicides by mental health patients, 

defined in this way, are subject to an internal review by an appointed team and a key purpose of 

this review is to consider the potential for learning from the event and to gain insight into areas 

for improvement (Healthcare Improvement Scotland, 2015). Recommendations developed from 

these reviews aim to assist in improving patient safety and preventing similar events from 

recurring in future. This study directly addresses concerns raised about a balance of emphasis 

towards developing these recommendations, with less emphasis on implementing the learning 

and evaluating its effectiveness (Donaldson et al., 2014).  To explore the process of learning for 

mental health services following patient suicides in Northern Ireland, this study involved 

reviewing international literature, followed by examining 188 SAI reports completed from 

January 2015 to December 2016 in NI. Focus groups with mental health professionals throughout 
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NI were then conducted to identify the enablers and barriers to effective implementation of the 

SAI reports’ recommendations within mental health services.  

 

1.1. Chapter Structure 

This introductory chapter outlines the background to the study from an international, regional, 

and local perspective, expanding upon activities and strategies that focus on reducing patient 

deaths by suicide in mental health services (Section 1.2). It then explains the current process for 

learning from patient deaths by suicide, through SAI reviews (Section 1.3). The chapter then 

further explains why this study is important (Section 1.4) and then gives more detail on the NI 

context (Section 1.5). The conceptual framework and theoretical approaches underpinning the 

study are outlined in Sections 1.6 and 1.7. Finally, this chapter concludes with the aims, 

objectives, and research questions of the study (Section 1.8), a summary of this chapter and an 

overview of the subsequent chapters (Section 1.9). 

 

1.2. Background to Suicide Prevention 

In 2012 a report from WHO declared that suicide was largely preventable (WHO, 2012) and in 

May 2013, the World Health Assembly adopted the first-ever Mental Health Action Plan (WHO, 

2013). Suicide prevention is integral to this plan with an estimated 800,000 deaths by suicide 

worldwide in 2016 (WHO, 2019). In 2014 WHO called upon countries to develop a Suicide 

Prevention Strategy which allowed communities to work together, towards the goal of reducing 

suicides (WHO, 2014). At that time, WHO reported that 28 countries already had suicide 

prevention strategies in place. WHO reported progress on this and the number of countries with 

a suicide prevention strategy in place has risen to 38 (WHO, 2021). In May 2013, the World Health 

Assembly adopted the first-ever Mental Health Action Plan of the WHO. Suicide prevention is 

integral to this plan. To reduce the global rate of suicide, in 2014, WHO also set a goal for 

countries to reduce deaths by suicide by 10% by 2020 (WHO, 2014). In their 2019 report “Suicide 

in the World”, WHO reported that the global age-standardized suicide rate is in decline, but not 
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across all countries (WHO, 2019). This report stated that if the decline continues at its current 

rate, the WHO target to reduce suicide mortality by one third by 2030, will not be achieved. 

In addition to national strategies, a range of approaches have been developed and implemented 

to work towards the goal of a reduction in suicides within health care systems. An important 

cornerstone in the movement to reduce patient suicides was the seminal work of the Henry Ford 

Behavioural Healthcare System in the USA. This organisation, which employs over 30,000 staff 

and reports over 4.2 million patient contacts per year, introduced a programme for “Perfect 

Depression Care”. Initiated in 2001, zero suicides of patients in their care were set as a key 

outcome measure of this programme and was followed by a dramatic reduction in deaths by 

suicide, of patients in their behavioural healthcare system. In fact, for nine consecutive quarters 

they were successful at maintaining zero deaths by suicide within their health care system 

(Coffey, 2006). Multiple strategies were employed to achieve this goal, including: all staff 

completing suicide risk and prevention training; improved risk assessment; and a change in the 

culture and attitude towards deaths by suicide (Hampton, 2010). The concept of “Zero Suicide” 

has now been adopted by Mental Health Service providers, across many countries. Another 

strategy to reduce suicides was implemented in New York State in 2013 following a rise in annual 

deaths by suicide from 1,392 in 2008 to 1,514 in 2010. The New York State Office of Mental Health 

Division of Quality Management (2013), proposed suicide as a “never event” in health care 

systems, meaning it should be viewed as something that should never happen. These strategies 

have led to the creation of the Zero Suicide movement in the USA based on the belief that suicide 

deaths for individuals under the care of health and behavioural health systems, are preventable 

(Labouliere et al., 2018).  

In a study reviewing the Zero Suicide movement, it was found to be gaining ground across several 

countries including the United Kingdom (UK) and in 2016, an International Zero Suicide 

Declaration was endorsed by the International Association of Suicide Prevention (Covington et 

al., 2016; Mokkenstorm, 2018). In 2015, Suicide Prevention Australia declared their vision of “a 

world without suicide” in “Transforming Suicide Prevention Research: A National Action Plan” 

(Suicide Prevention Australia, 2016). More recently, this has expanded into the UK in the form of 

the Zero Suicide Alliance, a collaborative of National Health Service Trusts, businesses and 
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individuals who are all committed to suicide prevention in the UK and beyond (Zero Suicide 

Alliance, 2018). However, Zero Suicide approaches in the UK have faced criticism for being 

introduced without a clear, overall strategy. Hawton (2016) has argued that, in the UK, there has 

been little more than geographical piecemeal progress towards Zero Suicide.  

Across international health care systems, many strategies have been developed to work towards 

preventing all suicides. It is accepted that a key goal of mental health services should be to 

prevent suicides, however, over the last decade, 28% of general population suicides in the UK 

have been mental health patient suicides (National Confidential Inquiry into Suicide and Safety 

in Mental Health (NCISSMH), 2019). This pattern has remained unchanged despite the assertion 

that mental health service users are entitled to expect the protection they need and should be 

protected from avoidable harm (National Confidential Inquiry into Suicide & Homicide (NCISH), 

2016). Mental health patients represent a group at elevated risk of suicide, but also a group who 

are accessible as they are in contact with services. It has been highlighted in previous research 

that around half of these patients have had contact with mental health services in the week 

before they died, so they should be a key focus of suicide prevention efforts (NCISH, 2021). This 

study adopted a Zero Suicide approach in focusing on this group of patients as a group that are 

more easily targeted by suicide prevention efforts as they are known to services, unlike the 72% 

of those of die by suicide who are unknown to services and therefore pose difficulties for suicide 

prevention efforts. The wider issue of reducing overall suicide deaths may be addressed by 

encouraging more of these 72% to access services, therefore making themselves known to 

mental health services and bringing them into this known group, to improve the possibility of 

reducing suicides overall in the general population. This overall approach is outside the scope of 

this study and so the main aim of this work remained to focus on the 28% of suicides by patients 

who were known to mental health services. It is also worth noting the estimated economic cost 

of suicides. Several reports have estimated the cost per suicide, which range from £1.04 million 

from a report commissioned by the Mental Health Foundation and London School of Economics 

(McDaid et al., 2022) and £1.55 million estimated by the Department of Health NI (2019). These 

estimates are broad and need to be balanced against the introduction of strategies and measures 
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to reduce deaths by suicide, but an economic evaluation should be included where possible when 

implementing suicide prevention measures.  

 

1.3. Current Process for Reviewing Mental Health Patient Deaths by Suicide.  

In the UK and most high-income countries, every patient suicide is considered a SAI and the 

relevant health authorities complete an internal review. A report is then produced detailing 

recommendations for potential prevention of patient suicides occurring in the future.  

There is variation in the terminology for reporting a death by suicide in health care systems both 

between and within countries. The UK uses the term Serious Adverse Incident process (Health 

and Social Care Board, Northern Ireland, 2016), whilst in the USA, death by suicide in health care 

systems are referred to as Sentinel Events (Tishler & Reiss, 2009). Australia reports these deaths 

as Serious Adverse Events (Department of Health, Australian Government, 2018). In many 

countries, policies are in place to investigate patient deaths by suicide, ensure learning is 

gathered from these deaths and that recommendations from this learning are disseminated 

across the health care system with the aim of minimising suicide risk for future patients 

(Department of Health, Australia, 2018; Health and Social Care Board, NI, 2016; Joint 

Commission, 2018). 

 

1.4. Why this study is important 

Reviews of patient suicides offer an opportunity to learn from these deaths, implement 

recommendations made and thus contribute to the prevention of future patient suicides. The 

approach taken to these reviews is critical to ensuring recommendations developed are relevant 

and impactful in driving changes to patient safety in mental health services. Research and 

experience outside health care has shown that effectively promoting safety involves appreciating 

that big improvements are made, not only by telling people to take care but by understanding 

and addressing the conditions that provoke error (Donaldson et al., 2014). Walton (2004) 

identified confusion among healthcare professionals around the perceived contest between 
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whether individuals or bad systems cause patient injuries. Overly focusing on individuals’ actions 

can neglect the important role of systemic issues and lead to defensive practise which can also 

increase risks. On the other hand, a focus on the system as the problem should not mean that 

individuals do not have to maintain competence and practise ethically or be accountable when 

they act unprofessionally. A balance is therefore necessary between individual and organisational 

accountability to ensure that healthcare systems consider both in all matters relating to patient 

safety (Walton, 2004).  

Kapur et al. (2021) have highlighted that the focus of suicide prevention needs to shift from 

further research to better implementation of what we already know. Across health care, 

practitioners and researchers grapple with the problem of implementation, reflected in terms 

such as ‘the theory practice gap,’ and ‘knowledge translation.’ Yet the central problem remains. 

Even apparently simple innovations and interventions, which research evidence suggests are 

effective, do not easily transfer into the messy realities of health care practice (Reid et al., 2021). 

Recent reports indicate that there is substantial work to do, both in terms of changing current 

policies and practices and the culture within mental health services, to reduce patient deaths by 

suicide. The main source of public health intelligence regarding suicides in UK mental health 

services is the National Confidential Inquiry into Suicide and Homicide (NCISH). This is an annual, 

longitudinal, observational survey study that has been collecting data on all patient deaths by 

suicide, in the UK, since 1996. In 2018, this study changed its name to the National Confidential 

Inquiry into Suicide and Safety in Mental Health (NCISSMH) and, in 2019, reported that there had 

been 18,024 suicides by patients in the UK between 2007 and 2017 (NCISSMH, 2019). Initially 

NCISH covered England, Scotland, and Wales, however, in 2012 the annual report published 

began including a report on NI (NCISH, 2012). This inclusion is useful in identifying differences 

between Northern Ireland and the rest of the UK (NCISH, 2016). The NCISH identifies clinical 

learning from practice and states that the associated recommendations should be adopted by 

mental health providers, commissioners, clinical staff, training organisations, regulators, and 

health service leaders. Recommendations have been set out in each of the yearly reports 

produced. While et al. (2012) highlighted the positive impact of implementation of these 

recommendations and found that implementation of at least 7 out of 9 of the NCISH’s key 
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recommendations was associated with a significantly lower suicide rate than those services 

implementing fewer recommendations. The 2016 report developed these recommendations 

further and presented these as clinical messages, articulated as 10 key elements of safer care in 

mental health services (NCISH, 2016). The NCISH has highlighted that implementation of 

recommendations from SAI reviews is key to future suicide prevention efforts in mental health 

services. 

This study is therefore needed and important as it aimed to identify and so help address 

shortcomings in the current SAI process, by exploring the process of implementing 

recommendations from SAIs to reduce the risk of future suicide deaths. The methodology 

included consolidating the published evidence on the topic of implementation of learning from 

Serious Adverse Incident reviews following a patient death by suicide. It also investigated how 

best to use the valuable insights gained during an SAI review to move towards a culture of 

openness and learning in line with aspirations for a Zero Suicide approach. This exploration 

reviews recommendations from SAI reports and consider the views and experiences of mental 

health professionals on the implementation of these. A limitation of the research design is that 

it only considers the views of mental health professionals and not the views or experiences of 

bereaved families or significant others as the study focused on implementation of learning 

recommendations within the clinical/professional environment.  

 

1.5. The Northern Ireland Context  

It is intended that this study, based in one region of the UK (Northern Ireland), will inform a wider 

in-depth examination of the process of implementation of recommendations from reviews of 

patient suicides. Whilst this necessitates examination of the processes of implementation of 

recommendations following patient deaths by suicide in Northern Ireland, the applicability of 

findings and recommendations should still be potentially relevant to the wider national and 

international context.  

From 2009, it has been reported by the Northern Ireland Statistics and Research Agency (NISRA) 

that Northern Ireland has had the highest age-standardised suicide rate per 100,000 population 



 

20 
 

in the UK (NISRA, 2019). Until around 2005 the rate in Northern Ireland reflected that in England 

and Wales with Scotland having a higher rate. It then increased dramatically from 2005 to 2009 

and continued to increase more gradually, over the following years.  For example, for 2018, it 

was reported that Northern Ireland’s suicide rate was 18.6 per 100,000 compared to Wales at 

12.8, Scotland at 16.1 and England at 10.3 per 100,000 (Office for National Statistics (ONS), 2019; 

NISRA, 2019).  In 2020, however, NISRA and the Coroners Service in Northern Ireland (CSNI) 

began a statistical review into the classification of suicide deaths from 2015-2020. This review 

was initiated following a notable fall in suicide numbers among registrations in 2019, which had 

been subject to increased quality checks of source data compared with previous years.  Prior to 

the review it was believed that NI had the highest age-standardised rate in the UK (18-19 suicides 

per 100,000 population, next to Scotland at 13-16 per 100,000 (NISRA, 2022). For the latest year, 

2020, NI now shows an age-standardised rate of 13.3 suicides per 100,000 population, which is 

less than Scotland at 15 per 100,000 (NISRA, 2022). No update on these statistics has been 

published yet and when this statistical review is fully complete the rate per 100,000 may be re-

adjusted further. Although the ongoing NISRA review reflects well-documented complexities in 

the recording and reporting of suicide statistics, the uncertainty about the accuracy of the 

available data for Northern Ireland is a concern (NISRA, 2022).  The current NISRA review will also 

have implications for the statistics reported by the National Confidential Inquiry as they report 

on the percentage of total population deaths, in Northern Ireland, of patients in contact with 

mental health services within 12 months of their death. As NISRA’s review is ongoing, for this 

study all figures reported for Northern Ireland will reflect those prior to the review.  

Reported rates in Ireland are much lower than Northern Ireland at 8.2 per 100.000 (Samaritans, 

2018). A review by Tomlinson (2007), reported that high suicide rates in NI are commonly 

attributed to long term effects of conflict related trauma. Despite the higher overall rate of death 

by suicide in NI, the proportion of suicide deaths by patients of Mental Health (MH) services is 

similar across the UK, 28%, in the period 2007-2017 (NCISH, 2019).  

In Northern Ireland (NI) the Health and Social Care Board requires the relevant Health and Social 

Care Trust (HSCT) to conduct an internal Serious Adverse Incident (SAI) review, following a patient 

death by suicide (Northern Ireland Health and Social Care Board (HSCB), 2016). When the HSCB 



 

21 
 

closed on 31st March 2022, this role transferred to the Strategic Planning and Performance Group 

(SPPG) in the Department of Health. Following each SAI, a report is produced detailing 

recommendations for potential learning to help prevent patient suicides occurring in the future. 

Once a report on the review is produced, recommendations are included and categorised as 

either “local” learning or “regional” learning. Whilst it is the responsibility of each local Health 

and Social Care Trust (HSCT) in NI, to complete a review into patient deaths by suicide, once this 

report is complete and disseminated to each HSCT, responsibility for the dissemination of 

recommendations, shifts away from the local HSCTs, to the Public Health Agency (PHA) and the 

HSCB who operate across all of Northern Ireland (Health and Social Care Board NI, 2016; Public 

Health Agency NI, 2014). The formal responsibility for timely dissemination of recommendations 

from SAI reviews lies with the HSCB and the PHA in NI. The formal process for dissemination of 

recommendations includes best practice letters; learning newsletters; and thematic reviews, 

including twice yearly SAI Learning Reports (HSCB, 2016). Additionally, Regional Learning events 

are organised to share learning from SAI reviews. It is also the responsibility of the HSCB and PHA 

to provide an assurance mechanism, that learning from SAIs has been disseminated and 

appropriate action taken by all relevant organisations (HSCB, 2016).  

In 2014, the Health Minister in Northern Ireland commissioned the former Chief Medical Officer 

of England, Professor Sir Liam Donaldson, to advise on the improvement of governance 

arrangements across the Health and Social Care System. This review was tasked with 

investigating whether improvements in the quality of governance arrangements was needed and 

if the current arrangements support a culture of openness and learning. This review 

recommended that reducing risk will require clear and ambitious goals. The report also pointed 

out the problems with the current process of SAI review and stated that, “There is an acceptance 

by staff that it is important to document and investigate Serious Adverse Incidents but the 

pressure to complete all steps of the process often means that there is no time to reflect on what 

can be learned to reduce the risk for future patients.” (Donaldson et al., 2014, p26).  
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1.6. Conceptual Framework 

A conceptual framework helps to set out the context, concepts, and rationale for research. It 

describes the current state of knowledge, usually through a literature review, identifies gaps in 

knowledge or understanding and provides a rationale for the methodology of the research study. 

In the main, a conceptual framework should help explain why the research is important and what 

contribution the research findings make to what is already known (Varpio et al., 2020).  

A tentative conceptual framework was constructed from the outset of this study using a 

subjectivist inductive approach. A subjectivist inductive approach is a bottom-up approach which 

works from the data up to the abstract conceptualisation developed from this.  This approach 

develops or refines a theory from the data collected (Varpio et al., 2020) and, in this case, aimed 

to understand the implementation of recommendations from SAI reviews. This approach allows 

an openness to multiple theoretical approaches throughout the research, and so was well suited 

to this study, which explores complex concepts and processes.  

The three phase study design fits with this conceptual framework and allows knowledge and 

insights to develop as the three phases progressed. Firstly, Phase I identified the knowledge from 

the available literature, followed by Phase II which identified knowledge gained through analysis 

of recommendations developed from SAI reviews completed following a patient suicide and 

finally, Phase III collected data from frontline mental health care staff, through focus groups, to 

try to understand the gaps in the process of translating knowledge from SAIs from previous 

mental health patient suicides, into practice to reduce future patient suicides.  

 

1.7. Theoretical approaches 

Multiple theories and theoretical frameworks relevant to implementation of recommendations 

from SAI reviews were considered as part of this study to identify those most relevant to 

healthcare including the Plan Do Study Act Cycle (PDSA) (Berwick, 2003); the Human Factors 

Analysis and Classification System (HFACS) - Systems Engineering Initiative for Patient Safety 

(SEIPS)  (Carayon et al., 2014); Framework for dissemination of evidence-based policy (Hook, 

2016); Real world dissemination (Pettigrew et al., 1992); the RE -AIM Framework (Aittasalo  et 
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al., 2007; Van Acker et al, 2011); the Precede – Proceed Model (Curran et al., 2008; Ottoson & 

Green, 2005) and the Consolidated Framework for Implementation Research (CFIR) 

(Damschroder et al., 2009). Three approaches were selected from this extensive list, which had 

previously been used for implementing learning/recommendations in healthcare and these are: 

1. The Consolidated Framework for Implementation Research (CFIR) a framework within 

Implementation science.  

2. The Human Factors Analysis and Classification System (HFACS): Systems Engineering 

Initiative for Patient Safety (SEIPS). 

3. Quality Improvement (QI): Plan Do Study Act Cycle (PDSA).  

 

In trying to gain insights into the current context and potential future improvements in learning 

from patient deaths, this wider approach allowed flexibility in determining which framework(s) 

may be appropriate to the implementation of recommendations from SAI review reports and 

acknowledged that potentially more than one theory or framework may be useful, depending on 

the nature of the change being implemented. 

 

1.7.1. Implementation Science: Consolidated Framework for Implementation Research.  

Implementation Science (IS) is the scientific study of methods and strategies whose goal is to 

assimilate research evidence into practice. It is widely used in disciplines such as Public Health 

and Health Systems Research. It examines what works and what could be achieved by decreasing 

the gap between best practice and the realities of the treatment that patients receive (Glasgow 

et al., 2012). As a comprehensive, practically oriented way into IS, this study focused on the 

Consolidated Framework for Implementation Research (Damschroder et al., 2009), which 

synthesises leading theories and approaches to identify and explain key constructs that influence 

implementation (Damschroder et al., 2009).  

In trying to gain insights into the current context and potential future improvements in learning 

from patient deaths., this wider approach allowed flexibility in determining which framework(s) 

may be appropriate to the implementation of recommendations from SAI review reports and 
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allowed the researcher to consider that potentially more than one theory or framework may be 

useful, depending in the nature of the change being implemented. 

 

1.7.2. The Human Factors Analysis and Classification System: Systems Engineering Initiative 

for Patient Safety (SEIPS). 

The Human Factors Analysis and Classification System (HFACS) sees the leading causes of harm 

in healthcare as arising from human actions, within the healthcare system. It does not focus on 

individual’s actions but rather on the complexities and complex interactions within the system 

(Shale, 2016). Human factors systems approaches are critical for improving healthcare quality 

and patient safety (Carayon et al., 2014). The SEIPS (Systems Engineering Initiative for Patient 

Safety) model of work system and patient safety is a human factors systems approach that has 

been successfully applied in healthcare research and practice (Carayon et al., 2014). A systems 

approach to healthcare redesign as suggested by the SEIPS model addresses the many important 

work systems of importance for the healthcare quality or patient safety problem to be addressed. 

The focus is not on a single individual within this work system as such a narrow focus is proposed 

to have negative consequences on other individuals within the wider work system (Carayon et 

al., 2014).  

 

1.7.3. Quality Improvement: Plan Do Study Act Cycle. 

There are many approaches used in Quality Improvement in mental health care but only one will 

be considered in this study. This is the Plan, Do, Study, Act (PDSA) approach, which is frequently 

used in change management in mental healthcare.  

The PDSA method follows a prescribed four stage cyclic learning approach to implement changes 

aimed at service improvement. The ‘plan’ identifies the improvement needed, the ‘do’ stage tests 

the recommended change, the ‘study’ stage evaluates and examines the success of the change 

and finally, the ‘act’ stage identifies any adaptations needed and develops the next steps to 

inform a new cycle (Taylor et al., 2014).  
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This PDSA Quality Cycle can effectively contribute to the successful implementation of 

recommendations if the process is followed, in full, and is not considered complete until 

evaluation has shown that implementation has been successful, and the desired change has been 

achieved.  

These three change management theories were considered as guiding principles to inform both 

the analyses of data and the process of interpretation of results into recommendations for future 

research and practice.  

 

1.8. Aims and objectives of the study 

1.8.1. Aim 

This three-phase study expands upon existing research and informs current practice in suicide 

prevention, through exploring the implementation of recommendations in mental health 

services, following patient suicides in Northern Ireland. It focuses on how the recommendations 

contained in Serious Adverse Incident (SAI) reports, completed following patient suicides, 

translate into practice. The study examined all SAI reports completed, for patient deaths by 

suicide, from January 2015 to December 2016. Focus group discussions with mental health 

professionals then took place across Northern Ireland, to evaluate how effectively these 

recommendations were implemented within mental health services. The study findings then 

informed recommendations for future implementation efforts to assist in reducing patient 

suicides.  

 

1.8.2. Objectives 

To achieve the aim outlined in section 1.8.1., this study analysed and evaluated the process of 

implementation of recommendations from the SAI reports on suicide deaths to prevent future 

deaths by suicide. The study had three key objectives: 

Research Objective 1: To inform practice on suicide prevention and consolidate learning around 

key themes that emerge from this analysis. 
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Research Objective 2: To assist in developing recommendations to inform policy on suicide 

prevention for patients in the care of mental health services. 

Research Objective 3: To ascertain how research on best practice and the information that we 

already hold in terms of managing suicide risk, correlates with the recommendations from Health 

and Social Care Trust (HSCT) SAI reviews and implementation of recommendations produced 

from these.  

 

 

1.8.3. Research Questions (RQ) 

Six research questions were developed from the aim and objectives outlined in section 1.8.1 and 

1.8.2. 

 

RQ1. What does the literature say on the effectiveness of implementation of recommendations 

based on the findings from serious adverse incident reviews, following mental health patient 

suicides? 

RQ2. What topics or themes appear and were recurring or non-recurring, within the 

recommendations from SAI reviews conducted after a patient suicide, over a two-year period? 

RQ3. What was the process for implementing the recommendations?  

RQ4. What were the perceptions of mental health service providers regarding current, best, and 

future practice for the implementation of recommendations from SAI reports?  

RQ5. How effective were the current processes in translating recommendations into practice and 

sharing best practice regionally? 

RQ6. How can this process be improved to streamline the effective implementation of learning 

from suicides within mental health services?  

 

This study therefore addresses a gap in the literature by identifying recommendations made from 

SAI reviews following patient suicide, exploring the implementation of these recommendations 

with mental health professionals, and consolidating these findings to make recommendations to 

improve implementation of these critical recommendations thereby improving mental health 
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patient safety and reducing patient suicides. Moreover, each one of these objectives and 

questions enhances the current literature and provides key contributions to knowledge in the 

fields of suicide prevention. 

 

1.9. Summary and Thesis Overview. 

This chapter has aimed to provide the background of the study, the specific NI context, the 

conceptual and theoretical frameworks underpinning the study and the overall direction of the 

thesis. This highlights the significance of each phase of the study and aims to ensure the 

remainder of the thesis is more logical and easily understood. The aim, objectives and research 

questions posed by the study were also outlined. Following on from this introductory chapter, 

Chapter 2 details the systematic literature review completed in Phase I of this study, which 

examined the effectiveness of the process of implementing recommendations and change 

management, based on the findings from serious adverse incident reviews, following patient 

suicides with the mental health system. Chapter 3 provides an overview of the methodology of 

the study including a more detailed exploration of the conceptual and theoretical frameworks 

that inform the study. The findings from the qualitative thematic analysis of the SAI 

recommendations completed in Phase II of the study are presented in Chapter 4 and this analysis 

identified both recurring and non-recurring recommendations that may help to inform barriers 

to implementation of these recommendations. These findings then informed the semi-structured 

focus group discussions in Phase III of the study described in Chapter 5. The thematic analysis of 

these focus groups discussions is also outlined. Chapter 6 provides a re-cap of the studies 

objectives and a summary of the findings from the three phases of the study. Chapter 6 then 

focuses on a discussion of the six main themes identified and relates these to the existing 

literature, whilst also outlining the challenges presented by these. Chapter 6 also highlights the 

implications of these findings for policy and practice, recommendations for future research, 

considers the contribution of the identified theories to these areas and outlines the limitations 

of the study. Finally, Chapter 7 provides a summation of the key contributions to knowledge and 

outlines 28 more detailed recommendations that will contribute to improved implementation of 
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recommendations in mental health services and consequently enhance patient safety and reduce 

future patient suicides.  
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Chapter 2:  A systematic review of the implementation processes of recommendations 

following a patient death by suicide. 

 

*Publication of review: Ramsey, C., Galway, K., & Davidson, G. (2022). Implementing changes 

after patient suicides in mental health services: A systematic review. Health & Social Care in the 

Community, 30(2), 415-431. 

2.0. Chapter Structure 

This chapter focuses on the systematic review of literature on implementing recommendations 

following patient deaths by suicide and outlines how the review was conducted. It includes an 

introduction to the systematic review, the methodology employed, quality assessment, results 

of the thematic synthesis of data. It also outlines the limitations of the literature review and the 

implications for policy, practice and for future research. 

2.1. Introduction 

This systematic review was carried out to support an in-depth analysis of how recommendations 

from Serious Adverse Incident reviews can contribute to reducing deaths by suicide of people in 

the care of Mental Health Services, which seeks to uncover gaps in the process of translating 

recommendations to effective changes in practice. It enabled a rigorous search of relevant 

literature and reports that included both studies on the topic and detail of current policy and 

practice in this area.  This provided a strong knowledge base from existing research and 

approaches in this area, to implementing recommendations following reviews of patient deaths 

by suicide. This international review spanned over 15 years from 1st January 2005 - 30th 

November 2020. Quantitative, qualitative, and mixed methods studies were included. A narrative 

synthesis was carried out of published and unpublished work on the effectiveness of 

implementing recommendations, after a death by suicide in mental health services. The study 

focused on the literature that examined the overall process of making recommendation following 

a patient death by suicide, through to the implementation of these recommendations and the 

evaluation of this implementation.  
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2.2. Aim of the systematic review 

This review aims to examine the literature on the effectiveness of the process of implementing 

recommendations and change management, based on the findings from serious adverse incident 

reviews, following patient suicides within the mental health system.   

2.3. Method 

The systematic literature review aimed to answer the first research question:  

 

RQ1: What does the literature say on the effectiveness of implementation of recommendations 

based on the findings from serious adverse incident reviews, following mental health patient 

suicides? 

 This review protocol was based on PRISMA-P guidelines (Moher et al. 2015).  It uses the PICO 

(population/population, intervention, comparison, and outcomes) framework to inform the aim 

of the systematic review and develop concept groups from the research question. PICO is 

designed mainly for questions of therapeutic interventions, (Moher et al. 2015; Skinner, 2003) 

but provided the best fit for this research question which focuses on the implementation and 

evaluation of recommendations and the effectiveness of these processes. For this review, we 

referred to the definition of a systematic review included in the paper by Grant et al. (2009). This 

application of the PICO framework is presented below:   

P (Person / Population) – Patient Suicide in Mental Health Services  

I (Intervention) – Implementation of Recommendations from Serious Adverse Incident 

processes, Audit Cycle, Morbidity and Mortality Meetings, Service Innovations etc. 

C (Comparison) – Ideally the systematic review will capture experimental studies which include 

a comparison condition.   

O (Outcome – a measure of change) – Primary outcome: reduced deaths by suicide of mental 

health patients. Secondary outcomes: 1. changes in attitude towards suicide prevention in 

mental health services. 2. Changes in practice to prevent suicide within mental health services. 
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2.3.1. Search strategy 

The initial systematic review was complete in 2018, however was updated to ensure inclusion of 

the most recent available evidence and to further strengthen the draft article that has now been 

published in Health and Social Care in the Community in 2021, which reports on this systematic 

review. The same process of searching and selection was used both originally and for the updated 

review. The evidence gathering stage involved four components to include both published and 

grey literature. Including grey literature in the search allows for the capture of service policy 

documents and unpublished reports. This also reduces the potential for publication bias (Burdett 

et al. 2003; Dwan, 2008).  

For the search strategy, search terms were developed using the PICO framework and are shown 

below in Table 1.  

 

Table 1. Search Strategy 

PERSON / POPULATION Patient, Client, Service user 

ISSUE / INTERVENTION Suicide 

OUTCOME Inquiry, Review, Report, Service audit, Serious Adverse 

Incident Review, Serious Adverse Event 

Sentinel Event, Zero Suicide, Never Event 

Morbidity and Mortality meetings 

 

From an initial list of 33 databases explored, 22 were excluded as not relevant to this systematic 

review. Eleven bibliographic databases were systematically searched for empirical studies 

relevant to this topic to identify relevant research articles (PsycInfo, Scopus, CINAHL, Cochrane 

Library, Theses, Social Care Online, Campbell Collaboration, DoPHER, OpenGrey, PubMed and 

Web of Science).  Grey literature was included in the search.  The databases included in the search 

are shown in Table 2. 
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Table 2. Key databases searched. 

Database  Description Results  

PsycInfo 
(2002-
present).  

An abstracting and indexing resource covering psychology and psychological aspects of 
related disciplines. 

22 

Scopus.  SCOPUS is the world's largest bibliographic and citation database. It covers nearly 
20,000 academic journals from a wide range of subjects and dates from 1996 to the 
present.  

413 

Social Care 
Online (SCIE).  

A comprehensive UK database of information related to social care. Resources are 
abstracted and include journal articles, books, reports, government publications and 
evidence-based practice guidelines.  

2223 

CINAHL Plus.  Covers nursing and allied health literature from 1982 to present. Includes abstracts of 
journal articles, books, dissertations, and proceedings.  

2846 

Campbell 
Collaboration  

Provides systemic reviews of research evidence in social, behavioural, and educational 
material. 

1 

DoPHER).  Database focusing on systematic and non-systematic reviews of effectiveness in health 
promotion and public health worldwide. 

13 

Cochrane 
Library.  

The Cochrane Library is a collection of six databases that contain different types of high-
quality, independent evidence to inform healthcare decision-making: Cochrane 
Database of Systematic Reviews (CDSR); Cochrane Central Register of Controlled Trials 
(CENTRAL); Cochrane Methodology Register (CMR); Database of Abstracts of Reviews 
of Effects (DARE); Health Technology Assessment Database (HTA); NHS Economic 
Evaluation Database (EED). 

150 

OpenGrey.  Multidisciplinary European bibliographic database of grey literature including technical 
or research reports, doctoral dissertations, conference papers and official publications. 

0 

Theses.  A guide to discovering theses from around the world. 3538 

PubMed.  PubMed is a digital online archive of life sciences journal literature, maintained by the 
US National Library of Medicine. 

2740 

Web of 
Science.  

Access to citation databases, journals, and conference proceedings with current and 
retrospective coverage in the sciences, social sciences, arts, and humanities. Includes 
Science Citation Index Expanded, Social Sciences Citation Index, Arts & Humanities 
Citation Index, Conference Proceedings Citation Index and Emerging Sources Citation 
Index. 

379 

Hand search/ 
expert 
network 
consults 

  73 

 Total   12398 

 

The database search was then followed by a hand search of relevant websites, organisational 

reports, and policy documents (See Table 3). The same terms were used to identify relevant 

research.    
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To also capture any literature ‘in press’ and studies underway, an expert network consultation 

was completed by email, which involved contacting six key and prominent authors in the field 

located across four countries (See Table 3).  

Table 3. Hand Search and Expert Network Consultations 

Hand Searching and expert network consultations  

Reference source Reference / link 

Reports from the National Confidential Inquiry into Suicide and 

Homicide 

http://research.bmh.manchester.ac.uk/cmhs/res

earch/centreforsuicideprevention/nci 

Publications from Department of Health in Northern Ireland https://www.health-ni.gov.uk/  

Reports and publications from the Regulations and quality 

Improvement Authority 

https://www.rqia.org.uk/  

Reports and publications from the Public Health Agency Northern 

Ireland 

http://www.publichealth.hscni.net/ -  

Mersey Care Trust in England – re: Zero Suicide policies  http://www.merseycare.nhs.uk/ 

Henry Ford Healthcare in the USA – re: Perfect Depression Care / 

Zero Suicide 

https://www.henryford.com/ 

New York State Office of Mental Health – re: Suicide as a Never 

Event / Zero Suicide 

https://www.omh.ny.gov/ 

Suicide Prevention Australia – re: Zero Suicide www.suicidepreventionaust.org 

National Quality Forum – re: Zero Suicide Framework www.qualityforum.org 

Public Health Agency Northern Ireland - Re: Dissemination of 

recommendations in Northern Ireland from patient deaths by 

suicide 

http://www.publichealth.hscni.net/ 

Regulation Quality Improvement Agency – Northern Ireland – re: 

quality assurance and clinical audit 

https://rqia.org.uk/ 

Health and Social Care Board – Northern Ireland - Re: 

Dissemination of recommendations in Northern Ireland from 

patient deaths by suicide. 

http://www.hscboard.hscni.net/ 

 

Finally, bibliographies of the papers that matched the eligibility criteria were searched by hand 

to identify any further, relevant references, which were subject to the same screening and 

selection process.  

http://research.bmh.manchester.ac.uk/cmhs/research/centreforsuicideprevention/nci
http://research.bmh.manchester.ac.uk/cmhs/research/centreforsuicideprevention/nci
https://www.health-ni.gov.uk/
https://www.rqia.org.uk/
http://www.publichealth.hscni.net/
http://www.merseycare.nhs.uk/
https://www.henryford.com/
http://www.omh.ny.gov/
http://www.suicidepreventionaust.org/
http://www.qualityforum.org/
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2.3.2. Study Selection 

 

Eligibility criteria were developed to capture content relevant to implementation of 

recommendations and content examining the effectiveness of the implementation of 

recommendations following a death by suicide within health care.  

Quantitative, qualitative, or mixed methods studies including published literature, reports, policy 

documents and included reviews from government and other relevant organisations, if they 

contained information on the implementation of recommendations following a death by suicide 

and/or evaluation of the implementation. These criteria allowed for the inclusion of grey 

literature relevant to this systematic review.  

Literature on the process of reviews (rather than the implementation of the recommendations) 

following a death by suicide by mental health patients, relating to suicide attempts by mental 

health patients and focusing on the impact of patient suicide on mental health professionals were 

excluded. 

No language restrictions were applied to the search and the time frame for the search was from 

1 January 2005 to 30th November 2020. This time frame was selected to match the period of 

research for the National Confidential Inquiry into Suicide and Homicide (NCISH), in the UK and 

capture the dissemination of recommendations from the NCISH Reports. The UK based NCISH is 

internationally unique and sets the standards for examining ways in which MH services can aim 

to reduce these preventable deaths. Inclusion / Exclusion criteria is highlighted in Table 4 below.  
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Table 4. Inclusion / Exclusion Criteria 

Inclusion criteria Justification  

Quantitative, qualitative, or mixed methods studies. 

Published policy documents, reports, and reviews.  

These types of literature were all included as relevant 

literature may exists in all these domains due to the 

nature of the research topic. 

Papers and reports which include information on 

recommendations and implementation of these following 

a death by suicide within health care and evaluation of the 

implementation.  

Literature including information on recommendations 

were included to give context to the area of 

implementation of recommendations.  Literature 

relating to implementation of recommendations and 

evaluation of this implementation were included as these 

are relevant to the research question. 

Literature published from 1st January 2005 - 30th 

November 2020.  

This time frame matched the period of National 

Confidential Inquiry into Suicide and Homicide (NCISH), 

in the UK. This time frame was used to capture the 

dissemination of recommendations from the NCISH 

reports. 

All studies will be included regardless of language. 

Translation will be carried out where possible and language 

will be documented as a reason for exclusion, in cases 

where translation cannot be obtained.  

Literature published in all languages was included to 

ensure a global context for the literature review. 

Exclusion criteria Justification 

General review articles, conference abstracts and 

editorials, letters, and opinion pieces. 

These types of literature were excluded due to small 

sample sizes, lack of robust process and reporting of 

opinions or viewpoints rather than research findings. 

Papers and reports on the process of reviews following a 

death by suicide by mental health patients. Papers relating 

to suicide attempts by mental health patients. Papers 

focusing on the impact of patient suicide on mental health 

professionals. 

This exclusion criteria were employed as there is a huge 

body of literature in these areas that are not relevant to 

this research topic. 

Published before 31/12/2004 and after November 2020 This time frame matched the period of research for the 

National Confidential Inquiry into Suicide and Homicide 

(NCISH), in the UK.  

Language will be documented as a reason for exclusion, in 

cases where translation cannot be obtained. 

Literature in languages other than English will be 

excluded if translation cannot be obtained. 
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2.3.3. Stages of screening 

This review protocol was based on PRISMA-P guidelines (8) (See Figure 1).  Once all databases 

and hand searches were complete, duplicate papers were identified and removed from the 

process following completion of all database searches. A three-stage screening and selection 

process was then completed. 

Stage 1 – Title Screening 

Searches at stage 1 of the screening process resulted in 12325 results. A further hand search was 

complete of grey literature resulting in an additional 73 results. This gave a total of 12398 first 

stage results. Duplicate titles were then removed (n=106) which gave a final stage 1 total of 12292 

results. To increase fidelity across selection criteria, 20% of the titles were screened by two or 

more members of the research team. This provided consistency of application of the inclusion 

and exclusion criteria. Where there was inconsistency in results (20 results out of 12292), these 

were reviewed by a third author who decided in consultation with all authors. Following stage 1 

screening 12198 results were removed from the search leaving 94 remaining. 

Stage 2 – Abstract Screening 

For the remaining 94 results selected, abstracts were reviewed against the inclusion and 

exclusion criteria. To maintain quality of screening, 20% of these abstracts were reviewed and 

agreed by the supervision team. Following stage 2 screening a further 24 results were removed 

from the search, leaving 70 full text papers for review. 

Stage 3 – Full paper screening 

At stage 3, the 70 full text papers were then reviewed against the inclusion and exclusion criteria. 

Again 20% of these papers were reviewed by the supervision team to ensure consistency. After 

completing this selection process, 29 papers were eliminated, leaving a final 41 papers to be 

included in the qualitative and quantitative analyses. The most common reasons for excluding 

evidence at full text stage included not focused on recommendations after a death by suicide, 

focused on the review process rather than the outcomes of this, no mention of implementation 
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of recommendations, focused on other types of deaths (not suicides), focused on other types of 

learning (not related to mental health and/or suicide risk). 

 

Figure 1. PRISMA 2009 Flow Diagram 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sc
re

en
in

g 
In

cl
u

d
ed

 
El

ig
ib

ili
ty

 
Id

en
ti

fi
ca

ti
o

n
 

Additional records identified 

through other sources  

(n = 73) 

Records after duplicates removed (n=106)  

(n = 12292) 

Titles screened  

(n = 12292) 

Full-text articles assessed 

for eligibility  

(n = 70) 
Full-text articles 
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(n =29) 

Studies included in 

qualitative synthesis  
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(n = 94) Records excluded  
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2.3.4. Quality Assessment 

A quality assessment was completed to critique the literature. As the final papers included a mix 

of qualitative, quantitative, and mixed methods papers, the Caldwell Framework (2011) was used 

to structure this critique. (See Figure 2). 

Figure 2. Framework and Guidelines by Caldwell et al. (2011) 

 

https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwj8_b_L2ojfAhUK1BoKHQqGCRQQjRx6BAgBEAU&url=https://www.sciencedirect.com/science/article/pii/S0260691716302362&psig=AOvVaw0OqkIC-b5T0HqbGgVI_21h&ust=1544099915878419
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This framework has combined both quantitative and qualitative appraisal questions into one 

form that can be used for any type of research design, (Bettany-Saltikov, 2012). An appropriate 

critique tool suitable for assessment of reports and policy documents could not be identified, 

therefore the Caldwell Framework was applied in as much detail as possible to this literature. 

None of the selected literature was removed following the quality assessment process.  

 

2.4. Results 

2.4.1. Data extraction and synthesis 

Of the 41 papers selected for this systematic review 26 were UK based publications. The USA and 

Canada were the countries of origin for 9 of the papers, 4 of the remaining papers originated in 

Europe and finally 2 were from Australia. The publication dates of the final 41 papers ranged from 

2005-2020.  Included in the final papers were 19 peer reviewed publications and 22 reports and 

policy documents. Of the 26 papers/ reports included from the UK, Northern Ireland, and 

Scotland, 20 of these use primary or secondary data from the National Confidentiality into Suicide 

and Homicide for their study. This may indicate an over reliance on this data which may place 

limitations on the current evidence base for implementation of change.  

 A data extraction form was developed using Microsoft Excel. Items of data extraction included 

were source of publication, literature type, title, authors, country, year, and full citation. In 

addition, the abstract was included in the data extraction as a summary of the literature. Period 

of study, method, and recruitment of participants, sample size, limitations, and research 

implications were also included. This information allowed for ease of reference to the core detail 

of the literature included and direct comparisons for synthesis of data.  
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Table 5. Description of included literature 

Format of studies                                                          n                      

 Peer reviewed studies      13 

 Direct Reports from NCISH     8 

 Themed reports using data from NCISH    7 

Other Reports and policy documents    8 

 Peer reviewed literature reviews     5 

Geographical area 

 UK        25 

 USA and Canada      9 

 Rest of Europe       5 

 Australia       2 

Types of Studies 

 Reports and policy documents     22 

 Systematic Literature Reviews     5 

 Qualitative study      4 

 Qualitative Content Review Study    1 

 National Consecutive Case Series Study    2 

 Observational Study       2 

 Mixed Methods study      4 

_____________________________________________________________________________________ 

Themes and Sub-themes evident in literature 

 Recommendations      38 

 Recommendations 

Clinical messages 

 Key messages  

Implementation      12 

 Implementation plan 

Suggestions for implementation 

Dissemination of learning 

Evaluation of implementation     7 

 Evaluation of implementation 

Improvement in care 

Reduction in suicides 

Leadership and Culture      7 

Leadership 

Culture  

______________________________________________________________________________________ 
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2.4.2. Quality Assessment Results 

The narrative synthesis considers the results of quality appraisal of the literature, completed 

using the Caldwell Framework, 2011 (Bettany-Saltikov, 2012). Any methodological concerns are 

noted where appropriate.   

Of the 23 reports selected, eight of these were the annual NCISH reports and a further eight were 

themed reports using secondary data from this study. Only annual reports from the NCISH which 

met the inclusion / exclusion criteria were included. The NCISH presents a strong body of work 

through a UK wide annual observational survey. Each year it presents clear clinical findings and 

messages for safer service. It has published one report, Patient Suicide: The Impact of Service 

Changes, A UK wide study, (NCISH, 2013) which has focused on the evaluation of implementing 

the recommendations published by previous annual reports, but otherwise primarily focuses on 

recommendations only.  Whilst the work by the NCISH follows a robust methodology, it also has 

several limitations, mainly the delays in gathering data on suicide from inquests, although this 

delay is common in most suicide research and a reliance on multiple sources of data. The data is 

also gathered from one professional working with the patient who died, which may represent a 

bias in reporting.  Three policy documents were included: Scotland’s Suicide Prevention Plan – 

Every Life Matters, 2018; Healthcare Improvement Scotland (2015) and Northern Ireland Health 

and Social Care Board (2016). These included detail on implementation of recommendations 

from patient deaths by suicide so were important for this systematic review. Again, these are 

policy documents and are future focused and informed by the performance of the organisations 

who have published these and not a clear methodology (NI Health and Social Care Board, 2016; 

Healthcare Improvement Scotland, 2015; Scottish Government, 2018). Two reports were 

included from the New York State office of Mental Health (Hogan et al. 2009 and New York State 

office of Mental Health 2013). These were a qualitative review of Root Cause Analysis (RCA) 

reports, following a patient death by suicide. The second report was completed in the context of 

rising patient deaths by suicide in the state from 2009-2012. These were not peer reviewed 

studies and did not follow a robust methodology, however, both reports produced clear actions 

to reduce patient suicide rates. The Donaldson report (2014) was included as an overall review 

of governance of the Health and Social Care system in NI. The remit of this review was very large 
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and impacted by a tight time-limit for completion so did not follow robust methodological 

processes. Through staff interviews, it gathered qualitative data on the current processes in NI 

for learning from a patient death and identified some weaknesses in these processes. A Thematic 

Review of patient deaths by suicide commissioned by the PHA in Northern Ireland was also 

included. This review analysed a random sample of 100 SAI reports from patient suicides prior to 

December 2013. The Donaldson report found that despite standards being in place for 

completion of SAI reviews, there was discrepancy in the quality and analyses of the reports, which 

could then have an impact on the quality of the recommendations made. This review focused on 

recommendations only and did not include any discussion or findings on implementation or 

evaluation of these (Donaldson et al., 2014). Finally, a study was included that reported on death 

by suicide in a county in Ireland. This was a small mixed methods study with a sample of 34 deaths 

only. It followed a strong methodology by gathering data from several sources such as the Suicide 

Support and Information System developed in Ireland which collects data from multiple sources 

such as coroners’ records, medical records, close family members or friends, post-mortem 

reports, and healthcare professionals.  Reports from GPs were also included and interviews with 

family and friends. There was a low response rate from GPs, however the study reported 6 

recommendations including 19 actions for suicide prevention in the area. This study would 

benefit from replication across a larger sample and wider geographical area.  

Of the 19 peer reviewed articles included, five of these used secondary data from the NCISH study 

so have the same limitations as these reports, although they have been peer-reviewed (Hunt et 

al. 2010; While et al. 2012; Kapur et al. 2016; Flynn et al. 2017; Bojanic et al. 2020). While et al. 

(2012) conducted a descriptive cross-sectional before and after analysis of patient suicide data 

in England and Wales. The study focused on 9 key service recommendations from the previous 

NCISH annual reports. While this study reported that implementation of these recommendations 

was associated with a lower suicide rate, there were several methodological limitations. It noted 

that an observational study cannot infer a causal relation between service provision and suicide 

rate due to other confounding factors that may be at play. Another limitation was that 

implementation was based on self-report by services and referred to policies rather than 

structures or services, this could result in an over reporting of implementation. Kapur et al. (2016) 
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conducted a before-and-after analysis of service delivery data and an ecological analysis of 

organisational characteristics, in relation to suicide rates, in mental health provision in England. 

This included 19,248 individuals who died by suicide within 12 months of contact with mental 

health services between 1997 and 2012. This study also reported reduced patient suicide rates 

where recommendations had been implemented and has similar limitations to the study by While 

et al. (2012). Flynn et al. (2017) undertook a national consecutive case series study and utilised 

secondary data from the NCISH to examine 113 suicides of patients under observation, 2006-

2012. This report made recommendations to reduce deaths by suicide of patients under 

observation. It did not focus on implementation or evaluation of the implementation of these. It 

was limited in that the data was collected through a questionnaire and reports may be subject to 

bias due to the clinician’s and health trust’s awareness of the outcome. The study also found 

variation in the quality of reports completed. With the absence of a comparison group in the 

study it is difficult to determine causality or draw aetiological conclusions. Hunt et al. (2010) 

conducted a similar study using secondary data from the NCISH to examine deaths by suicide of 

469 patients who absconded whilst in the care of mental health services between 1997 and 2006. 

This study used secondary data from the NCISH only abstracting cases of death following 

absconding. Recommendations were made to reduce suicide rates in these circumstances, 

however there was no focus on implementation of recommendations or evaluation of this. 

Finally, Bojanic et al. (2020) conducted a mixed methods study which used secondary data from 

the NCISH. The study examined 2 groups of patients based on their death by suicide in relation 

to discharge: patients who died within three days of discharge and those who died from 4-7 days 

of discharge. 17% of patient deaths in the UK are post discharge and this study found increased 

suicide risk for groups such as: patients with personality disorders; patients initiating their own 

discharge and higher risk for certain methods post discharge. The study also supported the NCISH 

recommendation of providing a 3-day follow-up post discharge.   

The remaining papers selected included three research studies based on data from Veteran’s 

hospitals in the USA (Watts et al., 2012; Mills et al., 2013; Riblet et al., 2017).  Watts et al. (2012) 

evaluated the implementation of a checklist (The Mental Health Environment of Care Checklist) 

for effectiveness in reducing suicides in inpatient mental health units in Veteran’s Health 
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Administration Hospitals (VHA). This study focused on both implementation of the checklist and 

evaluation of this and found that implementation reduced suicides in the inpatient units. It could 

not determine if patient suicides were reduced or merely delayed until after discharge. Mills et 

al. (2013) and Riblet et al. (2017) both reviewed Root Cause Analysis (RCA) reports of suicides 

and attempted suicides in inpatient mental health units of Veteran’s Affairs (VA) hospitals. Both 

studies’ findings included recommendations to reduce inpatient suicides but did not focus on 

implementation of recommendations or evaluation of this.  

These studies using data from VA and VHA hospitals are limited in that the sample is mostly men, 

and all are veterans. This means that the findings are not generalizable to other inpatient mental 

health environments. Five literature reviews were included. Tishler et al. (2009), Bowers et al. 

(2010) and Links & Hoffman (2005) and Jayaram (2014), conducted systematic literature reviews 

to identify recommendations for suicide prevention in mental health services. Tishler et al. (2009) 

consolidated these findings into 4 areas for improvements; Environmental; patient care; staff 

training and hospital policy. Bowers et al. (2010) and the latter two reviews identified general 

recommendations. Links and Hoffman’s review was limited to general hospital settings only so 

recommendations made may not be generalizable outside this setting (Links and Hoffman, 2005). 

Jayaram (2014) also reviewed findings from a literature review to identify recommendations for 

suicide prevention and how factors from the literature review were shown to have an impact on 

suicidal behaviour and how these were addressed in the hospital’s strategic plan (John Hopkins, 

department of Psychiatry). Finally, Wyder et al. (2020), completed a systematic review that 

identified vulnerabilities throughout the patient journey. Nine points of vulnerability were 

identified as: point of entry; transition between teams; point of exit; information gathering; 

inadequate/incomplete assessment; lack of family involvement; information flow; enhancing 

policies, guidelines and documents and training (Wyder et al., 2020). 

None of these five papers focused on the implementation of recommendations or the evaluation 

of these. The study by Bowers et al. (2010) was limited by only including English, German, and 

Dutch papers.  
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Huisman et al. (2011), Vrklevski et al. (2018), Michaud et al. (2019) and Mokkenstorm et al. (2018) 

reviewed a sample of mental health patient suicides. Huisman et al. (2011) reviewed 505 suicides 

to better understand how clinicians viewed the care they provided and what they learned from 

these patient deaths. Vrklevski et al. (2018) reviewed 27 RCA reports following patient suicide in 

New South Wales, Australia to evaluate the impact the RCA reviews had on patient outcomes. 

The effectiveness of the RCA process was evaluated using both quantitative and qualitative data. 

This study found limitations of the RCA as an appropriate investigative tool within Mental Health 

service.  

Michaud et al. (2019) completed an inductive thematic content analysis of the suicides of 94 

patients in a psychiatric department and finally Mokkenstorm et al. (2018) conducted an 

observational study across 24 large mental health institutions that reported 10 or more suicides 

in 2011 and 2012. Huisman et al. (2011) found improvement was needed in 4 areas of care, 

however, there were a few imitations to this study in that it was completed using a pen and paper 

questionnaire that was not validated and the quality of the suicide notifications examined varied 

greatly. There were also concerns around bias as the notifications were written by clinicians who 

were aware of the outcome. Vrklevski et al. (2018) reported low clinician engagement in 

recommendations from patient suicides; lack of evidence that implementation of 

recommendations leads to safer patient care; that recommendation frequently repeat existing 

policy or previous recommendations. Their study also questioned the appropriateness of RCA for 

the review following patient deaths by suicide.  Michaud et al. (2019), made recommendations 

on four health related factors including patient evaluation; patient risk management; clinician 

training and involvement of relevant non-clinical partners. The study also identified the impact 

of a culture of blame on investigating and learning from patient suicide deaths. There were 

several limitations to this study, however. Firstly, patient suicides were reviewed by a committee 

without speaking directly to clinicians. Additionally, there was a risk of bias as the clinicians who 

were part of the committee, may have been directly involved in working with these patients and 

so adopted a lenient view to avoid adverse opinions. Mokkenstorm et al. (2018) reviewed the 

effectiveness of implementation of 10 suicide prevention guidelines and improvement was noted 

in four of these areas including the development of an organisational suicide prevention policy; 
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monitoring and trend-analysis of suicide numbers; evaluations after patient suicides and clinician 

training. There were several limitations to this study. Firstly, this study did not objectively assess 

levels of implementation by investigating actual daily practice but assessed this based on 

consensus rating by mental health institutions. The study also lacked a control condition, so it is 

not possible to make causal inferences between the educational outreach efforts and the 

implementation levels in mental health institutions. Finally, an important limitation is due to the 

nature of action research, with the observer and the observed interacting around the 

measurement on a domain they both have interests in. Although action research is well suited to 

the measurement of suicide prevention guideline implementation, this methodology may entail 

a risk of observer bias.  A full summary of the characteristics of the included peer reviewed journal 

articles can be found in Appendix 1, followed by the summary table of the characteristics of the 

included reports and policy documents in Appendix 2.  

 

2.5. Synthesis of Data 

As part of the data extraction process, data was synthesized using a thematic approach (Braun & 

Clarke, 2006; Clarke et al., 2015). The iterative process was led by the lead researcher and 

involved input from all 3 of the research team. Initially 11 themes were identified, by reviewing 

all the data extracted in an iterative note taking, charting, and mapping process. These 11 themes 

were then reviewed and further synthesized to create the 4 overarching themes of: 

Recommendations, Implementation, Evaluation of Implementation and Leadership and Culture. 

(See Figure 3).  
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Figure 3. Thematic Synthesis of Literature 

  

 

 

 

2.5.1. Thematic synthesis results 

A thematic analysis of the findings outlined that the most commonly occurring theme was 

recommendations, followed by implementation of recommendations, evaluation of 

recommendations and finally leadership and culture (see Table 6). 
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Table 6. Themes identified 

Theme Number papers % 

Recommendations  38 93% 

Implementation of Recommendations 12 29% 

Evaluation of Implementation 8 20% 

Leadership and Culture 6 15% 

 

2.5.2. Theme 1: Recommendations 

Recommendations featured as the most frequently occurring theme across the literature 

reviewed and this theme arose in 38 of the 41 papers analysed (93%).  Recommendations from 

the SAI reviews related to many areas of services and practice such as clinical, environmental, 

strategy and policy. A key focus of most of papers/reports was to identify learning from patient 

deaths by suicide and translate this into recommendations that would improve patient safety, 

prevent reoccurrence of contributory issues to patient deaths and ultimately reduce patient 

suicide. The annual reports of the NCISH/NCISSMH outline recommendations each year, although 

the language used to communicate these has varied over the years. The most recent NCISSMH 

Annual Report has now refined this to “10 ways to Improve Safety” (NCISH, 2018; 2019). Previous 

NCISH reports have used different terms such as “Clinical messages” (NCISH 2015; 2016; 2017; 

2019); “Recommendations” (NCISH 2013; 2014); “Key messages for services” (NCISH, 2012). The 

participants in this survey are psychiatrists or other professionals who have treated the patient, 

despite the patient having potential input from a wider disciplinary team. This is a key limitation 

of this study. Additionally, this study is not peer reviewed but published in report form annually. 

These reports focus only on recommendations and do not expand the study to include a focus on 

implementation of recommendations and evaluation of this implementation. Secondary data 

from the NCISH study has been used for further studies which focus on evaluation of 

implementation of recommendations. Despite these limitations the methodology of the NCISH 

study is robust and the reports offer strong clinical guidance for the prevention of future patient 

deaths by suicide. 
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Whilst most of the selected literature highlights recommendations, these are not always clearly 

identified in papers/reports and the language used to describe these varied markedly. Apart from 

the NCISH reports previously described, other papers and reports identified recommendations 

using a variety of terms.  A literature review suggesting priorities for the programming of suicide 

prevention for individuals serviced in general hospital settings, completed by Links & Hoffman 

(2005) used the term “Clinical Implications” to describe recommendations. (Links & Hoffman, 

2005). In a themed report from the NCISH, Lessons for Mental Health Care in Scotland (2008) the 

language used was “Key Messages”. (Appleby et al., 2008). A further themed report from NCISH 

Avoidable Deaths (2006) used the term “Future Prevention” (Appleby et al., 2006). In other 

literature, recommendations were included in the narrative text of the paper/report making it 

difficult to extract these for implementation purposes. 

Recommendations featured across areas such as clinical treatment, environmental 

improvements, policy, training and wider organizational and systemic or strategic 

recommendations. Many recommendations re-appeared over time, confirming the findings of 

Vrklevski et al. (2018) that root cause analysis (RCA) reviews, frequently make recommendations 

that repeat existing policy or previous recommendations. This systematic review also found 

repetition of recommendations in areas such as removal of ligature and anchor points, (Tishler & 

Reiss, 2009; Hogan et al. 2009; NCISH, 2017; 2018; 2019; Bojanic et al. 2020); reduction in 

absconding risk, (Bowers et al. 2010; NCISH, 2008; 2011; 2015; 2016) and improvements to risk 

assessment, (Links & Hoffman, 2005; Tishler & Reiss, 2009; Huisman et al. 2011; Riblet et al. 2017; 

Michaud et al. 2019; Wyder et al. 2020). 

Although recommendations in themselves cannot answer the question of this systematic review, 

about the effectiveness of implementation of recommendations, the volume of 

recommendations on this topic, serve to remind the reader of the chasm between identified 

recommendations and effective processes for implementing them in practice.   

Recommendations are the product of the investigative review following a patient death by 

suicide and although the scope of this systematic review has not included the review process, it 
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is important to note that the extent and depth of the investigative process may affect the 

resulting recommendations and thus impact the potential for reduction in future suicide rates.  

 

2.5.3. Theme 2: Implementation of Recommendations 

The theme of implementation of recommendations combines topics including volume of 

recommendations, communication of recommendations and transparencies, as well as simplicity 

of language and achievability/operational aspects of recommendations.   

The data confirms and supports the findings of Dale (2011), who identified that despite an 

abundance of literature on incidence and reasons for suicide, there is little information on how 

recommendations translate into practice. The theme of implementation of recommendations 

arose in 12 of the 41 papers included (29%). Three reports emphasized that whilst 

recommendations are often shared regionally or nationally through standardized processes, it is 

then left to individual organisations, or trusts to develop local implementation plans with little 

regional oversight (Healthcare Improvement Scotland, 2015; NCISH, 2018). Vrklevski et al. (2018) 

stated that there was variation in relation to implementation of recommendations and systems 

improvements with no systematic service-wide process.  In the UK context, it was repeatedly 

highlighted that there needs to be clarity on responsibility for the dissemination and 

implementation of recommendations following a patient death by suicide, (NCISH, 2006; HSCB-

NI, 2016).  

Published evidence on the theme of implementation of recommendations highlighted that a 

focus on how recommendations were shared and communicated, was critical to the effectiveness 

of the recommendations. In a report from the HSCB in NI, it was highlighted that 

recommendations need to be shared in a meaningful way with a focus on safety and quality 

(HSCB-NI, 2016).  NHS Scotland state that the full review report following a patient death by 

suicide should be shared to all involved in the event and that a one-page summary of 

recommendations should be published to share key points more widely (Healthcare 

Improvement Scotland, 2015). 
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Three reports emphasized that recommendations should be implemented in a timely manner 

and should have clear timescales for completion, (HSCB-NI, 2016; Healthcare Improvement 

Scotland, 2015; Vrklevski et al., 2018). Additionally, the NCISH report in 2016, tracked how many 

of their previous recommendations were implemented over time and how long it took for this to 

happen (NCISH, 2016). 

Only two papers included more specific detail on how recommendations were implemented, 

such as developing of checklists to improve standards and consistency of services (Janofsky, 

2009; Watts et al. 2012). However, Vrklevski et al. (2018) identified several barriers to 

implementation. These included recommendations being too ambitious or that there was 

insufficient time and resources for implementation, unsupportive management, poor 

communication of recommendations and problems with the timeframe for implementation. 

Respondents in their study reported feeling that recommendations were sometimes 

disconnected to the incident and therefore did not make sense to clinicians. They recommended 

that feedback from reviews should be disseminated whilst the actual incident was still fresh in 

their minds as they would be more receptive to this and more motivated to implement the 

recommendations. They reported that they became less interested, the greater the interval 

between the incident and the feedback on this (Vrklevski et al., 2018). The same study also 

reported factors that made recommendations more likely to be implemented. Respondents in 

this study stated that recommendations that were “specific, understandable, practical, simple, 

achievable, concrete and able to be applied to clinical situations were more likely to be 

implemented.” (Vrklevski et al., 2018, p.46). They also advised that recommendations advising 

changes to, or development of policies were viewed as least favourable by the participants and 

took the most time to implement (Vrklevski et al., 2018). Watts et al. (2012), warned that there 

was a possibility that the prevention of suicide in inpatient units, only served to delay this event 

until after discharge. 

In contrast to these findings that practical and simple clinical recommendations were the most 

likely to be implemented, Kapur et al. (2016) reported that system wide change implemented 

across the patient care pathway could be a key strategy to reduce suicide rates.  Scotland’s 

suicide prevention strategy took a population approach and highlighted the need for system wide 
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change to drive down deaths by suicide by reviewing every death by suicide in the country 

(Scottish Government Riaghaltas na h-Alba, 2018). 

Donaldson et al. (2014), also drew attention to the wider question of whether anything has been 

gained from patient safety programmes and suggests clarity is needed on what the term 

“learning” really means. It is suggested that it is more than increasing understanding or acquiring 

new knowledge, but that learning should result in a change of behaviours or action taken to 

prevent future harm (Donaldson et al., 2014). This leads to the question of how the 

implementation of recommendations from patient deaths is being evaluated for effectiveness or 

improved outcomes. 

 

2.5.4. Theme 3: Evaluation of Implementation 

The theme of evaluation of implementation featured in 20% of the papers included in the review 

(n=8/41), four of these relied on data from the NCISH (Kapur et al., 2013; 2016; NCISH, 2015; 

While et al. 2012). Consequently, only four of 41 papers (10%) set out to evaluate effectiveness 

of implementation not connected to NCISH data (Vrklevski et al., 2018, Watts et al., 2012 & 

Healthcare Improvement Scotland, 2015; Mokkenstorm et al., 2018). 

The NCISH data showed that key recommendations were associated with a reduction in suicide 

rates; introducing 24-hour crisis teams; policies for patients with dual diagnosis; and reviewing 

care after a suicide has occurred (NCISH, 2015; Kapur et al., 2016; While et al., 2012). Two of 

these studies  also found that recommendations which were implemented  in key areas, such as 

ward safety, improved community services, staff training, implementation of policy and guidance 

and  assertive outreach teams, were associated with lower suicide rates (Kapur et al., 2016; While 

et al., 2012).    

The NCISH report, Healthy Services for Safer Patients (2015), also found that larger reductions in 

suicide rates were found in organisations with lower staff turnover and higher levels of reported 

safety incidents (NCISH, 2015).  Three studies, found that services that had implemented 

between seven and nine of the NCISH recommendations, had significantly lower suicide rates 

than those who had implemented fewer than seven  (Kapur et al., 2013, NCISH, 2015 and While 
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et al., 2012). As observational studies these present difficulties establishing cause and effect, and 

limitations noted by the authors include variation in the consistency of data (Kapur et al., 2013; 

NCISH, 2015 and While et al., 2012).  

A comparative study in the USA examined suicide rates before and after the introduction of an 

environmental safety checklist in all Veteran’s Health Administration Hospitals with a mental 

health unit (Watts et al., 2012) This study reported a decrease in the inpatient mental health 

suicide rate by 14% each quarter suggesting that check-list based modification of physical 

environmental safety alone can reduce the risks.  

Mokkenstorm et al., (2018) reviewed the implementation of 10 suicide prevention guidelines 

across 24 large mental health institutions and found improvement following the implementation 

of four of these: the development of an organizational suicide prevention policy; monitoring and 

trend-analysis of suicides numbers; evaluations after suicide and clinician training. 

Health Improvement Scotland suggested that evaluation should determine whether the 

implementation of recommendations has led to sustainable improvements in care (Healthcare 

Improvement Scotland, 2015).  Implementation of recommendations may be happening in 

practice, but there is a lack of robust research evidence on the features of successful 

implementation. This makes it difficult to recommend effective methods of implementation. 

Further robust evaluations of effectiveness are required.  

 

2.5.5. Theme 4: Leadership and Culture 

The theme of leadership and culture is indirectly related to the aims of this systematic review 

and this theme appeared in 6 of the 41 selected papers (15%). These papers and reports 

highlighted that in addition to reviewing patient deaths by suicide to identify recommendations 

from these, it is also important that the overall culture of organisations and of wider society in 

general is challenged.  The culture of investigative review of inpatient deaths by suicide is riddled 

with terms such as: culture of blame, fear and inevitability and focus on the need to change this 

to a just, fair, open, transparent, informed and learning culture (Zero Suicide, 2016; New York 
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State Office of Mental Health, 2013; Donaldson et al., 2014; Healthcare Improvement Scotland, 

2015; Appleby et al., 2006; NCISH, 2011; Scottish Government Riaghaltas na h-Alba, 2018; 

Battaglia et al., 2013). Healthcare Improvement Scotland view this ideal culture as one where the 

organisation, has learned from experience and can identify and mitigate future adverse events 

because it learns from previous events and shares key learning points. It highlights the 

importance of undertaking trend analyses and developing appropriate action plans, ultimately 

using recommendations from adverse events to promote a positive safety culture (Healthcare 

Improvement Scotland, 2015). In 2018, the Scottish Government’s launched their suicide 

prevention strategy, which proposes plans on how Scotland would drive forward reducing 

suicides across the whole population. This strategy outlined plans to review every death by 

suicide in Scotland and not just the deaths of mental health patients. Furthermore, they plan to 

ensure that learning from these reviews is translated into action at both a local and national level 

(Scottish Government Riaghaltas na h-Alba, 2018) 

Professional and policy leaders are also identified as having a responsibility to ensure that, when 

serious incidents occur within mental health care, an appropriate balance is struck, between 

identifying blame and recognising, the complexities of clinical risk management, both in public 

statements and throughout the investigative process (NCISH, 2011). Previously the NCISH reports 

had stressed that if mental health staff are to give up the culture of inevitability, it is up to 

commentators outside clinical practice to give up the culture of blame (Appleby et al., 2006). 

Leadership must start by confronting pessimism regarding the possibility of dramatically reducing 

or eliminating suicide (New York State Office of Mental Health, 2013). When leadership mobilizes 

staff to see and believe that suicide can be prevented and provides tangible supports in a safe 

and blame-free environment, dramatic reductions in suicide deaths can be achieved. Several 

organisations are mentioned in this report as having successfully reduced suicide:  The Air Force 

Suicide Prevention Program, Henry Ford Health System Perfect Depression Care program, 

National Suicide Prevention Lifeline Suicide Risk Assessment Standards, and the Central Arizona 

Programmatic Suicide Deterrent System Project. This report further suggests that organisational 

leaders, who have had success in reducing the number of deaths by suicide, can work with leaders 
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in other organisations to support them to reduce suicides deaths among the people that they 

serve (New York State Office of Mental Health, 2013). 

Some parallels have been drawn between healthcare and other industries such as aviation and 

mining, (Shaw & Calder, 2008; Kapur et al., 2015; Rogers, 2011; Gaba, 2011). Whilst this research 

draws on tools that are transferable across these industries, Janofsky (2009) cautions that there 

are nuances in suicide prevention in mental healthcare that need to be considered in that the 

patient’s wish to end their life is in direct conflict with the staff’s will to support the patient and 

keep them alive. This means that unlike other industries the goals of the service user and service 

provider are often not aligned and ultimately no matter how well designed the systems of care 

are, they are not designed to prevent deliberate sabotage. It is important that this key difference 

to other industries is kept to the fore when looking to other industries for safety innovations. 

Donaldson et al. (2014) pointed out that the Northern Ireland Health and Social Care system 

would benefit from stronger thought leadership from within, with the possibility of developing a 

health and social care think-tank and needed to increase the degree of openness and 

transparency in talking about harm and decrease the degree of blame and fear. It also made it 

very clear that the responsibility for this cultural change cannot lie solely within the health and 

social care system.  

 

2.6. Discussion 

This systematic review focused on the question of effectiveness of implementing 

recommendations, after a patient death by suicide and included 41 pieces of published and 

unpublished work on this topic.  Overall, the review has highlighted that there is a wide body of 

literature that offers recommendations as findings that can prevent future patient suicides. 

However, these recommendations have often not been tested or operationalized, limiting the 

translational value of these contributions.  

Whilst every patient death should be investigated to uncover recommendations that can assist 

services in improving care and ultimately reducing patient suicide rates in future, more work is 
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need in several areas to improve how these recommendations are communicated, accepted, and 

transferred to practice. A few areas noted for improvement were the language and format used 

to communicate the recommendations and the timing of this communication. Clinicians reported 

that recommendations should be communicated as near to the incident as possible, when it is 

fresh in their minds and they are more motivated to ensure the recommendations are translated 

to practice (Vrkleski et al., 2018; HSCB-NI, 2016; Healthcare Improvement Scotland, 2015). It may 

also be worth researchers reviewing how recommendations are positioned in published 

literature to ensure that these are easily identified and understood.  

A geographical bias was indicated, towards the UK, and an over-reliance on primary and 

secondary data from the series of NCISH studies. This may place limitations on the current 

evidence base for implementation of changes. In addition to this, it is difficult to identify from 

this research if falls in suicide rates, following the implementation of recommendations, can be 

attributed to these changes and are not being impacted by external factors such as falling suicide 

rates overall (NCISH, 2013). 

Across the research it was reported that recommendations that relate to frontline clinical 

practice and to wider organisational goals were both needed to transform care and reduce 

suicide rates (Kapur et al., 2016; New York State Office of Mental Health. 2013). Donaldson et al. 

(2014) highlighted that a systemic focus was necessary in the process to identify where similar 

problems could have occurred in other areas of healthcare as this would have a wider impact on 

risk reduction. Investigative processes should therefore ensure that each review following a 

patient suicide encompasses both recommendations for frontline services and recommendations 

that relate to wider systemic or strategic policies and procedures. Both types of 

recommendations should be presented in a way that will support or indicate methods of 

implementation.  

This systematic review has emphasised the disparity in the body of literature focusing on 

recommendations to prevent suicide and the amount of literature that relates to implementation 

of recommendations or evaluation of this implementation. The data supports the findings of Dale 
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et al. (2011), who identified that whilst there is an abundance of literature on incidence and 

reasons for suicide, there is little information on the implementation of recommendations.  

Whilst there are standardized processes in most areas for the review process, the dissemination 

of recommendations and, in most cases, the roles that hold this responsibility, there is little 

standardization once recommendations have been disseminated and each organisation or 

service is left to follow their own implementation plans and evaluative procedures. This 

systematic review proposes that standardized processes are developed to encompass all aspects 

of implementation of recommendations from patient deaths by suicide and the evaluation of this 

(Healthcare Improvement Scotland, 2015; NCISH, 2018; Vrkleski et al., 2018). These processes 

should also ensure that there are clear timescales for full implementation and evaluation of all 

recommendations (HSCB-NI, 2016; Health Improvement Scotland, 2015). 

This systematic review concurred with findings of Vrklevski et al. (2018) that there is limited 

literature on evaluating the effectiveness of implementation of recommendations from patient 

death suicide and therefore little evidence that implementation of recommendations results in 

safer patient care. Further research is necessary in both areas as it would be questionable to 

continue the extensive research which produces recommendations for services if there is no 

evidence that these recommendations are being translated to practice and this improved 

practice is resulting in a reduction in patient suicide deaths. This further research is vital as where 

evaluation of implementation has been complete, it has been found to be effective in reducing 

patient suicide rates (Watts et al., 2012; While et al., 2012; NCISH, 2015). It is not enough to make 

recommendations and not drive the implementation and evaluation into practice.  

Leadership and culture have been identified as critical to leading the charge in reducing patient 

suicides. Cultural change is also needed within organisations and wider society to move away 

from cultures of blame, fear, and inevitability to a more open culture of learning and 

transparency. It has been suggested that healthcare could look to other industries such as 

aviation, for improvements in the safety of their services. This may be useful to create a culture 

of safety but the nuances of healthcare, providing care to suicidal patients in mental healthcare, 
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needs to be considered in these comparisons (Shaw & Calder, 2008; Kapur et al., 2015; Rogers, 

2011; Gaba, 2011; Janofsky, 2009).  

In 2016, Zero suicide:  An International Declaration for Better Healthcare (Zero Suicide, 2016) was 

published to drive the Zero Suicide approach. This declaration reported that, “too many clinicians 

believe that suicide is a personal choice, a choice they cannot often influence, and if they intend 

to act to influence this choice, they will be blamed if the person dies by suicide”. 

The NCISH (2016) also identified a culture of inevitability around patient deaths by suicide and 

stated that this needed to be addressed in line with challenging the culture of blame in services. 

The Avoidable Deaths Report (NCISH, 2006) reported that 19% of clinicians who responded to the 

study believed that the patient’s suicide could not have been prevented. Even more concerning 

was that this had decreased from 21% on the previous report.  

 

2.7. Limitations to the Systematic Review 

There were several limitations to this systematic literature review. While the systematic review 

includes a broad range of grey literature, policy documents and reviews from government and 

other relevant organisations only a title search was complete at the first stage of review. This 

may have omitted relevant literature, however, due to the volume of results, abstract reviews 

could not be complete on all results from the searches. Only 20% of the search results were 

scanned by more than one author to reduce bias in the selection process.  However, of the 20% 

of titles, abstracts and full texts that were scanned by 2 authors, agreement rates between 

authors were high. Differences in initial decisions were resolved through discussion. The 

systematic review was expanded, however, to include a wider search including grey literature, 

policy documents and reviews from government and other relevant organisations. Prominent 

authors on the field of suicide prevention were also contacted to identify unpublished 

manuscripts.  

It is important to note that recommendations discussed in the literature are the product of the 

investigative review process following a patient suicide, therefore the quality of 
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recommendations is subject to the extent and depth of the investigative processes. This is 

perhaps more a limitation of studying the implementation of review recommendations, rather 

than a limitation of the review process itself. It may also be the case that interventions to 

reduce suicides in mental health services could represent implementation of recommendations 

without explicitly stating this aim, therefore the review does not provide a summary of all 

relevant evidence on how to reduce patient suicides. Rather it queries the relevance and 

appropriateness of reviewing the events surrounding patient deaths by suicide, without 

ensuring efficient implementation of the evidence produced. The review also highlights 

inconsistencies in language used to describe the investigative process after patient suicides. 

Terms such as Serious Untoward Incident (SUI) and Serious Event Audit (SEA) and Root Cause 

Analysis (RCA), were discovered as being used to describe the review process following a 

patient suicide, after the initial searches were complete and were therefore not included in the 

original search terms. While these terms were not included in the original database search, the 

hand searching process and key author contacts made, provided supplementary robust 

methods of identifying relevant literature. A consolidation or international standardisation of 

terminology would be useful to improve shared understanding within the field.   

Finally, an appropriate critique tool suitable for assessment of reports and policy documents 

could not be identified and after much consideration the Caldwell Framework, 2011 (Bettany-

Saltikov, 2012) was chosen as the most appropriate available. This framework combines both 

quantitative and qualitative appraisal questions into one form that can be used for any type of 

research design, (Bettany-Saltikov, 2012). Therefore, the Caldwell Framework was applied to 

this literature in as much detail as possible.  

The implications of these limitations mean that relevant literature may have been omitted due 

to only a title search being  complete at the first stage of review and non-inclusion of some 

terminology for reviews after patient suicides such as SUI, SEA, and RCA. It may therefore be 

useful to enhance this literature review by the inclusion of these terms and a more robust initial 

search strategy, reviewing all relevant abstracts. Inclusion of additional literature may mean 

that the findings of the literature review differ from those reported in this chapter. 
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2.8. Implications for policy and practice 

Overall, this review identified that investigative processes should also ensure that each review 

following a patient suicide encompasses both recommendations for frontline services and 

recommendations that relate to wider systemic or strategic policies and procedures to ensure 

any service improvements positively impact both the area in which the incident occurred and the 

organisation. In line with this, the review has identified five key implications for policy and 

practice: communication; organisation of systems; incorporation of theories such as 

implementation science and human factors analysis; culture and leadership in implementation 

of recommendations and further investment in improved methodologies for evaluation of 

implementation. These are outlined in sections 2.8.1 to 2.8.5. 

 

2.8.1. Communication 

The theme of implementation of recommendations highlighted that communication needs to 

appropriately target the audience for which the recommendation is intended.  This will help to 

ensure that any service improvements can make a positive impact in both the area in which the 

incident occurred and at the wider organisational level. This is based on evidence indicating that 

practical, sensible and achievable recommendations are more likely to be implemented 

(Vrklevski et al., 2018). Investigative processes should ensure that each review following a patient 

suicide produces both recommendations for frontline services and recommendations that relate 

to wider systemic or strategic policies and procedures.  Both types of recommendations should 

be presented in a way that will support or indicate the proposed methods of implementation. 

Additionally, recommendations should be communicated while the incident is fresh and staff are 

more motivated to ensure the recommendation gets translated to practice (Health and Social 

Care Board, 2016; Healthcare Improvement Scotland, 2015; Vrklevski et al., 2018).  

To clarify meaning, purpose, and support clinicians to alter their practice, communication should 

specify the context in which recommendations have been made. The language used in 

communicating recommendations and the format that this communication takes, is also vital to 

ensure that recommendations make sense, are fully understood and are achievable.   
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2.8.2. Organisation of systems 

Thematic findings on implementation and evaluation support the development of standardized 

processes for implementation of recommendations from patient deaths by suicide (Healthcare 

Improvement Scotland, 2015; NCISH, 2018; Vrklevski et al., 2018; Scotland's Suicide Pevention 

Plan, 2018). Processes should include clear timescales for implementation and for evaluation of 

implementation (HSCB, 2016; Healthcare Improvement Scotland, 2015). The theme of 

Leadership and Culture highlighted that those organisations, committing to a robust culture of 

safety and learning including implementation of recommendations and evaluation of these, can 

offer key direction for policy and practice and the potential to reduce patient suicides. 

 

2.8.3. Incorporation of theories such as implementation science and human factors analysis 

and practice from other industries  

The theme of leadership and culture suggests that patient safety in mental health services should 

both explore theories and framework used in other organisations to support implementation and 

look to other industries which have successfully implemented an effective safety culture.  The 

nuances of mental health care, specifically of suicidal patients pose unique challenges and these 

also need to be considered (Janofsky, 2009).   

 

2.8.4. Culture and leadership in implementation of recommendations. 

This systematic review recommends a move away from the culture of inevitability and blame, by 

addressing this through leadership and organisational culture. To support organisations to 

change their cultural view towards suicide deaths, organisational leaders with experience in 

reducing the number of patient deaths by suicide, could work to support leaders in other 

organisations to reduce suicide deaths among the people that they serve (Battaglia et al., 2013).  
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2.8.5. Further investment in improved methodologies for evaluation of implementation. 

Finally, the evidence contributing to the theme of evaluation of implementation in this review 

supports previous findings which reveal a lack of robust, causal evidence that implementation of 

recommendations results in safer patient care (Vrklevski et al., 2018). Further research to explore 

effectiveness of change is vital to discover whether implementation of recommendations has 

been effective in reducing patient suicide rates (NCISH, 2015; Watts et al., 2012; While et al., 

2012). Ideally the data used to assess effectiveness of implementation should be independent of 

the data generating the recommendations to be implemented. More balance is needed to 

increase the evidence on optimum systems of implementation and evaluation of this 

implementation effort. Implementation science is the study of factors that influence the process 

of successfully implementing research findings, in a policy-driven and sustainable manner and 

may be ideally suited to this area (Damschroder et al., 2009).   

 

2.9. Implications for future research 

Many considerations for further research in this field are offered in this systematic review. It may 

be useful to undertake an analysis of how key messages relating to patient safety are 

communicated, interpreted, and ultimately acted upon by those that need to adopt this new 

information into their practice.  

It may be useful to rebalance the disparity in the body of literature focusing on recommendations 

to prevent suicide and the amount of literature that relates to implementation of 

recommendations or evaluation of this implementation. The weakness in this area of research is 

in understanding the next steps once recommendations are made and through research, 

supporting services with the implementation and evaluation of these. This systematic review 

therefore recommends further research into the area of implementation of recommendations 

and the evaluation of these. Whilst the NCISH may continue to produce this type of research from 

their longitudinal study, this systematic literature review confirmed the need for research into 

implementation of recommendations and evaluation of this process. It would also be useful for 

research to be conducted outside the NCISH study to test if findings are similar.  
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2.10. Conclusion 

Overall, this systematic literature review has demonstrated that there is high quality research 

being completed focusing on patient deaths by suicide and important recommendations are 

produced for services from this work. This systematic literature review has identified gaps in the 

research which this study will aim to address through both analysing recommendations produced 

from reviews following patient death by suicide over the 2-year period 2014-2016 and by gaining 

the perspective of multi-disciplinary teams working in mental healthcare. The study will therefore 

bridge the gap in evidence and contribute to the current understanding of what works in this 

process and where there is room for improvement in services, based on recommendations from 

patient deaths by suicide and identifying barriers to effective implementation. The aim of the 

research is to support mental health service providers to improve patient safety and thus reduce 

patient suicide rates. 

Reviewing the significant body of evidence on patient deaths by suicide has produced important 

recommendations aimed at reducing the risk of suicides in mental health services (as recognized 

in Theme 1: recommendations).  A geographical bias was indicated, towards the UK, based on an 

over-representation of included studies based on primary and secondary data from NCISH.    

This review also identified an important relative lack of research focusing on the next steps once 

recommendations are made and using research to support services to ensure recommendations 

are implemented (Theme 2: Implementation) and evaluated to ensure that they have value in 

reducing suicide rates for mental health patients (Healthcare Improvement Scotland. 2015; 

Appleby et al. 2006). The review highlighted that these recommendations have often not been 

tested and operationalised, limiting the value of these contributions. This body of evidence on 

patient suicides therefore raises concerns about the effective translation of research into 

practice. Our analysis suggests that the evidence has barely progressed since previous findings 

highlighted an abundance of literature on incidence and reasons for suicide, but little information 

on the implementation of recommendations into practice (Dale, 2011). Overall, the review has 

highlighted that the plethora of literature continues to repeat key recommendations, suggesting 

ineffective implementation. More work is therefore needed to explore how these 

recommendations are communicated, accepted, and translated into practice. Whilst there are 
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standardized review and dissemination processes for recommendations there is commonly little 

structure to their methods of communication and a lack of evaluation of effectiveness (Theme 3: 

Evaluation of Implementation). Positive findings and results have been highlighted, when 

recommendations are implemented to prevent suicide, such as the design and implementation 

of checklists, the introduction of 24 hour crisis teams and dual diagnosis services (NCISH, 2015; 

Kapur et al., 2016; Watts et al., 2012; While et al., 2012). This review also shows disparity 

between the volume of research findings on recommendations to prevent future inpatient 

suicides and the proportion of recommendations fully implemented and evaluated (Vrklevski et 

al., 2018). Additionally, where reductions in suicide rates follow the implementation of 

recommendations, it is difficult to tease apart cause and effect relationships, from external 

factors such as decreasing suicide rates overall (NCISH, 2013).   

The current focus appears to lie on the production of recommendations from reviews with a lack 

of emphasis on the implementation and evaluation of these. This therefore raises the question 

of the purpose of completing reviews following a patient suicide and where the focus of the 

process needs to lie. Future work should focus on effective implementation of learning from 

patient deaths by suicide, to maximise the value of the investigative process and to achieve the 

aim of saving more lives.  These findings raise concerns about whether these recommendations 

are in fact contributing to safer services, supporting earlier commentators such as Donaldson et 

al., (2014). The broader ethos surrounding the reduction of suicide rates within mental health 

services requires change, to facilitate implementation and evaluation of implementation; leading 

authors suggest that this in turn, requires a change in culture and leadership towards recognition 

and acceptance that suicide deaths are not an inevitable part of mental health care (Theme 4: 

leadership and culture). 

This systematic review supports and provides the context and rationale for this study and has 

informed the approach developed to answer the research questions. In the next chapter, the 

methodology will outline how an analysis of 2 years of recommendations, extracted from SAI 

review reports was completed to identify the status of the process of implementation of 

recommendations following patient suicides.  



 

65 
 

Chapter 3. Methodology 

3.0 Introduction 

The primary aim of this study was identified through a combination of practice experience and 

literature review. Across the globe, health care providers have policies in place to investigate 

patient deaths by suicide, to garner learning from these deaths and ensure that this learning is 

disseminated and implemented, to minimise suicide risk amongst future patients. This study 

addresses potential shortcomings in the current SAI process, by exploring the process of 

implementing recommendations from SAIs to reduce the risk of future suicide deaths and 

considering the views and experiences of mental health professionals.  The views or experiences 

of bereaved families or significant others will not be considered as the study will focus on 

implementation of recommendations within the clinical/professional environment. 

Recommendations outside of this will be noted and may indicate limitations of the study. 

 

3.1. Chapter Structure 

This chapter presents the methodological background and approach to answer the primary 

research question: How can learning from serious adverse incident (SAI) reviews contribute to 

reducing deaths by suicide, of people in the care of mental health services? It includes the aim, 

objectives and research questions (Section 3.2); study approach (Section 3.3.); theoretical 

considerations for the research (which include both the conceptual framework for understanding 

the issues being researched and the research paradigm that informed how to explore them) 

(Sections 3.4-3.5); study design (Sections 3.6-3.9); ethical considerations (Section 3.10); the 

impact of COVID 19 on the study (Section 3.11); personal values and critical reflection (Section 

3.12); project management and advisory group (Sections 3.13-3.14) and finally limitations of the 

study (Section 3.15) and a chapter summary (Section 3.16). For clarity, the research design for 

each of the three phases of the study is outlined separately. To avoid repetition, however, ethical 

considerations, personal values, critical reflection; project management and the impact of Covid 

19 on the study, are addressed towards the end of the chapter, as the information in these 

sections relates to both Phase II and Phase III of the study.        
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3.2. Study Aims & Objectives 

3.2.1. Aim 

This three-phase study explored the implementation of recommendations in mental health 

services, following patient suicides in Northern Ireland. It focused on how the recommendations 

contained in Serious Adverse Incident (SAI) reports, which are completed following patient 

suicides, are translated into practice. The study examined all SAI reports completed, for patient 

deaths by suicide, from January 2015 to December 2016. Focus groups with mental health 

professionals throughout Northern Ireland were then used to evaluate how effectively these 

recommendations were implemented within mental health services. The research findings will 

inform recommendations for future implementation efforts to assist in reducing patient suicides.  

 

3.2.2. Objectives 

This research study analysed and evaluated the process of implementation of recommendations 

from the SAI reports on suicide deaths with the following research objectives (RO): 

RO1: To inform practice on suicide prevention and consolidate learning around key themes that 

emerge from this analysis. 

RO2: To assist in developing recommendations to inform policy on suicide prevention for patients 

in the care of mental health services. 

RO3: To ascertain how research on best practice and the information that we already hold in 

terms of managing suicide risk, correlates with the recommendations from Health and Social Care 

Trust (HSCT) SAI reviews and implementation of recommendations produced from these.  

 

 

3.2.3. Research Questions 

Six research questions were developed to achieve the aim and objectives of this study and 

research question (RQ1) was outlined in the systematic literature review in Chapter 2. The 

remaining five research questions are shown below: 
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RQ2. What topics or themes appear and were recurring or non-recurring, within the 

recommendations from SAI reviews conducted after a patient suicide, over a two-year period? 

RQ3. What was the process for implementing the recommendations?  

RQ4. What were the perceptions of mental health service providers regarding current, best, and 

future practice for the implementation of recommendations from SAI reports?  

RQ5. How effective were the current processes in translating recommendations into practice and 

sharing best practice regionally? 

RQ6. How can this process be improved to streamline the effective implementation of learning 

from suicides within mental health services?  

 

3.3. Subjectivist Inductive Approach 

This study adopted a subjectivist inductive approach, commonly used in health and social science 

research and evaluation (Thomas, 2006).  An objectivist deductive approach was not considered 

as no one clear theory or hypothesis was being tested in this study and this approach would 

require the research team to identify a theory from which to build the study’s theoretical 

framework (Varpio et al., 2020).  A subjectivist inductive approach is a bottom-up approach which 

works from the data up, to the abstract conceptualisation developed from this.  This approach 

develops or refines a theory from the data collected (Varpio et al., 2020) and aims to understand 

or explain a particular phenomenon, which in the case of this study is the effective 

implementation of recommendations from SAI reviews. This approach, involving the search for 

patterns from data, was applied to robustly evaluate how effectively these recommendations are 

implemented and incorporated into suicide prevention initiatives within mental health services.  

The subjectivist inductive approach reflects frequently reported patterns used in qualitative data 

analysis (Thomas, 2006) and produces reliable findings that may assist in the development of 

explanations or theories, therefore producing policy relevant findings for implementation.  
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3.4. Conceptual Framework 

A tentative conceptual framework for understanding the issues and processes relevant to the 

research questions was constructed from the outset and is detailed in Chapter 1. A subjectivist 

inductive approach, as described in section 3.3., is suited to working towards a conceptual 

framework as it maintains an openness to a variety of theoretical standpoints throughout the 

research, which does not focus on one theory or framework. This allows the conceptual 

framework to evolve during the study as new knowledge, ideas and insights are discovered and 

developed (Varpio et al., 2020).  Focus on a singular theory/framework would be restrictive to 

the research process and potential outcomes and this study aimed to adopt an approach of 

change agility (Gibbons, 2015), which promotes change through agile organisations and cultures 

within those organisations (Gibbons, 2015). The study was underpinned by three key theories 

which have been utilised in healthcare and have been outlined in Chapter 1. These include: The 

Consolidated Framework for Implementation Research (CFIR) a framework within 

Implementation science; The Human Factors and Classification System (HFACS): Systems 

Engineering Initiative for Patient Safety (SEIPS) and Quality Improvement (QI): Plan Do Study Act 

Cycle (PDSA). In trying to gain insights into the current context and potential future 

improvements in learning from patient deaths., this wider approach allowed flexibility in 

determining which framework(s) or theories, may be appropriate to the implementation of 

recommendations from SAI review reports and allowed the researcher to consider that 

potentially more than one theory or framework may be useful, depending on the nature of the 

change being implemented. 

 

Alternative theories and models were considered that may be applicable to mental health care, 

such as the MINDSPACE approach (Liu,et al, 2017) which was excluded due to its focus on 

behavioural changes through nine effective behavioural interventions that are grounded in public 

policy applications, LEAN and SIX SIGMA were also considered (Schweikhart & Dembe, 2009) but 

found to be more suitable to the application of bio-medical research. Several other alternate 

models were considered from within Implementation Science other than the CIFR, such as 

System Dynamics (SD) modelling which was excluded due to a lack of analytic studies examining 
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the effectiveness of this type of modelling (Atkinson et al., 2015); and Agent Based Modelling 

(ABMs), (Macal, 2016), computational simulations modelling individuals within a system and 

excluded due to lack of evidence on its application to wider systemic and strategic healthcare 

issues. There is a myriad of alternative models of organisational and system change and also 

models of implementation to explore which may merit further research in developing a 

framework for application of these multiple models to implementation, however, the rationale 

for included the three models selected for this study, was their wider application across all 

aspects of healthcare from frontline services to policy and practice to wider organisational and 

systemic changes.  

 

Implementation science is the scientific study of the methods to promote the uptake of research 

findings into routine healthcare in clinical, organisational, or policy contexts. It acknowledges the 

gaps between knowledge and practice and focuses on strategies to overcome these gaps 

(Wensing, 2015). The Global Alliance for Chronic Diseases (GACD) describes Implementation 

Science as “the study of methods and strategies to promote the uptake of interventions that have 

proven effective into routine practice, with the aim of improving population health” (Global 

Alliance for Chronic Diseases, 2019 ).  It examines what works and what could be achieved by 

decreasing the gap between best practice and the realities of the treatment that patients receive 

(Glasgow et al., 2012). In particular the Consolidated Framework for Implementation Research 

(CFIR) was reviewed as offering a framework to promote implementation theory development 

(Damschroder et al., 2009). Damschroder et al., (2009) explain that the CFIR is made up of  five 

major domains: intervention characteristics, outer setting, inner setting, characteristics of the 

individuals involved, and the process of implementation and can be used to develop evaluations 

and build implementation knowledge bases (Damshroder et al., 2009).Changing clinical practice 

is a major challenge and Powell, 2003, highlighted that it is not acceptable simply to send out 

new clinical guidelines and expect change to happen in practice (Powell, 2003). For this reason, 

this study included 3 phases which firstly identified the knowledge from the available literature, 

followed by the knowledge gained through recommendations developed from SAI reviews, 

following a patient suicide and finally, Phase III collected data from frontline mental health care 
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staff, through focus groups, to try to understand the gaps in the process of translating knowledge 

from previous mental health patient suicides, into practice to reduce future patient suicides.  

 

The study was also informed by The Human Factors Analysis and Classification System (HFACS) 

which sees the leading causes of harm in healthcare as arising from human actions, within the 

healthcare system. It does not focus on individual’s actions but rather on the complexities and 

complex interactions within the system (Shale, 2016). Human factors systems approaches are 

critical for improving healthcare quality and patient safety. The SEIPS (Systems Engineering 

Initiative for Patient Safety) is a human factors systems approach that has been successfully 

applied in healthcare research and practice (Carayon et al, 2014). The SEIPS also focuses on 

balancing the work system and encouraging the active role of workers in improving healthcare 

quality and patient safety (Carayon et al, 2014). This model offers a much more systematic 

approach to improvement in healthcare quality and patient safety. Inclusion of all elements of 

the work system allows for a wider understanding of the factors that can contribute to healthcare 

quality and patient safety, thus increasing the range of possible solutions for improving 

healthcare quality and patient safety. The work system model can be a guide when asking 

questions around the event such as an SAI, including who was involved? What were they doing? 

What tools/technologies they were using? Where did the event take place? What were the 

organisational conditions that contributed to the event? (Carayon et al, 2014). Considering all 

system factors related to the event, can then allow the sequence of events to be mapped into a 

process that integrates the various system factors (Carayon et al., 2014). This SEIPS model from 

the HFACS informed the methodology by providing guidance on questions that could be included 

in the semi-structured topic guide for the focus groups. Consideration would be given to inclusion 

of the five key aspects of the work examined in the SEIPS model: Person; Task; 

Tools/Technologies; Environment and Organisation, to allow for a more systemic approach 

(Carayon et al., 2014). 

 

Finally, the PDSA Quality Improvement method is considered as this cycle can effectively 

contribute to the successful implementation of recommendations if the process is followed 
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correctly and is not considered complete until it can be shown, through evaluation, that 

implementation has been successful, and the desired change has been achieved.  This method 

follows a four-stage cyclic learning approach to implement changes that aim to improve services 

(Taylor et al., 2014).  

In trying to gain insights into the current context and potential future improvements in learning 

from patient deaths, this wider, open approach allowed flexibility in determining which 

framework(s) or theories, may be appropriate to the implementation of recommendations from 

SAI review reports and allowed the researcher to consider that potentially more than one theory 

or framework may be useful, depending in the nature of the change being implemented. Finally, 

these change management theories will be considered as guiding principles to inform both the 

analyses of data and the process of interpretation of results into recommendations for future 

research and practice.  

 

3.5. Research Paradigm 

A research paradigm is a philosophical stance that informs the research methodology 

(Sarantakos, 2012). The paradigm influences the way in which knowledge is studied and 

interpreted and the choice of paradigm informs the motivation and expectations for the 

research. It is the choice of paradigm that sets down the intent, motivation, and expectations for 

the research (Mackenzie and Knipe, 2006). Selecting the paradigm provides the basis for 

subsequent decisions regarding methodology, methods, literature, and research design 

(Mackenzie and Knipe, 2006). Alharahsheh & Pius (2020), define a paradigm as: 

“A paradigm is inclusive of several components that can be categorised as the following: 

Ontology, Epistemology, Methodology and Methods.  Each of the given components is briefly 

defined and explained in terms of its interconnection with the other components.”  (Alharahsheh 

& Pius, 2020, p.40).  These components are further explained in Table 7. The paradigm provides 

the basis for subsequent decisions regarding methodology, literature, and research design 

(Mackenzie and Knipe, 2006).  
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Table 7. Theoretical foundations of social research (Sarantakos, 2012, p.28). 

Ontology Ontology deals with the nature of reality. ASKS: What is the nature of reality? Is it 

objective (out there), constructed or subjective? OR BETTER; What does research 

focus on? 

Epistemology Epistemology deals with the nature of knowledge. ASKS: How do we know what we 

know? What is the better way in which reality is known to us? OR BETTER; What kind 

of knowledge is research looking for? 

Methodology Methodology deals with the nature of research design and methods. ASKS: How do 

we gain knowledge about the world? OR BETTER: How is research constructed and 

conducted? 

Research 
Design 

Research is the execution of research design as constructed and guided by 

ontological, epistemological, and methodological prescriptions.  

 

Researchers have identified many different paradigms in the literature, including positivist, post-

positivist, constructivist, interpretivist, transformative, and deconstructivist (Mackenzie & Knipe, 

2006). Each paradigm offers different ways to interpret and understand the world we live in, and 

all have strengths and limitations for addressing research questions. Although any of these 

paradigms could have contributed to exploring the issues addressed in this study, the key 

consideration was which would provide the best and most useful foundation for exploring the 

research questions.  

The research paradigm adopted  for this study was interpretivism which sees understanding as 

embedded in social interaction and our interpretation of the world (Houghton et al., 2012).  

Rather than seek one truth, interpretivists aim to understand the meaning individuals give to 

their actions (Welford et al., 2012) . Phenomena are explored from the position of people’s lived 

realities, which then give context to the development of phenomenon (Welford et al., 2012).  

Positivism was not considered appropriate as the main paradigm for the design of this study, as 

this paradigm assumes that the focus should be on identifying an objective, accessible reality 

regardless of individual or group perspectives (Rehman & Alharthi, 2016). This approach would 

not fit well with a study using HFACS and Implementation Science as two of the theories 
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informing its conceptual framework, as these theories consider the characteristics and subjective 

experiences of the people within the work system and how they interact with this system and 

organisation. Critical realism (CR) was initially considered as a research paradigm for this study. 

CR is proposed as an alternative to positivist and interpretivist paradigms and assumes that 

reality is composed of entities that exist independently of our perceptions, even those which 

cannot be directly observed. Interpretivism on the other hand, asserts that we construct reality 

from our own (fallible) perceptions. CR has been developed to offer a middle ground that 

addresses several inherent challenges in positivism and interpretivism (Wynn & Williams, 2020) 

but the focus of this study was more on understanding the complexity of different, subjective 

perspectives and related processes, including the lived realities of those involved, and so 

interpretivism was chosen as the preferred paradigm over CR.  

The interpretivist paradigm provides a useful theoretical foundation for exploring, in depth, the 

subjective perspectives of people involved in these complex processes see Table 8, (Alharahsheh 

& Pius, 2020).  

 

Table 8. Interpretivism Research Philosophy (Saunders et al, 2012). 

Ontology Complex, rich, socially constructed through culture and language. Multiple meanings, 

interpretations, and realities. Flux of processes, experiences, and practice.  

Epistemology Theories and concepts too simplistic, focus on narratives, stories, perceptions, and 

interpretations. New understandings and worldviews as contribution. 

Methodology Value based research, researchers are part of what is researched, subjective. Researcher 

interpretation key to contribution. Researcher reflexive.  

Research 

Design 

Typically inductive, small sample investigations, qualitative methods of analysis, but a 

range of data can be interpreted 

 

3.5.1. Ontological Position 

The ontological position addresses the nature of reality and what the focus of the research should 

be.  This study explores the reality of how people and organisations are learning from patient 

deaths by suicide and subsequently changing their practice to reduce future similar deaths. It 
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explores the interplay of processes, experiences, and practice in relation to the implementation 

of SAI recommendations from patient suicides. Interpretivism assumes that reality is subjective 

and so can differ by individual. Perceived reality should be considered in terms of meanings, and 

social and experiential aspects of the research (Alharahsheh & Pius., 2020). 

 

3.5.2. Epistemological Position 

The epistemology position deals with the nature of knowledge and explores questions such as 

how we know what we know and what kind of knowledge is research looking for? This study 

employs a subjectivist inductive approach which works from the data up, to the abstract 

conceptualization developed from this.  It aims to understand the phenomenon of the effective 

implementation of recommendations from SAI reviews. A tentative conceptual framework was 

employed from the outset. As noted previously, this approach allows the conceptual framework 

to evolve during the study as new knowledge, ideas and insights are discovered and developed 

(Varpio et al., 2020).    

 

3.5.3. Methodological Position 

The methodological position deals with the nature of research design and methods and focuses 

on questions such as how we gain knowledge about the world and how is research constructed 

and conducted? The researchers are part of what is researched in this study and researcher 

interpretation is key to the contribution. A subjectivist inductive approach maintains an openness 

to a variety of theoretical standpoints throughout the research, which does not focus on one 

theory or framework. The conceptual framework evolves during the study as data is collected 

from 2 different data sets, recommendations from SAI review reports and transcripts from focus 

groups with mental health staff. The researcher focused on the narratives, stories, perceptions, 

and interpretations from both data sets and interpreted this, through thematic analysis, to 

develop new understandings and worldviews as a contribution to preventing future patient 

suicides. The findings are a product of both the scientific method and the interaction between 
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the researcher and the participants. The philosophical assumptions of Interpretivism 

underpinning this study are outlined in Table 9.  

 

Table 9. Philosophical assumptions of Interpretivism underpinning this study 

Feature Description 

Purpose of 
research 

To identify how recommendations from Serious Adverse Incident reviews can contribute 
to reducing deaths by suicide of people in the care of Mental Health Services.   

Ontology This study focuses on the reality of how people are learning from patient’s deaths by 
suicide and changing their practice to reduce future similar deaths. Interpretivism 
assumes that reality is subjective and so can differ by individual. Perceived reality should 
be considered in terms of meanings, and social and experiential aspects of the research 
(Alharahsheh & Pius., 2020)  

Epistemology This study employs an inductive approach which works from the data up, to the abstract 
conceptualization developed from this.  It aims to understand a particular phenomenon, 
which in this study is the effective implementation of recommendations from SAI reviews. 
A tentative conceptual framework was employed from the outset and this approach 
allows the conceptual framework to evolve during the study as new knowledge, ideas and 
insights are discovered and developed (Varpio et al., 2020).    

Methodology Value based research, researchers are part of what is researched, subjective. Researcher 
interpretation is key to contribution. Researcher reflexive. A general inductive approach 
maintains an openness to a variety of theoretical standpoints throughout the research, 
which does not focus on one theory or framework. The researcher focused on the 
narratives, stories, perceptions, and interpretations from both data sets and interpreted 
this, through thematic analysis, to develop new understandings and worldviews as a 
contribution to preventing future patient suicides. The findings are a product of both the 
scientific method and the interaction between the researcher and the participants.  

 

3.6. Phased Study Design 

The study employed a phased approach to investigate the research question: 

(i) Phase I: Systematic Literature Review. The findings from this phase of the study 

informed Phases II and III. This phase addresses RQ1. 

(ii) Phase II: Analysis of data from SAI report recommendations. This phase addresses RQ2 

by thematic analysis of the recommendation sections of SAI reports to establish the 

current context and identify themes across these.  
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(iii) Phase III: Focus Groups with Mental Health Professionals. This phase addresses RQ3-

6, by facilitation of semi-structured focus groups with mental health staff which 

discuss staff’s perceptions of the process of implementation of recommendations, the 

effectiveness of the translation of these into practice and how this could be improved.  

 

In Phase I, a systematic review of the international literature was completed to inform Phases II 

and III of the study. In Phase II and III a qualitative design was employed as it increases the quality, 

depth and richness of the information obtained.  In Phase II thematic analysis was used to 

examine data from the recommendations section of SAI reports. Descriptive data was collected 

including, number of incidents, number of recommendations and frequency of recommendations 

over time. A further semi-structured approach was employed in Phase III, through the collection 

of data from focus groups with mental health professionals to examine the meaning of this data 

to participants. Previous nursing research has found that staff focus groups are a rich source of 

information and that smaller groups are more manageable, (Mclafferty, 2004; Basch, 1987; 

Morrison & Peoples, 1999). Individual interviews were initially considered however, following 

consultation meetings with management in each individual HSCT, it was agreed that 

operationally, and due to limited resources, focus groups would provide a more efficient route 

for collecting data. A further semi-structured approach was employed in Phase III, through the 

collection of data from focus groups with mental health professionals to examine the meaning 

of this data to participants. Previous nursing research has found that staff focus groups are a rich 

source of information and that smaller groups are more manageable, (Mclafferty, 2004; Basch, 

1987; Morrison & Peoples, 1999). Individual interviews were initially considered however, 

following consultation meetings with management in each individual HSCT, it was agreed that 

operationally, and due to limited resources, focus groups would provide a more efficient route 

for collecting data.  

The strength of conducting focus groups is that they give an in-depth insight into staff 

experiences, opinions, and beliefs on the study topic, however they also limit the total number 

of staff that engage in the study. The option to administer surveys to a wider sample of staff was 

explored, in addition to focus groups, however, this was not progressed due to reluctance on 
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behalf of the HSCTs to request staff to complete surveys. They explained that it was difficult to 

get staff to engage in surveys due to both, the number of surveys that go out to staff to complete 

each year and also that the staff would not have allocated time to complete surveys, whereas 

they would have allocated time to attend a focus group and give this their full attention. It would 

have been ideal to include surveys as an additional data collection tool, however for the above 

reasons, this was not included in the design of the study.  

Consultations with senior staff across the HSCTs also confirmed that focus groups at two different 

levels may be useful to allow individuals to speak freely without fear of recourse from a more 

senior member of staff. Two focus groups were held at level one, with frontline staff and three 

were held with level two, higher level, management, or leadership staff. This approach would 

also potentially provoke discussion from their differing perspectives on how recommendations 

have or have not been implemented. This interaction and discussion within the group will be key 

to explore how best to potentially improve the implementation process. This combination of 

approaches allowed for greater flexibility of tools employed to answer the research questions 

and to explore different aspects of the reality of organisational processes.   

 

3.7. Phase I: Systematic Literature Review 

3.7.1. Phase I. Aim 

Phase I of the research was complete to inform Phases II and III of the study. This phase of the 

study answered RQ1 as shown in section 2.4. A systematic literature review, outlined in Chapter 

2, was complete which explored the learning processes for mental health services following 

patient suicides worldwide. It focused on how the recommendations contained in Serious 

Adverse Incident reports, which are completed following all patient suicides, are translated into 

practice. It also examined the effectiveness of the processes of implementing recommendations 

and change management, based on recommendations from serious adverse incident reviews.   
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3.8. Phase II: Analysing SAI Report Recommendations 

3.8.1. Phase II. Aim 

Phase II of the study answered RQ2 as outlined in section 3.2.3: What topics or themes appear 

and were recurring or non-recurring, within the recommendations from SAI reviews conducted 

after a patient suicide, over a two-year period? The aim of this phase of the study was to identify 

and analyse recommendations from all SAI reports following patient suicides occurring in 

Northern Ireland between 2015-2016. The purpose was to gain understanding of the scope and 

types of recommendations being made. The analysis included the identification of recurring and 

non-recurring recommendations to provide an insight into the effectiveness of their 

implementation.   

 

 

3.8.2. Phase II. Objectives 

1. To identify themes that arise in the recommendations from SAI reports following a mental 

health patient suicide.  

2. To identify recommendations that are recurring which may indicate problems with 

implementation of these. 

3. To identify themes that do not recur as this may indicate their successful implementation. 

4. To examine how the themes identified reflect the existing suicide prevention literature on 

implementing changes after SAI reviews.  

 

3.8.3. Phase II. Study Design 

Data on recommendations was provided to the research team from each of the five Health and 

Social Care Trusts (HSCTs). Secondary data was gathered from anonymised SAI reports published 

for all mental health patient deaths by suicide in Northern Ireland, for the period 1st January 

2015-31st December 2016.  The process of accessing this data was difficult due to each of the five 

HSCTs following different data access and governance processes and due to the constant staff 
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turnover and changes in roles, within these organisations. All data was finally accessed after 

almost one year of following these processes.  

 

3.8.4. Phase II. Sample 

A sampling frame is defined as a listing of all units in the population from which the sample will 

be drawn and must be representative of the population (Taherdoost, 2016).  The sampling frame 

for Phase II of this study was all deaths by suicide, of mental health patients of five participatory 

organisations (Western, Northern, Southern, South-Eastern and Belfast Health and Social Care 

Trusts). Local Collaborators across all five HSCTs provided contact details for the clinical 

governance departments within each HSCT, who could provide the requested data from SAI 

review reports completed following patient deaths by suicide.  

The Clinical Governance departments of each of the five HSCTs provided access to only specific 

items of anonymised data from all SAI reports completed following patient deaths by suicide over 

a 2-year period from 1st January 2015 to 31st December 2016 (n=188). Consideration was given 

to including data from more recent reports; however, a decision was made to retain the original 

period of data collection to allow adequate time for reviews to be complete following a patient 

death and recommendations to be communicated for implementation. The 188 reports provided 

exceeded the expected number of reports anticipated, based on data collated centrally by the 

National Confidential Inquiry into Suicide and Homicide (NCISH). A purposive sample size had 

previously been estimated using the NCISH figures publicly reported stating that 28% of those 

who die by suicide were involved with Mental Health services in the 12 months prior to their 

death (“NHS Health Research Authority,” 2019). The average annual suicide death rate in 

Northern Ireland was approximately 285 per year, over the 10 year period from 2007-2016 (“NHS 

Health Research Authority,” 2019). Therefore, it was estimated that a two-year sample of SAI 

reports would equate to approximately 160 cases of suicide, less than the actual number of 188 

that were received from the five HSCT’s.  
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3.8.5. Phase II. Inclusion / Exclusion Criteria 

Data was included from all SAI reports completed following a death by suicide in NI, during the 

period 1st January 2015 – 31st December 2016. Deaths outside of these dates were not included. 

 

3.8.6. Phase II. Participants 

No participants are included in this phase of the study.  

 

3.8.7. Phase II. Data Collection 

Data was collected from 188 anonymised SAI reports for patients who died by suicide over the 

study period.  Reports were fully anonymised to avoid any data protection risk. Data from SAI 

reports were provided to the Research Team by an identified contact in each HSCT Governance 

department. Data provided to the researchers was extracted from the reports and included: 

 

1. Week of death  

2. Whether the patient was an inpatient, outpatient, or prisoner. 

3. Section of the report titled “Lessons Learned”. 

4. Section of the report titled “Learning recommendations”. 

5. Date the report was signed off as complete by the HSCT. 

 

All HSCTs were approached, and a data extraction table was emailed to HSCT for completion. Key 

governance personnel agreed to provide data in this format, however, HSCTs could also supply 

the requested data via a report extracted from their own internal systems if preferred.   

All recommendations logged within each SAI report were extracted verbatim by HSCT staff, with 

minimal demographic and clinical information included to maintain confidentiality of patients. 

The data was fully anonymized, and contained no sensitive data, thus carrying no risk of 

identification. 
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3.8.8. Phase II. Data Analysis 

A descriptive overview of the data was then complete, by analysing the numerical variables using 

simple descriptive statistics providing frequency data generated from the SAI reports. This 

summary data represented: the number of reports; number of in-patients, outpatients, and 

prisoner deaths; number of recommendations; time taken from the patient’s death to publish 

recommendations and number of recommendations that were recurring or nonrecurring. Where 

relevant the figures were generated to provide average (mean) figures, by HSCTs, which were 

anonymised and numbered, for ethical purposes.  

A qualitative, interpretive thematic approach was then employed to provide an in-depth 

understanding of the data extracted from the recommendations section of the SAI reports, 

consistent with the aims of this study.  Thematic analysis is described as “a method for 

identifying, analysing and reporting patterns (themes) within data” (Braun, V. and Clarke, 2006). 

This method of analysis allowed for the identification of commonalities in the way a topic is 

written or spoken about and makes sense of these commonalities, so is well suited for use in this 

study (Braun, V. and Clarke, 2006). The thematic analysis also assisted in identifying patterns and 

themes across each data set that were important to the research questions.  

This analysis included a review of recommendations which recur over time and those which do 

not, to identify where implementation efforts may have been successful. The analysis of this 

Phase I data was then used to inform the semi-structured format of focus group interviews.  

This process involved reading and re-reading the data and categorising phrases and concepts in 

order to identify any commonalities, and further reduce the categories systematically in order to 

identify overarching themes and sub themes (Vaismoradi et al., 2013; Braun & Clarke, 2014). 

Themes were cross checked across the research team to ensure accuracy. 

 

3.9. Phase III Focus Groups 

Phase III of the study answered the research questions RQ3-6 outlined in section 3.2.3.  
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3.9.1. Phase III Aim  

The aim of this phase of the study was to evaluate how effectively the recommendations from 

SAI review reports, complete following mental health patient suicides, were implemented within 

mental health services and achieve the objectives outlined in section 3.9.2.  

 

3.9.2. Phase III Objectives 

This phase of the study focused on the process of implementation of recommendations from the 

SAI reports on suicide deaths with the following objectives: 

RO1: To inform practice on risk assessment and suicide prevention and consolidate learning 

around key themes that emerge from this analysis. 

RO2: To assist in developing regional recommendations to inform policy on suicide prevention 

for patients in the care of mental health services. 

RO3: To ascertain how research on best practice and the information that we already hold in 

terms of suicidal risk, correlates with the recommendations from HSCT SAI reviews and 

implementation of recommendations following a patient suicide.  

 

3.9.3. Phase III. Study Design 

Primary data was collected using focus groups (n=5) of mental health professionals from each 

HSCT in NI. Focus groups are useful in the field of service development to gain understanding 

through the eyes and hearts of the staff who will have to implement the program, policy, or 

service (Glasgow et al., 2012). In deciding upon the make-up of each focus group, consideration 

was given to striking a balance between homogeneity and heterogeneity and to ensure a range 

of diverse roles and levels of experience to maximise the range of differing perspectives in the 

group. Consideration was also given to hierarchical issues that may inhibit open participation 

from all members of the group (Damschroder et al., 2009). This distinction in the makeup of focus 

groups was driven by the consideration given to hierarchical/power issues when addressing 

effective communication in organisations in the implementation science literature (Damschroder 
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et al., 2009). Consultation with senior staff across the HSCTs confirmed that convening 

participants for focus groups at two levels of seniority, would be useful to allow individuals to 

speak freely without fear of recourse from a more senior staff member. Participants may be wary 

of speaking critically when with more senior colleagues, however this may also risk an increase 

in groupthink in focus groups if members were only from one discipline. Groupthink has been 

described as a form of excessive concurrence-seeking in groups that should be avoided, if 

possible (Janis, 1991, Stern & Sundelius, 1994). It was anticipated that this approach may also 

provoke discussion from their differing perspectives on how recommendations have or have not 

been implemented. This type of discussion within the focus groups could be key to exploring how 

best to potentially improve the learning and implementation process. 

Wong, 2008, suggests that each group should be large enough to provide adequate coverage by 

all members but also not so small that it fails to provide significant greater coverage than 

individual interviews (Wong, 2008), therefore a target of no more than 10 participants was set 

per group.  

From the data analysis in Phase II, triangulation was used to inform and explore discussions in 

Phase III of the study. Triangulation involves the use of one type data to validate or confirm 

conclusions reached from analysis of the other type of data (Health and Social Care Board, 2016).  

From Phase II of the study, examples of recommendations from each local HSCT and other HSCTs 

were included in the focus group questions, to explore how these recommendations have been 

implemented in each HSCT. This examined participant’s views on how recommendations are 

implemented within HSCTs locally and across other HSCTs in NI. There were five focus groups 

arranged in total and the aim was to recruit up to ten participants for approximately 45-60 

minutes. 

3.9.4. Phase III. Sample 

The sampling frame for Phase III of this study was mental health and social care professionals 

working in mental health services across three of the five HSCTs in Northern Ireland.  Local 

Collaborators across these HSCTs provided an overview mental health professionals and teams 
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working within their respective HSCTs. The study specifically targeted professionals who are 

involved in the care and treatment of mental health patients.  Focus groups were held in each 

HSCT on their premises.  

 

3.9.5. Phase III. Inclusion / Exclusion Criteria 

Eligibility for focus group participation included current HSCT staff currently working as mental 

health professionals in their HSCT. Targeted professionals included all members of the multi-

disciplinary team such as front-line nursing staff working in both in-patient and community 

settings, psychologists, psychiatrists, occupational therapists, and those in managerial and 

supervisory role who had been working in mental health services for at least 1 year. All 

participants were over 18 years old.  No upper age limit was applied. 

 

3.9.6. Phase III. Participants 

Focus group level 1: These groups were restricted to front line professional mental health staff, 

working in any community or hospital mental health setting for at least one year. Given the focus 

of the study was implementation of recommendations after SAIs, it was felt that anyone 

employed for less than one year may not have had an opportunity to contribute experience of to 

the topic under discussion.  This length of tenure was also determined as studies have shown 

that in some cases when patients have died by suicide whilst under observation, 

recommendations have highlighted that only staff members who have a certain level of 

experience and skills should undertake this intervention in observing and engaging with seriously 

unwell and distressed patients (Flynn et al., 2017).  

Focus group level 2: Clinical Supervisors or Managers of mental health professionals working in 

the community or hospital setting for at least 1 year e.g., Managers or supervisors of 

professionals named in Focus Group level 1. 
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3.9.7. Phase III. Identifying Local Collaborators 

Meetings between the researcher and representatives from each HSCT assisted in identifying a 

Local Collaborator (LC).  The role of the LC is defined as : “A person undertaking certain types of 

straightforward research procedure, not requiring the appointment of a principal investigator” 

(Smajdor et al.,2009 ). This paper also defines the role of Principal Investigator as: “Person 

responsible for the local research site in studies with multiple sites” (Smajdor et al.,2009). As the 

procedures to be undertaken in this study are straightforward. It was agreed that a Local 

Collaborator would be suitable for this research project.  

The LC was responsible for the dissemination of literature and invitations relating to participation 

in the focus groups and assisting in arranging facilities for these events. 

Therefore, it was important that the LC had access to regular communication with frontline staff. 

Ideally this person worked either in adult mental health or in a clinical governance, service 

improvement role. All LCs met this criterion. 

 

3.9.8. Phase III. Recruitment 

The LC in each HSCT led on the recruitment of participants through the following structured 

process: 

1. An email asking for volunteers was sent by the LC in each HSCT to all currently practicing 

mental health professionals working in the community or hospital setting within that 

HSCT.  The email contained a letter of invitation from the research team (See Appendix 

6), and a Participant information sheet (See Appendix 4). 

2. A follow-up email was sent out one week later to further encourage participation. 

3. One week later the LC encouraged staff to circulate a reminder during staff handovers. 

4. The researcher met with personnel in each of the 5 HSCTs to present information on the 

study and discuss processes for recruitment and facilitation of the focus groups.   
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At the first three points of the process above, a letter of invitation and a participant information 

sheet was provided to all potential participants. Leaflets and Posters giving information about 

the focus groups were also available and displayed in workplaces (See Appendix 7). Potential 

participants were invited to contact a member of the research team via telephone or email to 

confirm participation or present any questions or queries. The LC also assisted in the 

arrangement of dates, times, and venues for the focus groups. Every effort was made to minimise 

disruption to day-to-day work and any adverse impact on resources. Additionally, a concerted 

attempt was made to include diversity of tenure, experience, skills, and discipline within the 

groups.  

Participants confirmed their attendance directly with the named contact in the research team 

and were allocated to a focus group based on their role within the mental health team. In cases 

where more than the required number volunteered for the group, places were allocated to the 

first volunteers who came forward. Participants provided written consent in advance of the focus 

group starting, but were free to withdraw from participation prior to attendance, at any time. 

Once the focus group had commenced, participants could still opt out at any time but any 

recorded data up to that point was retained. This information was detailed on the “Participant 

Information Sheet”. (See Appendix 4) and the “Consent Form”. (Appendix 5) This stated: “details 

of all participants will remain confidential outside of the focus group”. Consent forms were signed 

by all participants, and they attended the focus group on a voluntary basis. 

Difficulties encountered in recruitment included lack of engagement of Psychologists, 

Psychiatrists and any professionals from Child and Adolescent Mental Health Services. It would 

be speculative to assume why this was the case, however it may have been useful to take a 

more targeted approach to these two groups to increase the effort to engage these roles or to 

take advice from the National Confidential Inquiry team who engage these professionals in 

their study. Additionally, the advisory group included the chair of the Royal College of 

Psychiatry in Northern Ireland so it would have been possible to have this person advocate for 

engagement in the project.  
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3.9.9. Phase III. Informed Consent 

To ensure that all participants were given the opportunity for informed consent the following 

steps were taken.  This concurs with good clinical practice guidance (International Conference on 

Harmonization - Good Clinical Practice (ICH GCP)) (Barton, 1998). Leaflets and posters were 

produced and disseminated to potential subjects, which clearly states the purpose of the study 

(Appendix 7).  This ensured that participants could make an informed decision to participate in 

the study. The reason for their participation was clearly stipulated.  Participation was voluntary 

and early withdrawal was at the subject’s own discretion.  Once the focus group has commenced, 

participants can still opt out at any time but any recorded data up to that point will be retained. 

 

3.9.10. Phase III. Data Collection 

The researcher(s) facilitating the focus groups worked from a Topic Guide (See Appendix 8) for 

consistency across all groups. An initial plan was to complete a content analysis of the current 

learning reports, newsletters, and letters, used to communicate recommendations from SAI 

reviews, that could inform the content of the focus groups. This was planned as the landscape of 

how recommendations were communicated and implemented was unclear. Upon an initial 

review of the bi-annual SAI Learning reports, it became clear that a small percentage of the report 

content was allocated to SAIs relating to suicide and this also did not differentiate, between 

suicide attempts and patient deaths by suicide. The plan to complete this content analysis was 

therefore shelved on the basis that it would not easily provide the information needed for this 

study and to extract the information needed from the reports would require another level of 

investigation, which resources could not allow. A decision was therefore made to use the findings 

from the SAI data analysis and the literature review to inform the content of the topic guide. The 

Topic Guide was used flexibly as this allows for progression of the discussion on key areas such 

as how recommendations are communicated and implemented, whilst allowing for new topics 

to be raised (NCISH, 2018: Shaw & Windfuhr, 2015). The topic guide was informed by the 

literature review findings and RQ3-6, regarding the implementation of recommendations from 

SAI reviews. Discussions included topics such as awareness of the SAI process and the 

recommendations from this; how these recommendations are communicated, how these 
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recommendations are translated into practice and how the overall process of this is working for 

staff in practice. Triangulation was used to explore conclusions reached from Phase II data 

collection and include these conclusions in the semi-structured focus group discussions. 

Triangulation involves the use of one type of data to validate or confirm conclusions reached 

from analysis of the other type of data.  A few questions were based on the data analysis from 

Phase II to explore the implementation of recommendations that were recurring, against those 

that appeared only once.  The facilitator provided specific examples of recommendations from a 

few HSCTS that appeared frequently and a small number that appeared only once. This was 

specifically included to draw out any experiences relating to examples of good and poor practice 

in terms of implementation to explore how these recommendations have been implemented 

within HSCTs locally and across other HSCTs in NI. 

Each focus group was recorded, and the recording transcribed in full for preparation for analysis 

using NVivo software. Transcriptions were checked against recordings by at least 2 members of 

the research team to ensure accuracy. 

 

3.9.11. Phase III. Data Analysis 

For this phase of the study, analysis was complete using Thematic Analysis. Initially Framework 

Analysis was considered as this method is suited to both health and policy research and 

particularly to research which aims to answer specific questions (Srivastava & Thomson, 2009). 

However, once coding had been complete it was evident that Framework analysis was no longer 

the best option for this study due to the high level of initial coding that was emerging across the 

five focus group transcriptions. Additionally, data was not being examined at an individual level 

but at the group level from the focus groups transcripts.  Gale et al., 2013, caution researchers 

planning to use Framework analysis by highlighting that Framework analysis cannot 

accommodate highly heterogeneous data and is more suited to thematic analysis of semi-

structured interview transcripts where it is important to be able to compare data by themes 

across many individual cases, rather than focus group transcripts (Gale et al., 2013).  Thematic 

analysis was then implemented as a more suitable alternative for analysing the large amount of 
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coded data from the focus group transcripts. As described in Phase II data analysis, thematic 

analysis allows for the identification of commonalities across data and then makes sense of these 

commonalities. This  meant that this form of analysis was well suited for use in this study (Braun, 

V. and Clarke, 2006). Once again, as in Phase II data analysis, this process involved reading and 

re-reading the data and categorising phrases and concepts to identify any commonalities. The 

categories were then reduced systematically in order to identify overarching themes and sub 

themes (Vaismoradi et al., 2013; Braun & Clarke, 2014). Themes were then cross-checked and 

discussed across the research team to ensure that themes identified reflected the participant’s 

views, were relevant and accurate.  

Data was analysed using NVivo software which can improve the reliability of the analysis by 

validating (or not) the researcher's impressions of the data (Welsh, 2002). NVivo software was 

useful in the management of this large volume of data.  This utility also assisted with the analysis 

of the data by allowing the researcher to break down themes from the interviews into “nodes”.  

The retrieval of information of relevance from NVivo was made more straightforward than any 

manual system of qualitative data analysis would have allowed.  The downside to using NVivo 

was the time taken to enter all the data into nodes.  However, once this had been done, the data 

was handled with greater ease than otherwise would have been possible.  A further advantage 

of using NVivo was that it provided additional measures of security and confidentiality to the data 

as it saves all information to a single project file.   

As part of the coding exercise, codes were categorised into barriers and facilitators. Bauer and 

Kirchner (Bauer and Kirchner, 2020) note that the central tasks of implementation science require 

identifying barriers and facilitators to uptake of innovations and developing strategies to 

overcome barriers and leverage facilitators toward establishing routine use of best practices.  

 

3.10. Ethical considerations Phase II and Phase III 

This section discusses ethics processes common to Phase II and Phase III. Phase III procedures 

that are critical to ethics and good governance such as recruitment and informed consent, are 

outlined in the relevant sections of the Phase III study design previously discussed.  
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Consideration of research ethics is important as it ensures that studies protect participants, and 

researchers, in several ways. It dictates how researchers must respect and protect research 

participants’ autonomy and protect participants form any potential harm (Barrow et al., 2020; 

Miracle, 2016). Additionally, ethics must uphold the privacy and confidentiality of participants 

and ensure procedures are in place to protect this anonymity (Barrow et al., 2020). Informed 

consent is also essential to ensure that participants are fully informed of all aspects of the 

research study and have given their consent to participate (Barrow et al., 2020; Franklin et al, 

2012). Finally, it is important to also ensure the safety of the researcher in the ethics process and 

put procedures in place to protect the research team from harm (Dickson-Swift et al., 2005). This 

study included all the above issues in the ethics application process.  

Ethical approval was received from the Queen’s University School of Nursing and Midwifery 

(Appendix 3).  Governance approval, from the Research and Development Ethics Committees 

across all five participating HSCTs, was also obtained.  The Northern Health and Social Care Trust 

(NHSCT) was identified as the lead HSCT in this study, and staff from their Research and 

Development Office coordinated the administration of all relevant documents. The application 

for ethical approval included developing a detailed research protocol for the study, obtaining 

Access NI clearance for the members of the research team and completion of “Good Clinical 

Practice” training for all members of the research team.    

 

3.10.1. Phase II and Phase III. Confidentiality and Anonymity.  

The welfare and safety of participants was paramount in this study and procedures were 

implemented to maintain confidentiality and anonymity in collecting the data for this study, as a 

breach of this could risk harm to participants. In Phase II, data was extracted by the researcher 

and organised for analysis from anonymised summary reports provided by each HSCT. No 

identifiable information was held as part of this process. Week of death, rather than date of 

death, was collected to minimise risk of breaking anonymity.  A date was required to accurately 

calculate the time elapsed between the death and the completion of the report. Although it is 

unlikely that specific deaths would be identified, it was agreed that week of death will not appear 
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in any publications or in the public domain, to fully ensure that anonymity is maintained. When 

anonymised data was extracted and organised for analysis it was then held on file using password 

protection software.  

Results were analysed in relation to HSCT A, B, C, D and E.  Random selection of Trust to code 

ensured that any sensitive findings were not identifiable to a named Trust.  Individual HSCTs were 

informed that they could be provided with findings relating to that HSCT, on request.   

In Phase III, the research team was responsible for ensuring the confidentiality of personal 

information relating to the participants in the research, ensuring that the research adheres to 

and fulfils any related legal requirements, such as those of the General Data Protection 

Regulation (GDPR) (EU 2016/679, European Union, 2016, Queen’s University, 2014) and ensuring 

all data was processed accordingly.  

Individuals participating in focus groups were not identified, in the transcription, analysis or in 

any feedback to the HSCTs, to maintain confidentiality. Participants were given codes and 

identified in extracts from the focus groups transcripts by combining their participant code with 

the focus group code. The only limit to confidentiality was if a participant or other person named 

by the participant was found to be at serious risk of harm.  Confidentiality was explained to the 

focus group participants, from the outset and the potential need to breach confidentiality should 

any part of the discussion highlight a risk to self or others. This included any discussion that may 

highlight malpractice issues. Procedures on how any issues of risk to self or others should be 

escalated were clarified with each HSCT to allow for differences in HSCT processes. The 

researcher together with the Local Collaborator in the appropriate HSCT, agreed that if someone 

were at serious risk of harm then HSCT policy for this would be followed and immediate action 

taken. No concerns relating to risk of harm were raised in the focus groups, therefore 

confidentiality was not breached at any point in the study.  

Future publications will ensure that the identity of subjects remains confidential and agreed 

coding will be used to keep all references to individuals anonymous. All documentation relating 

to Phase III of the study was also held on the password protected Q Drive (networked) at Queen’s 

University Belfast.  
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Findings for Phase III of the research will not be made available by individual HSCT because with 

such small number of participants in the focus groups, reports of discussions may compromise 

the confidentiality of the participants. 

 

3.10.3. Phase II and Phase III. Data Management 

Several measures were put in place to ensure that the confidentiality and anonymity of data 

collected from SAI reports and research participants. Data management adhered to the Queen’s 

University Code of Conduct and Integrity in Research (Queen’s University Belfast, 2014) which 

allowed the data to be used whilst ensuring that it was treated as confidential. The Medical 

Research Council highlights the importance of confidentiality in managing the data of deceased 

persons as this information may have wider implications for relatives or friends still living 

(“Medical Research Council,” 2019). Data was sent to the research team using encrypted 7-zip 

email.  In each case the anonymised data was saved onto the Queen’s University Q Drive and 

password protected in an encrypted folder, and then the email was deleted.  Only members of 

the research team had access to the Q Drive folder for the study.  All data received from HSCTs 

was anonymised and no identifiable data was presented as part of the thesis. Anonymised data 

from SAI reports was managed and analysed using a variety of software including MS Excel, and 

NVivo. Each individual report was assigned a numerical code.  

Each focus group was assigned a numerical code. Anonymised recordings and transcripts of focus 

groups and consent forms for all focus group participants were held on the Queen’s University Q 

drive and password protected. The University expects primary data to be securely held for a 

minimum period of 5 years after the completion of a research project. Several research councils 

require data to be retained for 10 years. All data for this study will be securely retained for five 

years after the study has been completed. 
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3.10.4. Phase II and Phase III. Safety of Health Care and Research Staff 

Safety of staff and researchers is important under the principle of non-maleficence; therefore, 

studies must ensure that no harm is caused to both participants and researchers.  

In both Phases II and Phase III of the study it was considered that the research team both 

facilitating focus groups and transcribing data, may be impacted emotionally or psychologically 

due to the content of the work. A Distress Protocol was developed to manage any risk of 

emotional or stress reactions throughout this work (Appendix 9b). This protocol was reviewed 

regularly by the researcher and supervisors in the research team to ensure that adequate support 

was in place, throughout the study. This should minimise any negative impact on a researcher 

working as part of this project. Additionally, due to the nature of the data being collected, the 

research team member collecting and analysing this data, attended monthly supervision for 1.5 

hours to manage the emotionally challenging content. In addition to this a debrief session, if 

needed, could be requested at any time from the research supervision team. 

In Phase III of the study, safety of staff was considered as some of the focus group discussion may 

have led to sensitive or upsetting discussions. A Distress Protocol (Appendix 9a) was developed 

to address the risk of emotional or stress reactions in the research participants. It is 

recommended that a Distress Protocol is used in any study which includes research on sensitive 

or traumatic subjects (European Union, 2016).  

Every effort was made to ensure that the focus group was comfortable for participants and that 

they felt respected, free to give honest opinions and not judged about comments made. Issues 

raised in the focus group were not to be discussed outside the focus group to allow the group to 

speak openly and honestly about their experiences.  

 

3.11. Impact of Covid 19 on the study 

During Phase III of the study when five focus groups had been complete, a lockdown was imposed 

following the spread of Covid 19. Initially all face-to-face focus groups were suspended and at 

this point online alternatives were explored, however the HSCTs in Northern Ireland then made 
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the decision to suspend any ongoing or new research as all staff were being redeployed to 

frontline health services. This action aligned with the British Psychological Society (BPS) guidance 

on conducting research with human participants during Covid 19. This BPS document aims to 

assist researchers in identifying ethical issues which may arise during the unique circumstances 

of the Covid 19 global pandemic. BPS highlight that under the ethical principle of respect, 

researchers should consider the additional pressure and stress that individual participants may 

be under and should be sensitive to this. Additionally, researchers should be aware that there 

may be, among participants, individuals who are disproportionately affected by the pandemic 

(BPS, 2020). Townsend et al., (2020), further highlight that participating in research may add an 

unnecessary burden to people who may already be experiencing distress during the pandemic, 

and this may be compounded by circumstances in which, supports and services that participants 

would normally be directed to, are unavailable to provide support in the usual way or in the usual 

timeframe.  

As there were another five focus groups planned, the research team were faced with a decision 

on how to proceed with the research study. The options were to continue with the data already 

collected or postpone the study until a time in the future when the focus groups could reconvene. 

Considering all the guidance, the decision was made to continue coding the transcripts from the 

five focus groups complete, to identify if data saturation had been reached. Saturation is an 

accepted methodological principle in qualitative research and is commonly seen as an indicator 

that that data collected or analysed is seen as sufficient that no further data collection or analysis 

is necessary (Saunders et al., 2018).   Saturation is also described as the point at which, during 

coding, that codes become repetitive, and no new emergent themes are found (Urquhart, 2012, 

Given, 2015).  

When first stage coding was complete, the research team agreed that a sufficient level of data 

saturation had been reached to warrant closing the focus group phase of the study with the 

inclusion of five focus groups complete.  The five focus groups complete included two focus 

groups in HSCT D, two focus groups in HSCT B and one focus group in HSCT A. The resulting 

reduction in focus group delivery meant that there was less confidence in the data being 
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representative of staff views across the region, although no notable differences existed between 

the HSCTs that were included within the five.  

 

3.12. Personal Values, Critical Reflection  

Qualitative Researchers must have a well-developed awareness of their own personal values and 

openly report theses values and any potential biases that may impact the research study, such 

as interactions with participants, interpretation of data, and the conclusions and findings drawn 

from the data. This research design has been carefully constructed to minimise any biases that 

may be held by the researcher.  Some of the strategies employed to minimise researcher bias 

included the research team reviewing 20% of identified themes across all phases of the study. 

Additionally, critical reflection is a deliberate process where the researcher takes time, within the 

course of their work, to focus on their performance and reflect on the thinking that led to certain 

actions, what happened and what they learned from the experience, to inform their future 

actions (University of Huddersfield, 2007).  

 

3.12.1. Personal Values 

The seeds of this PhD journey began through my work as a therapist and senior manager within 

a crisis helpline and therapy service working in suicide prevention. Part of my role was to oversee 

the implementation of recommendations that were produced from reviews, following client 

suicides and in doing so, ensure that the implementation of these recommendations aimed to 

prevent further client suicides.  The difficulty in managing this process of implementation, led to 

my curiosity about how this was being managed in statutory mental health services.  

My personal values are very much rooted in my years of working as a therapist. The core 

conditions that should be inherent in any therapist are empathy, unconditional positive regard, 

and congruence. I have developed these core conditions in both my therapy work and my 

personal life, and these form the basis of how I interact with others. These conditions are 

considered critical to building a trusting relationship with any client. I feel that these conditions 

were also supportive in facilitating the focus groups as they allowed me to hold my own opinions 
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and position on topics, whilst also being open, facilitating a non-judgemental discussion on these 

topics. I also gained insight into their opinions and positions on each topic discussed. Additionally, 

demonstrating the core condition of congruence meant that the transparency and openness of 

the purpose of the research was paramount. Some examples of areas in which I am aware I hold 

strong opinions are the need for regular and consistent clinical supervision, support for the Zero 

Suicide movement in mental health services and collaborative working between teams and 

services. I was very aware that my experiences in these areas would not mirror those of others 

and so had to set these opinions aside, as I would do in therapy with a client, and listen to and 

accept the differing opinions and experiences of others. The research design has therefore been 

carefully constructed to minimise any biases that may be held by the researcher(s).   

Throughout the process my focus was not only on the healthcare staff but also on the patients 

that we were discussing, those who had died by suicide and their families and carers. This focus 

was informed by the ethical principles that I have adopted in my professional role as a therapist 

and that have subsequently come into my everyday life and way of being, These are: 

trustworthiness; autonomy, respect for the rights of others; beneficence, a commitment to 

promoting others’ well-being; non-maleficence, a commitment to do no harm to others; justice, 

fair and impartial treatment for all and the provision of adequate services; and self-respect. Self-

care is incorporated in the principle of self-respect, and this informed the need for adequate 

supervision throughout the study and the development of a distress protocol specifically for the 

researcher. All these principles and values were foremost in my thoughts when both analysing 

the data in Phase II and facilitating the focus groups in Phase III of the study.  

 

3.12.2. Reflective Journal / Field Notes 

Hatton and Smith (1995) suggest that there are four levels of reflective activity, and these were 

used as a framework for completing my reflective journal / field notes. These are outlined as:  

descriptive writing, describing an event or activity with no attempt at an explanation; descriptive 

reflection, reflecting on an activity with an attempt to provide a possible explanation; dialogic 

reflection, reflecting on the issue over time, inner dialogue, investigating various solutions and 
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assumptions and critical reflection, considering the wide aspects including historical and cultural 

aspects. Time was specifically set aside for reflective writing during analysis of SAI 

recommendations, after each focus group and during thematic analysis of focus group transcripts 

or as and when needed, on any thoughts or feelings arising throughout the project.  Field notes 

are also a valuable tool in qualitative research, to provide a means of documenting rich 

contextual information on all aspects of the study. They also assist the researcher in reflecting 

throughout the study and identifying potential bias arising from their own experiences or 

personal values.  (Phillippi & Lauderdale, 2018). 

At initial stages of the study, when working towards gaining ethical approval and trust 

governance approval, I found myself feeling very frustrated and at times hopeless, in trying to 

navigate the complex and very different structures of the five HSCTs involved in the study. The 

descriptive writing and reflection on these issues were straightforward and described my 

frustrations and my attempts to make sense of this. As time passed and some of these issues 

were not resolved or were compounded by staff turnover, my critical reflection included wider 

observations on this and how this may reflect across the mental health system in a lack of clarity 

of roles and responsibilities across HSCTs. Furthermore, I speculated as to how my feelings of 

hopelessness may mirror those of patients who are unclear on care pathways and possibly see 

multiple healthcare personnel throughout their time under the care of mental health services.  

At times, I found Phase II of the study very challenging and my reflective journal and descriptive 

writing, proved very useful for me to put my feelings down on paper, after a day of analysing data 

from the SAI reports. This writing helped me to draw a line under the day and not carry thoughts 

about these patient deaths into my life outside work. Dialogic reflection allowed me to review 

my own, and the assumptions of those who produced the reports and to attempt to untangle the 

meaning of the recommendations and review solutions for the most effective analysis of the 

data. My critical reflections included looking at the assumption that all readers of the reports 

would understand the medicalised language in the reports and how this assumption meant that 

this was a barrier to ease of understanding the recommendations from the report, by anyone 

outside mental health services. This difficulty understanding the recommendations could also 

apply to those working in different teams or HSCTs but more importantly, to the families and 
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carers of those who were deceased. I also reflected upon how they might experience reading 

these reports.  

Whilst writing up my discussion chapter I did not spend much time on descriptive writing or 

reflection as I had already covered most of my thoughts in the previous work. I did, however, 

spend time writing up my critical reflections and there are two that I think are worth highlighting 

here. The first was my reflections on the meaning and worth of the research during the Covid 19 

pandemic. As I watched mental health staff being redeployed to frontline services dealing with 

the influx of those impacted by the pandemic and governments increasing spending on managing 

the pandemic, I felt that the importance of this study was shrinking by the day and at times, felt 

that it may be pointless to continue.  The barriers I could foresee were lack of funding for existing 

mental health services and for any future innovations to improve these services. COVID deaths 

were approaching 2000 at this point in Northern Ireland alone, which overshadowed the 

approximately 80 patient suicide deaths per year that were the focus of the study. The reflective 

journal really helped me to work through this and re-focus on the purpose of research in suicide 

prevention and the positive outcome of preventing even one death. The second key insight, I 

found through critical reflection, was the parallel between the multitude of recommendations 

produced through SAI reviews and the multitude of recommendations being produced by suicide 

prevention research. The focus of this study is specific to the implementation of these SAI review 

recommendations yet, as researchers we may be equally inexperienced in ensuring that research 

findings and recommendations are translated into practice in frontline mental health service. 

This critical insight assisted in increasing my focus on the impact of my research, working to 

ensure this informs services and translating this research into practice.  

3.13. Project Management 

The project management team included the following members: 

First Supervisor / Chief Investigator – Dr Karen Galway 

Second Supervisor – Professor Gavin Davidson 

PhD Student - Colette Ramsey 
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3.14. Advisory Group 

An advisory group was set-up to provide oversight of the study. The role of the advisory group 

was agreed to provide expertise and guidance throughout the study; to advise on dissemination 

of research findings and to support the research team to maximise impact of the research 

findings.  This group included representatives from the following organisations: 

▪ Department of Health, Northern Ireland. 

▪ Royal College of Psychiatry, Northern Ireland. 

▪ Regulation and Quality Improvement Authority, Northern Ireland. 

▪ Ulster University 

▪ Health and Social Care Safety Forum, Northern Ireland. 

▪ Shannon Clinic Regional Forensic Unit, Northern Ireland. 

▪ Family Voices Forum, Northern Ireland. 

▪ Coroner’s Office, Northern Ireland. 

▪ Public Health Agency, Northern Ireland. 

▪ Towards Zero Suicide Patient Safety Collaborative, Northern Ireland.  

Meetings were held with the advisory group, at key milestones of the study, to keep them 

updated on progress with email communication in place between meetings. Full details of the 

Advisory Group Membership can be found in Appendix 10.  

 

3.15. Limitations of the methodology 

Several limitations were identified in the previous research, mainly a dearth of research around 

the implementation of recommendations from SAI reviews and the evaluation of the 

implementation of these recommendations.  The limitations from previous research contributed 

to the design of this study.  

Several limitations were identified in the approach of the methodology of the study, and these 

are outlined below: 
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• In Phase II of the study a decision was made to request only data contained in the 

recommendation’s sections of SAI reports. This decision was made to maintain 

confidentiality however the disadvantage of this was that recommendations were not in 

context and this, at times, placed limits on the researcher’s understanding of the 

recommendation being made and the reason for this.  

• In Phase III of the study, data collected from focus groups was based on a limited number 

of attendees and roles within mental health services. These views may therefore not 

represent the views of all mental health staff. A limitation of focus groups was 

acknowledged in that there may be a reluctance to raise more sensitive issues in this 

environment.   

• Additionally, there may be the risk of bias in the focus group process. Bias can appear in 

the wording of questions and/or in how the facilitator of the group handles participants 

views, particularly if these are negative. Bias can also come from participants in the form 

of acquiescence bias, when participants want to agree with what the facilitator says or, 

desirability bias, when participants want to be regarded in a positive light (Mitchell, & 

Branigan, 2000).  A further limitations of focus groups is the tendency for certain types of 

socially acceptable opinion to emerge, and for types of participants to dominate the 

discussions (Smithson, 2000). To overcome these issues two moderators were involved in 

the focus group discussions and a semi-structured set of guiding questions was agreed in 

advance by the research team.  

• An initial phase of the study to complete a Content Analysis on existing SAI 

recommendation dissemination reports was not complete due to lack of time and 

resources. This analysis would have outlined what percentage of the recommendations 

in these reports related to patient suicide, in comparison to SAI recommendations in 

other areas of healthcare. The analysis could also have tracked the SAI recommendations 

from Phase II of the study to see how many of these were being disseminated regionally. 

This could have given a clearer picture on the current context of dissemination and 

implementation of SAI recommendations following a patient suicide in NI and may have 

further informed the semi-structured discussion for the Phase III focus groups.  
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• Finally, the impact of the Covid 19 pandemic placed a limitation on Phase III of the study 

as the initial planned 10 focus groups had to be reduced to five, due to increasing 

restrictions and the limited availability of healthcare staff. This reduced the overall sample 

size for this phase of the study.  The research team reviewed the transcripts of the five 

focus groups completed prior to the initial lockdown imposed at the beginning of the 

Covid 19 pandemic and agreed that the level of saturation was significant enough to 

warrant completing the study with no further focus groups necessary.  

 

3.16. Summary 

This chapter has outlined the methodology of the 3 phases of the study. This methodology aimed 

to explore the primary research questions through the 3-phase design to address potential 

shortcomings in the process of implementing recommendations from SAIs to reduce the risk of 

future suicide deaths. This chapter presented detail on the methodological background and how 

this could support the aims and objectives of the research. The chapter also described the 

theoretical considerations for the research; personal values and critical reflection of the 

researcher; the research design; project management; ethical considerations and the impact of 

Covid 19 on the study.  Finally, the limitations of the study Methodology were outlined. How this 

Methodology was employed across the 3 phases of the study to collect and analyse data, is 

detailed in Chapters 2, 4 and 5. 
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Chapter 4 Qualitative Analysis of Themes from SAI Recommendations  

4.0. Introduction 

Reviewing recommendations from historical SAI reports allows an overview of themes from these 

recommendations and highlights the types of recommendations being made. It also assists in the 

identification of recurring or non-recurring recommendations which may indicate whether they 

have been effectively implemented.  As described by the existing literature presented in Chapter 

2, there is a heavy focus on developing recommendations from SAI reviews that should affect 

change and ensure that services learn from these reviews into patient suicides. What is also 

evident is that there is very little focus on the implementation of those recommendations or the 

evaluation of this implementation to ensure that it has been effective.  

  

4.1. Chapter Structure 

This chapter revisits the aims and objectives (Sections 4.2-4.3) of this phase of the research and 

describes the data collected (Section 4.5-4.5), including a quality appraisal of the data highlighting 

any issues that arose (Section 4.6). The thematic analysis of the data is then discussed (Section 

4.7) providing detail of the seven superordinate themes identified and the subthemes identified 

from these (Sections 4.8-4.15). The themes are illustrated using extracts from the Serious 

Adverse Incident (SAI) report recommendations. These extracts have not been labelled to 

identify the relevant HSCT, as although this regional study includes the participation of all five 

HSCTs, anonymity was guaranteed for each of these, as part of the ethics application.  Finally, a 

timeline analysis of the data is given which assisted in identifying both recurring and non-

recurring recommendations (Section 4.16). The chapter then ends with a summary (Section 4.17). 

This chapter outlines Phase II of this study which involved the collection and analysis of data from 

the recommendations section of SAI reviews, completed following patient deaths by suicide. A 

thematic analysis of these secondary data: the recommendations sections of 188 SAI reports, for 

the 2-year period 2015-2016, is presented in this chapter. In total 276 recommendations were 

reviewed from SAI data received from five Health and Social Care Trusts (HSCTs). To maintain 

confidentiality, HSCTs were coded randomly as HSCT A, B, C, D and E.  
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This analysis informed the semi-structured focus groups carried out for Phase III, which is 

discussed in Chapter 5. The structure of this process aimed to identify: 

(1) the gaps in producing recommendations following a patient death by suicide (Phase II) and  

(2) the translation of these recommendations into practice including a review of recurring and 

non-recurring recommendations to provide an insight into implementation, improve the safety 

of services and ultimately prevent future suicides (Phase III). 

 

4.2. Aim 

The aim of this phase of the study was to identify and analyse recommendations from SAI reports 

following a patient suicide to gain understanding of the scope and types of recommendations 

being made, how these might give insight to the circumstances surrounding patient deaths and 

how they contribute to future suicide prevention efforts in mental health services. The analysis 

included the identification of recurring and non-recurring recommendations to provide an insight 

into the effectiveness of their implementation.   

 

4.3. Objectives 

1. To identify themes that arise in the recommendations from SAI reports following a mental 

health patient suicide.  

2. To identify recommendations that are recurring which may indicate problems with 

implementation of these. 

3. To identify themes that do not recur as this may indicate their successful implementation. 

 

This phase of the study focuses on the second research question: 

RQ2. What topics or themes appear and were recurring or non-recurring, within the 

recommendations of SAI reports carried out after a patient suicide, over a two-year period?  
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4.4. Description of Data  

Data comprised all content from the recommendation’s sections of 188 SAI review reports from 

the 5 HSCTs in Northern Ireland, including reports on the deaths of prisoners who were in the 

care of mental health services, or had been, in the 12 months prior to their death. The 

characteristics of the data are presented in Table 10.  The average number of SAI reports was 

37.6 per HSCT but the actual number of reports varied across HSCTs with the lowest number at 

25 reports from one and the highest at 58 reports from another HSCT (See Table 10). 

 

Table 10. Data from recommendations of Mental Health Service’s SAI reports (including 
Prison Deaths) Jan 2015-Dec 2016 

HSCT 

No. of 

Reports 

With 

Recs. 

% With 

Recs. 

No of 

Recs. 

Avg Recs. 

Per SAI 

Without 

Recs. 

 

% 

Without 

Recs. 

Time in 

months from 

death to 

completion of 

SAI review 

Range 

in 

Months 

A 44 24 55% 51 1.16 20 45% 6 2 to 34  

B 27 24 89% 77 2.85 3 11% 12.3 2-28  

D 34 16 47% 34 1.00 18 53% 8.5 1-16  

C 25 13 52% 47 1.88 12 48% 9.8 3-19  

E 58 33 57% 67 1.16 25 43% 8 1-15  

Total 188 110 58.5% 276 1.47 78 

 

41.5% 8.5 1-34 

 

The data included the recommendations following 170 outpatient deaths, 9 inpatient deaths and 

9 prisoner deaths. Of the reports analysed 110 /188 (58.5%) contained recommendations with a 

range of 47-89% across HSCTs. This meant that 78/188 (40%) of reports did not contain 

recommendations. This varied across HSCTs, with one HSCT only producing three reports without 

recommendations whilst the other four ranged between 12 and 25 reports without 

recommendations. This figure also varied across HSCTs with HSCT- B producing 17% of reports 

without recommendations and HSCT - D producing 53% of reports without recommendations.  



 

105 
 

It is important to remember that each person who dies by suicide is an individual with a unique 

set of circumstances surrounding their death. However, the data covers a two-year period and 

due to the number of reviews analysed, should go some way to summarising these individual 

factors to identify trends. The lack of recommendations produced in some areas, highlights 

potential concerns around the process and purpose of review, particularly where a significant 

proportion of reports produced (e.g., 53% in HSCT D) do not highlight any recommendations (See 

Table 11). 

Differences were also noted in the duration of the SAI review process. This was measured from 

the date of the patient death to the date that the final SAI review report was signed off by the 

appropriate HSCT.  The average review period across all reports was 8.5 months, with a range of 

1-34 months.  Reports that included recommendations had a mean review period of 9.75 months, 

whilst reports without recommendations were complete within an average of 6.7 months. 

Regional guidelines issued in 2016 outline the timeframes for completion of SAI review reports 

as; Level 1 review = 8 weeks; Level 2 review = 12 weeks, whilst Level 3 Independent reviews 

timeframes are determined for each individual case (HSCB, 2016). It would appear from the data 

on duration reviews that the regional guidelines are, in many cases being breached.  

It might be expected that a range of factors including the volume of SAIs taking place in a HSCT 

area would influence length of completion time, however there is no correlation between the 

number of reviews completed and time taken to complete these.  For example, HSCT D had the 

lowest number of reports at 25 but also had the second longest average time to complete the 

reviews, at 9.8 months. Similarly, two HSCTs, E and A, had the highest number of reports at 58 

and 44 respectively but also had the shortest length of review time at 8 months and 6 months.  

Prison SAI reviews involve additional governance processes that extend the time required to 

complete the review. Therefore, a decision was taken to exclude prisoner data from further 

analysis by HSCT (Table 11 onwards), because all prison mental health is managed by one HSCT. 

If this data were included, it would skew the data for one single HSCT and make that HSCT 

identifiable.  Data from prison healthcare SAI reviews will therefore be shown separately (See 

Table 12). 
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The total number of recommendations included in all the reports combined was 276. For each 

HSCT, the number of recommendations, from all the relevant reports combined, ranged from 34 

to 77. The average number of recommendations per HSCT was just over 55 and the average 

number of recommendations per report ranged from 1.0-2.85. It was also possible to compare 

the average number of recommendations made from inpatient SAI reviews with the average 

number made in outpatient SAI reviews. The average number of recommendations made from 

inpatient SAI reviews was 1.33 per report with the range between 0-7 recommendations.  In 

outpatient settings, the average was 1.37 recommendations per report, with the range 

numbering from 0-8 recommendations.  (See Table 11). 

Table 11. Number of SAI recommendations by patient setting (excludes prison deaths). 

HSCT Inpatient 

Inpatient 

Recs 

Average 

Inpatient 

Recs Outpatient 

Outpatient 

Recs 

Average 

Outpatient 

Recs 

A 0 0 0 44 51 1.2 

B 1 3 3 18 43 2.4 

D 0 0 0 34 34 1 

C 6 7 1.2 19 40 2.1 

E 2 2 2 55 65 1.2 

Totals 9 12 1.33 170 233 1.37 

 

Most reports within mental health services followed outpatient deaths by suicide (n=170/95%). 

There were variations again in the number of inpatient deaths reported. Two HSCTs reported 

no reviews of inpatient deaths, whilst the other HSCTs’ ranged from 1 - 6 inpatient deaths.  

4.5. Prison Suicide data 

Over the two-year period 2015-2016 there were nine deaths by suicide of prisoners who were 

under the care of mental health services or had been in the 12 months prior to their death (See 

Table 12). 
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Table 12. SAI recommendation data from prisoner mental health care. 

Prison Setting Data  

Total Reports 9 

No. Reports with Recs 8 (89%) 

No. Recs 28 

Average Recs per Report 3.11 

No. Reports without recs 1 

Average time in between the patient death and completion of SAI report.  11.8 months 

Range of time in months between patient death and production of SAI report. 3-28 months 

 

From these nine SAI review reports there were 28 recommendations in total, an average of 3.11 

per report. This compares to the average of 1.47 recommendations per report for the 179 reports 

from mental health services outside the prison service. SAI reviews for prisoners were more likely 

to include recommendations with 89% of all reviews producing recommendations compared to 

41.5% of reviews for non-prison setting patient deaths by suicide. Only one report did not contain 

recommendations. The mean time span of the prison reviews was 11.8 months and although this 

is longer than the average review period for patients who died by suicide outside the prison 

service (8.5 months), it aligns with the time span of those outside the prison service in the same 

HSCT. This would suggest that it is the HSCT’s process that tends to be longer, rather than just 

the reviews of prisoner deaths.  The range of duration of these prison reviews was 3-28 months 

which was not notably different than the overall time range for all SAI reports (See Table 10). 

 

4.6. Quality appraisal of Recommendations from SAI Review Report Data. 

All recommendations provided for this study were the result of the SAI review process completed 

after a patient died by suicide. The process therefore is key to identifying all possible 

recommendations that could have, even in some small way, made a difference to the safety of 

each patient.  This study does not explore the SAI process itself, and it is recognised that the 

robustness and depth of each review may influence the quality of the recommendations 



 

108 
 

produced.  As the whole SAI report or detail of the process followed, was not provided as part of 

the data, the consistency of quality of this process across NI cannot be commented on. It is 

however important to note the impact that the review process could have had on the 

recommendations produced.  

Several issues were noted in preparing the data provided by HSCTs from SAI reports for analysis.  

It is worth commenting on the level of detail included in the recommendations section of the 

reports, which was usually very brief, including only one or two sentences such as: 

“Staff should make contact with other Trusts to access collateral information regarding service 

users as appropriate.” 

“A carer’s information leaflet will be available on all acute in-patient wards.” 

 

Occasionally the recommendations included more detail but even in these cases, were usually 

no longer than 3-4 sentences: 

“The Review Team agreed that GPs should be reminded of the Regional Guidance Adult 

Safeguarding Operational Procedures, Adults at Risk of Harm and Adults in Need of Protection, 

which states that “Professionals must be alert to signs of harm and having carried out a 

professional assessment they should escalate their concerns to the Adult Protection Gateway 

Service with the local HSC Trust.”” 

 

There was also notable variation in the style of writing and structure of the recommendations 

which could lead to problems in interpreting the meaning of these. Differences in styles of 

structuring the recommendations, made it difficult at times to determine the meaning of the 

recommendation.  For example, it is difficult to interpret how the following recommendations 

would be implemented based on what is provided below: 

“Further consideration needs to be given to Cross Border Working / Additional Services both 

regionally and locally.”         
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“Consideration of comprehensive Risk review management should be considered regularly.” 

 

In some reports, the recommendations section was written as a statement or statements which 

made it difficult to determine exactly what recommendation was being made or what action 

needed to be taken. In these cases, the research team had to determine how many 

recommendations were included in such statements and separate these into individual 

recommendations for the purpose of analysis. Again, this meant that recommendations written 

in this way could be interpreted in different ways by the reader and this could also impact 

implementation of these.  

“The recommendations are that prior to assessing a patient… the patient contact record is 

reviewed at the time of assessment by the practitioner completing the assessment, to allow them 

to use this information when evaluating the current risk, a person may pose to themselves, 

identify if there is an escalating pattern which should then lead to a more comprehensive 

understanding of the patient’s needs, so that those identified can be more appropriately met.” 

 

“Managers, through team meetings and written memorandum must remind staff that when 

undertaking a mental health assessment, that the key areas as identified within the 

documentation are addressed. This includes relevant information leading up to the presentation; 

the specific presentation; collaborative history; risk assessment and management; management 

plan with reference to contingency plan. A record of all emergency contact numbers, and self-

help literature must be maintained in each case. No recommendations identified” 

 

In the case of two reports the detail on the recommendation section was excluded as no 

recommendations could be identified in the narrative content.   

At times there was a distinction made in a recommendation that no learning had been identified 

from the SAI, but that problems have been identified relating to more general aspects of service 
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improvement.  This type of recommendation indicates an assumption that the improvements in 

general quality of care delivery would not have improved the outcome for this patient.  

“The panel have identified no care delivery or service delivery problems which would have 

contributed to the unfortunate outcome of this case.  However, a number of care delivery 

problems have been identified above which if addressed will improve general quality of services.” 

 

In the extract below, initially it seems that a recommendation is being made, however, it then 

states that no recommendations were identified. 

“The Review Team recommends a review of the policy on follow up care with reference to co-

ordination and communication with existing keyworkers. Following assessment, should an email 

be sent to the keyworker, this must be copied to the Clinical Co-ordinator and the Team leader 

who will ensure that appropriate continuity of care is maintained. No recommendations 

identified.” 

 

An issue was also noted concerning the level of specificity for accountability for implementation 

included in the recommendation section.  For example, only a small number of reports included 

details about who was responsible for acting on the recommendation and provided a timeline 

for this, whilst others simply gave a short recommendation and no other detail. The following 

two quotations are examples that provide accountability and timelines: 

“It is always important to explain, clarify and discuss the concept of confidentiality to clients and 

their family within a therapeutic relationship outlining the extreme situations under which this 

can be laid aside. Action: All Mental Health Senior Managers and Clinical Director by 30 June 

2018.” 

“Revised suicide and self-harm operational policies to be developed in line with the revised joint 

strategy for suicide and self-harm. By Whom: Assistant Director. By When:  30 November 2018.” 
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The above style of written recommendations makes it very clear to the reader who is responsible 

for taking the recommendation forward and when this is expected to happen. It is important to 

have a deadline for implementation to be complete, as evaluation of the implementation is a 

next step and needs to have a start date. As only the recommendations sections of the SAI review 

reports were analysed, it is not possible to comment on whether information on responsibility or 

timelines for implementation was noted elsewhere in the SAI reports. 

As part of the data requisition process from the 5 HSCTs, a section of the reports identified as 

“Lessons Learned” was also provided to the research team.  The purpose of the Lessons Learned 

section, and the distinction between the Recommendations and Lessons Learned sections, 

seemed unclear. Often the information was duplicated across these sections. At other times, this 

section was left blank even though recommendations had been made. This reaffirms the finding 

above that there is inconsistency in the content and structure of these sections of the SAI reports 

that are concerned with implementing changes for the purpose of patient safety. Due to the high 

level of inconsistency in this section, gaps and repetition of data contained in the 

recommendations section, the “Lessons Learned” section of the reports was not included in this 

study.  

In a few cases, the data advised that the recommendation or part of the recommendation, had 

already been implemented at the time of writing.  

“Steps have already been taken to address recording practices for management of referrals with 

both the introduction of the single point of entry alongside the introduction and ongoing use of 

the PARIS system.” [Patient Record Information System] 

“ADS [Addiction Services?] have circulated updated Community detoxification guidance to local 

GPs [General Practitioners] and have had follow-up meetings with practices to discuss 

implementation.”  

It is unclear whether this had already been implemented before the formal recommendation was 

made or was due to swift action on the implementation, the simplicity of implementation or that 

a shorter time frame was needed for implementation of the recommendation. It is, however, 
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worth commenting that some recommendations were written in this style so that no further 

action was then indicated from the recommendation.  

The language used in some of the recommendations does not translate across all HSCTs or 

professions due to use of localised acronyms, differences in the names of similar services, 

systems or roles that are used across the HSCTs.  

“A reminder should be sent to all services that complete initial assessments or review risk outlining 

the high-risk demographics in relation to suicide. This would include Trust Services i.e., PMHC, 

HTCR and Liaison Psychiatry along with GP Surgeries.” 

“The Panel suggests consideration be given to the establishment of a clear pathway between CAS 

and PTS to permit easier / quicker access for service users.” 

 

It is also worth noting that the language used in some recommendations was suggestive rather 

than affirmative and did not add weight to the need to implement the recommendation, for 

example, statements such as “consideration given to”, “thought to be given to” and “would be 

useful” prefixed many of the recommendations.  

“Consideration should be given to offering patients, who present with high-risk demographics for 

suicide and engage in a serious suicide attempt, a review with a Community Practitioner.” 

“Consideration of specific transitional needs of young people with mental health concerns is 

recommended. Thought should be given to the needs of both clinician and client around 

transition.  A reminder of the available processes for smooth handover of a young person and a 

clarification of roles and responsibilities would be useful.  The reviewer understands that these 

processes are already in place, but it might be useful for all staff to have a reminder/facilitated 

conversation in this regard.” 

 

Whilst it is important to remember that these are recommendations and are not noted as 

mandatory, language such as that used in these examples may reduce the likelihood of the 
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recommendation being implemented.  It was unclear if there was any guidance around declaring 

a recommendation mandatory as this was not evident from the data received.  

Finally, all recommendations apart from two, highlighted deficits in care or areas for 

improvement of current policies and practice. The two positively framed recommendations were: 

“CAMHS [Child and Adolescent Mental Health Services] already have an on-call system which 

works well and responds to messages in a timely manner.” 

“The information had been passed from CRHTT [Community Response Home Treatment Team] 

to CMHT [Community Mental Health Team] in this particular case and communication was good.” 

 

A greater focus on any aspects of patient care that worked well or were positive for the patient 

throughout their care, may help to reinforce best practice in working with suicidal patients.  

This section has provided a summary of the quantitative aspects of the data collected from the 

SAI reports to illustrate the context of the data. It has also outlined the frequent brevity and 

contrasts in specificity of details provided within the data available for analysis, thus setting the 

scene for the findings of the thematic analysis. The following section outlines the findings of the 

thematic analysis of the recommendations collected from the SAI reports and the superordinate 

and subordinate themes that emerged from this analysis. 

 

4.7. Summary of Thematic Analysis Findings 

A thematic analysis of the recommendations has resulted in the identification of seven 

superordinate themes emerging from the data. Several subordinate themes contributed to each 

of the main themes. This chapter discusses each theme individually with subordinate themes 

included in each. Extracts from SAI reports will be used to illustrate the types of 

recommendations analysed, that exemplify each theme and expand understanding of the 

meaning and scope of themes identified.  An overview of the superordinate and subordinate 

themes is provided in Table 12.  
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Table 12.  Superordinate Themes and Sub-ordinate Themes from SAI Report Recommendations. 

Superordinate Theme Subordinate Themes 

1. Quality Improvement, 
development and implementation 
of systems, policies, protocols, and 
services.  

• Review, development of and adherence to, existing 
policies, protocols, or services  

• Quality Improvement, Audit, and review of patient care 

• SAI Process 

2. Record keeping, information 
sharing protocols and quality of 
patient records. 

• Record keeping, quality and audit of patient records 

• Patient information systems, accessibility of patient 
information and information sharing  

3. Staff related issues: structures, 
roles and responsibilities, training, 
and resource planning. 

• Staff structures, resource planning, clarification of roles 
and responsibilities  

• Staff training needs 

4. Care and treatment planning. • Assessment, formulation, care and discharge planning 
and follow-up. 

• Disengagement, non-attendance, assertive outreach 
and out of hours services.  

• Referrals, care pathways and processes to transition 
between services. 

5. Risk assessment, management, 
and review. 

• Means restriction, security, and observation. 

• Provision of risk and collateral assessment. 

• Safety Plans and Personal Recovery Plans 

• Safeguarding children and vulnerable adults 

6. Communication within and 
between HSCTs, and between 
HSCTs and other services 

• Communication within HSCTs, between staff teams and 
services. 

• Communication between HSCTs and with organisations 
outside of HSCTs.   

• Communicating, engaging, and maintaining contact 
with patients.  

7. Family and carer 
communication, involvement with 
and support for family and carers. 

• Carer assessment and support. 

• Involvement of family and carers in patient care. 

 

 

4.8. Theme One: Quality Improvement, development and implementation of systems, 

policies, protocols, and services 

Commonly, recommendations within this theme, focused on overall quality improvement either 

by developing new policies, protocols and services, amending and upgrading existing ones or 

auditing and evaluating existing policies, protocols, and services. Within this overarching theme 

three subordinate themes were identified (see Figure 4). 
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Figure 4. Superordinate Theme One. Quality Improvement, development and implementation 
of systems, policies, protocols, and services 

 

 

4.8.1 Review, development of and adherence to, existing policies, protocols, or services  

The need to review, develop and adhere to existing policies, processes, protocols, and services 

was extracted as a sub-theme within Theme One. It was often found that existing policies did not 

meet the current needs of the service and so needed to be reviewed and updated.  It is important 

that all policies, processes, and protocols are updated in line with current practice so that staff 

are well informed of relevant guidance.  

“The Review Team also recommends that the current ‘Entry and Exit Policy for Acute Inpatient 

Units’ should be reviewed and shared to include all staff responsibilities for patient safety in 

relation to entry and exit from the ward.” 

In some cases, it was stated that this work had already been complete, and a policy had already 

been updated. 

“Discharge planning- … AMH [Adult Mental Health] Admission discharge policy has been updated 

and highlights the principles and actions required on discharge.” 

 

Superordinate Theme One

Quality Improvement, development and implementation of systems, 
policies, protocols and services

1.Review, development 
of and adherence to, 

existing policies, 
protocols or services 

2.Quality Improvement,  
Audit and review of patient 

care
3.SAI Process
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In addition, some recommendations highlighted the need to develop new policies due to changes 

in practice or new approaches taken by mental health services since the death occurred. 

 “There is a Transition Group developing a transition policy.  The unique needs of young people 

with mental health needs transitioning to adult services require specific consideration within this 

policy.” 

 

Other recommendations identified that although policies, procedures and protocols were in 

place, they were not always being adhered to in practice. These recommendations often simply 

referred to the policy within the recommendation.  

“CMHTS [Community Mental Health Teams] to ensure appropriate management of DNA/CNA 

[Did not attend / Cancelled Not attended] as per CMHT Operational Policy and Disengagement 

policy when considering a service user with a SMI [Serious Mental Illness].” 

 

At times, the recommendations went further than reiterating the relevant policy, by specifically 

suggesting that staff, and other relevant professionals, needed to be reminded of the policies 

and the need to adhere to the relevant processes. 

“Staff will be reminded through team meetings, formal supervision processes and through 

planned update/refresher Maxi training of importance of adhering to Trust policy ‘Good Practice 

Guidance on the Assessment and Management of Risk.” 

“All staff are to be reminded of the requirement to adhere to the Standard Operating Procedure 

for accessing medication out of hours.” 

This subordinate theme of review, development of and adherence to, existing policies, protocols, 

or services, included SAI recommendations that discussed revising, updating, and sharing 

policies, protocols, and processes with staff, to ensure all of these are relevant to practice and 

staff are aware of the most recent guidance in all areas. In some cases, these actions had already 

been taken by the time SAI the report was signed off. Other recommendations highlighted the 
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need to develop new policies and processes in line with changes to current practice. Finally, some 

recommendations identified issues with staff adhering to policies, protocols and processed and 

identified the need to remind staff of these.  

 

4.8.2. Quality Improvement, Audit, and review of patient care 

The second sub-theme related to the need to improve systems using several Quality Assurance 

or Service Improvement techniques. 

“Through the Clinical Micro Systems Service improvement methodology, the Crisis Service Team 

plan to review the process of safety planning for those patients attending in crisis with a view to 

increasing the level of family/carer involvement in the process.” 

 

In some cases, recommendations indicated that specific improvements had already been 

identified, although it could be unclear whether these had been developed or any 

implementation had taken place at the time of the review report being produced. 

“Care delivery options were identified that can improve general quality of services.” 

 

Other recommendations were clearer, indicating that work on the service/quality improvement 

issues had been identified but had not yet begun.   

“A data quality check system of EMIS [GP patient information system] to be implemented on 

patient records processed as released or deceased.” 

 

Numerous recommendations emphasised the need for an audit or review of aspects of patient 

care. In some cases, the recommendations detailed the outcome of an audit that had been 

complete.   
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“The audit has highlighted the need for engagement between Social Services and PSNI [Police 

Service Northern Ireland] regarding communication/referral proforma in respect of adults who 

are alleged to have committed offences against a child.” 

“Medication dose audits to be commenced by the Medicine Safety Pharmacist.” 

 

In some cases, recommendations were much wider and recommended a review of multiple 

aspects of care for a particular patient group.  

“The Review Team recommend an audit to review the care of patients in Adult Community Mental 

Health Teams following discharge from hospital, in terms of 7 day follow up, assessment and on-

going support.” 

 

This second subordinate theme of Quality Improvement, audit, and review of patient care 

included recommendations on improving systems using several Quality Assurance or service 

improvement techniques. Some recommendations indicated that specific improvements had 

already been identified but gave no detail on how far these had been developed. Other 

recommendations identified the need for an audit or review of aspects of patient care whilst 

some recommendations were much wider and recommended a review of multiple aspects of 

care for certain patient groups.  

4.8.3. SAI Process 

Although this study did not examine the overall SAI process following a patient death by suicide, 

at times recommendations referred to this process, as part of the SAI report. This raises questions 

around the clarity of the current SAI process if aspects of this are included in the 

recommendations in an SAI report. It was therefore necessary to include these recommendations 

in the analysis and these included detail on the dissemination of recommendations. One 

recommendation referred to a Learning Letter that is a method of dissemination of 

recommendation.  
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“Learning letter [Method of communicating recommendations to be implemented] to be 

distributed within the Trust as to staff responsibilities under Think Child Think Family guidance.” 

 

Recommendations that detailed updating policies and processes included one on the SEA 

process: 

“SEA [Serious Event Audit] Policy – Recirculate.  Update the revised SEA Process for the 

dissemination of recommendations.” 

 

One recommendation also clarified responsibilities under the current SAI review process. 

“It should be noted that it is the responsibility of the HSCB/PHA [Health and Social Care Board / 

Public Health Agency] to consider and review all recommendations, of suggested /proposed 

learning relevant to other organisations, arising from the review of a SAI.  In addition, it is the 

responsibility if the HSCB/PHA to subsequently identify any related learning to be communicated 

across the HSC and where relevant with other organisations regionally and/or nationally.” 

 

Inclusion of recommendations on the SAI process in the SAI review reports resulted in the third 

and final subordinate theme in this section. Producing recommendations on the SAI process itself 

in SAI review reports, may indicate that there are parts of the process that are ineffective or need 

revised such as communication throughout the process with external organisations. One 

recommendation indicated that the Serious Event Audit (SEA) process needed updated, whilst 

another recommendation clarified responsibilities under the SAI process.  

  

4.9. Theme Two: Record keeping, information sharing protocols and quality of patient 

records.  

A prominent theme across recommendations related to the quality of record keeping and sharing 

patient records. Within this superordinate theme, two subthemes were identified (see Figure 5). 
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Figure 5. Superordinate Theme Two: Record Keeping, information sharing protocols, and 
quality of patient records. 

 

 

4.9.1. Record keeping, quality and audit of patient records. 

Patient records and the quality of these, featured in several recommendations. The standard of 

record keeping was mentioned in many reports, and recommendations were made to remind 

staff of requirements and audit these to ensure quality. 

“Note keeping standards, all service areas should complete regular audits of note keeping 

standards and enter into quality improvement cycles to improve standards within this area.” 

“All staff to be reminded that any entry (or deletion) on a patient record must be dated and 

signed/initialled.” 

Some recommendations detailed the protocols that should be followed in relation to record 

keeping and the need to remind staff of these: 

“Staff are reminded that the Mental Health Risk Assessment Protocol (Sept 2013) and Directive 

regarding the recording of clinical contact (Aug 2014) remain the guide documents for staff 

recording.” 
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The importance of recording information for the purpose of updating other professionals 

supporting patients was also noted.  

“Nursing staff to ensure all information regarding a patient’s current medication is recorded fully 

and accurately for the attention of the prescribing GP.” 

“Emergency Department staff and Mental Health Assessor to record Mental Health Order Article 

130 Outcome in patient records.” 

 

The recommendations under this first subordinate theme included reminders to staff of 

requirements for record keeping standards, protocols to be followed in this area and the need 

for audit of patients’ records to ensure quality of record keeping. The importance of a high 

standard of record keeping for the purpose of providing information and updating all 

staff/professionals working with patients was also emphasised.  

 

4.9.2. Patient information systems, accessibility of patient information and information 

sharing  

The importance of sharing records and information for patients was stated in several 

recommendations. In many cases this related to sharing information with both the service user 

and their carer.  

“Development and implementation of A Good Practice Guide on Confidentiality and Information 

Sharing with Service Users and Carers.” 

Other recommendations related to sharing information when transferring patients to other 

organisations or services.  

“Mental Health Services may want to consider holding a ‘Transfer Meeting’ when transferring 

patients from one Team to another to enable comprehensive understanding of on-going or 

possible treatment options and enhance the sharing of detailed information.” 
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The practice of gaining patient consent to share information was also highlighted in 

recommendations. This related to the sharing of patient information with other organisations 

who were involved in some aspect of their care, family, and carers. 

“It is recommended that: - Consent to share information with other involved agencies is requested 

from patients and where consent is obtained information should be shared with said agencies.” 

“Mental Health Services in the appropriate jurisdiction must be contacted to support transition, 

subject to patient consent.” 

In some cases, recommendations were made to strengthen existing, timely, information sharing 

for the benefit of managing patient care and risk. 

“Robust systems and processes relating to communication of clinical information between 

Psychiatric OPC [Outpatient Clinic] and the community team will be strengthened to ensure 

effective and timely communication of risk information.” 

“Senior Managers for Acute Mental Health Services and Addiction Services to review 

communication issues highlighted in this report and draw up escalation plan to improve 

communication between services.” 

 

Multiple recommendations focused on the tools available for recording patient information. 

Many recommendations focused on electronic systems and the need to enhance the capabilities 

of these systems to meet the needs of the services. 

“A new email tab to be added to the Maxi system to allow CMHT staff evidence of receipt and 

sending of emails containing clinically relevant data to members of the MDT [Multi-Disciplinary 

Team].” 

In other cases, recommendations served to remind staff of the electronic information sources 

and systems available to them to better manage patient care.  
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“Staff are to be reminded to check all available information sources and system (Soscare, Maxi) 

on receipt of a referral for other services currently involved with clients and to liaise with them 

directly.” 

 

Organisational recommendations suggested that the implementation of electronic risk 

assessments would improve the risk assessment process through the provision of improved 

accessibility of patient information: 

“To consider the implementation of Electronic Risk Assessments so all information regarding risk 

is shared with staff.” 

The subordinate theme of patient information systems, accessibility of patient information and 

information sharing included recommendations on the sharing of patient records and 

information with other professionals across services, organisations and with patients and their 

carers. These recommendations included the need to gain patient consent to share information 

when appropriate. Importantly, recommendations included the timely sharing of patient 

information, particularly when managing patient risk. Several recommendations focused on the 

need to remind staff of existing electronic tools available to manage patient information, whilst 

others included the need to develop or improve these systems.  

 

4.10. Theme Three: Staff related issues: structures, roles and responsibilities, training, and 

resource planning 

Many recommendations related to a wide range of issues involving staff roles, responsibilities, 

resource planning, structures, and training. Within this superordinate theme, two subthemes 

were identified (see Figure 6). 
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Figure 6. Superordinate Theme Three. Staff related issues, structures, roles and 
responsibilities, training, and resource planning. 

 

4.10.1. Staff structures, resource planning, clarification of roles and responsibilities  

Recommendations specific to staffing and resource planning highlighted the need for adequate 

skilled staff and the planning of resources to account for absences planned and unplanned.   

Recommendations suggested the need for review of current staffing structures in particular 

aspects of services. 

“Guidance for team managers regarding the management of caseloads in the event of unplanned 

absence.” 

“Team Managers must ensure that continuity of assessment and care is maintained on occasions 

where a key worker has had to take emergency or planned absence.” 

At times recommendations emphasised the need to review current staffing structures: 

“The Service Manager, Physical and Sensory Disability Services is currently implementing a service 

improvement project within the Community Brain Injury Team to review its current staffing 

structures.” 
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The clarification or review of roles and responsibilities across services was mentioned in a few 

recommendations.  

“Immediate action has been taken to improve interfaces and communication between ward and 

community teams which includes key working arrangements, (if required) and the roles and 

responsibilities will be agreed as part of this process.” 

 

This first subordinate theme of staff structures, resource planning, clarification of roles and 

responsibilities highlighted the need for a review of adequate skilled staff and the planning of 

resources to account for staff absences planned and unplanned.  Finally, recommendations also 

identified the need to review roles and responsibilities across services for added clarity.  

 

4.10.2. Staff training needs.  

There were multiple recommendations that mentioned the need for staff training. Many of these 

recommended training that was already available to staff.  

“Staff in Community Addictions Team to update training on the Adult Safeguarding Procedure.” 

Other recommendations highlighted training that should be made available to staff: 

“Staff training on Suicide Awareness will be provided to staff.” 

 

Some recommendations related to training in the effective use of new electronic systems: 

“Given that the PARIS system was new to the whole of CAMHS in 2016, review of its usage and 

refresher training would be appropriate.” 

 

Whilst other recommendations advised the completion of a training needs analysis to identify 

what training was needed to improve services.  
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“Team Managers must review the Team training needs and commission training related to suicide 

assessment and intervention.” 

 

The second subordinate theme of staff training needs was included as multiple recommendations 

mentioned the need for this. Some recommendations merely identified the area where there 

was a training need, whilst others recommended specific training that could meet the needs of 

the staff, in a key area. Finally, one recommendation identified the need to complete a training 

needs analysis to identify what training could benefit and improve services.  

 

4.11. Theme Four: Care and Treatment planning 

Care and treatment planning was an extensive area for which there were numerous 

recommendations. These covered all aspects of care and treatment planning from when the 

patient first contacted the service until follow up, post discharge or disengagement. Within this 

superordinate theme, three subthemes were identified (see Figure 7). 

 

Figure 7. Superordinate Theme Four: Care and Treatment Planning 
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4.11.1. Assessment, formulation, care and discharge planning and follow-up. 

Many recommendations referenced the journey through services from referral, assessment, and 

formulation to overall care planning.  

Recommendations highlighted the need for best practice at the point of referral. 

“Remind staff that it is essential and good practise to have a phone conversation between the 

referral agent and those receiving the referral.” 

 

At times recommendations detailed action to be taken depending on a patient’s presentation or 

assessed needs.  

“In cases such as this, where there is a significant decline in a person’s presentation and/or 

behaviour a senior member of medical staff will be asked to provide a more in-depth medical 

opinion on a treatment plan moving forward.” 

 

Procedures for follow-up with a patient, post assessment were also highlighted.  

“The Review Team recommends a review of the policy on follow up care with reference to co-

ordination and communication with existing keyworkers. Following assessment, should an email 

be sent to the keyworker, this must be copied to the Clinical Co-ordinator and the Team leader 

who will ensure that appropriate continuity of care is maintained.” 

 

Recommendations detailed many aspects of care towards the end of patient treatment. These 

recommendations covered policy and protocols in this area and the need to plan this aspect of 

the care pathway. Many recommendations related to processes for planned, patient discharges. 

“The Review Team recommend an audit to review the care of patients in Adult Community Mental 

Health Teams following discharge from hospital, in terms of 7 day follow up, assessment and on-

going support.” 
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As above many recommendations referred to the seven day follow up process.  

“Patients discharged from HTCR [Home Treatment Crisis Response Team] and for follow up by a 

community mental health team should be seen within 7 days or sooner”. 

 

The area of unplanned or discharge contrary to medical advice was also highlighted in the 

recommendation. 

“Inpatient/CMHT management to review systems for offering Seven Day follow up for service 

users who discharge contrary to medical advice, with clear focus on roles and responsibilities of 

both services.” 

 

This subordinate theme of assessment, formulation, care and discharge planning and follow-up 

encompassed recommendations relating to aspects of care and treatment planning throughout 

the patient journey through mental health services. These recommendations included best 

practice recommendation and specific actions to be taken, at key points of the patient care such 

as referral, assessment, discharge, and 7-day follow-up.  

 

4.11.2. Disengagement, non-attendance, assertive outreach and out of hours services.  

A wide range of recommendations were developed in relation to clients’ disengagement from 

services. A number of these recommendations identified the need for assertive outreach to 

clients who disengaged with supports offered, particularly those with addiction issues.  

 “XXX… to explore the development of assertive outreach systems for clients with alcohol 

addiction.” 

 

Other more strategic recommendations detailed the inclusion of assertive outreach in the HSCT’s 

disengagement policy.  
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“Trust Disengagement Policy to include assertive outreach.” 

 

Other recommendations suggested action to be taken when patients do not engage with the 

supports or treatments offered. 

“Alternative pathway to be explored by the Community Addiction Team for those patients who 

may have difficulty in engaging in group therapy sessions.” 

 

Similarly, recommendations suggested that the working relationship between patients and 

professionals should be explored when patients failed to engage with crisis services. 

“A reminder will be sent to staff within the HT/CR team to advise that it is good practice for 

practitioners to explore working relationships between Service Users and Practitioners, when a 

Service User advises of difficulties in same.” 

 

Recommendations discussing out of hours services did not relate to clinical aspects of out of 

hours services, but to concerns about communications and continuity between out of hours 

services and other services.   

“Teams providing OOH [Out of Hours] and Liaison assessments must ensure that provision is 

made within the weekly clinical meeting to discuss these presentations.” 

 

Specific recommendations referred to patients who were not engaging with their treatment plan 

and who were engaged in high-risk behaviours and how this should be managed.  

“Promoting Quality Care, (Department of Health, 2012) should be considered in situations where 

an individual engages in high-risk behaviours and is non-concordant with their treatment plan.” 
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Subordinate theme 2 on disengagement, non-attendance, assertive outreach and out of hours 

services focused more on patients who had disengaged, those with addictions and those who 

required assertive outreach and the need for updated policies in all these areas. 

Recommendations referred to actions to be taken and treatments to be offered to these patients 

and emphasised the need for improved communication and continuity between out of hours 

services and other services.  The need to review patient relationships with services when they 

did not engage was also highlighted and finally, that special attention needed to be given to 

patients engaging in high-risk behaviours, who did not engage with supports. 

 

4.11.3. Referrals, care pathways and processes to transition between services. 

Several recommendations referred to referrals, care pathways and transition processes between 

services. When transition between services was raised in the recommendations this referred to 

transitions between teams, or services, within HSCTs and across HSCTs.  

“The CRHTS should strengthen their processes for ensuring clinical communication meets the 

required standards when managing transitions of care to other teams.” 

“Mental Health Services in the appropriate jurisdiction must be contacted to support transition, 

subject to patient consent.” 

 

At times recommendations were more specific and highlighted the need for action when young 

people were transitioning from child and adolescent services to adult services. 

“Consideration of specific transitional needs of young people with mental health concerns is 

recommended.  Thought should be given to the needs of both clinician and client around 

transition.  A reminder of the available processes for smooth handover of a young person and a 

clarification of roles and responsibilities would be useful.” 

Again, it is worth commenting on the use of non-affirmative language in the last extract such as 

“Thought should be given to...” and “...would be useful”. 
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Recommendations also detailed processes for transfer of children and young people who were 

also involved in community support services: 

“Where a patient is also involved with Children’s Community Services, mental health services staff 

to ensure that up to date information is forwarded about discharge etc., to Children’s Community 

Services.”   

 

One recommendation also highlighted the need to source provision of services that were not 

delivered as part of the HSCT’s services. 

“Scoping exercise of the need for local provision of anger management to be completed in relation 

to people known to mental health services.” 

 

The final subordinate theme of referrals, care pathways and processes to transition between 

services included recommendations relating to transitions for patients, including children and 

young people, between statutory services and to organisations outside statutory mental health 

service. One recommendation also highlighted the need to scope out the need for services that 

were needed but not currently available for patients who needed these.  

 

4.12. Theme Five: risk assessment, management, and review 

Although themes have already been identified relating to care and treatment planning, the 

number of recommendations relating more specifically to risk assessment, management, and 

review, warranted a separate theme. The scope of recommendations on this theme was very 

wide. Within this superordinate theme, four subthemes were identified (see Figure 8). 
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Figure 8. Superordinate Theme Five. Risk assessment, management, and review. 

 

 

4.12.1. Means restriction, security, and observation 

This subordinate theme of means restriction, security, and observation included 

recommendations that related specifically to managing and reducing patient risk. This included 

recommendations to reduce access to firearms and to manage access to medication safely. 

Several recommendations related to the policies and processes around this to minimise risk. 

These recommendations related to both inpatient, outpatient, and primary care settings. Again, 

some recommendations served as reminders to staff of procedures that were already in place. 

“The XXX Trust should liaise with other HSCTs with regards to the development of a regionally 

agreed protocol relating to patients’ access to firearms and communication with the PSNI.”    

“All staff are to be reminded of the requirement to adhere to the Standard Operating Procedure 

for accessing medication out of hours.” 

 

Further recommendations were made on guidance on entry and exit policies to ensure the safety 

and security of inpatients was noted in recommendations to reduce absconding.  

 “The Review Team recommends that the Induction Programme for all new professionals who will 

be working within mental health wards should include specific guidance relating to the entry and 

exit policy for acute inpatient wards.” 
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Other recommendations referred to specific services and a review of the processes within these 

services. 

“GP Practices should review their processes so that GPs can be alerted when a patient commences 

an antidepressant and does not go back to the GP Surgery to have it monitored / re-issued.”   

 

Only one recommendation related to the need to provide intensive observation and monitoring 

for patients who frequently presented at the Emergency Department (ED).  

“For patients who frequently present at ED in a short time period with self-harm, substance 

misuse and chaotic behaviour, consideration should be given to either a referral to HTCR for 

assessment or voluntary admission to hospital for more intensive observation/ assessment over 

a longer time period.” 

 

The first subordinate theme of means restriction, security, and observation encompassed all 

recommendations relating to restriction of access to means, ward security to reduce absconding 

and patient observation and monitoring. Recommendations related to actions to be taken in and 

reminders to adhere to protocols and procedures in this area of work.  

 

4.12.2. Provision of risk and collateral assessment 

Subordinate theme two; provision of risk and collateral assessment, included recommendations 

on the need to provide risk and collateral assessment to patients and reminders to staff of this.   

“A reminder should be sent to all services that complete initial assessments or review risk 

outlining, the high-risk demographics in relation to suicide.” 

 

The need for ongoing risk assessment was highlighted and suggested introducing specific time 

scales for risk reviews. 
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“Risk Assessments be reviewed no less than six monthly and in the case of Care Co-ordinated 

approach no less than three-monthly.” 

 

The need for wider, collaborative risk assessment processes, and how these could be improved, 

for example by including collateral information from family and significant others. The role of 

family and carers is highlighted further as the focus of Theme 7. 

“…where there is limited recent history available, that collateral history from the family is 

important in robust risk assessment and management.” 

“There is significant evidence highlighting improved outcomes through the involvement of family 

and significant others in care and safety planning.  Staff must ensure that every effort is made to 

engage family and or significant others in the care and safety planning process.  Particularly if the 

individual has recently expressed suicidal thinking.” 

 

The need for continuous assessment was also noted in recommendations with provision for this 

to continue even in the absence of the key worker: 

“Team Managers must ensure that continuity of assessment and care is maintained on occasions 

where a key worker has had to take emergency or planned absence.” 

Finally, recommendations, noted the importance of updating referrers on the outcome of initial 

assessments: 

“A memo should be issued to advise staff that following all initial assessments, referral agents 

should be updated by letter on the outcome of the assessment.” 

 

This second subordinate theme of provision of risk and collateral assessment included 

recommendations on the need to complete ongoing risk and collateral assessments and 

mentioned potential timescales for completion of reviews. Recommendations reminded staff 
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that risk assessments should be ongoing and reviewed regularly. Additionally, recommendations 

included the need to update referrers on the outcomes of assessments complete. 

Recommendations also highlight that staff should be updated and aware of high-risk 

demographics for suicide to assist in identify risk factors when completing assessments. The need 

to involve family and carers in risk and collateral assessment was also identified in several 

recommendations as this had been shown to improve outcomes for patients.  

 

4.12.3. Safety Plans and Personal Recovery Plans  

Safety and Recovery plan actions featured in a few recommendations. These are two distinct 

processes with individual policies and processes.  In some cases, reference was also made to a 

care/recovery plan, and it was unclear if this was an alternative version of a document to be 

complete. The recommendations in this theme highlight inconsistencies in the terms used to 

describe these tools used in patient care, risk management, and recovery.  

Recommendations relating to Safety Plans referred to adherence to procedures, and processes 

on the use of Safety Plans particularly on admission and then discharge.  

“A second recommendation that the standard of patients receiving their completed Safety Plan, 

prior to discharge, is always adhered to.” 

 

Other recommendations referred to Care/Recovery plans and the requirements for review of 

these.  

“Each patient should have an up-to-date care/recovery plan in place from the commencement of 

treatment, through key points in their recovery and at the point of discharge/transition to other 

services.” 

Additionally, recommendations referred to a review of the safety planning process: 

“The crisis service will review safety planning process on admission of individuals who display 

significant suicidal planning and behaviour.” 
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Inclusion of families and carers in the safety planning process was also noted in 

recommendations: 

“There is significant evidence highlighting improved outcomes through the involvement of family 

and significant others in care and safety planning.  Staff must ensure that every effort is made to 

engage family and or significant others in the care and safety planning process.  Particularly if the 

individual has recently expressed suicidal thinking.” 

 

Recommendations on Recovery Plans related again to the processes around the use of Recovery 

Plans with patients and actions needed to be taken by both staff and patients.  

“A memo is to be sent to all staff reminding them to sign, share, obtain signature from 

patient/client and distribute Personal Recovery Plans to their patients/clients as soon as possible 

after completion.” 

“Ward Sisters should ensure that Recovery Care Plans are given to the patient at the time of 

discharge.”   

 

This third subordinate theme of Safety Plans and Personal Recovery Plans included 

recommendations on directions of when these should be complete, particularly on admission 

and discharge. Recommendations also outlined the need to share these plans with patients as 

this is a collaborative process. It was again highlighted through the recommendations in this 

section that families and carers should be included in the process of safety and recovery planning 

wherever possible as again this has been shown to improve outcomes for patients.  

 

4.12.4. Safeguarding children and adults 

Risks to vulnerable children and adults were also highlighted in recommendations. Risks to adults 

included reminders to professionals on the regional processes to be followed and a call for 

updated training in this area.   
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“…GPs should be reminded of the Regional Guidance Adult Safeguarding Operational Procedures, 

Adults at Risk of Harm and Adults in Need of Protection, which states that ‘Professionals must be 

alert to signs of harm and having carried out a professional assessment they should escalate their 

concerns to the Adult Protection Gateway Service with the local HSC Trust.’” 

“Staff in Community Addictions Team to update training on the Adult Safeguarding Procedure.” 

 

Risks to family or carers was also highlighted as an area of concern with recommendations on 

how to assess this risk.  

“Where risks are identified to carers or family members either via UNOCINI’S [Understanding the 

Needs of Children in Northern Ireland], risk assessments and/or reports of domestic violence, staff 

should meet with the carer alone in order to gain further information.” 

 

Additionally, the management of disclosures of child abuse, either current or historical, by either 

victim or perpetrator was highlighted.  

“Staff should attempt to gain further detail/confirmation from other sources apart from the victim 

in relation to the perpetrator when any allegations of child abuse are made. Safeguarding Adults 

process should be implemented.” 

The fourth subordinate theme of safeguarding children and adults covered recommendations 

relating to managing risks to vulnerable children and adults.  Recommendations relating to 

safeguarding children included actions to be taken when working with victims or perpetrators of, 

or managing disclosures of, child abuse. In terms of vulnerable adults, recommendations 

highlighted the need for further training in this area and reminders on the current guidance 

available to professionals. Finally, recommendations also advised that risk to others such as 

family and carers was always assessed.  
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4.13. Theme Six: Communication  

Issues of communication featured heavily in recommendations and included communications 

across all levels of interactions with patients, informal carers, in-patient and community-based 

staff, statutory HSCT-based services, and community sector organisations. Within this 

superordinate theme, three subthemes were identified (see Figure 9). 

 

Figure 9. Superordinate Theme Six. Communication 

 

 

4.13.1. Communication within HSCTs, between staff teams and services 

Within HSCTs recommendations were made to improve communication between staff and 

teams. Extracts illustrate those recommendations about intra-team communications were 

sometimes expressed in general terms, and in other cases offered very specific solutions. 

“The case illustrates the need for close working relationships between psychological therapies 

and CMHTs.” 

“Where a patient presents for an emergency appointment and it is ascertained that they are due 

to attend another service in the near future, Acute Community Mental Health Services should 

make contact with that team.” 
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The need for communication between teams working collaborative within mental health services 

was highlighted in recommendations to manage both patient care and risk.  

“Where treatment plans are changed to mitigate against the effects of significant risk as a result 

of acute mental illness, a system of monitoring and review is discussed and actioned within 

multidisciplinary teams appropriately.” 

 

Many recommendations about service improvements mentioned ‘reminding’ staff of various 

aspects of their roles such as service improvement initiatives and responsibilities in relations to 

policies and procedures.     

“Reminder to be sent out to all staff within the Trust regarding their responsibilities under Think 

Child Think Family.” 

 

In other cases, recommendations reminded staff of actions to be taken. 

“Administration staff to be reminded of the importance of collecting contact information from 

relatives if they make contact with services in the absence of practitioners.” 

Finally, the need for effective communication pathways between Prison Mental Health Services 

and HSCT Mental Health services was outlined: 

“Service Managers for XXX Trust Mental Health Services and XXX Trust Prison Healthcare Mental 

Health Services should revisit communication pathways between their staff where someone is 

imprisoned and on their release from prison.” 

 

The first of the three subordinate themes in this area, communication within HSCTs, between 

staff teams and services encompassed recommendations to improve working relationships, 

communication, and interfaces, between teams and services, including prison healthcare, to 

improve patient care. Several recommendations served as ‘reminders’ to staff of responsibilities, 
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existing policies, procedures, and protocols. This would indicate that staff need to have 

information and guidance regularly refreshed to retain this and ensure this informs their practice.  

 

4.13.2. Communication between HSCTs and with organisations outside of HSCTs   

This second subordinate theme covered communication between different HSCTs and 

organisations outside of these, particularly in relation to gathering information on service users.  

“Staff should make contact with other Trusts to access collateral information regarding service 

users as appropriate.” 

 

It was also noted in recommendations that communication within and between HSCTs and with 

external organisations was critical to good practice in managing patient care.  

“Remind staff that it is essential and good practise to have a phone conversation between the 

referral agent and those receiving the referral.” 

“To explore a mechanism for formal communication mechanism between XXX [Community 

Organisation] and XXX Health and Social Care Trust regarding feedback on new referrals.” 

  

This second subordinate theme included recommendations on communication between HSCTs 

and with organisations outside of HSCTs, such as community organisations, particularly in 

relation to sharing information and following up on referrals with referrers. At times, these 

recommendations related to existing processes and at other times suggested new processes 

need to be developed. 

 

4.13.3. Communicating, engaging, and maintaining contact with patients 

Recommendations were made around communication across many stages of the care pathway 

and included ensuring communication was maintained with patients whilst they were waiting to 

be seen by a service.  
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“The XX Trust Self-Harm Team will now issue holding letters where a client is not due to be seen 

for a number of weeks.  These will include information should a client come into crisis prior to the 

appointment.  This information will also be contained within appointment letters.” 

 

Other recommendations referred to the communication of appointments to patients and the 

process for this.  

“The Review Team recommends an amendment to the current appointment Letter whereby a 

service user is encouraged to be accompanied by a relative or friend.” 

 

The contribution of non-clinical staff to effective patient communication was also noted: 

“Administration staff to be reminded of the importance of collecting contact information from 

relatives if they make contact with services in the absence of practitioners.” 

 

Recommendations on patient communication also covered patient discharge, DNA, and 

disengagement, to ensure efforts were made to re-establish contact with the patient. 

“When a patient is being discharged from the Home Treatment Team, onward care and treatment 

must be agreed in advance and a seven-day appointment arranged.  If the patient does not attend 

the appointment the service should contact the patient and arrange another appointment.  If the 

patient does not engage with the service, they are referred to then that service must follow the 

disengagement policy.” 

“Support and Recovery Services should undertake a review of practice in relation to service users 

who disengage from Keyworker input. Where appropriate this may involve more assertive 

outreach including home visits and consultation with family, carers, and the patient’s GP.” 

The final subordinate theme of communicating, engaging, and maintaining contact with patients 

outlined the need to maintain communication with patients, both by clinical and non-clinical 



 

142 
 

staff. This included communication at all stages of the care pathway from when the patient is 

waiting to be seen, communication about appointments, particularly when patients were not 

engaging well with services and finally communication at discharge and follow-up.  

4.14. Theme seven: family and carer communication, involvement, and Support 

This theme represents a range of recommendations that referred to aspects of family and carer 

involvement with services. Within this superordinate theme, two subthemes were identified (see 

Figure 10). 

Figure 10. Superordinate Theme Seven. Family and carer communication, involvement, and 
support 

 

 

4.14.1. Family/carer assessment and support 

One of the most frequently occurring recommendations about carers identified the need to offer 

a carer assessment.  

“Staff to be reminded of the need to offer carers a carer assessment to relatives of patients where 

this is deemed appropriate.” 

“… remind practitioners of the importance of offering carer assessments especially to families 

who appear under strain and following incidents of deliberate self- harm.” 

 

Superordinate Theme Seven

Family and carer communication, involvement and support.

1.Family/carer assessment 
and support.

2.Involvement of family and 
carers in patient care  



 

143 
 

The first subordinate theme of Family/carer assessment and support included one of the most 

frequently occurring themes on the need to offer a carers assessment. Several recommendations 

were made to remind staff to offer an assessment to family/carers to ensure they receive support 

when needed.  

 

4.14.2. Involvement of family and carers in patient care  

In addition to the above subordinate theme on the need to offer assessments to families and 

carers, many recommendations identified the need to involve family and carers in other aspects 

of patient care such as assessments, to ensure a collateral assessment was complete. While 

collateral assessment featured in Theme Five: risk assessment, management and review, this 

topic is revisited here with deeper context.  

“Development of AMH guidance advising staff on family/carer Involvement and confidentiality.” 

“Trust policy on ‘Involving families/carer in the assessment, care planning, review, and discharge 

processes’ … must be recirculated to staff to remind them of the importance of family involvement 

in patient care.” 

 

Other recommendations highlighted the need to share information with the family/carer of the 

patient to manage risk and patient well-being. 

“Mental Health Services, XX Trust staff to be reminded of the importance of accessing information 

from family, representatives etc., when a patient cannot be contacted.” 

 

The use of the family model was emphasised when supporting a patient who had experienced 

childhood trauma or familial issues: 

“When a service user presents to Mental Health Services having suffered childhood trauma and/or 

familial issues, use of the Family Model should be considered and recorded to support assessment, 
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formulation, and care planning. Joint working with other involved agencies must be enhanced to 

ensure timely engagement with services for the service user.” 

 

Additionally, inclusion of family or carers in risk assessment was encouraged, particularly when 

there was limited patient history: 

“…where there is limited recent history available that collateral history from the family is 

important in robust risk assessment and management.” 

 

Finally, recommendations identified the importance of providing information to family and carers 

to assist in the management of patient risk and to increase significant others’ understanding of 

the services being offered.  

“Service Users and family/carers should be provided with information on how to contact mental 

health services 24/7 if there are concerns about deteriorating mental health issues.” 

“The Trust should give consideration to the provision of an information leaflet for patients and 

relatives on the good practice guidance on the assessment and management of risks and the 

involvement of families and carers in assessment, care planning, review and discharge processes.” 

This final subtheme included recommendations to develop advice and guidance on involving 

families and carers in patient care and the confidentiality requirements in this area. 

Recommendations also covered the need to recirculate existing trust policies on involving 

families and carers in patient care. Other recommendations included involving families and carers 

in assessment, risk assessment and when contact was lost with a patient. The family model 

approach was also suggested in a recommendation when a patient has a history of childhood 

trauma.  Finally, provision of information on services and how and when to access these were 

included in recommendations within this subtheme.  
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4.15. Summary 

This section has discussed the seven themes identified through the thematic analysis of 

recommendations from 2 years of SAI reports. Having presented the analysis of the content of 

the SAI recommendations, the next section will present a timeline analysis of the SAI themes 

which was also used to inform the issues to be explored in the focus groups.  

 

4.16. Timeline analysis of recommendation data 

To prepare for Phase II of the study, a timeline analysis of data collected from the SAI report 

recommendations was complete to inform the semi-structured interview discussion in focus 

groups with mental health staff.  The semi-structured focus group discussion will include 

examples of recommendations extracted from reviews of patient suicides, that have recurred 

over time and examples that have not recurred. This was carried out by examining the occurrence 

of the subordinate themes from the recommendations over the 2-year period.  Where recurring 

themes are identified in this context, it may suggest that there are barriers to implementing the 

recommendations. Where themes do not recur, i.e.., occurred only once across the 2 years, it 

suggests that changes may have been implemented successfully. The results are presented here. 

 

 

4.16.1. Recurring themes from SAI reports to inform semi-structured focus groups 

Previous research has identified that recommendations from reviews completed following 

patient suicides, tend to repeat over time (Vrklevski et al., 2018; Tishler & Reiss, 2009; Hogan et 

al., 2009 and Bojanic et al., 2020). To better understand why recommendations, recur over time, 

three examples of recurring themes of recommendations were extracted from the SAI data to 

inform the focus groups. Additionally, three examples of non-recurring recommendations were 

also extracted to inform the focus group discussion.  

The first example of a recurring theme selected from the SAI recommendations was the theme 

of record keeping. This included recommendations on non-adherence to policy in this area. The 
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recommendation used to inform the focus group’s discussion detailed that CMHTs should ensure 

emails with regards to information about the service user to be included in the file and a record 

of emails to be documented in the progress notes.  As illustrated in the graph below, this theme 

appeared over the 2-year period examined (see table 13). 

Table 13. Recurring record keeping themes 

 

 

The second recurring theme selected to inform the focus groups was the need to offer a carer 

assessment. This recommendation detailed that staff should be reminded of the “Carers and 

Direct Payments Act (Northern Ireland), 2002, and the duty of staff under this legislation to offer 

a carer assessment where appropriate. The graph below shows how recommendations on the 

need to offer carer assessments recurred, from February 2016 – November 2017 (see table 14).  
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Table 14. Recurring theme – Carer assessment offered 

 

The third recurring theme selected to inform the focus groups was communication issues 

between HSCTs. It is worth acknowledging that this theme did not occur as frequently as the first 

two themes selected, however, this still recurred over 8 months of the period of the analysis. 

There were many recommendations in this area which included issues such as taking a referral 

or assessing someone from another HSCT, action to contact the HSCT of origin to gain collateral 

information and staff awareness of HSCT policy that should be followed if a patient presented 

from or was transferred to or from another HSCT.  

The graph below demonstrates how recommendations on this theme recurred from September 

2016 – July 2017 (see table 15).  
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Table 15. Recurring theme of Communication between HSCTs 

 

 

4.16.2. Non-recurring themes from SAI reports to inform semi-structured focus groups. 

Three examples of non-recurring recommendations were selected to inform the focus groups, to 

understand why these recommendations have not reappeared or repeated over time. Non-

recurring recommendations were identified as recommendations that appeared only once over 

the 2-year period reviewed. The first example selected was patient personal Recovery Plans.  This 

recommendation detailed that a memo is to be sent to all staff reminding them to sign, share, 

obtain signature from patient/client and distribute personal Recovery Plans to their 

patients/clients as soon as possible after completion.  

The second non-recurring recommendation selected related to patients that were licensed 

firearm holders. This recommendation detailed that mental health services should issue an alert 

to all staff in relation to the consideration of patient and public safety in circumstances when it 

is known that a service user is a licensed firearm holder.  

Finally, the third non-recurring recommendation selected was accessing medication out of hours. 

This recommendation outlined that all staff should be reminded of the requirement to adhere to 

the Standard Operating Procedure for accessing medication out of hours.  
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4.17. Discussion            

This chapter revisited the aims and objectives of Phase II of the study and aimed to answer RQ2: 

What themes appear and were recurring or non-recurring, within the recommendations of SAI 

reports carried out after a patient suicide, over a two-year period? The data collected from SAI 

report recommendations was described which included, the number of SAI reports and 

recommendations by HSCT and the duration of the SAI review process for each HSCT. Collation 

of data highlighted variances in the data provided by each HSCT. Overall, 40% of reports did not 

contain recommendations and key variances were noted in the percentage of reports that 

contained recommendations and the number of recommendations per report. Differences were 

also noted between mental health patients and prisoners who were under the care of mental 

health services. Prison reviews were more likely to include recommendations and had a higher 

average number of recommendations per report. For this reason, prison healthcare data was 

isolated from the overall HSCT data to give a separate description of this.  

Data quality issues were outlined such as the language used in recommendations and the 

structure of these which in many cases compromised understanding and clarity. Variances in 

the structure and style of recommendations were noted including differing levels of detail 

around the requirements of implementation of the recommendation both in terms of 

responsibility and timeframe for this. This finding highlight inconsistency in the language, 

structure and content of the SAI recommendations and inclusion of detail on who is responsible 

for taking actions forward and a timeline for these actions.  This is critical to the follow-up of 

implementation of recommendations and to the future evaluation of these. The 

recommendation detail indicated that in practice, recommendations tend to be made only in 

areas where there were deficits in care and showed little focus on good practice or 

recommendations that any aspect of service should be commended or continue as is. 

Recommendations such as these may serve to reinforce or evidence why aspects of service are 

critical to working with ‘at risk’ patients.  

Seven themes were identified from the thematic analysis, and these were illustrated using 

extracts from the recommendations. The themes were: 1. Quality Improvement, development 

and implementation of systems, policies, protocols, and services. 2. Quality Improvement, 
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development and implementation of systems, policies, protocols, and services. 3. Staff related 

issues: structures, roles and responsibilities, training, and resource planning. 4. Care and 

treatment planning. 5. Risk assessment, management, and review. 6. Communication within and 

between HSCTs, and between HSCTs and other services. 7. Family and carer communication, 

involvement with and support for family and carers. Finally, a timeline analysis of the data is given 

which assisted in identifying both recurring and non-recurring recommendations and 

consequently provided the information necessary to answer RQ2.  

 

4.18. Conclusion 

This chapter has provided insight into the content of recommendations identified from SAI 

reviews following patient suicides. Seven key themes were identified, and multiple sub-themes 

were also highlighted relating to these superordinate themes. Recommendations spanned many 

aspects of patient care and included recommendations that were both operational and strategic 

in nature. Recommendations that recurred over time were identified to inform focus groups in 

the next phase of the study, with the assumption that if recommendations have recurred then 

there may have been problems with the implementation processes. Conversely, 

recommendations that did not recur over the same period were identified to inform the focus 

group discussion with the assumption that these recommendations may have been successfully 

implemented. Both these recurring and non-recurring recommendations and the seven themes 

identified are explored further through focus groups with mental health care staff in Chapter 5.  
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Chapter 5. Qualitative Analysis of Focus Group Themes 

5.0. Introduction 

An overview of the data and themes from recommendations from the SAI reports completed in 

Phase II of this study, provided the researchers with the information needed to inform Phase III 

of the study, the semi-structured focus groups being facilitated with mental health staff across 

the region. These focus groups would further explore the process of implementing the 

recommendations from SAI reports following a patient suicide and assist in identifying the 

barriers and enabler to successful implementation. 

 

5.1. Chapter Structure 

This chapter outlines the focus group questions (Section 5.2), then revisits the aims and 

objectives of Phase III of the research study (Sections 5.3-5.4). It then outlines the study sample 

(Section 5.5) and describes and summarises the data collected (Section 5.6).  Thematic analysis 

of the data is presented including extracts from the data to illustrate the discussions from the 

focus groups and the superordinate themes developed from these (Sections 5.7-5.11). The 

quotations from the focus group transcripts have been anonymised and codes have been used 

to distinguish participants. Anonymity was guaranteed for participants, as part of the ethics 

application. The chapter concludes with a discussion (Section 5.12) and conclusion of the findings 

(Section 5.13). 

As mentioned in section 5.0. above, the focus of Phase III of the study is on barriers and enablers 

to the implementation of recommendations from SAI review reports following mental health 

patient suicides. This part of the study focuses on the analysis of qualitative semi-structured focus 

groups which give valuable information on the experiences of those professionals, who 

contribute to translating recommendations into frontline practice.  

Analysis of transcripts from focus groups allows an overview of themes from these discussions. 

As highlighted by the existing international literature presented in Chapter 2, there is very little 

focus on the implementation of recommendations following mental health patient suicides, or 
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the evaluation of this implementation to ensure that it has been effective. Thematic analysis of 

the findings from this phase of the study has been used to identify key themes relevant to the 

remaining four research questions. 

RQ3. What was the process for implementing the recommendations? 

RQ4. What were the perceptions of mental health service providers regarding current, best, and 

future practice for the implementation of recommendations from SAI reports?  

RQ5. How effective were the current processes in translating recommendations into practice and 

sharing best practice regionally? 

RQ6. How could this process have been improved to streamline, effective implementation of 

learning from suicides within mental health services, across Northern Ireland?  

 

5.2. Focus Group Questions 

Focus groups were conducted in a semi-structured format to ensure that the process would be 

flexible and enable natural developments in content to emerge (Creswell, 2016).  The focus 

groups all had a consistent structure including introductions and ethical considerations such as 

support for and safety of participants; warm up questions; communication of recommendations 

to staff; implementation of recommendations into practice; impact of process of implementation 

on practitioners; current culture; and any further important issues not discussed. Participants 

were then thanked for attending and reminded that overall findings could be shared with 

participants, on request. 

 

5.3. Aim 

The aim of this phase of the study was to evaluate how effectively the recommendations from 

SAI review reports, complete following mental health patient suicides, were implemented within 

mental health services, from the perspective of mental health professionals.  
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5.4. Objectives 

This phase of the research study analysed and evaluated the process of implementation of 

recommendations from SAI reports on suicide deaths with the following objectives: 

RO1. To inform practice on risk assessment and suicide prevention and consolidate learning 

around key themes that emerge from this analysis. 

RO2. To assist in developing regional recommendations to inform policy on suicide prevention 

for patients in the care of mental health services. 

RO3. To ascertain how research on best practice and the information that we already hold in 

terms of suicidal risk, correlates with the recommendations from HSCT SAI reviews and 

implementation of recommendations following a patient suicide.  

5.5. Sample  

The sample consisted of five focus groups with a total of 27 participants attending, 21 females 

and 6 males. Staff from across a variety of mental health service settings participated including 

inpatient/residential care; crisis intervention/home treatment teams; prison healthcare; 

governance; addictions services; social work; Lifeline; bereavement services and Quality 

Improvement. A summary of roles participating can be found in Table 16. 

Table 16. Roles held by focus group participants 

Role No.  participating 

Team Leader 7 

Service/ Ward Manager 5 

Support Worker 3 

Staff Nurse 2 

Other Senior Nursing Role 3 

Governance and QI roles 4 

Other patient support roles 3 

Total Participants 27 
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5.6. Summary of Thematic Analysis Findings 

A thematic analysis of the five focus group transcripts resulted in the emergence of five 

superordinate themes.  Several subordinate themes contributed to each of the main themes. This 

chapter discusses each theme individually with subordinate themes included in each. Extracts 

from focus group transcripts will be used to illustrate parts of the discussion which exemplify 

each theme and expand understanding of the meaning and scope of themes identified.  An 

overview of the superordinate and subordinate themes is provided in Table 17. 

Table 17.  Superordinate themes and sub-ordinate themes 

Superordinate theme Subordinate themes 

1. Information sharing, 

record keeping and 

quality of patient records. 

• Timely access to patient records 

• Adherence to Record Keeping standards 

• Effectiveness of Patient information systems and databases 

2. Collaboration with and 

support for families and 

carers. 

•  Involvement of family and carers in care and treatment 

• Support for Family and carers. 

• Family and carer involvement in the SAI process 

3. Effective dissemination 

of recommendations 

from SAI review reports. 

• How recommendations are disseminated from SAI Review Reports. 

• When recommendations are disseminated from SAI Review 

Reports. 

• To whom recommendations are disseminated from SAI Review 

Reports. 

4. Implementation and 

Evaluation of 

Implementation of 

recommendations from 

SAI Review Reports. 

• Barriers to implementation of Recommendations from SAI Review 

Reports 

• Enablers to implementation of Recommendations from SAI Review 

Reports 

• Evaluation of Implementation of recommendations from SAI 

Review Reports 

5. Leadership and 

Culture.  

 

• Culture of Blame and Fear 

• Impact of patient deaths by suicide on staff. 

• Towards Zero Suicide 
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5.7. Superordinate Theme One:  Information sharing, record keeping and quality of records.  

The first superordinate theme, information sharing, record keeping, and quality of patient 

records also appeared as a theme in the SAI recommendation analysis discussed in Chapter 4. In 

fact, SAI recommendations relating to information sharing and record keeping, were two of the 

most frequently recurring recommendations across the 2-year analysis. This theme encompassed 

a range of topics which were perceived as barriers to the implementation of recommendations 

in these areas, including adherence to record keeping standards and quality of records; timely 

access to patient records, particularly when supporting high risk patients that are unknown to 

the service or HSCT in which they are presenting. Differences in the effectiveness of paper and 

electronic records were discussed, such as timely accessibility to vital patient information.  

Finally, this theme also includes the effectiveness of current patient information systems and 

databases in use across mental health services in NI. Within this overarching theme three 

subordinate themes were identified (see Figure 11). 

 

Figure 11. Superordinate Theme One. Information sharing, record keeping and quality of 
patient records. 

 
 

 

5.7.1. Timely access to patient records.  

The first subtheme identified, timely access to patient records, included all aspects of discussion 

on this theme, particularly when patients are presenting at high risk of suicide or self-harm. 

Superordinate Theme One

Information sharing, record keeping and quality of patient records

1.Timely access to patient 
records

2.Adherence to Record 
Keeping standards.

3.Effectiveness of Patient 
information systems and 

databases
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Accessibility to patient records also featured as a theme in the SAI analysis complete in Chapter 

4. Barriers to implementing best practice when supporting high risk patients, included difficulties 

gaining timely access to patient information from electronic patient records, or by telephone, for 

those who did not have electronic patient records available. Poor communication between teams 

and the variance in titles given to teams and positions across different HSCTs also compounded 

problems accessing timely information.  Often participants reported that they could not easily 

identify who to contact to access patient information. Participants described phoning around 

multiple teams and services trying to find someone who could provide critical risk-related 

information about specific patients. 

 

“… trying to phone round the different trusts and getting to speak to someone, you know, because 

I have to go and see this person there and then, you know, not in three hours, four hours. I cannot 

wait days for the notes… It can be really hard.” 

Focus group D1, P1. 

 

In addition to the difficulties perceived in accessing information, concerns were also expressed 

around the delay in receiving patient records that were requested, particularly when there a risk 

to patient safety had been identified. 

“I know on the ward, it's not always a fast process getting the notes. So, we don't always know 

the ins and outs of the person's risk, which isn't great either, for being on an acute ward. …and 

especially if they are admitted over the weekend, you are having to wait several days before we 

even receive anything. “ 

Focus group D1, P2.  

 
“Someone has said, … we haven’t access to the risk assessment, it's locked away in a cupboard 

and the admin has the key.”  

Focus group D2, P1.  
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As well as the examples given above which highlighted a risk to patient safety, participants also 

gave examples of times when the delay in accessing patient records, posed a risk to staff. 

“All I could see was that this person had been presenting to different places and sort of what they 

presented with, very brief information. But I had went in to see this person in Accident and 

Emergency (A&E) and then I got a phone call, … and it was the consultant and she just said, are 

you in with the patient? And I said, yes and she says, you need to get out of there now.” 

 
Focus group D1, P1.  

 
 
“… we will no longer accept the admission if we don't have that information with us. Because we 

don't know what the risk is, and we don't know the appropriate place to place this person in.  And 

we've had a lot of difficulties, a number of incidents that took place, where staff were assaulted, 

we didn't have the forensic history and very important information that the patient was on bail, 

we weren't provided with that level of information. So, for the protection of all the other patients 

in the ward, we must receive that now.” 

Focus Group D2, P2 

 
Related to the above discussions on accessing patient records in a timely manner, was the 

recognition that availability of electronic patient care records, particularly through a system that 

could be accessed across all HSCTs and services by all staff, could be an enabler to improved 

implementation of recommendations in this area.  This enabler was often noted by staff, 

although they also acknowledged that there were some problems with the existing system: 

 

“…they all had different bits of information which would have shown what was going to happen, 

but nobody communicated with each other, so. I think they brought in notes and all, which is a 

regional thing… but even there, that's still stuck a bit.”                                                                             

 Focus group B1, P1. 

“You are basically saying, you are given a little paragraph to say X, Y and Z [paper-based patient 

notes] … As opposed to if it's… somebody that's on MAXIM, we would click on and see what their 
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background has been and how they're presenting, you know their appointments and stuff.”   

              Focus group B1, P1.  

 

Electronic systems including electronic risk assessment, were seen as key enablers to timely 

access to patient records, although it was noted that different systems were in use in different 

HSCTs. 

“…whenever I started nursing, decades ago, … you had notes and everybody had risk assessments 

in the notes so now we have the electronic risk assessment, so I suppose they are all things that 

have improved.” 

Focus group B2, P5.  

In summary, this subtheme identified the barriers faced by mental health staff when trying to 

access patient records in a timely manner, particularly when there is potential risk to patients or 

staff.  Barriers identified included communication issues between teams and HSCTs, language 

used to describe services and roles in different HSCTs and inadequate electronic systems with 

limited access across the region.  

 

5.7.2 Adherence to record keeping standards 

A further subtheme arose on adherence to record keeping standards and the implementation of 

recommendations from SAI reviews relating to this area. Quality of patient records was also 

identified as part of the previous analysis of SAI recommendations (Chapter 4). Most participants 

were aware of professional record keeping requirements and this discussion illustrated that they 

were aware of the need for patient records to be legible and factual. Understanding of record 

keeping requirements was therefore not identified as a barrier to implementation, rather it was 

a strong enabler for implementation of recommendations.  

 

“Record, keeping, you know, legible notes, no emotions attached to them, so the facts.” 

Focus group B1, P3. 
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There was also a strong understanding that inaccurate patient records could be a barrier to 

completing the SAI review as well, as the report and recommendations produced, particularly in 

relation to ensuring that the timeline of treatment and communication with the patient is clear 

and did not contain periods that could not be accounted for. Incomplete patient records could 

impact on the quality of the SAI review and the subsequent recommendations made.  

 

“And then of course the reports you are preparing and the families, you want to share them with 

the families, so you don’t want any gaps there.” 

Focus group B2, P3. 
 
 

“The last one I Iooked at there was potentially an issue of gaps between different services, our 

service and you know, there was holes of time that I couldn’t account, get to the bottom of what 

happened between then and then.”   

            Focus group B2, P3. 

 
Participants highlighted that the key issue they experienced was not a lack of knowledge in this 

area but rather when they would have the time to complete contemporaneous patient records 

as required. Additional time made available to staff was seen as necessary for successful 

implementation in this area. Beyond this need for additional time to complete records, 

practitioners pointed out the relevance of wider contextual pressures that are ongoing within 

services, as illustrated in the following quote. 

 

“Did the SAI process really looks at things, like the pressure on staff to, you know, make sure that 

their recording is up to date. Workforce planning, the wider elements to it that contribute to, 

maybe someone not recording in a timely fashion and then that being highlighted in the SAI 

process.  I think sometimes it becomes quite narrow, the conversations about the SAIs and it is 

very much on what the practitioners did or didn't do, rather looking at the wider things like, 

pressures on the service, caseloads, and those sorts of things.” 

Focus group A2, P6.  
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“You know, it's quite easy to make that sort of sweeping statement and say, you need to do 

contemporaneous recording. But maybe the recommendations should be more in-depth, in that, 

the service needs to ensure that it is resourced sufficiently to enable staff to record 

contemporaneously.” 

Focus group A2, P4. 
 
 

Having acknowledged the need for factual, legible, and complete patient records, it was also 

highlighted that all patient communication should be held as part of patient records, such as 

encrypted emails between service providers. Where possible staff were aware that these email 

communications should be uploaded to electronic systems, to form part of the electronic patient 

care record. However, staff reported that protocols around this aspect of record keeping could 

be inconsistent and unclear.  

 

“If we use the PARIS system, it's like an online system, maybe not so much e-mails, but you can 

attach different documents or correspondence, to make sure that there's, you know, your paper 

trails, you can view it easily.” 

Focus group D1, P1. 

 

Staff also recognized that an email sent does not guarantee a complete communication between 

two people, perhaps complicating the guidance required, for including email communications in 

patient records.  

 

“Staff know not to be putting things on emails, expecting somebody to have picked up their e-

mail because they may be out and not have put out of office on. They may be off on sick leave or 

may have left post.” 

Focus Group A2, P5 

 

This subtheme of adherence to record keeping standards illustrated that participants were aware 

of the legal requirements of how records should be kept and when they should be written up. 
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Participants noted that the wider context and barriers to why staff did not complete 

contemporaneous records such as increased workloads, needed to be explored so that 

appropriate recommendations could be made to improve this. They were less clear on aspects 

of record keeping such as managing and recording email communications to patient records and 

did acknowledge that at times, there were gaps in patient records and therefore these records 

often did not hold a fully comprehensive account of patient care and treatment. Participants 

understood that this was not ideal in terms of patient care and posed a problem for SAI reviews 

as incomplete patient records could impact on the quality of the SAI review and the subsequent 

recommendations made.  

 

5.7.3. Effectiveness of patient information systems and databases 

The effectiveness of patient information systems was discussed in relation to implementation of 

recommendations. Patient information systems was also included as part of a subtheme in the 

analysis of SAI recommendation data. Much of this discussion centred around the need for 

effective access to patient information when there is risk to the patient or staff. Whilst the move 

to more electronic based systems for recording patient notes and information was welcomed, 

the need for one regional system was emphasised. Staff from prison healthcare also emphasised 

how useful and effective it was that they had access to GP patient records, through the Northern 

Ireland Electronic Care Record (NIECR), however this was not the case for the rest of the regional 

mental healthcare system. 

 

“You know, so we have the luxury of having NIECR, you know so we have… all the GP's notes that 

we can access.” 

Focus group B1, P1. 

 

The issue of HSCT staff in one trust, being unable to access another trust’s electronic systems was 

also highlighted as ineffective and that even when two HSCTs use the same system, each version 

of the electronic system can differ.  
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“It's not really that good in my opinion cause XX trust use MAXIM, XX trust use something 

different.” 

Focus Group B1, P2.  
 
 

“I know with the PARIS system that you can record alerts on it. I worked in XX trust for five years 

and they had far more options, for what type of risks you could identify to put on the system so 

that everyone can be aware.” 

Focus Group D1, P3.  

 

This issue of accessing information from another service was also highlight by prison healthcare. 

 

“We cannot request full notes to be transferred with a patient, and that has certainly raised its 

head on many occasions. The difficulty is that if we did get full mental health records or, possible 

health records, who is going to have the time to go through that and pull out what’s essential? 

When some people only be in for a very short committal period. That’s one of the challenges we 

have.”                                                                                                                           

   Focus Group B2, P7 

 

“But the problem as well from our perspective is that we don’t have access to the systems that 

you guys would have access to, MAXIM and things.” 

Focus Group B2, P7 

 

Above the participant mentions use of the electronic system to identify risk using a function 

referred to as ‘risk alerts.’ A lack of clarity was identified however, as to who could see these 

alerts and staff felt that if there were risk alerts raised for patients, everyone should see these.  
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“I found with the XX trust, there is a limited amount of alerts that you put on. But then I am just 

thinking… can you see that alert if it has been put on by another trust…I'm assuming you would, 

it's the other detail you can't see… If there is an alert everyone should be able to see that alert.” 

 
Focus Group D1, P3.  

 

Community staff identified the need for improved mobile access to patient information systems, 

to allow for more efficient implementation of recommendations across all sites. Improved access 

to patient records was needed to improve the effectiveness of working off site and visiting 

patients in their homes, both in terms of access to current patient information and to avoid 

duplication of work. Paper-based notes were used when with patients and then these had to be 

transferred to the appropriate electronic database, when access became available, usually back 

in the office setting. 

 
“You see ...you can't always have access to all the patient's records when you're in their home. 

And we don't have mobile working yet. So, you'll maybe write it with them and then come back 

into the office and type it. And then maybe printing that out and bringing it back. So, it's not 

ideal.” 

Focus group D2, P1.  
 
 

The development of an electronic system that could be accessed by all staff across the region 

was the main enabler identified regarding improving implementation of recommendations 

relating to patient records. It was acknowledged that a new system is being developed that they 

hope will overcome the barrier of timely access to patient records, however there was a lack of 

recent information on the progress of this new development leading to some disillusionment:  

 

“I'm not sure, I know there is the new ENCOMPASS system that's coming in.  That is supposed to 

be regional. That is an amalgamation of everything.” 

Focus Group D1, P3.  
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“It’s probably going to be about 10 years!” 

Focus Group A2, P3. 

 
 

This theme of information sharing, record keeping, and quality of patient records encompassed 

all aspects of patient records including quality, adherence to standards, timely access to patient 

records, particularly when managing risk and explored solutions such as improved regional 

electronic records across all HSCTs and prison healthcare. This theme also explored the barriers 

to implementation of recommendations in this area such as resources, tools, inadequate 

systems, and inconsistent levels of access to these, which some of the professionals perceived to 

actively hamper implementation efforts.  

 

5.8. Superordinate Theme Two: Collaboration with and support for family and carers.  

The second superordinate theme, collaboration with and support for families and carers, 

included a range of topics relating to working with, supporting, and involving families and carers. 

This discussion covered both support for and involvement of family and carers in the patient’s 

care and treatment, throughout the care pathway and in the SAI process. Within this overarching 

theme three subordinate themes were identified (see Figure 12). 

Figure 12.Superordinate Theme Two. Collaboration with and support for family and carers. 
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5.8.1. Involvement of family and carers in care and treatment 

The second superordinate theme identified was collaboration with and support for families and 

carers and how this may contribute to the implementation of recommendations from SAI 

reviews. This theme also appeared in the previous analysis of SAI recommendations (Chapter 4). 

This focus group subtheme encompassed family and carers involvement in patient care and 

treatment including, information gathering from family and carers as part of comprehensive 

assessment processes, care planning, risk assessments and supports for family and carers.    

Discussion took place on the need to ensure families and carers are aware of the care and 

treatment being offered and provision of information about which services they can contact for 

support, as well as how and when, alongside information on the patient’s presentation or 

diagnosis.  

 

“So, they don't know the access points and who to contact.  They are always maybe just looking 

999 types of things more, because they don't know who to go to.  So, if they had more information 

given to them at the assessment meetings and stuff, with the carers it would be good”.  

       

Focus Group B1, P2. 

 

“What I was doing in the carer’s assessments was, …they know nothing about what happens in 

the hospital or what happens in addictions and that information, about telling them how the 

service runs and then what the limits are of that so they can then help the person, knowing, this 

is what the service can offer.  They don't know anything about the service. They maybe don't know 

enough about the person's condition, how it impacts them and how to prepare themselves for 

how the person's going to present…they can prepare, you know, for caring for that person.”  

          

Focus Group D1, P3. 

 

In addition to discussion around providing information on services to families and carers, a 

further subtheme emerged on involving family and carers in many aspects of the service that 
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would assist implementation of SAI recommendations, particularly in the areas of assessment, 

risk assessment and how additional information could be gathered from families and carers to 

better support treatment and risk management.   

 

“I think there was one [recommendation] about communication with families as well as relatives 

and carers and just the fact that, you know the client or patient, could be saying something to the 

family and maybe they are aware of something that, you know we as a service are not aware of.”

       

  Focus Group B1, P3. 

 

“I was looking at an SAI recently, where [the patient] was released from the court and…  the family 

were fit to provide that information that he had walked out of the court that day saying that he 

was going to kill himself but that wasn’t picked up.”   

Focus Group B2, P3. 

 

“I do think most staff… are very skilled professionals and I think, if they give them the right 

information and support and have that discussion, the person will nearly always then give their 

consent and I think it's very important to gain it, to talk to a loved one because, how can you send 

someone out feeling like that and not tell anyone. It's the loved ones that are gonna, you know, 

they leave the room and then that's who is with them, you know. So, I think, it's gaining the 

consent and then working with whoever is closest to that person.” 

Focus Group B1, P3. 

 

It was evident from the above focus group discussion that participants recognised the value that 

family and carers can add to the comprehensive assessment, risk assessment and risk 

management processes. Participants also mentioned how families and carers were involved in 

other aspects of service such as safety planning with patients, and that the feedback from carers 

was very positive on this aspect of care and treatment.  The issue of gaining consent from families 
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was highlighted as crucial to involving families and carers in care and treatment, but no mention 

was made of communicating or involving families when there are risk factors present and they 

may need to be contacted without having consent from the patient.  The quotations presented 

below give some insight into barriers to involving family/carers. 

 

“They can fold it [Safety Plan] up into a wee card and stick it in their purse or their wallet and they 

do carry them around with them. The feedback has been really, really, positive, and from the carer 

as well. So, … you speak to the carer as well and you give them an information sheet and give 

them an opportunity to ask questions, and very positive feedback from carers as well.”      

        

Focus Group A2, P3. 

 

Finally, the importance of information sharing between mental health services and 

families/carers for the purpose of risk management was highlighted, especially when the patient 

was presenting as suicidal. The concepts discussed here start to illustrate the high level of skill 

required when patients are actively suicidal.  

 

“There was an SAI around a patient who had committed suicide following a mental health 

assessment and they had requested the next of kin not be contacted. But that next of kin had 

information that was necessary, so sometimes we then would act in the person’s best interest.”   

                          Focus Group B2, P5.  

 

This quote highlights a potential lack of understanding around communicating with 

families/carers when consent has not been given by the patient and there is risk to the patient. 

It highlights the importance of staff having confidence to deal with the issue of consent to contact 

family/carer, at times when professional judgment is required, e.g., the wishes of the person 

should be over-ridden by the protocols on risk to self/others.  
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“Somebody completed suicide directly after having an assessment and the family weren’t aware 

that they were actively suicidal. I think that they would have said, well, if we were aware that 

this person was actively suicidal, we would give additional support.”    

                                                                                                                            Focus Group B1, P4. 

 

In addition to families possibly having information that would be pertinent to risk assessment, 

this quote also highlights the value of additional support that could be offered by families/carers 

when a patient is actively suicidal.  

[We would ask the patient] … “’Would you mind if we keep in touch with family and all that?’ 

Because they could be presenting in a completely different way or maybe said something to the 

family. Then maybe the family worry that they don’t want to say anything or maybe they don't 

feel too confident about contacting services.” 

Focus Group B1, P3. 

 

In one service area, a policy was put in place to gain a safety contact for each patient and yet 

even that robust system was subject to human error.  

“It seems like where we have fallen, was in staying in close contact with the person's family. We 

have a safety contact for every person who calls the service… and this is somebody that we can 

contact if we have a concern on this person. And in the second to the last one I was at, there 

was an absence of staying in contact with that person, which is something that we do very 

regularly, and we know it very well as a process. But on this occasion, it had not happened.” 

                                                   Focus Group A2, P1. 

 
Finally, participants highlighted the importance of family/carer involvement at discharge, to 

maintain best practice for suicide prevention. 
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“I say the carers are so important and them having that information because you can't keep 

everybody in hospital and provide mental health professionals there. But if the communication is 

good and carers and people at home get the support, that it can be preventable.” 

Focus Group B1, P3. 

 

This subtheme of Involvement of family and carers in care and treatment encompassed 

discussions on best practice in this area including involving family/carers in assessment, care 

planning, risk assessment, discharge and providing information on services to family/carers. 

Participants also highlighted the risks of not communicating with family/carers when patients are 

presenting as suicidal as they may be able to provide additional information to services to 

manage or deescalate risk and may be able to provide additional supports at this difficult time.  

 

 
5.8.2. Support for Family and Carers 

A second sub-theme developed on supporting family and carers.  This included provision of 

assessments for carers and supports available for family and carers. The need to provide a carer 

assessment was one of the most frequently recurring themes across the SAI analysis complete at 

Phase II of this study.  The need to complete a carer assessment arose in the focus group 

discussion and concerns were expressed relating to the barriers to completing the carer 

assessment which included the language and terminology used to describe these carers services 

as participants also highlighted that this could deter carers from engaging in an assessment, as 

they were unsure of the purpose of the assessment and what exactly was being assessed.  

 

“The terminology is wrong as well, carer’s assessment. Like that is saying to somebody, you are 

going to be assessed... But this is carer’s support or something or, you know, carer’s information.” 

           Focus Group B1, P3 

 

“If it's assessment, they panic then, they don't want to do it then.” 

 

Focus Group B1, P2. 
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Another barrier to completing a carer assessment was the lack of time to complete these, which 

included time to complete paperwork and any follow-up actions.  

 “The carers’ assessments are not being done and that's time and money. They need to allow for 

staff to do it.  

Focus Group B1, P3 

 

Participants also raised the need for further training on completing carer assessments and the 

need for feedback on the effectiveness of completing carer assessments and the positive 

difference this may be making. Participants highlighted the importance of evaluating the services 

they were providing to determine if they were having a positive impact.  Staff seen this as a 

government requirement, and as such senior management only gathered the number of 

assessments being carried out, rather than assessing any quantifiable benefits derived by carers 

or patients.  Understanding subsequent benefits derived from carer assessments, may improve 

staff’s motivation to complete the assessment, and in turn could provide motivation for carer 

engagement in the process.  

“…once the carer assessment is done, all those stats are being kept on carers’ assessments, and 

after SAIs, yes, you do get feedback, but it would be nice to see how positive a carers’ assessment 

has been and how much it's helped someone. Because then that would give them more, sort of 

like, ammunition as to why these are so important.”    

Focus Group B1, P3. 

                                    

Although some participants highlighted the barriers to completing a carer assessment, others 

acknowledged the benefits of this for both the carer and the patient. The perceived benefits 

included support for carers who may be struggling with supporting the patient and support for 

their own poor mental health if needed. It was also highlighted that completing an assessment 

with the carer can provide valuable information on the changing needs of the service-user.  
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“You don't like to put any pressure on the carers because, they’re burnt out and they are worried 

about speaking to professionals. It really is the service that we need to provide to them.”  

                       Focus Group B1, P3. 

 

“Recently…I was doing the carer assessment, but it identified that the carer was not coping very 

well with her own mental health, and that then was like a domino effect for them getting their 

own keyworker, you know. So…it transpired that she needed her own support.”     

    

Focus Group D1, P3. 

“It’s a good indicator of the actual service user’s needs changing, you can see the carer’s stress 

and then going through that with them, you’re maybe identifying new needs of the service user. 

So, it’s beneficial not just for the carer, but for making sure that you’re meeting the needs of the 

people that we are working with as well.”  

          Focus Group D1, P3. 

 

In summary, the issue of providing support to families/carers was recognised to be a useful and 

critical part of the mental health service delivery process that could significantly support the 

carer, the patient, and professionals.  However, the carer assessment process is poorly 

understood by carers, and in some senses the outcomes are poorly understood by staff.  

Therefore, any effort to implement related recommendations from SAIs would benefit from 

exploring and addressing these issues that have been identified.   

 

5.8.3. Family and carer involvement in the SAI process.  

A third subtheme emerged on the involvement, or lack of involvement, of families and carers in 

the SAI process, after a death by suicide had occurred.  The issues discussed included the 

suitability of the format of the reports and the language used, as well as the outcomes of SAI 

reviews for families. Focus group participants felt that effective involvement of families and 
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carers in the SAI review process may enhance the process itself, as well as contributing positively 

to the creation of meaningful recommendations produced from SAI reviews.  Despite reporting 

that services had recently attempted to move towards more consistent inclusion of families in 

the SAI review process, the focus group discussion highlighted that there was still a reluctance by 

some families, to become involved.  

 
“So, I know that there have been families that requested not to be a part of the process. So, they 

are invited throughout that journey as well, but they found it too difficult and nearly too clinical, 

for them.  So, I know that there are quite a lot of families that don't partake in it.”  

Focus Group A, P2. 

 

Discussions took place on the difficulties faced by families who do become involved in the SAI 

process, including the process itself, the language, outcomes, and timeframe for the report.  

 

“It's difficult because …it's very much more on a personal level for them about their loved one, 

whereas we're looking at it from a rules and responsibilities and processes kind of way. So, their 

interpretation of that document will be completely different as well.”  

Focus Group A, P2. 

 

These comments suggest that while statutory services have changed their process to encourage 

more families/carers to contribute to the process, perhaps the actual process itself has not been 

changed accordingly, in line with what families can tolerate, in what is an excruciatingly traumatic 

and distressing circumstance. The following content from the discussion recognises this concern.  

 

“It seems, depending on what panel you are sitting on, depending on who is chairing it, depends 

on what information relatives are provided with and it's almost like you need a uniform way of 

doing it with the same panel and the same group of people, because it is very much dependent 

on…what consultant and who that chair is, their personality and the recommendations they 

make. You know I've sat on some where people have been very proactive and really driving it, and 
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other people it's a wee bit of a chore to have sat there on this panel. They are not even prepared 

at the start of it you know. Which is awful for that family, somebody hasn't dedicated this time 

for this patient's care to be reviewed.” 

Focus group D2, P2. 

The length of the review process was also discussed as a difficulty for families and carers, as 

participants noted that in most cases deadlines for completion of SAI reviews were not being 

met. This delay in completion of reviews was noted in Chapter 4 as the average length of review 

was 8.5 months. 

“But even the time frame, they still struggle with, because it's not the answers here and now. So, 

I think the recommended time frame is 8 weeks, but I don't think, we're not meeting that criterion, 

because of the sheer volume of SAIs that there is.” 

Focus Group A, P2. 

 
Participants also discussed their concerns about the how the family/carer would perceive content 

of the SAI reports, regarding the care provided to their loved ones.   These concerns also included 

perceptions of families / carers on how the SAI review has been approached and managed. 

“And then of course the reports you are preparing, you want to share them with the families, so 

you don’t want any gaps there.” 

Focus Group B2, P3. 

“…depending on who is chairing it… you know, what consultant, … their personality and the 

recommendations they make. I've sat on some where people have been very proactive …and other 

people it's a wee bit of a chore... they are not even prepared at the start of it you know. Which is 

awful for that family.” 

Focus Group D2, P2.  

 

To summarise, the third superordinate theme of collaboration with and support for families and 

carers, included all aspects of involvement of families and carers in care and treatment planning, 
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right through the patient journey to the point, where relevant, of involvement in the actual SAI 

review process. This theme included two-way information sharing with families and carers, 

particularly around risk management and assessment and highlighted the importance of 

including families and carers in patient care, as well as the importance of staff confidence in the 

principles of appropriate disclosure. A lack of sensitive language and inconsistent approaches to 

SAI reviews were a barrier to family and carer involvement in this process. This theme also 

explored the need to support families and carers, throughout patient care and treatment and 

highlighted the benefit of this ongoing support, to the family and carer, the patient and the staff 

providing care. Building relationships with families throughout the patient’s care and treatment, 

may mean that families who are then bereaved by a patient’s suicide may be more likely to stay 

involved with services and actively engage in the SAI review process. These perceived benefits 

were balanced with barriers related to consistent messaging about the methods, purpose, ethos, 

and resources required for involving families/carers, to achieve best practice.   

 

5.9. Superordinate Theme Three. Effective dissemination of recommendations from SAI 

reports. 

The third superordinate theme identified was effective dissemination of recommendations from 

SAI reports, which was also a theme that arose from the Systematic Literature review detailed in 

Chapter 2. This theme included a range of topics relating to the effective dissemination of 

recommendations from SAI reports.  Effective dissemination was viewed as necessary to achieve 

implementation. This theme included details about how, when and to whom, recommendations 

from SAIs were being disseminated. Within this overarching theme three subordinate themes 

were identified (see Figure 13). 
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Figure 13. Superordinate Theme Three. Effective dissemination of recommendations from SAI 
reports. 

 

 

5.9.1. How recommendations are disseminated from SAI Review Reports. 

Most of the discussion in superordinate theme three concerned the first subtheme: how 

recommendations are disseminated from SAI review reports. The participants were asked to 

share their experiences of how they would be made aware of new recommendations emerging 

from SAI reports.  Participants were not prompted with details about the existing three key 

regional methods for disseminating SAI recommendations, outlined in the report, Procedure for 

the Reporting and Follow up of Serious Adverse Incidents November 2016 (HSCB, 2016). These 

three systems for disseminating SAI recommendations are referred to in this report as: learning 

letters / reminder of best practice letters; learning newsletter and thematic reviews (HSCB, 2016).  

This report also clarifies that whilst HSCTs “will already have in place mechanisms for cascading 

local learning from adverse incidents and SAIs internally within their own organisations. The 

management of dissemination and associated assurance of any regional learning is the 

responsibility of the HSCB/PHA” (Health and Social Care Board, 2016, p22).  

Multiple communication methods that were employed to disseminate recommendations from 

SAI reports to frontline staff were identified during the focus group discussions.  However, none 

of the above-mentioned established methods of dissemination were mentioned by any of the 27 
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participants attending the focus groups.  The methods described by the participants included 

emails, memos, in person communication, meetings, briefings and information folders.  Effective 

dissemination of SAI recommendations was considered critical to implementation of 

recommendations. The key aim of the existing regional dissemination is to improve services and 

reduce the risk of incident recurrence, both within the reporting HSCT and across the region. The 

dissemination of learning following a SAI is core to achieving this and to ensuring shared lessons 

are embedded in practice and the safety and quality of care provided (HSCB, 2016). It was clearly 

appreciated by the participants that staff needed to be aware of the recommendations before 

they could be implemented and that there was currently no streamlined process that existed for 

this purpose. The focus group discussion highlighted how, at times, more than one method of 

dissemination was used. 

 

“Shared by email, SAI learning and then there is the governance meetings, that team leaders and 

ward sisters that we'd be at and then our responsibility would be to cascade that information 

down to our own teams.” 

Focus Group D2, P2. 
 

 

“Team meetings and also what I used to do, was because the volume of information is too mega 

to share in a monthly team meeting, I would make a weekly information sheet in writing and then 

I would email it to all the team and also put a hard copy in the office so that when people were 

on night duty or had a quiet times, they could catch up with them.” 

Focus Group B2, P3. 

 

Other participants highlighted that their team or department relied upon a singular method of 

communicating recommendations, however, even then a backup form of communication was 

often in place. One example highlighted that staff understanding was also checked when the 

recommendation was being disseminated.  
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“It was individual supervision with everybody to make sure that, eh, information was passed on, 

but passed on in a sensitive manner, you know, and to check understanding of it as well.” 

Focus Group B2, P3. 
 
 

A further example highlighted that although there was an agreed pathway for dissemination, 

back up, training and follow-up processes were in place to ensure this was effective.  

 
  
“They are usually [Emails] saved for reading later and never accessed. Which is why the team 

meetings and the specific training, as backups and follow ups are important.” 

Focus Group A2, P4. 

 

 

As part of this discussion, barriers to dissemination of recommendations were also identified 

including the volume of emails being received by participants and difficulties keeping on top of 

workloads.  

 
“Instead of it being talked about, it's in a folder for you to read, but we don't always get time to 

read through this to actually find out what the recommendations are.” 

Focus Group D1, P2. 
 
 

The bombardment of e-mails at the moment, and the very busy workload of staff on the ground 

I think it's very hard to actually get very important information across.” 

Focus Group D2, P2. 
 

 

Finally, it was suggested that some sort of shared system could also be used as a central way of 

communicating all recommendations from SAI reviews that staff can access. For some 

participants this related to sharing within their HSCT and ensuring all staff in that HSCT were 

aware of the information shared. 



 

178 
 

“…before, we did raise the sharing of SAIs and having some system set up where that they 

would be easily accessible for everybody. I know it's a lot of confidential information that would 

be very hard to store, but you just need to miss one meeting, to miss some information that's 

being discussed at it. And then, as a consequence of you missing that meeting, then your own 

staff miss out sometimes on the information.        

                                                                                                                Focus group D2, P2.  

 

“Well, to me, you see to me, they should all be sort of, there should be a shared drive. Where staff 

can go in and read them themselves.” 

Focus Group D2, P1. 

 

Other participants focused on the need to share recommendations from SAI review regionally as 

this would provide consistency across HSCTs and would also mean that staff would know exactly 

where to find details of these recommendations.  

“If it's done on a regional level, then everybody is singing from the same hymn sheet. Its whenever 

things aren't done like that and you have different systems and different recording systems and 

things like that, you know things just start to fall apart.” 

Focus group A2, P8.  

 

“Yes, and just to share the learning. To see if there was even a regional network where the SAIs 

are disseminated across all the trusts so that learning can be shared. Because I'm sure if some 

things are occurring in one, it's gonna happen in another.” 

Focus Group A2, P7. 

The focus group discussion also explored some potential solutions from participants to improve 

the existing system for disseminating recommendations from SAIs in the absence of more 

sophisticated electronic or online systems.  One participant described how visual detail was 
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added to emails, which were renamed “learning lines” to try to enhance dissemination and 

understanding of recommendations.  

 

“… ours is brought up within staff meetings. We also get "learning lines" on a maybe daily, or 

weekly basis. So, its recommendations, you know through a learning line. So, it's like a picture 

that comes up in a, which you know, is easier to take in.” 

  Focus Group B1, P4. 
 
 

Finally, another participant described a system of signing off communications on 

recommendations so that proof was then held that this had been disseminated to all staff.  

 

“There was one in the trust that was where you signed for it, with the recommendations that 

everybody was aware of. I thought that was a great idea, were we all sat in a room and discussed 

it and signed yes, that we had read the recommendations. So, I know it was very time consuming, 

but everybody got the information.” 

Focus D1, P4. 

 

This first superordinate theme of how recommendations are disseminated from SAI review 

reports included detail on the multiple systems that are in place for disseminating these 

recommendations. Some services and teams relied on a single method of dissemination whilst 

others ensured that there were back-up or follow-up processes in place to ensure dissemination 

reached all staff, although it was acknowledged that this then took up more time. It was 

acknowledged that when there are multiple different systems in place this can render the overall 

system ineffective. The existing regional formal processes for disseminating SAI 

recommendations were not mentioned by any of the participants in the focus groups. Key 

barriers were highlighted as communication by email due to the volume of emails being received 

by staff and increased workloads meaning that staff often did not get time to access 

communications by email or in folders etc. Some enablers to dissemination of recommendations 

were suggested such as providing visual aids when communicating recommendations or signing 
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off recommendations as read, when they were communicated. Participants also suggested 

shared systems either across HSCTs or across the region to improve consistency of dissemination.  

 

5.9.2. When recommendations are disseminated from SAI Review Reports. 

Having discussed how recommendations are disseminated and the barriers and enablers to this, 

it was identified that there were also difficulties encountered in when recommendations were 

communicated to staff, particularly if they were absent from work for any reason or missed 

important meeting and the impact this could have on successful dissemination.  No processes 

were discussed to account for disseminating information to staff who had been absent from 

work.  

“You just need to miss one meeting, to be able to miss some information that's being discussed 

at it. And then as a consequence of you missing that meeting, then your own staff miss out 

sometimes on the information.” 

Focus Group D2, P2. 
 

“… if staff are off on maternity leave or sick leave and things have happened, then it can be 

difficult, and I know from my own experience having been off on long-term sick, coming back and 

then trying to catch up. You know, maybe I have gone ahead with something that was usual in 

our practice and then being told, no, we don’t do that anymore, this has changed. This is as a 

result of an SAI – well when did that happen?” 

Focus Group B2, P5. 

 
The timing of the communication to staff was also discussed and it was noted as important to 

communicate recommendations as soon as possible, after the SAI, for both the staff’s own 

learning and well-being, if they were involved in the SAI or were working with the patient.  This 

was pointed out in reference to recent improvements in timescales for completing SAI reviews. 

At the time of reporting, participants noted that they were seeing positive changes in the SAI 

process. 
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“The change in the SAI process, how it’s managed here, has really helped, with staff. Because 

previously, it would have been a very long time before the staff had that report and got through 

that. Whereas the one that I was involved in recently, it was couple of months just and it gives 

closure to the staff which is really important as they are going through their own grief” 

Focus Group D2, B4. 
 
 

In discussing when recommendations are disseminated from SAI review reports, participants 

were concerned about staff missing dissemination due to being on any type of leave at the time 

of communication. Managers also were concerned about the trickle-down effect if they missed 

important meetings and so did not then have the information on recommendations to cascade 

to their staff. It was also highlighted that it was more beneficial to disseminate recommendations 

as near to the SAI as possible as the event was then still fresh in the minds of the staff, and this 

may add more context to the recommendations and for staff well-being who were involved in 

the care of the patient and the consequently the SAI process.  

 
5.9.3. To whom recommendations are disseminated from SAI Review Reports. 

Finally, discussions identified the third subordinate theme on to whom recommendations are 

disseminated, to ensure effective communication.  Participants discussed current cascading 

processes where recommendations are communicated at management level and then the 

managers are responsible for communicating these to their teams.  This resulted in multiple 

communication methods to teams, as shown in sub-theme 1.   

 

“Well from a Ward Manager’s point of view, it’s disseminated down from the Senior Managers 

to all the wards by email and usually a copy of the recommendations, and then we’re asked to 

share that with staff or the teams then, after that.” 

Focus Group B2, P3. 
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“There are the governance meetings that team leaders and ward sisters that we'd be at, and that 

would be chaired by our Senior Nurse Manager, or co-chaired with the Assistant Medical Director, 

and then our responsibility would be to cascade that information down to our own teams.” 

Focus Group D2, P2. 

 

In addition to discussion around who the detail of recommendations should be disseminated to, 

further conversation covered the level of information that should be provided to staff. For 

example, staff who were involved with the patient who has died, often receive more information 

through being part of the review process, than staff who are not, which created some natural 

inconsistencies in dissemination, as well as challenges around getting the balance right.  Several 

participants confirmed that staff receive limited information on the SAI. 

“But certainly, complaints and incidents are all reviewed at that level. And that's brought back for 

the staff to read, the staff don't get access to the recommendations on the reports.” 

 

Focus Group A2, P1. 
 
 

“It would really only be the people that were involved that, you know would get it verbally.  Where 

everybody else would just get follow-up reading.” 

Focus Group D1, P2. 
 
 

Another participant was concerned with how the information is contained on the SAI and 

confidentiality maintained, particularly when staff work in close partnerships or teams.  

 
“For me, it’s a real tricky one and how you give the information to the staff on this, because I think 

they should know, but I also think that it should be very carefully given to the staff, because our 

staff sit beside each other, and they will talk. So, it's hard to contain it sometimes.” 

Focus group A2, P1. 
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Finally, it was noted that this is changing, and the SAI process is becoming more inclusive and 

collaborative.  

“Well, it's going in the right direction, you know, about being more inclusive and more 

collaborative. You're not sort of kept on the periphery and fed snippets of information, which 

obviously on the rumour mills, escalates into something that it's not.” 

 
Focus Group A2, P4. 

 
 

This discussion brought into play some of the sensitivities facing staff, impacting across the how, 

when and to whom aspects of this theme of disseminating information.  On several occasions, 

across the focus groups, it was raised that in higher profile cases, there was a broader knowledge 

of the case and a greater understanding of why recommendations were produced and 

implemented. This also seemed to have contributed to effective implementation of those 

recommendations. One particularly high-profile case was mentioned a few times, noted here as 

the O’ Neill Report (2008). This was an inquiry into the death of a mental health patient and her 

daughter in 2005, however, participants still remember this case very clearly and the learning 

from this.  

“The O’ Neill report, was it? They all had the different bits of information which would have shown 

what was going to happen, but nobody communicated with each other, so. I think they brought 

in MAXIM, that's like notes and all, which is a regional thing, rather than the likes of just us, you 

know. But even there, that's still stuck a bit.” 

Focus Group B1, P1. 
 
 

And the other thing that came out of, was it the O’ Neill report one?  And I think it's still very, very 

important, you know, if somebody is talking to a helpline, like that's even through us or somebody 

that's going to somebody privately for therapy or whatever. They could be saying that they're 

suicidal to this person.” 

 
Focus Group B1, P3. 
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Finally, it was highlighted by participants that they are keen to hear about learning from SAIs in 

other HSCTs as they are not aware of this happening at present. Again, none of the participants 

seemed to be aware that there were regional processes in place to share recommendations 

across all HSCTs in the region, suggesting that current regional dissemination processes are 

ineffective. 

 
“See I think our trust are very good at telling us the outcome of SAIs within our trust but maybe, I 

don't know a lot about the other trusts and the outcomes of those.” 

Focus Group D1, P5. 
 
 

Superordinate theme 3, effective dissemination of recommendations from SAI review reports, 

included an exploration of how recommendations should be disseminated, when they should be 

disseminated and to whom. This outlined the lack of awareness on current regional processes for 

dissemination. This discussion described methods of dissemination, included suggested 

improvements, difficulties in trying to stay abreast of information disseminated when absent 

from work and the timeframe for disseminating post SAI. It also explored inconsistencies in the 

level of information communicated to staff and difficulties balancing this with patient 

confidentiality and staff sensitivities. Finally, this theme reviewed how improved context, 

consistent language, clarity, and transparency of including all aspects of the SAI in reviews, could 

improve recommendations being produced from SAI reviews, improve staff’s understanding   and 

thus aid implementation.  

 

 

5.10. Superordinate Theme Four. Implementation and evaluation of implementation of 

recommendations from SAI reports.  

The fourth superordinate theme discussed disseminating recommendations, to focus on barriers 

and enablers to the implementation of recommendations from SAI reviews and the evaluation 

of the effectiveness. The theme of Implementation and evaluation of recommendations also 

emerged from the systematic literature review in Chapter 2. Within this superordinate theme, 

three subordinate themes were identified (see Figure 14). 
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Figure 14. Superordinate Theme Four. Implementation and evaluation of implementation of 
recommendations from SAI reports. 

 

 
 

5.10.1. Barriers to implementation of recommendations from SAI review reports 

The first and strongest subordinate theme in this section was barriers to implementation of 

recommendations from SAI review reports. Participants discussed a wide range of barriers 

including the importance of clarity of the recommendations and cited this as critical to 

implementation of the recommendation. One aspect of recommendations that could improve 

clarity was identified as including more detail on the context of the recommendation, whilst 

maintaining patient confidentiality.  It was suggested that the context included additional 

information on why the recommendations should be implemented as this would increase the 

staff’s understanding of the recommendation and the action needing to be taken. It was noted 

that when staff were involved in an SAI review, they had more contextual information available 

to them and this added clarity. Participants felt that this additional information could aid 

successful implementation. 

“You’re told this is the recommendation and please carry it through, but you don't really get any 

background context to it. I know they are confidential, but I think it's good practice to say this 

what the outcome is, and this is why you're being asked, you know to get the overview of it. To 

put into perspective as to why, where it came from and the discussion part of it, especially if it is 

specific to the service that you're in.”                                                                        Focus Group D1, P3. 
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“It’s very difficult when you’ve just recommendations and no background.” 

Focus Group B2, P4. 

 

Whilst it was identified that additional context on the recommendation would be helpful, 

participants also felt that the full context of what was happening in the service, at the time of the 

patient death, should also be included.  For example, SAI reports should provide contextual 

information on the clinical setting, to give a clearer picture of the state of the service, for the 

purpose of the SAI review.  It was expressed that full contextual understanding of the events 

leading to a death by suicide, would ensure that relevant recommendations were made. 

However, the participants felt that full contextual information was not always included in the SAI 

reports.  Information that participants felt was not being included in all reports, but that should 

be, was resourcing issues such as staff shortages, high workloads, ineffective electronic systems, 

and a dependence on agency staff. Increased use of agency staff on wards concerned participants 

as they could be unfamiliar with the ward, have little knowledge or relationship with the patients 

and may not be updated on all recent training or recommendations from SAI reviews. 

Environmental issues such as admittances over ward capacity were also highlighted as needing 

to be included in the SAI reviews so that the full context was considered. They highlighted that 

an SAI process that is not fully transparent and that does not investigate all aspects of the 

circumstances of the patient death, may not extract full learning from the review. Participants 

advised that staff had requested this information be included in SAI review reports and 

acknowledged that there has been improvement in this area.  

“I've heard them say, we want this documented that we need staff, we need more staff. And I 

think they're coming out the other side of it now, but yeah, it has definitely been a big piece of 

their work.” 

Focus Group A2, P1.  

“I know on the ward; everything is as anti-ligature as possible. But then if you're getting patients 

in, like we have 18 beds and if you are getting the patient who is the 19th patient put in a side 
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room on an ECB [Additional] bed. Where it's not [anti-ligature], this person could be a ligature 

risk, but you have no other choice but to put them on this bed that's not anti-ligature that poses 

a high risk.” 

Focus Group D1, P2. 

 

“Or when you have agency [staff] coming in and they don't know the ward, don't know the staff, 

don't know the patients and that adds another risk onto it as well.” 

Focus Group D1, P2.  

 

The use of agency staff who may be unfamiliar with previous communications and the patients 

in their care, was also highlighted as an increased risk and a barrier to implementing 

recommendations around risk management, particularly agency staff that were new to wards.  

 

“I have seen where agency staff come in on night duty and it's just agency staff, it isn't regular 

staff and it's their first time there and they're left with this ward full of patients.” 

Focus Group D1, P2.  

 

“And it's very unsettling for the patients… because they obviously take comfort in the nurses that 

are familiar to them and know their story, which sort of reassures them.” 

Focus Group D1, P1.  

 

Whilst it was identified that additional context was needed both around the recommendation 

detail and on the service overall at the time of the patient death, the review process itself was 

questioned as not robust enough to ensure valuable recommendations were produced from this. 

“If you're doing the collateral information for the last while, it's very hard to piece it all together 

and it almost is just a copy of patient’s records, whenever somebody has actually gathered all the 
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information together for it to be presented at a panel. It seems to be a copy and paste exercise, 

more than anything. So, I think we're missing a good bit of learning ourselves within the trust of 

having it [SAI review process] much more effective.” 

Focus Group D2, P2.  

 

The need to test the recommendation to check how this will work in practice, was also 

highlighted as important to how it could be operationalised and integrated into practice. 

Participants stated that a clearer understanding was needed of the recommendations to guide 

staff in the successful implementation of these, particularly considering resources available. One 

participant referred to administrative processes not being available to support implementation 

of a recommendation. 

 

“Sometimes lack of clarity around the recommendations can cause issues. So, there was one came 

down recently that talked about that Community Mental Health Team patients should receive a 

letter when they are being discharged, but that wouldn’t be practice if it’s an agreed discharge. 

So then, you have the staff going, well what letter are we supposed to do because all the letters 

are now on our computer system, and they’re standardised? It’s like, well there is no letter, we’ve 

only got a letter if they don’t attend. So, things like that…it’s not fully clear how that can be 

implemented with the current resources in place.” 

Focus group B2, P4. 

 

Another participant highlighted how insufficient staff to meet patient demands can mean that 

tasks need to be prioritised on wards and that this may impact the implementation of 

recommendations such as risk management through 15-minute observation checks on high-risk 

patients.  
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“And then if we are short staffed as well. You know, as much as we try to do 15-minute checks 

and you have so much more going on and there isn't enough staff. You are sort of tied. But, how, 

trying to weigh up risk and make sure that everybody else is safe.” 

Focus Group D1, P2. 

 

It was also suggested that the testing of how to operationalise recommendations should consider 

how the implementation of recommendations may increase workloads. Advance testing of how 

recommendations should be operationalised may identify increases to workloads and where 

additional resources are needed and so make implementation less difficult.  

 

“I think it was one around people presenting with psychosis, about getting them seen medically, 

but it hadn’t been explored fully with the doctors, how they would manage that, because then 

that’s going to increase workloads for them.”  

Focus group B2, P4. 
 

“I know one of our recommendations is that once patients are transferred from home treatment, 

they can contact us directly …within 4 weeks… which is very good in theory, but sometimes if 

you're doing an initial assessment with a very distressed patient and you've got your on-call 

phone, it can be difficult to juggle everything.  So, it's definitely increased the workload”. 

Focus Group D1, P5. 

 

This focus on resources needed to implement recommendations led to exploration of how 

recommendations fit with current practice, particularly when these new recommendations may 

conflict or overlap with current practice and thus hinder implementation efforts. 
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“So, WRAP plans would have been what we previously would have used. But obviously the 

Towards Zero Suicide project is a regional initiative and we are using the XX trust template for 

that… because it seems to be quite a lot of, like a few different templates floating about.” 

Focus Group A2, P3. 

 

“I don't know if older SAI reviews are reviewed. For example, we would have had a 

recommendation that we didn't discharge on Friday because there's was no support and recovery 

team or primary mental health team. We still don't discharge on Friday, despite the fact that the 

patient can now contact us directly for 4 weeks [post discharge]. You would think it [a new 

recommendation] would cancel that. So, I don't know if the older ones are reviewed formally and 

said, right we don't need to do that anymore.” 

Focus Group D1, P5. 

 

Improved staff training was also identified as an area that may assist in improving the 

implementation of recommendations and this sub-theme also arose in the analysis of SAI 

recommendations in Chapter 4. Training around management of risk and working with suicidal 

patients was the most frequently discussed topic.  At times, the discussion highlighted that staff 

needed further training in this area.   

“People are sometimes afraid to bring it up in case you put it into their head. People are afraid to 

ask that question, to speak about it. You know, you are not asking them, are you suicidal? But 

you're in a roundabout way getting to the point.” 

Focus Group B1, P2. 

“Well, risk assessment being one, we’ve seen that coming up time and time again and we’ve said 

look, something has to be done here, it needs staff training or whatever. There needs to be 

something done and so then we are still waiting on that staff training.” 

Focus Group B2, P2. 
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An overarching concern was discussed in the focus groups relating to the difficulties maintaining 

a focus on the implementation of recommendations over time. Difficulties were highlighted in 

maintaining consistency especially in more specialist areas that were not always part of regular 

practice.  

“I think the problem is the consistency in maintaining that. You know for instance, if you have a 

run of people with comorbidity, of dual diagnosis, then you’re very up on those things at that 

time. But you may not have that for a long, long time and then forget.” 

Focus Group B2, P3. 

 

“Well, that’s a difficult one because it’s easy to implement them if you have someone on the ward 

at that time, who that may apply to. Cause then you simply write it into their care plan and make 

all staff aware. However, I think the problem is the consistency in maintaining that.” 

Focus Group B2, P3. 

 

Having discussed the issue of maintaining consistency in implementing recommendations, 

particularly around less common mental health presentation, gaps in services available to 

patients were discussed including the need for regional dual diagnosis services.  

 

 “I don't think there's enough done with dual diagnosis. You see, it's either addictions services or 

mental health services. That's a big gap. That's where a lot of people are falling through. How you 

can disassociate one from the other I don't know, because there's a lot of people who are at risk 

of even accidental overdose… taking too much because maybe…they're trying to deal with an 

addiction or whatever. So, I think there needs to be a lot of coming together of those two services.” 

Focus Group B1, P3. 

 

“A lot of suicides and self-harm are all alcohol and drug fuelled.  And with the greatest respect to 

addiction services, they don't deal with people who self-harm when drinking. Any patients 
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attending addiction services who say, I've got thoughts of self-harm or suicide are referred into 

mental, acute mental health services, who don't and can't really address the long-term addiction.” 

Focus Group D2, P1. 

 

Another discussion arose on a further barrier to implementation which was difficulties in 

understanding recommendations when HSCTs used different language to describe services or 

roles and how using the same language made communication of recommendations clearer, 

potentially aiding implementation. 

 

“The communication between the two trusts, but it's the language used, you know, we use the 

same language and I think what's really important.” 

Focus Group A2, P3. 

“So, even meetings that I’ve been at… the language, it’s the same meeting, we would call it an 

ECP meeting here which is pre-discharge, enhanced care planning. They know what that is, but I 

had to explain it in detail before they said, oh yeah, and they call it something else.” 

Focus group B2, P3. 

 

A further barrier was identified relating to the difficulties that arise in the need for patients to be 

registered with a GP, which can cause delays in accessing care and treatment thus impeding 

implementation of recommendations.  

“And all of this seems to happen after the person registers with a GP, whereas, you need to have 

all that happening and agreed before the person leaves the service. It depends on which GP you 

are registered with and where you live, as to what team you are allocated. So, they will not do 

anything until you're registered with a GP” 

 Focus group B1, P3. 
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“I think the delay of registering with a GP, I think there should be a system where automatically, 

somebody is moving from a service, and they've been under mental health services for a while, 

and they have severe enduring mental illness… then there should be something in place where 

this is the team negotiating that…. it shouldn't be down to the GP to make all the referrals.  There 

is no real system for this at all and the procedures that are meant to be followed.” 

Focus group B1, P3. 

 

In summary  this first subtheme identified barriers to implementing SAI recommendations which 

included; top-down dissemination of information, without enough consideration for daily 

operational practices, training requirements and resource issues; the language used across 

different trusts to describe service delivery, teams and divisions in services; the lack of dual 

diagnosis services, working across primary and secondary care services and lack of clarity or 

context to recommendations, which all create barriers to implementing effective processes. It 

suggests that consulting with staff as part of the implementation process, rather than the current 

process, which appears to indicate that recommendations flowing in one direction (top down) 

are resulting in scenarios where they are either inappropriate, overlapping with existing practice, 

or not possible to implement without additional training or resources. Solutions to these 

implementation barriers may require co-production with staff.  

 

 

5.10.2. Enablers to implementation of Recommendations from SAI Review Reports 

Although there was less discussion on enablers to implementation than barriers, often the 

discussion around barriers indicated that overcoming these barriers would enable 

implementation of recommendations. It was, however, worth identifying this as a separate sub-

theme as the discussions around this theme were more positive.  

Advances in the use of technology such as improved and accessible patient records, was 

identified as an enabler that could offer consistency in patient records across the region and 

support the implementation of recommendations. Additionally, linking electronic systems across 
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organisation such as HSCT systems and GP systems was seen as supportive to the implementation 

of recommendations in this area.  

“It would be great if it's [new ENCOMPASS system] included the GP as well, because that is really 

an interface that is not the most synced up, I think, GP and services, there can be a bit of a 

disconnect.” 

Focus Group A2, P6. 

 

“I think as well, looming on the horizon is Encompass, which is meant to be, you know, all singing, 

all dancing, communication system that is going to be regional. Which would make the transfer 

process between trusts a lot slicker in theory anyway.  But time will tell.” 

Focus Group A2, P4. 

 

Provision of appropriate training to address the needs of staff that have been identified from SAI 

review recommendations, was highlighted as an enabler towards implementation of 

recommendations. The benefits of specific training courses were identified that would improve 

the knowledge and skills of staff and HSCTs tailoring training to meet the identified need from 

SAI recommendations was seen as beneficial to the implementation of recommendations.  

 

“They have made that ASIST training mandatory now and there is like SafeTalk linked in with it. I 

suppose that's looking at getting maybe staff as well who are afraid to bring it up. It's getting 

staff to talk about it more, as well. It's just literally asking.” 

Focus Group B2, P2. 

 

“If it's a significant SAI, then sometimes trusts would put on specific training in relation to the 

outcomes and recommendations and you would attend the training.” 

Focus Group A2, P4.  
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Another important enabler to implementation of SAI recommendations was the extent of 

collaborative working, particularly across HSCTs and when there was pressure on services.  

“They didn’t have a bed on a locked ward, so they sent him, and we accepted him, as they do for 

us when we have no beds.” 

Focus Group B2, P3. 

“Ah, we admit them to our trust or their own… they can go back to their own trust, but it depends 

on availability of transport. It depends sometimes on the availability of information. So that 

sometimes they're admitted to our trust and then transferred. The XX trust are pretty good at 

taking theirs back at night.” 

Focus Group D2, P1.  

 

In addition to collaborative working between HSCTs, good communication and information 

sharing between HSCTs was also highlighted as enablers that could facilitate the implementation 

of recommendations. This was also identified as a sub-theme in the SAI analysis.  

 

“We had the patient, and we were transferring them back to their own trust, like we print every 

note that was complete on them. Basically, all the documentation that was involved with them 

on the ward, we print that and bring that with them, so the ward that they are going to has all 

that information?” 

Focus Group D2, P1. 

“Transfers between XX Trust and YY Trust have really improved… we use the same language and 

I think that’s what's really important.” 

Focus Group A2, P3. 
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The need to work collaboratively with other organisations such as the police, housing agencies 

and community and voluntary agencies, outside the HSCTs was also discussed as an enabler for 

supporting implementation of recommendations.  

“I would have a process when I would link with the PSNI and community voluntary agency that 

would provide them that support, those families.” 

Focus Group A2, P2. 

“People are coming with really complex needs and living situations and It's working with that, 

with agencies like the housing executive and the police whoever can best support these people, 

you know.” 

Focus Group A2, P6. 

 

The improved working relationship with the Police Service of Northern Ireland (PSNI) was also 

emphasised as an enabler that had facilitated the implementation of recommendations on 

means restriction, relating to firearms. This issue of means restriction was a recommendation 

that only appeared once, across the two-year analysis presented in Chapter 4. The discussion 

around this recommendation illustrated how successful implementation of recommendations 

can be, when the protocols are simple, straightforward, and resource-light, therefore workable.  

The participants in the focus groups were nearly all aware of this new protocol around contacting 

PSNI, illustrating an example of best practice in terms of implementing SAI recommendations.    

“...who had access to firearms and had a substance misuse problem and the staff felt that he was 

at risk because he did talk about harming himself. They had contacted the PSNI, who then secured 

the firearms.                                                                                                                    Focus Group D2, P2 
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“Well, years ago, it would just be in our assessment, we used to ask them did they have any guns 

and then we used to say… are you a license holder? And give your key to somebody and then we 

stopped that, and we have to now get the police to take it. I know and the police would say, what 

are you phoning us for? And we would say it's up to you, you have to go and remove the gun.”  

Focus Group D2, P1.  

 

In addition to the above recommendation on the removal of firearms from at risk patients, 

participants in the focus group also provided additional specific examples of recommendations 

that they felt had been implemented successfully. One aspect of these recommendations 

highlighted was that they were very specific in how they were written, with clear instructions on 

the action to be taken.  

“Some of the ones I was looking at recently were very robust. In fact, they had written exactly, 

you know, on discharge, 1 day’s medication was given, and instructions were to, you know, how 

to access medication was discussed with next of kin and the pharmacy and things like that.” 

Focus Group B2, P3. 

 

It was clear from the focus group participants that higher profile cases, when they were aware of 

the full context of the SAI, resonated with the them and they understood what the 

recommendations were and why they had been implemented. This was evidenced by the 

participants citing the same example across multiple focus groups. That example was the O’Neill 

Report (O’ Neill Report, 2008). Despite the time that had passed since this report, it remained 

prominent in the minds of the participants.  

“There was that significant SAI, of the time that XX trust's patient from, a lady in YY was 

transferred up to XX, I think it was. And then she managed to complete suicide, and particularly 

as there were children as well. So out of that SAI, I know, a lot of the new procedures and processes 

came into effect.”                                                                                                         Focus Group A2, P4. 
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“And the other thing that came out of, was it the O'Neill one?  …If somebody is even like talking 

to a helpline, … or going to somebody privately for therapy or whatever, they could be saying that 

they're suicidal to this person, it's about being able to be in touch with everyone who that person 

is in touch with. So, it's important to have them conversations, [and to ask] look, are you seeing 

anyone else? 

Focus Group B1, P3. 

 

Finally, participants explained that it was necessary to be prepared to feed issues back to senior 

management when it was felt that the implementation of recommendations was not working, so 

that suggested changes could be made that may improve implementation.  

“I think it's important that you do [feed issues back to senior management] that because I think 

it needs to be highlighted and you know to keep us right because obviously if something does go.” 

Focus Group D1, P3. 

 

 

5.10.3. Evaluation of Implementation of recommendations from SAI Review Reports 

The final subtheme from this superordinate theme was the evaluation of recommendations from 

SAI review reports, which was also a theme that arose from the systematic literature review.  

Participants expressed frustrations that they could see the same recommendations recurring and 

saw this as an indication that previous implementation of these, was ineffective.  

“Sometimes there is repetition of recommendations, which, could be questioned. This 

recommendation has come back once, twice, a third time, what has been done? Even though it’s 

been passed down, you know, you have to delve into it a bit more deeply to say well this shouldn’t 

be coming up …the same issues should not be coming up time and time again, and I suppose it’s 

actually how that is disseminated through and how it’s implemented to systems on the ground.” 

Focus Group B2, P2. 
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Participants also discussed how recommendations were being evaluated following 

implementation and gave examples of these. One example was provided of the Purposeful, In-

Patient Admission (PIPA) project that was implemented as a structured and robust QI project to 

better manage bed space and reduce out of trust admissions. Ongoing evaluation of the 

implementation was built into this project. This was seen as a great success by participants who 

could clearly report on the benefits of implementing these changes. 

 “One of the main positive outcomes that we've achieved because of the project, is that we are 

able to look after our own XX trust patients, within this trust, where they've got the support of 

their families around them. They've got the community teams that they know they can keep close 

links to. The communications more improved because it's within the trust and the safety of that 

patient is therefore improved.” 

Focus Group A2, P3. 

 

A further example described, was the pilot of the implementation of a new regional Safety Plan. 

This was implemented using a structured process which included evaluation of the 

implementation. This was seen as successful and contributed towards improved management of 

patient safety. Feedback received from patients and carers during evaluation of this new process, 

reinforced the need for this tool and the success of the structured implementation process.  

 

“The safety plan …is a very structured approach and the patients really love it because it's just the 

information that they feel they actually need to refer to. They can fold it up into a wee card and 

stick it in their purse or their wallet and they do carry them around with them. The feedback has 

been really positive from the carers as well. So, we… speak to the carer as well and you give them 

an information sheet and give them an opportunity to ask questions. Very positive feedback from 

carers as well.” 

Focus Group A2, P3.  
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Another service change implemented from SAI recommendations, was the removal of the need 

for patients who needed a referral into mental health services to do so via their GP. Participants 

noted this made the service more accessible to patients who are vulnerable and need support. 

“Well, I know now we accept referrals from health visitors and the patient doesn't have to go to 

a GP for a referral. I also know we probably err on the side of caution, if somebody is post-natal 

at all, take them into Home Treatment for a period assessment, rather than refer on.” 

Focus Group D1, P5. 

 

Having accessed support, another recommendation implemented included extended support 

being offers to patients who were transferred out of a service. This highlighted how successful 

changes were implemented from recommendations to manage recognised, high-risk periods for 

patients.  

“One of our recommendations is that once patients are transferred from home treatment, they 

can contact us directly 4 weeks after discharge because that's such a risky period.” 

Focus Group D1, P5.  

 

It was also emphasised that recommendations may be more successfully implemented if they 

received feedback following the evaluation of the implementation. This was specifically discussed 

in relation to the carer assessment which was highlighted in the SAI analysis in Chapter 4, as the 

most frequently recurring recommendation in the SAI recommendations analysed.  

“The other thing I would like to know, once the carer assessment is done, all those stats are being 

kept on carer assessments… but you never really seem to get any feedback and it would be nice 

to see how positive a carer assessment has been and how much it's helped someone. Because 

then that would give them more, sort of like, ammunition as to why these are so important and 

why they're needed.” 

Focus Group B1, P3. 
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This third subtheme in this section emphasised the importance of evaluation of the 

implementation of recommendations from SAI reports to determine if implementation has been 

successful or has made a positive impact on mental health services. Participants were able to 

provide examples of recommendations that were implemented where evaluation was built into 

the process from the outset and there was evidence available to show that implementation of 

these changes has been successful. In addition to these examples, participants gave other 

examples where they themselves could see a positive impact for patients without formal 

evaluation being in place. Examples of this were given as referral into mental health services for 

post-natal patients, directly from health visitors, removing the need to go via the GP and 

extending post discharge support for patients to 4 weeks, to ensure they have access to support 

over the critical post-discharge period. Finally, participants expressed a desire to receive 

feedback post evaluation of recommendations being implemented as this feedback could 

reinforce behaviours when it highlights the positive impact of the change made.  

 

This fourth superordinate theme of implementation and evaluation of implementation of 

recommendations from SAI reports, highlighted the barriers and enablers of these processes that 

require crucial focus, following on from recommendations being made following a patient death 

by suicide. Participants identified multiple barriers to these processes, but also indicated enablers 

that could support these processes. Participants also clearly indicated examples of where this 

process had worked overall, where recommendations had been implemented, evaluated, and 

could be seen as successful in improving patient safety and suicide prevention efforts.  

 

 

5.11. Superordinate Theme Five. Leadership and Culture 

The final superordinate theme that emerged from the focus groups was identified as leadership 

and culture, which is a theme that has also appeared in the Phase I systematic literature review 

but not in the SAI data analysis in Phase II of the study. This theme explored how participants 

experience the organisational culture around SAI reviews and the impact of that review process 

on the staff involved. They also discussed how they experienced current progress in trying to 
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change the culture to a supportive culture of openness, fairness, and learning. Within this 

overarching theme three subordinate themes were identified (see Figure 15). 

Figure 15. Superordinate Theme Five. Leadership and Culture. 

 

 
 

5.11.1. Culture of blame and fear 

The first subordinate theme identified was a culture of blame and fear. There have been efforts 

made to eradicate this culture in favour of a culture of openness and learning and so the focus 

group explored participants’ perceptions of this and how this manifested in their work 

environment and practice. The focus group also explored whether there has been any recent 

shift towards an improvement in culture, particularly improvements that may enhance the 

process of implementation of recommendations. It was expressed by participants that a culture 

of blame and fear still exists at times, particularly around the SAI process. This culture is felt by 

both individual staff and services.  

 

“It's not meant to be a blame thing but sometimes it just feels as though, could you have done, 

could you have called out to see him today instead of tomorrow, you know this.” 

Focus Group D2, P1.  

Superordinate Theme Five

Leadership  and Culture.

1. Culture of blame and fear 2. Impact on staff of patient 
death by suicide.

3. Towards Zero Suicide. 
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“If you put anybody under the microscope, you'll see flaws in their practice or, you know, hindsight 

is a wonderful thing.”  

            Focus Group B1, P4. 

 

This perceived culture of blame also extended beyond the SAI review process to the coroner’s 

court when cases of patient suicide were taken through that process.  

“Some of the workers and healthcare staff, they have been on the stand 2-3 hours and have come 

off and said, you would’ve thought I was actually on trial.” 

Focus Group B2, P7. 

Participants did acknowledge that there has been some change in the perceived culture of blame 

that has happened due to a lesser focus on a deficit model which looks at omissions in care and 

aligns with blame, and improved collaborative working aiming to learn from the SAI reviews and 

finding opportunities for improvement.  

“I think it communicates maybe a …blame culture at times. Although saying that, it has got better 

in the last two years. I've definitely noticed a change. It's a whole lot more collaborative, a lot 

more proactive in looking at what exactly is the learning and the wider learning. Where before it 

was maybe a wee bit more, not blame culture, but yeah, what didn't you do?” 

Focus Group A2, P6.  

“Because they thought the finger’s being pointed at me here and it was always seen as negative. 

Back then you would have asked for a report from the people involved and then people felt under 

the microscope and, found it difficult. But I think we’ve moved on from that in that its one to one, 

we explain, or what I hope would be explained, is it’s just to try to find out what happened. If 

there are any processes that could be improved and if there is good practice that should be equally 

recognised and, and shared.” 

Focus Group B2, P2 
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Participants also suggested that a shift away from a deficit model would include a focus on good 

practice as part of the SAI review, where good practice would be recognised and recommended, 

and through implementation of recommendations, the good practice would be replicated in 

other regions and teams across national mental health services.  

“That good practice is reflected in the SAI process. There aren’t always recommendations being 

disseminated amongst the staff, but it also equally important to tell them that you know, there’s 

good practice here, you know, you have improved.” 

Focus Group B2, P5 

This subordinate theme on culture of blame and fear, illustrated that whilst there has been some 

progress made on a move away from this towards a more open and learning based culture, a 

culture of blame and fear still exists in some areas of mental health service. Progress was made 

through the introduction of a more collaborative approach to SAI reviews and a focus on 

extracting shared learning. Finally, participants highlighted that they would like to see a greater 

focus on good practice identified through the SAI review process and the sharing of these 

examples of good practice across the region.  

 

5.11.2. Impact on staff of patient death by suicide.   

This second subordinate theme emerged from discussions around the culture of blame and fear, 

when participants considered the impact that the SAI process has on mental health professionals.  

Participants’ feedback on the SAI review process itself raised concerns about the level of 

requirement attached to the current process and how this can impact on their practice and 

workload management. The additional workload and pressure placed on staff who complete the 

SAI reviews was repeatedly highlighted.  

“It mostly is the ward sister, or the team leader and I don't think we are the right people actually 

to gather that level of information because we are feeling so pressured with everything else that 

we are doing. Like it is awful, but it's almost a dread when you see it sitting there in your inbox.” 

Focus Group D2, P2. 
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It was also mentioned how this was better managed when specific time was allocated for this 

work to be complete. 

“I was pulled out to do SEA/SAI work, which I didn’t mind at all because when you are trying to 

do it as a ward manager you can’t get time.” 

Focus Group B2, P3.  

 

Important discussion took place across the focus groups on the impact of the SAI review process 

on the staff involved. Many aspects of the process were touched on from how the patient death 

was communicated to staff, through the overall review process and support for staff who had 

been working with the patient and were subsequently involved in the review. Also, the process 

of information sharing after a review, was reported to have a recognised impact on staff who 

have experienced a patient death by suicide.  

Participants spoke of their experience of the SAI review process. Negative experiences were 

discussed, and participants used emotive terms such as “fear”, “anxiety”, “daunting”, 

“intimidated” and “nerve-wracking” to describe experiences, indicating that the learning aspect 

of the review was not evident with the focus more being on the deficits and what went wrong.  

Fear and anxiety about the SAI review process was described by participants.  

“Because it is one of the staff's biggest fears. The SAI process and anything to do with suicide. 

There's a lot of anxiety about it with the practitioners.” 

Focus Group A2, P6.  

 

“I think sometimes it doesn’t lend itself to what it’s actually about, It’s meant to be about staff 

being able to be open and honest, transparent and learn and now particularly because of the 

scrutiny in our service, people are becoming adverse to opening up because they are very wary of 

admitting, and I hate the word mistake, you know people are under pressure and whatever, 
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human error, people are scared  because they feel if I put that into that SAI I am going to be on 

the stand, I’ll be called to the stand.”   

Focus Group B2, P7.  

 

Other participants described feeling under scrutiny when involved in the SAI review process. 

 

“I basically focus on the SAI, and I want people to be open, but people, you know feel, I don’t know 

if intimidated is too strong a word. But they, they feel that they are under scrutiny in that meeting 

or whatever, but I’m actually trying to protect them.” 

Focus Group B2, P7.  

 

Self-blame was also described as something that staff experience when a patient dies by suicide 

and there is a subsequent SAI review.  

“So, it goes out immediately and I have a staff member phone, with very little involvement but 

was named in the report because they were in contact with the person a very short period before 

their death, and how do I prepare them for that report. They read it as it is all my fault. What did 

I do wrong there? So, it takes a while to then discuss that with the person. So, I'm not sure about 

that e-mail, and that coming to every person who's in the report?” 

Focus Group A2, P1. 

Participants also highlighted their experiences of being brought to the panel during the SAI 

review. The comments highlight the remaining sense of a blame culture, raising the question of 

the level of support provided for staff to navigate such a complex loss.  

“There was three chairing it and they were involved within mental health services, a consultant 

and sort of like team leads or head of services, but it is still nerve wracking. Are they gonna be 

saying, why did you do this? Why did you not do this? You know, for me that is what is stressful.” 

Focus Group D1, P1. 
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“It can be very daunting. That one I went to there must have been 20 plus people in the room and 

it can be very intimidating. You know, then you have a sort of a synopsis of your contact with the 

person and they do ask you, about each of the steps, or you did this, or you didn't do this and 

again, it depends on who is chairing the SAI and what sort of angle they are coming at, it's 

different each time. For the person that has had a lot of contact with the person, it can be very 

distressing.” 

Focus Group D1, P1.  

 

In contrast, other participants explained that their experience of the SAI review process had been 

more positive, highlighting inconsistencies in how the review meetings are chaired and 

facilitated. This would indicate that inconsistencies in culture may exist across the region. 

“I think it is a good point as to who is chairing an SAI, because I know, I have heard of people 

coming out in tears from an SAI, whereas mine was very reassuring and I think it was everything 

we took from it was nicely put to us in recommendations. But it can be very frightening,” 

Focus Group D1, P5.  

 

In addition to the impact of the SAI review process on staff, the focus group also included 

discussion on the emotional impact on staff, of a patient death by suicide. Disseminating 

information after an SAI can be deeply unsettling to staff who were known to the patient who 

died, and particularly so for those who were involved in the SAI process. When and how to tell 

staff was also discussed as informing staff that a patient has died whilst they are on shift, may 

affect their ability to work for some time.  

 

“I'm sure they feel terrible as it is because any of us working with patients just want the best. You 

know, you're devastated when that happens. I think that's what I'm maybe aware of … thinking 

of the staff involved… and how they might feel.” 

Focus Group D1, P1 
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“Staff members find it really difficult when they hear the information, they find it really difficult 

to go back on another call again for that period of time. And my dilemma is, do I tell them at home 

in their own personal time where they don't have the support of me or anyone else or their 

supervisor or whoever, or do I tell them in work and then they tell me they can't go into work?” 

Focus Group A2, P6 

 

“I have one member of staff who in the last year and a half has had four people complete suicide. 

And she is obviously feeling that it is her practice. She is the most caring person. She goes over 

and above, and it just is unfortunate that it has happened to her four times. She is trying to think 

of things that she can do outside, to help her, but also help the people that she is working with as 

well. I mean, for having four… there has been no learning to come out of it, so she hasn't done 

anything wrong, but it's still she's going home with, you know, how could I have prevented that?” 

Focus Group A2, P8 

 

Participants also explored the types of supports currently available to staff who were impacted 

by a patient death by suicide or who were involved in an SAI review.  These supports appeared 

to be inconsistent across teams, services, and the region. Participants offered suggestions for 

how this inequity may be improved. Current supports available in many areas were outlined.  

 

“On the wards the staff get six weekly reflective practice. Obviously, they're seeing things day and 

daily, quite often, you know. That's very difficult, especially for junior staff and so we really try 

and sort of, promote resilience within the teams. So, the self-harm and personality disorder team, 

they provide staff to come in and do reflective practice and we also have clinical psychologists on 

each the wards. I think that is important and the staff really look for that and benefit from it.” 

Focus Group A2, P3 
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“Well, there is someone that sort of, been employed, one of the older people who has retired and 

come back to the service. She provides that, offers… debrief, they give more in depth, sort of 

support to the practitioners. Because we as team leaders, would do a debrief and one on one as 

well, but I think she's there to sort of provide a more psychologically minded debrief. But it's really 

for the staff to access.”                                         Focus Group A2, P4 

 

“Individual supervision, you know where it affected our world specifically.” 

Focus Group B2, P3 

 

In response to this, participants also offered suggestions for alternate and possibly more 

appropriate types of support, for example from a source that is independent of the team in which 

the staff member works. 

“I don't know whether there would be a benefit for someone particularly sitting in this role, that 

there would be like a debrief session offered prior to that whole process starting. I think it's a lot 

of pressure on yourself, because then you have to go back to whatever the next item is on your 

agenda that day. So, I'm wondering, would it be ideal for another person, who is not within that 

team, who sit, like so like a critical incident debrief sort of. Would that be worthwhile to support 

the team as someone else coming in.” 

Focus Group A2, P2 

 

“If there was somebody that you know, I mean, obviously, we do provide debriefing as team 

leaders, but... sometimes it's maybe better coming externally.” 

Focus Group A2, P8 

 

Concerns were also expressed by participants on the negative aspects of a patient suicide and 

the subsequent SAI process on practice. They stated that it could make staff risk averse and 

potentially drive staff to defensive practice, which conflicted with many of the recommendations 
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being disseminated and the purpose of SAI review: to learn from patient deaths and improve 

practice to prevent future deaths.   

“As a practitioner who has gone through it, there’s good things about the learning and sometimes 

there is not good things about the experience. And one of them, as a practitioner is, defensive 

practice. That is when you are constantly, you are not seeing the person as a person, you are 

seeing them as a potential statistic. And I am sorry, but I feel that that really goes against what 

we should be doing as nurses. This means then sometimes more complex patients that you are 

seeing coming through, you are automatically, you are not seeing the person, you are 

automatically seeing what is written on the page. And potentially, what could go wrong with that 

person? Not what could we do right for that person.” 

Focus Group B2, P5. 

“It can make you risk averse. Because you are, you are defensive, we are in defensive practice, 

there’s no other way of saying that.” 

Focus Group B2, P3 

A further concern arising from the focus groups was around the duration of the SAI review and 

on occasion subsequent corner’s inquests and the impact that this timescale has on the staff 

involved. 

“The change in the SAI process, how it’s managed here, has really helped… previously I was 

involved in one a couple of years ago and it would have been a very long time before the staff had 

that report and got through that. Whereas the one that I was involved in recently was couple of 

months just and it gives closure to the staff which is really important as they are going through 

their own grief.” 

Focus Group B2, P4.  

“You think that’s bad, we were in court last week, 7 years later and not one of us was actually 

employed when it happened yet had to answer for every piece of practice that happened.” 

Focus Group B2, P7 
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“But even the sort of time frame, they still struggle with, because it's not the answers here and 

now. I think the recommended time frame is 8 weeks, but we're not meeting that criterion 

because of the sheer volume of SAIs that there is.” 

Focus Group A2, P2 

 

A separate discussion covered aspects of the Prison service SAI review process which was 

confounded by multiple reviews taking place following a prisoner death by suicide, that may not 

all reach the same outcomes. This also meant that there was duplication in work across these 

multiple reviews. Concerns were also expressed that due to the number of reports being 

complete, there was a possibility that people did not have the time to read all of these. 

“Within the prison service there is 25 review bodies when, you know, there's an incident that 

happens, they all have recommendations and, you know, to try to implement all those will be 

impossible.”  

Focus Group B2, P4 

“I think it absolutely madness that a healthcare trust will run concurrently, an SEA review, and we 

because they [other bodies completing reviews] are doing equivalent to a level 3, and sometimes 

we have different findings because they have an expert and will scrutinise everything from the 

medical care, where we are all the time looking at nursing care and you know, multidisciplinary 

what we know within our review team, and we have had families come back to us and say, why 

did you not find that when they found that? So, they think that it’s the prison healthcare service’s 

cover up. I’ve raised this with RQIA, I’ve raised it with PHA, but people don’t really understand 

prison healthcare and it’s very frustrating for us.” 

Focus Group B2, P7 

 

Finally. Participants stressed the need to share recommendations and any learning from SAIs 

from patient suicides, across the region, as they felt that all learning, however small, was 
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important, to assist in preventing patient suicides. As before there was a lack of awareness of 

existing regional procedures for sharing SAI recommendations.  

“It's something that really frustrates me for all the size of this country. There are five trusts, and 

the processes can be so different and it's just ridiculous, but I think… about SAIs in other trusts, 

are they shared? I mean, if it's learning, no matter where it is, is it shared and disseminated 

amongst all services within Northern Ireland? Because to me, learning is learning, it doesn't 

matter if it's one wee detail. I just think that it's not that hard to share information and every 

inquiry you ever hear about, it’s always about sharing information. So, like if there is learning, 

share it. I mean, it’s the same in house, if we think of something, a better way to do things, it’s 

shared amongst the teams, so whenever it’s something like a SAI, to me, it is something that 

should be open for everyone to be aware of.” 

Focus Group D1, P3. 
 

“I came from the XX trust and what came out of an SAI there was not to be cross working against 

teams. So, it's set up differently, just a community mental team, primary and recovery, all one. 

And the consultant was based in one team and the keyworker based in the other. But we work 

differently in YY trust. So, we have recovery teams and primary teams.  It was difficult to get a 

copy of that SAI because it was XX trust documentation, and I was thinking if there is a way that 

the other trusts could share all their SAIs so that we can learn from one another.” 

Focus Group A2, P7. 

 

In summary, this third subordinate theme, the impact on staff of patient deaths by suicide, 

included the emotional impact on staff. Participants discussed the culture around the SAI 

review on staff and used very emotive language to describe this, highlighting the fear, anxiety 

and feeling of blame, that this process elicited in the staff involved. Experiences of being 

questioned at an SAI review panel or Coroner’s inquest were both discussed, and participants 

explained how difficult this was for them and how this fed into a culture of blame and fear. 

When to communicate a patient death was also discussed to try to minimise the impact of this 
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on both the staff member and their work. In line with this, inconsistent existing supports and 

suggested new supports were discussed to try to determine how best staff should be supported 

with this type of bereavement at work. The SAI process was also discussed and the increase in 

workload that this brought with it. Finally, the prison system was identified as having even 

more complex processes around SAI reviews, with multiple reviews taking place and reports 

being produced, with duplication across these.  

 

5.11.3. Towards Zero Suicide 

Finally, participants discussed the Towards Zero Suicide (TZS) strategy that had been 

implemented in the region and their thoughts around the strategy and the goal it represents. TZS 

promotes culture change from an attitude that suicide is inevitable towards an attitude that 

suicide is preventable, and in this region, the TZS Strategy has been adopted within mental health 

services.  Opinions were expressed from some participants who felt that all suicides could not be 

prevented. 

“Well, it's towards zero suicide but I think if you know, somebody is determined to take their own 

life, you can put all the strategies and all the protections in place, but if somebody is intent, I don't 

think you can.” 

Focus Group B1, P4. 

“Not even in prisons. You can put safeguards in place, and a protective measure, you know, see 

the person come out of the other side, but I think, people can then, you know, bluff, if you like. If 

they're hell bent on killing themselves, they will. “ 

Focus Group B1, P4. 

 

Participants also acknowledged that it was difficult to manage the risk of patients when they did 

not fully engage with treatments and services or did not provide practitioners with full 

information on risk assessment.  
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“I think it is something we can all work towards as practitioners. But you have to take into 

consideration the person and how willing they are to engage. They might not tell you the full 

information. They might have this set in the back of their head…  that they're going to do it. So, 

it's very hard to say, yes, we're going to hit this mark because it needs to be alongside the person. 

But then we don't have control over external factors, other people that might impact, their trigger 

or situation. So that's the difficulty. It's an aim that we would all obviously want” 

Focus Group D1, P3. 

 

Additionally, difficulties in suicide prevention were identified as changing circumstances for 

patients. This change in circumstances may mean that it becomes difficult for patients to adhere 

to agreed safety measures or plans.  

“Potentially or in other scenarios where there's a trigger or crisis, that everything that they have 

agreed to is gone.” 

Focus Group D1, P3.  

“Because the risk can change quite dramatically.  I can plan with someone and in an hour's time, 

something's happened, some crisis and that sort of management plan or crisis contacts that 

you've provided them with, goes out the window. You know risk is so unpredictable and changes 

so quickly and you're not always going to be there to try and support that.” 

Focus Group D1, P1. 

 

Preventing the suicide of patients who had been discharged and were no longer being supported 

by mental health services, was seen as difficult as participants felt they had little control of these 

patient’s safety.  

“I think it would be more achievable with patients in service than patients out of service. You are 

having safety plans and family involvement and all of that there, but when you have somebody 

discharged and six months, they are away from you, you don't know what they are at.” 

Focus Group D1, P4. 
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“Never mind the 4 months, from they walk away from you, that risk assessment is completely 

invalid because you don't know what.” 

Focus Group D1, P3. 

 

An additional factor that was discussed that added to risk of suicide and hampered suicide 

prevention efforts was patients use of alcohol and other substances and how these may impact 

on their presentation and impulsivity.  

“Something to aim towards, but we can have all these crisis plans in place and that, but 

sometimes people, something happens in their lives when they are not in services, and they just 

can't manage to deal with that. Or they have maybe taken alcohol or drugs and it makes them a 

lot more impulsive. The kind of crisis plans, they forget about, or they don't feel able to implement, 

so I think it's very, very difficult to completely.” 

Focus Group D1, P5. 

 

Despite the above discussion, several participants did believe that suicide was preventable, and 

that the TZS was a strategy that could strive to make this happen in mental health services.  

“We should try everything we can to, if like developing more robust crisis plans for people, would 

give people that more hope and internal strength. I think it is, definitely, everything you can do. 

It’s worth trying.” 

Focus Group A2, P6. 

“So, I think it's really good and I'm really glad they have put money into it [Towards Zero Suicide] 

and are doing it regionally, … because I think there are so many things developing in silos in 

different mental health services, like you were saying about the XX trust and all the different trusts 

are doing great pieces of work and bringing it all together.” 

Focus Group A2, P6. 
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This final subtheme on Towards Zero Suicide seen participants split in their differing opinions on 

the TZS strategy currently in place in mental health services and prison mental health care. TZS 

is an important cultural shift for mental health staff and has the potential to influence 

organisational strategies, policies, and practice. Some participants felt that there were too many 

barriers to achieving this. Barriers to achieving this goal were seen as lack of control of patients 

who had been discharged from the service, changing circumstance for patients between 

appointments such as experiences of crises or triggers, the impact of substance misuse on agreed 

safety plans and impulsivity, patients not fully engaging with services and not providing full 

information on risk assessment. Despite these barriers, other participants expressed their 

support for the strategy and felt it was positive to aim for zero suicides in mental health patients. 

 

5.12. Discussion 

This chapter revisited the aims and objectives of Phase III of the study through outlining the 

results of the thematic analysis of the focus group data and supporting this with quotes from the 

focus group discussions to further illustrate the themes identified. Phase III of the study aimed 

to provide answers to the four remaining research questions RQ3-6, outlined in section 5.1. 

The five themes identified from the thematic analysis, were: 1. Information sharing, record 

keeping and quality of patient records. 2. Collaboration with and support for families and carers. 

3. Effective dissemination of recommendations from SAI review reports. 4. Implementation and 

Evaluation of Implementation of recommendations from SAI Review Reports. 5. Leadership and 

Culture. Some of the themes such as Leadership and Culture and Implementation and Evaluation 

of Implementation of recommendations, reflected themes that were identified in the two 

previous phases of the study, which highlighted commonalities across the three phases. The 

focus group discussion answered the remaining research questions by outlining the current 

processes for implementing recommendations (RQ3); exploring the perceptions of the mental 

health staff regarding current, best and future practice for the implementation of 

recommendations (RQ4); describing how effective these processes are in translating 

recommendations into practice and sharing best practice regionally (RQ5) and finally, offering a 
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multitude of ideas on how this process could be improved to streamline effective implementation 

of learning from patient suicides (RQ6). These discussions had a common thread running 

throughout in that the participants often felt that co-creation and collaboration both with staff, 

patients and families and carers, could be beneficial to improvements in all processes discussed.  

 

5.13. Conclusion 

This chapter has provided insight into the semi-structured focus group discussions, the thematic 

analysis of this data and the development of the five key themes and multiple sub-themes 

identified from this process.  The discussion spanned many aspects of practice including patient 

care and treatment, staff experiences, policies and practice and organisational culture. The key 

focus across all these aspects of practice was on the implementation of recommendations from 

SAI reports following patient deaths by suicide. The discussions offered an abundance of valuable 

insights into the barriers and facilitators to implementing recommendations and how to ensure 

that this implementation was successful, though evaluation. Chapter 6 discusses and synthesises 

the findings across the three phases of the study and compares the empirical findings from this 

study with the extant literature as discussed in the Phase I literature review and other relevant 

literature on this topic.  
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Chapter 6. Discussion 

6.0 Introduction    

Despite recent progress in improving the safety of mental health services, there are still many 

areas of suicide prevention work in development or yet to be addressed. Delivery of mental 

health services is becoming increasingly complex. Professionals, however, remain committed to 

changing things for the better for their patients, but can struggle with the clarity and purpose of 

continual change and how these changes are implemented (Gollop et al., 2004). How best to 

successfully implement recommendations from Serious Adverse Incident (SAI) reports is one of 

these challenges and has been identified as an area lacking focus in the extant literature (Ramsey 

et al., 2021, Vrklevski et al., 2018, Dale, 2011).  Kapur et al., (2021) suggest that the focus within 

mental health safety should not be on undertaking further research but on better 

implementation of what we know.  

The overarching aim of this study was to examine how recommendations from serious adverse 

incident reviews contributes to reducing suicide deaths of people in the care of mental health 

services, through improved implementation. This research study analysed and evaluated the 

process of implementation of recommendations from the SAI reports on suicide deaths.  

 

6.1. Chapter Structure 

Chapters two, four and five have outlined the findings from Phases I, II and III of this study. This 

chapter will synthesise these findings and includes a re-cap of the study objectives and design 

(Sections 6.1.1 and 6.2), a summary of the main themes from the three phases of the study 

(Section 6.3). The chapter also outlines the contribution of theories (Section 6.4) and then goes 

on to highlight the limitations of the study (Section 6.5), recommendations for future research 

(Section 6.6), what this study adds to current knowledge (Section 6.7) and finally ends with a 

summary and conclusion (Section 6.8). The main body of the chapter describes the six themes 

identified, explaining the challenges that need to be addressed, what the literature says for each 

theme and the implications of each theme for policy and practice. Recommendations made from 

the findings of the study are included in Chapter 7.  
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6.1.1. Study Objectives 

The research objectives of the study are presented in Chapter 3 of the thesis; however, these are 

restated here as a reminder of what this study set out to achieve.   

RO1. To inform practice on risk assessment and suicide prevention and consolidate learning 

around key themes that emerge from this analysis. 

RO2. To assist in developing recommendations to inform policy on suicide prevention for patients 

in the care of mental health services. 

RO3. To ascertain how research on best practice and the information that we already hold in 

terms of suicidal risk, correlates with the recommendations from HSCT SAI reviews and the 

implementation of recommendations produced from these.   

 

6.2. Three Phase Study Design and Thematic findings 

To answer the research objectives, the study was designed in three phases which are described 

in full in the methodology in Chapter 3. The first of these three phases involved a systematic 

literature review, described in full in Chapter 2. The themes identified from the 41 papers and 

reports, selected for the systematic review, provided the background for comparing the findings 

from this Northern Ireland wide study and placing it in the context of the international literature. 

The evidence from Phases II and III of this study support several of the systematic literature 

review findings and addressed some of the gaps identified in the international literature. The four 

themes identified from the systematic literature review are shown in Table 18: 

 

Table 18. Themes identified from Systematic Literature Review 

Superordinate Themes Identified from Systematic Literature Review 

1. Recommendations  

2. Implementation of Recommendations 

3. Evaluation of Implementation 

4. Leadership and Culture 
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Phase II of this study involved a thematic analysis of 276 recommendations from 188 SAI review 

reports produced over the period 2015-2016. Themes were extracted from the 

recommendations and recurring and non-recurring recommendations were identified. The 

results from this thematic analysis were synthesised and the seven themes presented in Chapter 

4 are shown below in Table 19.   

Table 19. Superordinate Themes Identified from SAI Report Recommendations. 

Superordinate Themes Identified from SAI Report Recommendations. 

1. Quality Improvement, development and implementation of systems, policies, protocols, and 

services.  

2. Record keeping, information sharing protocols and quality of patient records. 

3. Staff related issues: structures, roles and responsibilities, training, and resource planning. 

4. Care and treatment planning. 

5. Risk assessment, management, and review. 

6. Communication within and between HSCTs, and between HSCTs and other services 

7. Family and carer communication, involvement with and support for family and carers. 

 

Finally, Phase III, involved five semi-structured focus groups with 27 mental health professionals, 

who were both frontline and management level staff.  The results from this thematic analysis 

were synthesised and the five themes presented in Chapter 5 are shown in Table 20.  

Table 20. Superordinate Themes Identified from Focus Group Discussions. 

Superordinate Themes Identified from Focus Group Discussions. 

1. Information sharing, record keeping and quality of patient records. 

2. Collaboration with and support for families and carers. 

3. Effective dissemination of recommendations from SAI review reports. 

4.Implementation and Evaluation of Implementation of recommendations from SAI Review Reports. 

5.Leadership and Culture.  
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The focus of this chapter is to synthesise the findings across the three phases of the study and to 

compare the empirical findings with the extant literature as discussed in the literature review 

chapter and from other relevant literature on this topic. The findings from the study are based in 

a Northern Ireland context but can be compared to other similar findings from wider national 

and international perspectives.  The results, therefore, have direct application to Northern 

Ireland but are also transferable to wider geographical contexts. 

6.3. Main themes for discussion 

Six key findings were identified from the synthesis of the analyses completed over the three 

phases of the study, relating to how implementation of recommendations from SAI reviews 

following patient suicides can prevent future suicides. Whilst each finding is described below 

individually, it must be acknowledged that there are areas of overlap across the findings. The six 

main themes for discussion are shown in Table 21. 

Table 21. Six Key themes identified across the three phases of the study 

 Theme for discussion / 
finding                                                                                                                                                                                                                                                                 

Phase I Phase II Phase III 

1.  Improved structure and clarity of recommendations would reduce 

barriers to implementation.  

Yes  Yes 

2. Efficient and effective processes for dissemination of 

recommendations from SAI reviews would support improved 

implementation. 

  Yes 

3. Consistent evaluation processes for the effectiveness of implemented 

recommendations would support improved implementation.  

Yes  Yes 

4. Improved efficiency and effectiveness of information sharing processes 

and the quality of patient records in MH services would reduce 

barriers to implementation of recommendations.  

 Yes Yes 

5. Development of clear policies and protocols for collaboration with 

families/carers throughout the care and treatment process would 

support implementation of recommendations. 

 Yes Yes 

6. Improvement in the leadership and culture of mental health services 

would support learning and the implementation of recommendations. 

Yes  Yes 
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6.3.1. Theme One: Improved structure and clarity of recommendations would reduce barriers 

to implementation. 

The structure and clarity of the recommendations produced from the SAI reviews was found to 

be critical to effective implementation. This was evidenced in Phase II and Phase III of the study. 

Phase II of the study highlighted that there was no consistent structure for writing 

recommendations from an SAI review, as the structure and content of recommendations varied 

greatly. In Phase III, the focus group participants provided additional depth to this finding, by 

reporting that there was often a lack of clarity around the meaning of the recommendation and 

how it should be implemented. Discussions in the focus groups highlighted the need for 

recommendations to be clear in their context, content, and structure, to facilitate 

implementation.  Ultimately recommendations should be presented in a way that will support 

or indicate the proposed methods of implementation.  Participants reported that if 

recommendations were clearer, implementation may be more successful. Three key challenges 

were identified that were barriers to the clarity of recommendations, therefore this finding 

translates into three key improvements that could be made to enhance the clarity and 

understanding of recommendations and so aid successful implementation. These are: (1) 

improved structure of recommendations would remove barriers to implementation; (2) 

Inclusion of the wider context in recommendations would improve clarity and ensure that all 

aspects of the services have been considered as part of the SAI process. (3) Consistent language 

across all aspects of the SAI process and the recommendations would support successful 

implementation. Each of these three challenges are addressed in turn, in the following section.  

 

Challenge 1. Improved structure for recommendations would remove barriers to 

implementation  

Firstly, a structure for writing recommendations should be introduced as standard practice so 

that all recommendations include the same standard of information and staff become more 

accustomed to the format and content of recommendations.  Additionally, the SAI 

recommendations analysed in Phase II of this study highlighted the challenges of recurring 
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recommendations, and discussion on this in the focus groups at Phase III of the study identified 

participants’ frustrations with these recurring themes which highlighted to them a failure to 

successfully implement recommendations. In contrast, when discussing non-recurring 

recommendations, participants recognised that the reason these recommendations, did not 

recur (and were implemented successfully), was because it was very clearly explained in these 

recommendations what actions should be taken and by whom.  Clarity in the written structure 

of recommendations and on who is responsible for dissemination and implementation of 

recommendations, is therefore likely to facilitate more successful implementation.  

What the literature says 

The systematic literature review, included detail on findings that recommendations that were 

“specific, understandable, practical, simple, achievable, concrete and able to be applied to clinical 

situations were more likely to be implemented.” (Vrklevski et al. 2018 p.46). However, Vrklevski’s 

study found that within healthcare, goal setting may be more focused on the targeted 

accomplishment of tasks rather than the achievement of specific results or outcomes of services 

(Vrklevski, 2018; Ogbeiwi, 2017). MacLeod (2012) highlighted the benefits of organisations 

adopting an effective framework for setting goals and stated that the ability of Health Care 

Organisations to formulate effective goals will have a major influence on the future success of 

their organisation. In the UK literature, it was repeatedly highlighted that clarity is needed on 

responsibility for the dissemination and implementation of recommendations following a patient 

death by suicide, (NCISH, 2006; HSCB-NI, 2016).  

The Centre for Disease Control (CDC) developed guidelines for creating well-written, SMART 

objectives and emphasised that the more specific objectives are, the easier it is to demonstrate 

success.  SMART stands for:  Specific; Measurable; Attainable/Achievable; Relevant and Time 

bound (See Figure 16) (CDC, 2009, Productportfolio.com, 2021). Brach et al. (2008) also 

highlighted that SMART objectives are key to evaluative processes, after adopting changes or 

innovations in an organisation.  
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Figure 16. SMART Objectives 

Productportfolio.com (2021) 

Further to this, Ogbeiwi’s study, reviewed a sample of objectives from the healthcare literature 

to determine if they met the SMART framework. This study found that projects with objectives 

written based on a template such as SMART, can ensure that organisations work towards specific, 

attainable, and measurable aims whereas, those with an incomplete goal framework are less 

likely to attain their desired outcome (Ogbeiwi, 2017). Furthermore, the Royal College of 

Psychiatrists developed principles for the investigation of serious incidents in mental health 

settings, recommending that in addition to using the SMART framework structure, the person 

responsible for overseeing implementation should be identified (Royal College of Psychiatrists, 

2018).  

Implications for policy and practice 

The findings presented in this thesis provide primary research evidence to support the principles 

proposed within the international literature. Therefore, this study adds emphasis to the need for 

adopting the SMART framework for writing recommendations within healthcare organisations. 

Adopting this framework for writing recommendations from SAI reviews would provide a solution 

to many of the barriers to implementation identified in Phases I, II and III of the study, such as 

inclusion of a timeframe and measurable end point for implementation of recommendations, 

consistent structure that is understandable to a range of audiences, all of which allows for a more 

focused evaluation of the success of implementation.   
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Challenge 2. Inclusion of the wider context in recommendations would improve clarity and 

ensure that all aspects of services had been considered as part of the SAI process.   

Contextual service-related complexities such as ineffective electronic systems, staff shortages, 

high ratio of agency staff and patient numbers being exceeded on the wards, were identified, in 

focus group discussions, as barriers to implementation by their absence in the recommendations 

developed from SAI reviews.  Additionally, clarity of recommendations can be improved if the 

wider context for the recommended ‘change’ is communicated to teams. Phase III focus group 

discussions clearly identified that participants had improved recollection of SAIs and the 

recommendations from these, when they were provided with the circumstantial context of the 

patient suicide and other meaningful information. The inclusion of the wider context would also 

ensure that all aspects of the service had been considered during the review and that the 

resulting recommendations take cognisance of wider opportunities for contextual service 

improvements to prevent similar issues arising in future.  

What the literature says 

The literature suggests that recommendations from SAI reviews should relate to both frontline 

clinical practice and wider contextual organisational goals, as both are needed to transform care 

and reduce patient suicides (Kapur et al., 2016; New York State Office of Mental Health, 2013). A 

widening of the scope of the recommendations produced, may require a change in the 

investigative approach and a move away from the Root Cause Analysis (RCA) approach which, as 

indicated by its name, aims to find a single or few root causes behind serious adverse incidents 

(Vincent, 2004; Peerally et al., 2017). Vincent (2004) highlighted that to pursue the goal of a safer 

healthcare system, it is necessary to ensure the incident review acts as a “window” on the system 

and identifies the gaps and inadequacies of the system in which it occurred. This need for 

additional context and meaning has been highlighted repeatedly (Donaldson et al., 2014; HSCB-

NI, 2014; Healthcare improvement Scotland, 2015). Further to that, NHS Scotland recommend 

that the full review report following a patient death by suicide should be shared, to all involved 

in the event, and that a one-page summary of the recommendations should be published to share 

key points more widely (Healthcare Improvement Scotland, 2015). Caution and balance should 
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be exercised here because it is important to note that a patient retains their right to the 

confidentiality of their information, even after death (Bourke, & Wessely, 2008).   

The need to identify recurring themes from SAI reviews across time, organisations, and services, 

has also been reported to address barriers to implementing recommendations (Peerally et al., 

2017; Mills et al., 2006; Taitz et al., 2010 and Morse & Pollack, 2012).  

Implications for policy and practice 

The inclusion of the wider context in all recommendations would enhance the identification of 

recurring themes in recommendations and reinforce the pressure to implement change. The 

Royal College of Psychiatrists offers guidance for the inclusion of wider context and states that: 

“Where multiple factors contribute to the incident occurring, and no single root cause is identified, 

this finding should be stated clearly in the report. With complex problems, the report should 

explain what happened and set out lessons learned even where these measures alone would not 

have prevented the incident. (Royal College of Psychiatrists, 2018, p7).  This additional 

information could support successful implementation by improving understanding of the 

meaning of the recommendation and how it sits in the context of practice, thus explaining and 

emphasising the importance of implementing the change.  

 

Challenge 3. Consistent language across all aspects of the SAI process and the 

recommendations would support successful implementation.  

This final challenge on structure and clarity concerns the need to improve the language used, to 

describe roles and services, to aid consistent understanding and implementation of 

recommendations. The analysis of SAI recommendations in Phase II of this study highlighted the 

need for plain language, avoiding acronyms and ambiguous job titles, to ensure the content is 

universally understood. The Phase III focus group discussions also identified these challenges as 

well as relating concerns around the need to use sensitive and non-stigmatising language in 

reports shared with bereaved families. 
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What the literature says 

The need for reports to be written in plain English was highlighted by the Royal College of 

Psychiatrists in their 2018 guidelines (Royal College of Psychiatrists, 2018) so that reports can be 

fully understood by all readers including those with no professional background in mental health. 

Additionally, stigmatisation needs to be considered in the language used in reports as this is an 

important factor that can adversely affect treatment and care processes of mental health 

patients (Ozer et al., 2017). It is therefore vital that organisations are aware of and work to 

eliminate stigmatising language in all communication including SAI reports and the 

recommendations from these. At a time when the sharing of reports with families and carers is 

encouraged, it is essential that appropriate and sensitive language is adopted in all 

communications across organisations.  

Implications for policy and practice 

SAI reports and their recommendations, need to be fully comprehensible to non-specialists and 

families and carers. With families and carers in mind, it is also vital that sensitive language is 

used, throughout reports and recommendations, to avoid causing additional upset to the 

friends and relatives of the deceased. Language should also be accessible, and all specialist 

vocabulary should be explained. Additionally, terminology needs to be consistent so that staff 

and teams across organisations can fully understand any references to roles and services. 

Acronyms should not be used without a full explanation. It would be important that staff, 

patients, families, and carers are involved in consultations around agreed language. These 

suggested changes could improve communications within and between services and 

communications with patients and their families.  

Summary 

This study recommends that improving the structure and clarity of recommendations from SAI 

reviews following patient suicides could aid effective implementation of these 

recommendations. Three potential improvements have been identified: adoption of a framework 

for the structure of recommendations such as the SMART framework; inclusion of wider service 

contexts and the wider context of the event in recommendations, to ensure all aspects of the 
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service have been considered as part of the SAI process and that the resulting recommendations 

reflect these considerations. This higher level of detail could enhance staff’s understanding 

making the recommendations more meaningful and improve the success of implementation. 

Finally, the use of consistent, plain, and sensitive language should be employed across all aspects 

of the SAI process including the recommendations produced. 

 

6.3.2.  Theme Two: Efficient and effective processes for dissemination of recommendations 

from SAI reviews would support improved implementation. 

The second finding from this study emphasises the need for efficient and effective processes for 

dissemination of recommendations from SAI reviews. Once the SAI review is complete and 

recommendations are agreed, the next critical step is to disseminate the recommendations to 

all relevant staff.  Staff perspectives recommend developing a consistent approach to 

dissemination of recommendations from SAI reviews as this would support improved 

implementation of recommendations ensuring that all staff are aware of the recommendations, 

which is essentially the first step of implementation.  Four key challenges were identified as 

barriers to the dissemination of recommendations and thus impacting implementation. These 

are: (1) Wider dissemination of recommendations would enhance the impact these could have 

on future suicide prevention efforts. (2) A consistent, streamlined and more effective process 

for dissemination of recommendations to staff would provide an alternative to cascading 

information via management structures. (3) Communication of SAI recommendations to staff as 

soon after the event as possible would support more effective and timelier implementation. (4) 

Highlighting the advantages of implementing recommendations to both practice and the wider 

organisation may improve the effectiveness of implementation. Each of these four challenges is 

addressed in turn, in the following section.  
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Challenge 1. Wider dissemination of recommendations would enhance the impact these 

could have on future suicide prevention efforts 

The Phase III focus groups identified the need for a wider geographical dissemination of 

recommendations from SAI reviews as an alternative to localised dissemination. Currently, 

there are established processes in place for the dissemination of SAI recommendations 

regionally, but there was a lack of awareness of these processes amongst focus group 

participants. Current processes were inconsistent in whether recommendations were shared 

regionally or locally and across different services.  

What the literature says 

The impact of the process or tool used to inform the SAI review was highlighted in previous 

research (Pham et al., 2010; Lundberg et al., 2010). Current RCA approaches focus on analysing 

individual incidents in isolation and within specific organisations. This approach tends to generate 

localised recommendations and action plans that are not shared more widely. This may result in 

failure to disseminate important acquired learning and to address deeper, institutionally placed 

patient safety concerns (Pham et al., 2010; Lundberg et al., 2010).  

Implications for policy and practice 

Co-design with staff is key to developing improvements that could be made to the current SAI 

review process to ensure that the recommendations produced are consistently shared widely 

across all organisations and services that may benefit.   

 

Challenge 2. A consistent, streamlined and more effective process for dissemination of 

recommendations to staff would provide an alternative to cascading information via 

management structures 

Participants identified multiple ways in which recommendations are disseminated, with varying 

degrees of success. The one common aspect of this dissemination process was that 

recommendations were consistently cascaded to management level staff first and the 

responsibility for disseminating to frontline staff then lay with individual managers. This creates 



 

230 
 

problems when it proves difficult for management and staff to dedicate adequate time and 

methods by which to communicate. The focus group participants had many opinions and creative 

ideas around how dissemination could be improved which may indicate that co-creating a 

communication system could support implementation and culture change.  

What the literature says 

These findings support the literature on improved dissemination of recommendations. A recent 

report by the Royal College of Psychiatrists highlighted that those recommendations should not 

be implemented by simply cascading information to managerial staff (Royal College of 

Psychiatrists, 2018). Alternative means of dissemination outside of direct dissemination to 

management may be helpful, however, Morse and Pollack (2012) cautioned that involvement of 

senior management in the development of recommendations and subsequent action plans is 

critical to a resulting change. Previous research by Ramanujam and Goodman (2011) also 

emphasised that purposeful intent is necessary to disseminate findings from reviews and ensure 

that recommendations are both significant and actionable. 

Implications for policy and practice 

Effective dissemination methods need to be developed that are consistent for all staff and teams 

and ideally communicate recommendations directly to all relevant staff without relying on the 

intermediate stage of communicating through management. Ideally, frontline staff should be 

involved in the development of these processes.  

 

Challenge 3. Communication of SAI recommendations to staff as soon after the event as 

possible would support more effective and timelier implementation 

Phases I, II and III of this study all identified the need for timely dissemination of 

recommendations from SAI reviews.  Analysis of recommendations from SAI reviews in Phase II 

identified that the duration of SAI reviews was between 1-34 months which means that there 

could be long delays in recommendations being produced. Focus group participants also 

highlighted that they felt more motivated to implement recommendations when they were 
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aware of the incident and could connect the recommendations to this. This temporal proximity 

also means that the reason for the recommendations being made are clearer to the staff 

involved.   

What the literature says 

The findings concur with the literature that recommendations should be communicated while 

the incident is fresh in everyone’s minds, and staff are more motivated to ensure the learning 

gets translated into practice (Vrkleski et al., 2018; HSCB-NI, 2016; Healthcare Improvement 

Scotland, 2015). 

Implications for policy and practice 

Timely dissemination of recommendations may aid effective implementation as the incident may 

be fresher in the minds of staff and so recommendations may be more meaningful. Additionally, 

when staff can connect the recommendations to the event this adds meaning to the 

recommendation and may increase the motivation to implement change. 

 

Challenge 4. Highlighting the advantages of implementing recommendations to both practice 

and the wider organisation may improve the effectiveness of implementation  

Phase III of this study highlighted that staff could add more meaning to recommendations when 

they were aware of the advantages of implementing the change.  Conversely staff expressed 

more frustrations around recommendations when it was unclear how they would enhance 

current practice or worse, when they conflicted with current processes. 

What the literature says 

Research by Damshroder et al. (2009) concurs with these findings and emphasises that, when 

disseminating recommendations, it is useful to highlight the advantage of implementing the 

recommendation to stakeholders versus alternative solutions, as this may improve 

implementation.  
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Implications for policy and practice 

Implementation may be enhanced by communicating the intended advantages of implementing 

recommendations and ensuring that any potential disadvantages are explored in advance of 

implementation, with all stakeholders.  

Summary 

This finding focused on dissemination of recommendations from SAI reviews and highlighted the 

need for a streamlined and consistent process for disseminating recommendations to staff, 

ideally directly, rather than placing responsibility for dissemination with individual managers 

(Ramanujam & Goodman, 2011; Royal College of Psychiatrists, 2018). Timely dissemination, 

whilst the incident is fresh in the minds of staff, is also critical to successful implementation 

(Vrkleski et al., 2018; HSCB-NI, 2016; Healthcare Improvement Scotland, 2015), as is the 

importance of explaining the benefits of implementing the recommendations to staff 

(Damschroder et al., 2009). This finding also emphasised the opportunity to capitalise on staff’s 

knowledge and creativity by involving them in co-creating new processes. An effective process of 

dissemination is essential to ensure all staff are aware of recommendations and thus in a position 

to support implementation.  

 

6.3.3.  Theme Three: Consistent evaluation processes for the effectiveness of implemented 

recommendations would support improved implementation.  

Participants in the Phase III focus groups identified the need for evaluation of the 

recommendations being implemented. Additionally, the systematic literature review in Phase I 

of this study found that only 20% of the included papers contained detail on the evaluation of 

the implementation of recommendations. Participants also expressed the need for 

collaboration across management and frontline staff in all recommendations developed and the 

associated evaluations. In this way, implementation can be fully explored by the staff who will 

be implementing the changes. It was also highlighted that staff may be able to identify potential 

barriers to implementation at the development stage and so smooth the path for more 

effective implementation of recommendations and effective evaluation. Four key challenges 
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were identified that were barriers to the evaluation of implementation, therefore this finding 

translates into four key improvements that could be made to enhance the evaluation of 

implemented recommendations and so aid successful implementation. These are: (1) Inclusion 

of detail on evaluation in the implementation plan for recommendations would clarify and 

support a successful implementation process.  (2) Inclusion of evidence on how implementation 

will be evaluated and analysed to identify if the desired outcomes were achieved from the 

recommended change, would support improved implementation. (3) Testing the 

implementation of recommendations in advance, would ensure that they fit with and do not 

conflict with any aspect of current practice. (4) A process for regular updates on evaluation of 

implementation of recommendations would support implementation. Each of these four 

challenges is addressed in turn, in the following section.  

 

Challenge 1. Inclusion of detail on evaluation in the implementation plan for 

recommendations would clarify and support a successful implementation process 

It was highlighted by participants in the Phase III focus groups that evaluation provided a way of 

validating the benefit of implementing recommendations, identifying any barriers, and therefore 

supporting efforts to overcome these barriers.  Participants generally felt that often there was 

no evaluation in place following implementation of recommendations. Evaluation embedded 

into implementation processes may support increased rates of implementation. 

What the literature says 

The systematic literature review recommended that standardised processes, which include clear 

timescales for implementation and evaluation, are developed to encompass all aspects of 

implementation of learning from patient deaths by suicide and the evaluation of change. 

Difficulties in the implementation of recommendations were highlighted across the literature 

with estimated implementation rates cited as between 45% and 70% (Mills et al., 2006; Peerally 

et al., 2017). The lack of robust evidence on evaluation of implementation makes it difficult to 

identify whether implementation is happening in practice and to recommend effective methods 

of implementation. Further robust evaluations of effectiveness are required. Donaldson et al., 
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(2014) identified the issue of the continued cycle of completing SAI reviews and producing 

recommendations from these with little time dedicated to evaluation or follow-up. Previous 

research by the NCISH, however, highlighted the benefits of the implementation and evaluation 

of recommendations. Evaluations have shown that recommendations successfully implemented 

can result in a reduction in suicide rates (NCISH, 2015; Kapur et al., 2013, Kapur et al., 2016; While 

et al., 2012). Outside of the work from the NCISH, further international studies have found similar 

results, that implementation of recommendations and evaluation of this implementation can 

identify decreases in suicide rates (Watts et al., 2012; Mokkenstorm et al., 2018). Finally, this 

challenge would also benefit from the suggested use of the SMART framework for the structure 

of written recommendations, discussed in section 6.3.1., which would support improved 

evaluation of the recommendation.   

Implications for policy and practice 

The Royal College of Psychiatrists (2018) recommends the development of an organisational 

action plan including all recommendations, which monitors the implementation against a specific 

timescale and includes a log of progress. This ongoing process of review and evaluation could 

ensure the effectiveness of implementation. Additionally, the log of progress could be shared 

with staff to fulfil the need to keep staff updated on how they, the service, and the organisation, 

are benefiting from implementation or indeed highlight barriers that are being faced.  

 

Challenge 2. Inclusion of evidence on how implementation will be evaluated and analysed to 

identify if the desired outcomes were achieved from the recommended change, would 

support improved implementation 

The focus group discussions in Phase III of the study highlighted that it is useful to expand the 

detail included in recommendations to include the justification for the expected positive 

outcome from this, the need for evaluation to understand if the desired outcomes were achieved 

and process for feeding back to staff throughout this process. Focus group participants identified 

issues with their perception of the quality and validity of recommendations, which impacted on 

their belief in a positive outcome from implementing recommendations. This stemmed from a 
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lack of detail, clarity, and context of the recommendation, including the justification for the 

expected outcome of the implementation. In addition to reviewing policies in this area, the 

development of an organisational monitoring and evaluation framework may support evaluation 

through consistent processes and clear aims and objectives that services are aiming to achieve. 

A standardised framework may also make the evaluation process clearer for all staff and teams.  

What the literature says 

Stakeholders' perceptions of the quality and validity of evidence supporting the recommended 

change can also support the belief that the intervention will have the desired outcomes. Sources 

of evidence may include published literature, guidelines, anecdotal stories from colleagues, 

information from a competitor, patient experiences, results from a local pilot, and other sources 

(Damschroder et al., 2009). 

Implications for policy and practice 

Inclusion of supporting evidence with each recommendation made may increase the perception 

of the quality of the recommendation. This may also increase staff’s commitment to 

implementation as they believe in the quality of the recommendation, which may increase their 

motivation to ensure a positive outcome.  

 

Challenge 3. Testing the implementation of recommendations in advance, would ensure that 

they fit with and do not conflict with any aspect of current practice.  

The focus group discussion in Phase III of the study highlighted the need to explore how the 

recommendation fits alongside current practice.  Examples were given in the focus group 

discussion where new recommendations did not fit with current practice or even conflicted with 

this. This made it difficult to operationalise the recommendations as well as evaluate the success 

of the implementation. Focus group participants emphasised that evaluation of the 

implementation of recommendations should include the wider context of practice and review 

any current practices that may become redundant following implementation of new processes 

or protocols.  
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What the literature says 

Guidance from the Royal College of Psychiatrists (2018), states that the recommendations should 

explicitly take the organisation’s existing action plans and safety priorities into account.  

Implications for policy and practice 

A greater understanding of how new recommendations fit with current practice and an ongoing 

review of implementation may ensure that staff are more committed to implementation as they 

have a greater understanding of how this will work in context. Collaboration with staff on the 

process of implementation and this exploration of how each recommendation sits within current 

practice, may further increase applicability of proposed solutions, and staff buy-in to these 

processes.  

 

Challenge 4. A process for regular updates on evaluation of implementation of 

recommendations would support implementation  

Updates on evaluation of the implementation of recommendations are essential for frontline 

staff as these can motivate staff to continue to focus on implementation as they are regularly 

updated on the benefits of this. Participants in the focus groups expressed their desire to be kept 

informed of the success of the changes made and to receive feedback on the benefit of 

implementing the identified changes and how their performance in each area had contributed to 

successful changes. 

What the literature says 

The deficit in this process has been identified in the literature and has highlighted that feedback 

mechanisms, as part of the RCA process, currently function poorly which result in staff becoming 

disenchanted with the process (Peerally et al., 2017). Percarpio et al., (2008) also reported that 

despite the time and effort devoted to completing RCAs, few incentives exist to formally follow-

up on the action plans developed from these to ensure that recommendations have been 

successfully operationalised. 
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Implications for policy and practice 

Regular updates to staff should be built into the evaluation process and may ensure that staff 

feel included in the implementation process. Poor communication can result in staff losing faith 

in implementation processes and result in reduced motivation over time.   

Summary 

These findings relating to evaluation of the effectiveness of implemented recommendations, 

identified multiple issues in this area that were impeding effective implementation. New insights 

generated here on lack of standardised processes and unclear timescales for implementation and 

evaluation, support those identified in the literature review. Research has shown that 

implementation of recommendations, when evaluated, was shown to result in a reduction in 

patient suicide rates, thus emphasising the critical nature of the evaluation process and the 

importance of these newly generated supportive findings from clinical stakeholders (NCISH, 

2015; Kapur et al., 2016; While et al., 2012). The SMART framework for the structure of 

recommendations was once again identified, as supportive of improving the evaluation of 

recommendations. It was also outlined that involving staff in the development of 

recommendations, implementation, and evaluation, can serve to identify and address the 

barriers to these processes in advance of implementation. The implications for practice of 

organisations committing to robust implementation and evaluation of recommendations, can 

offer critical direction for policy and practice and importantly, can prevent patient suicides. 

 

6.3.4.  Theme Four: Improved efficiency and effectiveness of information sharing processes 

and the quality of patient records in MH services would reduce barriers to implementation of 

recommendations.  

The need to improve current information sharing policies, practices, and systems, was 

identified throughout the three phases of the study. Simply put, this need identified that 

consistent and fit for purpose communication systems must be in place to promote efficient 

access to and sharing of information. Five key challenges were identified that were barriers to 

high quality information sharing and the quality of patient records which can impact the ability 
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to effectively implement recommendations. This finding translates into five key improvements 

that could be made to enhance these areas and so aid successful implementation. These are: 

(1) Improved communication between teams, services, across HSCTs and with external 

organisations would facilitate implementation. (2) Inclusion of an indication of how the 

recommendation should be communicated to staff, where applicable, would aid 

implementation. (3) Effective and fit for purpose internal communication systems including 

access to up-to-date patient records and all information pertinent to SAI reviews would 

improve implementation. (4)  Development of systems that can facilitate effective information 

sharing with external organisations, including statutory and community and voluntary 

organisations is critical to good practice, patient and staff safety and successful 

implementation. (5) Supporting staff through enhanced training would ensure they fully 

understand both full and partial informed consent. This would support improved risk 

management and implementation of recommendations.  

Each of these five challenges is addressed in turn, in the following section.  

 

Challenge 1. Improved communication between teams, services, across HSCTs and with 

external organisations would facilitate implementation 

Several recommendations from the SAI review recommendations analysed in Phase II of the 

study, detailed the need for improved communication between teams, services, across HSCTs 

and with external organisations. It was recognised in both Phase II and Phase III of the research 

that current information systems improvements, or capacity for data linkage between systems, 

could facilitate implementation of learning from SAIs and fill other gaps within services and 

organisations. The lack of access to information from all patient record systems may also 

impact upon the quality of the SAI review itself and recommendations developed.  

What the literature says 

The literature outlines the impact of poor communication on risk management and patient 

treatment plans. Concerns about communication between healthcare providers on patient risk 
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were highlighted by both Riblet et al., (2017) and Wyder et al., (2020). Importantly breakdowns 

in communication were seen as potentially contributing to inadequate treatment plans as 

communication on patient risk was poor (Riblet et al., 2017, Donaldson et al., 2014).  A report by 

Donaldson et al., (2014), which examined the application of Health and Social Care governance 

arrangements in Northern Ireland, found that practitioners described their frustration at 

spending long hours trying to get to speak to other professionals about a patient, with little 

success. Unfortunately, the current findings indicate that communication issues remain, and 

have not been effectively addressed despite being identified for action in 2004. Additionally, 

research by Wyder et al. (2020) found a lack of communication between services and teams was 

an issue in over half of the 14 studies included in their review. They also emphasised that it was 

critical for organisations to develop an infrastructure that supports the transfer of information, 

whilst highlighting that there are no industry-wide standards for data and communication. 

Implications for policy and practice 

Improvements in communication processes and systems both across HSCTs and with external 

organisations can facilitate better management of patient risk, risk to staff, and can also support 

improved treatment planning through the provision of wider information from all staff and 

services involved with the patient. This can support implementation of recommendations made 

in these areas as staff would have more extensive information available to them. This would also 

mean that more timely information is available to implement recommendations around patient 

care. Co-creation with the staff who would be using these systems would support the 

effectiveness of the systems developed.  

 

Challenge 2. Inclusion of an indication of how the recommendation should be communicated 

to staff, where applicable, would aid implementation 

Participants in the Phase III focus groups described a lack of consistency in how recommendations 

were communicated and multiple ways in which this was done.  Many recommendations 

reviewed in Phase II of the research indicated that reminders to staff, should be sent about the 

policies and practices in place, rather than address latent causes such as poorly designed or 
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ineffective technology or systems. Constant reminders to staff may prove ineffective if the 

communication systems or processes used are ineffective and therefore may hinder 

implementation and add to dwindling motivation.  

What the literature says 

Previous research highlights that there was a tendency for those completing SAI reviews to 

develop weaker solutions as recommendations, rather than outline causes that may be 

contributory in the wider context. Reminders to staff have been identified as a weaker solution 

(Percarpio et al., 2008; Peerally et al., 2017). 

Implications for policy and practice 

A consistent method for communication of recommendations should be developed so that staff 

are aware of where to find information on these recommendations and are able to access this 

easily, particularly when returning from absences. This consistent system would ensure that all 

staff have been made aware of the recommendations, which is the first step towards 

implementation. Again, co-created solutions should be considered.  

 

Challenge 3. Effective and fit for purpose internal communication systems including access to 

up-to-date patient records and all information pertinent to SAI reviews would improve 

implementation 

One of the key barriers identified to implementation of recommendations relating to information 

sharing was the need to ensure that internal communication systems were effective and fit for 

purpose and this included access to up to date patient records. The Phase III focus groups 

identified the need for improved regional electronic patient record system, used by all HSCTs. 

Limited access across HSCTs to current electronic systems was discussed, and how this 

compromises communication. This is particularly urgent when patient information relates to 

concerns about risk to self or others, especially when then the patient is unknown to a service 

and no patient records were held. The current systems are considered not fit for purpose with 

HSCTs using several different technological systems that do not lend themselves to information 
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sharing electronically. Participants cited numerous examples where the lack of a regional 

electronic system had put both patients and staff at risk.  

The issue of information sharing also related in two ways to the SAI process itself. Firstly, in 

relation to a lack of access to full patient information and secondly in the timely and full sharing 

of recommendations from SAI reviews with all staff, as discussed in section 6.3.2, so that 

recommendations can be implemented as quickly as possible. The timely communication of 

recommendations from SAI reviews was also identified by staff as key to their understanding of 

why recommendations were made and that recommendations could be linked to specific events, 

which again gave greater context and improved understanding of why these recommendations 

were being made and the importance of successful implementation of these.  

 Discussions also highlighted the importance of involving staff in co-creating these systems as 

participants suggested that the new patient record system, could potentially be developed 

further, as a vehicle for the regional communication of SAI recommendations. Co-creation of 

system development could also overcome the barrier of recommendations not always being 

shared across mental health services for all ages in all areas.  

What the literature says 

Internal communication is critically important across organisations and research has shown that 

communication failures are involved in many sentinel events in US hospitals (Damschroder et al., 

2009; Pronovost et al., 2006). Allison et al. (2022) identified integration of electronic patient 

record systems as essential to overcoming barriers to the implementation of Zero Suicide 

strategies in the emergency department.  

The impact of improved information sharing can also benefit the SAI process, and this is 

highlighted in guidance from the Royal College of Psychiatrists which addressed this issue 

through highlighting that “Good quality investigations depend on access to full records, both old 

and current. If some records are missing or inaccessible, caveats should be made on the reliability 

of findings and the appropriateness of recommendations.” (Royal College of Psychiatrists, 2018, 

p6). Additionally, the need for timely and effective sharing of information has been discussed in 

previous research, which has shown that timely sharing of recommendations from SAIs can 
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support staff to improve the implementation process (Vrkleski et al., 2018; HSCB-NI, 2016; 

Healthcare Improvement Scotland, 2015).  

Implications for policy and practice 

This was one of the strongest themes that arose from the Phase III focus groups and multiple 

benefits to practice were identified. Primarily timely access to current patient records would 

improve safety for both patients and staff. This would also ensure more comprehensive records 

were available for all patients, which could contribute to more informed SAI reviews when an 

incident of harm occurs. Implementation of recommendations would also be supported by more 

effective electronic patient records, again particularly information and recommendations 

relating to risk to patient or staff.  This finding was not outside the awareness of the mental 

health system in Northern Ireland where work was ongoing in developing one central patient 

record system, however, focus group discussions identified a loss of faith from participants on 

the progress of this new system and highlighted the need for short-term solutions to be explored 

if the new system would not be in place for several years. This reinforces the previous finding on 

the importance of keeping staff updated on the progress of implementation.  Inclusion of staff 

representation in the development of systems could improve working relationships on projects 

and ensure staff are kept briefed on progress of projects.  

 

Challenge 4. Development of systems that can facilitate effective information sharing with 

external organisations, including statutory and community and voluntary organisations is 

critical to good practice, patient and staff safety and successful implementation 

 Information sharing with external organisations including both statutory and community and 

voluntary organisations was seen as critical by the participants in the Phase III focus groups and 

arose as a recommendation in several SAI reviews at Phase II. It was highlighted as important 

that data from GP systems should be linked to HSCT systems. Prison mental healthcare is more 

advanced in this area as they have full access to GP patient systems. This is because they take on 

the GP role when a person is incarcerated, however this immediately creates inequalities in that 

prison mental healthcare has greater access to GP records than statutory healthcare across the 
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general population. The electronic access that exists within prison healthcare also indicates that 

it is possible to link these systems or at least provide greater access across services, highlighting 

the question of why this is not adopted across other settings.  

What the literature says 

Research has indicated that organisations supporting and promoting roles and practices that 

bridge across to other services and organisations, are more likely to quickly implement new 

practices (Damschroder et al., 2009; Pronovost et al., 2006). Donaldson et al., (2014) reported 

that healthcare could be revolutionised through the development of information and digital 

technology, including electronic medical records and medication management. He highlighted 

that the impact of these electronic systems on some of the longstanding quality and safety 

problems of health systems, is already becoming evident in leading edge organisations.  

Implications for policy and practice 

An ability for services and organisations outside of HSCTs to improve inter-organisational 

communication would vastly improve information available for mental health patients and 

reduce the time taken to share crucial information on risk to both patients and staff. Although 

the previous section outlined that there already was awareness within the mental health system 

in Northern Ireland of the need for improved electronic patient record and communication 

systems, it was unclear if the ongoing work developing one central patient record system, would 

extend to external organisations and services that may also be supporting these patients.  

There are many perceived benefits for patients, staff, and services from improvements in 

communication and access to information, resulting in more knowledgeable staff and a higher 

standard of patient records. Good quality patient records can mean that staff are more informed, 

and that the information held on patients is recent and relevant. This may also improve the 

confidence of staff in developing appropriate care and treatment plans or crisis intervention 

strategies.  
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Challenge 5. Supporting staff through enhanced training would ensure they fully understand 

both full and partial informed consent.  This would support improved risk management and 

implementation of recommendations 

Issues around informed consent arose in both the Phase II SAI recommendation analysis and the 

Phase III focus group discussions. It was highlighted that lack of informed consent could 

sometimes mean that staff could not implement recommendations as required. Informed 

consent is a legal process important for promoting patients’ autonomy, shared decision making 

and must be viewed as a flexible entity whose content is partly dependent on the unique 

circumstances and situation associated with each patient. In discussions with focus group 

participants, informed consent was often not understood as a process but was more often 

described as being sought on assessment and if consent to share information was refused at this 

point, may not be revisited. Further discussion and training are required, to ensure that staff 

understand informed consent as a process and that consent and partial consent should be 

consistently revisited in a sensitive way. This issue appeared to cause staff some difficulty at 

times, especially when the therapeutic relationship was at stake, however failure to fully 

understand this process could result in worse outcomes if a person’s life is at stake. Some 

participants did however understand the need to seek clarity from patients around consent to 

share information with whom, how much, and for what purpose, and to ensure that all 

conversations around consent are regularly revisited and clearly documented in patient records.  

What the literature says 

Several research studies highlight the need to ensure that professionals understand informed 

consent as a process. O’Neill (2002) emphasised that the point of consent procedures is to limit 

deception and coercion and highlighted the need to view consent as a process and not as static. 

Consent processes should be designed to give patients and others choice, control over the 

amount of information they receive, promote shared decision making and the opportunity to 

withdraw consent already given (Usher & Arthur, 1998; O’Neill, 2002; Whitney et al., 2004; 

Barnett et al., 2007). It can be even more effectively employed in improving services through 

families and carers involvement in care and treatment (O’Neill, 2002).  
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The most common theme arising from twenty years of reviews of SAI reports was identified by 

the Zero Suicide Alliance (ZSA) as that of consent, confidentiality and sharing of information (ZSA, 

2021). The Share Guide, developed to assist practitioners and funded by The Department of 

Health and Social Care in England and supported by DHSC and NHS England/Improvement 

(NHSE/I), was prepared and published by the Zero Suicide Alliance in 2021. This guide recognised 

that practitioners often were not fully equipped or trained to seek consent and share information 

as a core, positive procedure in patient care and offered guidance for improvements in this area 

(ZSA, 2021). It also highlighted that despite multiple innovations, best practice in consent, 

confidentiality and information sharing remains poorly understood and is not routinely adopted 

by many practitioners. Importantly this guide also notes that where consent is given, it must 

always be recorded and acted upon unless there is a demonstrable and recorded reason why this 

is not appropriate (ZSA, 2021).  

 

Implications for policy and practice 

Professionals and practitioners who are fully trained and skilled in informed consent and the 

documentation of this, can improve support for patients and may be in a better position to 

manage patient risk to self and others. A lack of understanding or clarity on consent as a process 

and partial consent, can create barriers to how professionals support patients, manage situations 

where risk may have escalated, and involve families and carers in the patient care and treatment. 

This greater understanding may also support more successful implementation of 

recommendations relating to treating and supporting patients at risk of suicide.  More detailed 

training is therefore recommended to ensure that staff are aware that patients can give and 

withdraw informed consent at any time. HSC information sharing protocol states that staff do 

seek informed consent but focus group discussion indicated that this does not always happen in 

practice. 

Summary 

This finding focused on information sharing and patient records in MH services and highlighted 

several issues that are impacting the effective implementation of recommendations from SAI 
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reviews. These included the need for an effective communication systems and data linkage 

between HSCTs and other important organisational systems, which will allow effective sharing of 

patient information. Communication between teams, HSCTs and external organisations was 

highlighted, as needing improvement and the need for a greater understanding of the process of 

informed consent, in relation to information sharing, for all staff. Additionally training and the 

need for clarification on processes of informed consent was noted and finally the impact of 

inadequate information sharing from SAI reviews was noted as needing addressed.  

 

6.3.5.  Theme Five: Development of clear policies and protocols for collaboration with 

families/carers throughout the care and treatment process would support implementation of 

recommendations. 

The fifth theme emerging from this study was collaboration with family and carers, throughout 

the care and treatment process. This finding emerged from both Phase II and Phase III of the 

study. Indeed, the need to support family and carers through completion of a carer’s assessment, 

was one of the frequently occurring recommendations from the SAI recommendations analysis. 

This finding emphasises the need to involve family and carers in all aspects of patient mental 

health care and have clear policies and processes on this. Additionally, all staff need to be trained 

and equipped to engage with families at key stages of patient care and treatment and ensure 

that there is meaningful consideration for families and carers’ needs throughout the patient 

journey. Unfortunately, no clear direction or policy was identified that could give clarity on how 

and when this should be done, within the patient care pathway. Additionally, the focus group 

discussion highlighted that there were difficulties engaging families and carers in SAI reviews 

despite strategies to increase the number of families and carers involved in these reviews. Five 

distinct but overlapping challenges were identified, reflected in the literature and applicable to 

policy and practice implications. They are: (1) Involvement of family and carers at key points in 

patient care and treatment could be supported through greater clarity on this process; (2) 

Appropriate and timely support for families and carers would support successful implementation. 

(3) Looking to other industries, who invest in building relationships with service users and 
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customers, may support mental health services to develop improved and effective relationships 

with families and carers; (4) Reviewing language used in communication with family and carers 

may improve relationships and facilitate implementation; (5) Greater involvement of families and 

carers in SAI processes and the development of recommendations from this process, would 

support improved implementation. These five challenges are addressed in turn, in the following 

section.  

 

Challenge 1. Involvement of family and carers at key points in patient care and treatment 

could be supported through greater clarity on this process 

The focus group analysis in Phase III highlighted that there was a need to develop consistent and 

effective approaches to involving family and carers in patient care and treatment and that there 

were existing examples, of involving family and carers at key points in patient care such as the 

initial appointment; education of family and carers; the safety plan; outreach or community 

appointments, during assessment or risk assessment and upon discharge. Unfortunately, this 

involvement was inconsistent across all services with no clear direction or policy to give clarity 

on how and when this should be done. There is therefore a need to develop a clear policy and 

subsequent processes, to provide this clarity and consistency to staff, on how and when families 

and carers should be involved in patient care and treatment pathways. Focus group participants 

also identified that there is a need for additional training in this area. 

What the literature says 

Previous research has shown that involving families and carers in patient care and treatment can 

have a positive impact on mental health patients and importantly can reduce suicide risk (Wyder 

et al., 2020). Mottaghipour and Bickerton (2005) found that working with families of patients 

with mental illness was shown to be effective in reducing relapse rates for patients and the 

distress level of their families. Despite this, they also highlight the lack of guidance or a framework 

for mental health professionals on how they could adopt this into their daily practice with 

patients.  Additionally, inclusion of relatives in the care and treatment journey has been linked 

to a reduction in suicide risk (Nordentoft, et al., 2021, Wyder et al., 2020).  Proposed changes in 
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this area would require extensive training for staff, families and carers and the development of 

clear policies and guidance on family and carer involvement.  This in turn is likely to require 

leadership input and cultural changes, which are further discussed in section 6.3.6.  

Attitudes of patients and staff towards involving families and carers in treatment have also been 

explored in previous research. A report by Donaldson et al., (2014) found that many patients 

experienced disrespect for themselves and their families. However, research by Murray-Swank 

et al. (2007) found that 67% of patients involved in the study, wanted family participation in their 

psychiatric treatment. Current research, addressing accounts of poor continuity of care, failed 

communication and lack of family involvement contributing to lower standards of care for mental 

health patients, is exploring barriers to more effective involvement of families and carers in 

mental health crisis provision and these findings may translate across other mental health 

services (Kapur et al., 2021).  As discussed previously, gaining consent to involve families and 

carers is vital to creating a partnership between service users, practitioners, families, and carers 

(ZSA, 2021). Organisational change may be needed to allow families, friends, and carers to 

actively take part in the patient’s care and treatment and to be regarded as partners in the care 

of a service user (ZSA, 2021; Moen, et al., 2021). 

There are, however, several risks to involving family and carers in patient care and treatment, 

not least the risk that the family or carer may be a contributing factor to the patient’s mental 

health difficulties.  Previous research, with patients, has indicated several barriers to family 

participation in their mental health treatment, including concerns about their own privacy, 

feeling like a burden to the family and scepticism that the family/carer involvement would be 

helpful (Murray-Swank, et al., 2007).  It is therefore important that these issues are addressed 

prior to the involvement of families and carers in the patient care and treatment journey.  

Implications for policy and practice 

Effective involvement of families and carers in patient care and treatment can develop a working 

partnership of support through an established triangle of care. This can offer improved support 

to service users outside of appointments or admission, which may contribute to improved 

maintenance of well-being between engagements with professionals, through the support of 
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families and carers.  Consistency and clear policies on involvement may also result in families and 

carers feeling more valued as a source of support as well as improved consistency in the approach 

of services to their involvement. To ensure processes for family involvement are appropriate and 

effective, staff, patients, families, and carers should be involved in the co-design of these.  

 

Challenge 2. Appropriate and timely support for families and carers would support successful 

implementation 

Analysis of the SAI recommendations highlighted supporting families and carers was the focus of 

the most frequently recurring recommendations, over the period of the analysis. Focus group 

analysis highlighted some of the reasons that this may be the case. These include language used 

to offer families and carers support such as “assessments,” lack of time to complete the 

assessment with family and carers and a lack of perceived benefits of this work. This would 

indicate that a review is needed of how appropriate current supports are for families and carers 

and how best to engage them in these supports.  

What the literature says 

Cohen et al. (2013) reported that the availability of support for families and carers of individuals 

with a serious mental illness diagnosis is limited and underutilised, where it is available. They 

described a mismatch between consumer and family preferences and the services available as 

the root cause of this underutilisation. A first step to supporting families and carers is to educate 

them on the services available, how to access these and on any diagnosis and treatment plan 

that has been developed with the patient. For example, family psychoeducation has been found 

to be an effective, evidence-based practice in the treatment of schizophrenia and other serious 

mental illnesses (Murray-Swank et al., 2007).  It is also vital to note that families and carers of 

those who have died by suicide often have an increased risk for suicide themselves, or higher 

probability of attempting suicide, than those bereaved by another cause of death (Mitchell et al., 

2005; Runeson & Asberg, 2003, Pitman et al., 2016). It is therefore crucial that procedures are 

developed in collaboration with families and carers and implemented to ensure that families and 
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carers bereaved by suicide, whether involved in SAI reviews or not, are offered supports, tailored 

to meet their needs, that are made available to them at an appropriate time.  

Implications for policy and practice 

If families and carers are to be involved in patient care and treatment as supportive partners, it 

is vital that services also support family and carers through education on services, diagnosis etc., 

and through the provision of appropriate supports for them. This approach would ensure that 

more effective supports are in place for patients outside of HSCT services and that families and 

carers providing additional support are well supported themselves. Additionally, enhanced 

training for staff on how to engage families and carers may increase the number of families and 

carers availing of the supports offered. 

 

Challenge 3. Looking to other industries, who invest in building relationships with service 

users and customers, may support mental health services to develop improved and effective 

relationships with families and carers 

Further opportunities should be explored for mental health organisations to look to other sectors 

working to improve customer experience and relationships over time. For example. sectors such 

as retail employ a model of “Customer Touch Points” to detail different points in a customer 

journey. A Touchpoint is defined as any time a customer encounters a brand or organisation 

before, during and after they make a purchase.  A customer journey map (Delighted by Qualtrics, 

2022), highlights the touchpoints that customers may have with an organisation including, how 

they first heard of them, to their direct interactions with products, website, or teams. It also 

includes all the actions customers take to complete an objective across a period. See Figure 17. 



 

251 
 

Figure 17. Retail Customer Journey. Delighted by Qualtrics 2022.

 

The above example relates to a retail customer journey but demonstrates how these touchpoints 

are mapped out to the staff and include clear guidelines on processes that should take place at 

each point.  

What the literature says 

Mental health organisations are often encouraged to look to other industries, such as the aviation 

and mining industries, in terms of improving patient safety (Shaw & Calder, 2008; Kapur et al., 

2015; Rogers, 2011; Gaba, 2011). Outside of safety issues, there may be much to learn from other 

industries in building relationships with service users and family and carers.  

In retail, mapping of key customer touch points and identifying the distinct elements at each 

touch point, provide managers with a deeper insight into the entire customer journey (Stein & 

Ramaseshan, 2016). This process of engaging and building relationships with customers may 

serve as a template for building relationships with and engaging families and carers. 

Implications for policy and practice 

Adopting a similar model to the retail Touchpoint model for engaging and building partnerships 

with families and carers may enhance this aspect of mental health services. Family and carer 

touchpoints could be mapped out through collaborative work with families, carers, patients, and 

staff and could provide clear guidelines on appropriate processes and actions, that should take 

place at each point. It would then be important for organisations to develop policies and 

protocols to support this collaborative work with families and carers, throughout the patient care 

journey.  
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Challenge 4. Reviewing language used in communication with family and carers may improve 

relationships and facilitate implementation 

Finally, through all involvement with families and carers a change in the language used is needed 

to better engage families and carers, at each stage of care and treatment and in the writing of 

reports and recommendations, including those produced from SAI reviews. SAI reports are 

currently shared with the patient’s family or carer, it is therefore critical that reports avoid 

unexplained acronyms and use plain language that can be easily understood by families and 

carers. There is also a need to appreciate how emotive these reports can be for the families and 

friends of the deceased. It was noted in the focus group discussions that the term 

“recommendation”, used to describe actions to take place because of an SAI review from a 

patient death by suicide, may need to change as families may interpret this as being optional.   

What the literature says 

Guidance from the Royal College of Psychiatrists (2018) discussing the language used in SAI 

reviews and reports from these, concurs with this finding and states that reports should be 

written in plain English, with all specialist vocabulary explained, so that they are fully 

comprehensible to readers with no professional background in mental health.  

Implications for policy and practice 

Changes to the language used when communicating with families and carers, both in written 

and verbal communication, may enhance engagement with this group. Failure to adapt 

language to facilitate families and carer givers understanding, can result in alienating them from 

services. The benefits of engaging families and carers in patient care and treatment and 

engaging them in services when they themselves need support has been previously described.  
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Challenge 5. Greater involvement of families and carers in SAI processes and the 

development of recommendations from this process, would support improved 

implementation 

Investment in building relationships with families and carers from the outset and throughout the 

care and treatment process may encourage a culture change and potentially ease difficult 

relationships with families that arise on the rare occasion of an SAI review, following a patient 

suicide. It is also important to be mindful that when families and carers are involved in an SAI 

review after a death, they may also be working through post-mortem and coroner processes, as 

well as dealing with acute grief, all of which may impact on the grieving process. It is vital to 

ensure that families and carers feel that the SAI process has been useful and if recommendations 

have been made following the death of their loved one, they are kept in the feedback loop 

through the implementation and evaluation of the effectiveness of these recommendations. 

Ultimately, families and carers want to see change that could mean no other families or carers 

will experience what they have. Confirmation of change is key to bringing this process to a close.  

Additionally, risks to involving families and carers in the SAI review process following a patient 

death by suicide were highlighted in the Phase III focus groups. Families and carers can feel let 

down by services when their loved one dies and then await the result of a review for several 

months/years only to find out that the outcome of the review shows that there was no issue 

found with the care and treatment or that there were no recommendations made. Equally it may 

be difficult for families to hear outcomes of SAI reviews that find that the death was avoidable. 

Organisations therefore need to work to minimise the impact of SAI reviews is by ensuring that 

the process of the SAI review does not cause additional harm to families and carers.  

What the literature says 

The level of involvement of families and carers in SAI reviews varies widely and there is limited 

evidence-based guidance on how this can best be done (Zimmerman & Amori, 2007). The 

benefits of engagements with families, carers, and service users when incidents are non-fatal 

has been highlighted in previous research as having the potential to offer a different 

perspective on the service and enhance understanding of what may have gone wrong. It can 
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also result in solution focused discussions to support planning on what work needs to be done, 

in response to the incident (Ledema & Allen, 2012). It is important to be cautious in involving 

families and carers in such reviews as examining the care that may have contributed to the 

death of a loved one is likely to impact normal grieving processes and affect the objectivity 

which is necessary to identify system improvements (Zimmerman & Amori, 2007). 

Additionally, care should be taken to ensure that families and carers are not at risk of moral 

injury when involved in an SAI review process. Moral injury is a particular type of trauma 

characterised by guilt, existential crisis, and loss of trust that may develop following a perceived 

moral violation (Jinkerson, 2016). 

 

Implications for policy and practice 

The literature highlights that consistent and effective engagement with families throughout 

patient care and treatment can greatly improve relationships between patients, services, 

families, and carers. This improved relationship may mean that families are more likely to 

become involved and engage with any SAI reviews that may occur. This challenge also highlights 

the need to ensure that families are well-supported and not at risk of further harm whilst grieving 

their loved one. Additionally, it was identified that families should be kept involved through the 

implementation and evaluation of implementation of recommendation and are kept updated on 

the progress of the changes made, following the death of their loved one.  

Summary 

In summary, the theme of collaboration with families/carers throughout the care and treatment 

process identified the need to create clear policies and protocols on how families and carers 

should be meaningfully involved, including provision of extensive staff training for management 

and frontline staff, enhancing, and driving cultural changes in leadership (discussed further in 

section 6.3.6. below). Training should include the process of informed consent. This study 

suggests that mental health organisations could look to other industries that invest in building 

long-term meaningful relationships with customers, such as retail. Supporting families and carers 

throughout this patient journey is also vital, through provision of information, education on 
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treatments, diagnosis, and services and therapeutic individual or family support when needed, 

particularly if a patient dies by suicide. It is important to note that the language used by 

organisations when working collaboratively with families and carers needs to be reviewed. 

Language is often not fully understood by families and carers due to the use of acronyms, clinical 

and technical terms, and terms that families and carers may find insensitive. Finally, risks to 

involving families and carers in patient treatment were identified and highlighted as needing 

addressed prior to embarking on this collaborative work with families and carers.  

 

6.3.6.  Theme Six: Improvement in the leadership and culture of mental health services would 

support learning and the implementation of recommendations.  

This finding on leadership and culture developed through all three phases of the study. The 

systematic literature review highlighted that a cultural change is needed within organisations, 

and wider society to move away from a culture of blame, fear, and inevitability to a culture of 

learning, openness, and transparency. The Phase II analysis of the SAI recommendations 

highlighted a lack of consistency and transparency around responsibility for implementation and 

evaluation of implementation of recommendations. As highlighted in the first findings from the 

study which detailed the need for improved clarity of recommendations, recommendations often 

did not include allocated responsibility or a deadline for implementation.  

The focus group discussions explored how participants experienced the organisational culture 

around SAI reviews and the impact of that review process on the staff involved, including how 

they are supported through this, following a patient death by suicide. Participants in the focus 

groups also discussed how they felt that there had been some progress in trying to change the 

culture to a supportive culture of openness, fairness, and learning. Four distinct challenges 

were identified relating to improving the leadership and culture of Mental Health Services and 

they are: (1) A move away from a culture of blame and fear would facilitate implementation. (2) 

Supporting and advancing work on Zero Suicide / Towards Zero Suicide Strategies would 

facilitate implementation. (3) Access to appropriate supports for all staff when patients die by 

suicide would support a more positive culture and facilitate implementation through culture 
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change. (4) A more transparent SAI process would build staff confidence and improve 

implementation. These four challenges represent four opportunities for improvement and are 

addressed in turn, in the following section.  

 

Challenge 1. A move away from a culture of blame and fear would facilitate implementation 

The current process of investigative reviews into patient suicides reflects the overall culture 

around patient suicide that is peppered with blame, fear, and inevitability. This needs to change. 

Despite highlighting that a culture of fear and blame still exists, participants in the focus groups 

did identify that they were beginning to see a shift from a deficit model which looks at omissions 

in care and aligns with blame, to improved collaborative working, aiming to learn from the SAI 

reviews and find opportunities for improvement. Some participants felt that they were now being 

listened to, were less willing to accept how things are and were more likely to communicate 

issues to management such as resource issues that may be failing patients. Participants 

highlighted that they would like to see a greater attention given to sharing good practice 

identified through the SAI review process as well as sharing deficits in patient care. They also 

stressed the need to share recommendations and any learning from SAI reviews from patient 

suicides, across the region, as they felt that all learning was important for improved suicide 

prevention efforts. Finally, the need for continual staff training for any improvement strategies 

and recommendations relating to patient safety and suicide prevention was identified as 

supportive to staff. Allocated time for this training to be complete was also emphasised as critical.  

What the literature says 

The extant literature clearly identifies the need to change the current culture of blame, fear, and 

inevitability (Zero Suicide, 2016; New York State Office of Mental Health, 2013; Donaldson et al. 

2014; Healthcare Improvement Scotland, 2015; Appleby et al. 2006; NCISH, 2011; Scottish 

Government, 2018; Battaglia et al. 2013). Most change efforts are targeted at visible aspects of 

an organisation that include work tasks, structures, and behaviors. One explanation for why many 

of these initiatives fail, is that there is a failure to focus on changing the less tangible aspects or 

organisations, such as organisational assumptions, thinking, or culture (Damschroder et al., 
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2009). Reason (1997) calls for balance in addressing this culture of blame and cautions that whilst 

most errors are the result of systems defects that need to be corrected, when blatant 

transgressions, neglect or unacceptable behaviour is discovered, it would be wrong to dismiss 

accountability (Reason, 1997). Undertakings to conduct ‘no blame’ investigations were seen as 

unrealistic by The Royal College of Psychiatrists (2018) who also stated that investigations should 

be part of an organisational ‘just culture’ which identified individual factors contributing to the 

SAI and responded to errors of judgement or lapses by individuals in a supportive way, with 

sanctions only considered where clear personal culpability is evident.  Previously, Marx (2001) 

had seen a ‘just culture’ as increasingly promoted in many organisations to balance the disparity 

between individual blame and organisational accountability. Kapur et al. (2021) found that 

focusing on areas of positive practice and fostering an optimal learning culture may also help to 

enhance safety in services and the care offered to mental health patients. Walton (2004), 

explains that a focus on improving care by redesigning systems, tasks and workforces necessarily 

emphasises the multiple factors underpinning errors, relies on reporting systems for capturing 

errors, and advocates a ‘‘blame free’’ environment so that staff will report their mistakes or near 

misses. This approach examines system factors as causes of errors rather than individuals. This 

safety agenda requires organisations to switch from an individual to a system focus but cautions 

against ignoring professional accountability (Walton, 2004). 

Kaur et al. (2019) reported on the economic and other benefits of the move away from a 

retributive just culture to a restorative just culture at Merseycare HSCT, which aims to 

collaboratively involve all stakeholders. A retributive just culture asks questions around 

culpability whilst a restorative just culture asks questions such as who is hurt; what they need; 

and who is obliged to meet those needs? (Kaur et al., 2019). This study found that the benefits 

of introducing a restorative just culture included a reduction in suspensions, dismissals, staff 

absence due to illness and staff turnover and an increase in the reporting of adverse events and 

the number of staff coming forward to seek support. They also highlighted that the economic 

benefits of the introduction of a restorative just culture in 2016, appear significant including a 

reduction in salary costs of £4 million per year. Additionally, Mersey Care reported a saving of 

approximately £1 million in saved legal and termination expenses. They conservatively attribute 
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half of these savings to the introduction of a just and learning culture and the other half to non-

related factors, leaving the estimated total economic benefit around £2.5 million or 

approximately 1% of the total costs and 2% of the labour costs (Kaur et al., 2019).  

Looking outside of healthcare the systematic literature review in Phase I of this study identified 

several organisations as having successfully reduced suicide:  The Air Force Suicide Prevention 

Program (Centers for Disease Control and Prevention, 1999), Henry Ford Health System Perfect 

Depression Care program (Coffey, 2006), National Suicide Prevention Lifeline Suicide Risk 

Assessment Standards (Joiner et al., 2022), and the Central Arizona Programmatic Suicide 

Deterrent System Project (Hogan & Grumet, 2016). Furthermore, some industries have been 

identified as making significant improvements to safety such as aviation and mining, (Shaw & 

Calder, 2008; Kapur et al., 2015; Rogers, 2011; Gaba, 2011). However, Janofsky (2009) cautions 

that there are nuances in suicide prevention in mental healthcare that need to be considered in 

that the patient’s wish to end their life is in direct conflict with the staff’s will to support the 

patient and keep them alive. This means that unlike other industries the goals of the service user 

and service provider are often not synchronised and ultimately no matter how well designed the 

systems of care are, they are not designed to prevent deliberate sabotage. It is important that 

this key difference to other industries is kept to the fore when looking to other industries for 

safety innovations. 

Implications for policy and practice 

A greater focus on aspects of patient care that worked well, improved patient safety or were 

positive for the patient at any point in their care, may help to reinforce best practice in 

collaborating with suicidal patients and improve the culture surrounding patient deaths. 

Collaboration with both patients and staff may offer valuable a valuable contribution to improved 

patient safety and best practice. Additionally, as mentioned above, mental health services should 

look to other organisations that have had success in moving towards a cultural change and 

reducing patient deaths by suicide, to learn from these. A move away from a culture of fear, 

blame and inevitability can only improve the overall health of organisations in addition to 

improving safety of practice.  
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Challenge 2. Supporting and advancing work on Zero Suicide / Towards Zero Suicide 

Strategies would facilitate implementation 

A launchpad for this culture change can be found in the Zero Suicide Movement, as described in 

chapter one, which aims to reduce patient suicides in healthcare to zero (Zero Suicide, 2016).  

This is an important cultural shift for mental health staff and has the potential to influence 

organisational strategies, policies, and practice. The focus group analysis in Phase III of this study 

found that many participants still held a pessimistic outlook towards preventing patient suicide 

and continued to hold the opinion that these deaths were often inevitable. Around half of the 

focus group participants stated that they did not feel all mental health patient suicides were 

preventable. Several barriers towards achieving zero suicide in mental health patients, were 

identified as managing risk of patients who were not engaging with treatments or not providing 

full information on assessment: managing risk following discharge from services due to lack of 

control over the patient’s environment: changing circumstances for patients between 

appointments such as experiences of crises or triggers and finally the added risk of managing 

patients with dual diagnosis, mental health and addiction issues. Despite the above discussions, 

around half of the participants did believe that suicide was preventable, and that the TZS strategy 

could strive to reduce suicide deaths to zero, in mental health services. Other participants 

expressed their support for the strategy and felt it was positive to aim for zero suicides in mental 

health patients. Continued focus on the TZS strategy and on staff’s understanding of this is 

therefore needed to shift this culture of fear and blame that still exists but has improved over 

the past few years. A consistent regional approach to SAI reviews may assist in overcoming this. 

What the literature says 

At the organisational level, the aspirational goal of zero suicides requires a safety culture with 

strong leadership, organisational culture, and a system-wide commitment to this goal 

(Mokkenstrom et al., 2018). The New York Office of Mental Health (2013) put leadership at the 

forefront of the cultural change of Zero Suicide and challenged them to confront pessimism 

regarding the possibility of dramatically reducing or eliminating suicide. They stated that when 

leadership mobilise staff to believe that suicide can be prevented and provide tangible supports 

in a safe and blame-free environment, dramatic reductions in suicide deaths can be achieved. 
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Allison et al., (2022) also noted that leadership advocacy is essential to overcoming the barriers 

to implementing Zero Suicide strategies. Towards Zero Suicide (TZS) promotes culture change 

from an attitude that suicide is inevitable towards an attitude that suicide is preventable, and in 

Northern Ireland, the TZS Strategy has been adopted within mental health services.  Great strides 

have been made in this area since evidence from a study in Northern Ireland (NCISH, 2011) 

suggested that when asked if specific patient suicides could have been prevented, clinicians 

believed that only 9% of cases could have been.  A Zero Suicide Framework (ZSF) approach 

provides an overarching framework for leadership, cultural change, change management, 

evaluation, and innovation, while allowing for the implementation of clinical interventions most 

suited for individual services (Turner et al., 2021). Turner et al. (2021) also highlighted the 

importance of leadership at every level of the organisation setting a clear vision, but also 

emphasised the need to maintain the commitment and a daily focus to achieve this vision.  Too 

many clinicians believe that suicide is a personal choice that they cannot often influence, and if 

they intend to act to influence this choice, they will be blamed if the person dies by suicide (Zero 

Suicide Alliance, 2016). Research is emerging that has evaluated the efficacy of the Zero Suicide 

Framework and has shown a reduction in repeated suicide attempts, and a longer time to 

subsequent attempts, by patients whose care is based on a Zero Suicide Framework (Stapelberg 

et al., 2020). The Centre for Suicide Prevention (2017) highlighted that any organisation with 

strong leadership in place could effectively deal with the issue of suicide. Furthermore, they 

noted that within a healthcare system, a death by suicide must be attributed to a flaw in the 

system, not to an individual, thus, it is the culture within that system that must change.  

Implications for policy and practice 

A clear strategy with aligned policies and practice guidelines, led by organisational leadership, 

can guide, and support mental health staff to improve safety for patients and could lead to a 

reduction in patient suicides.  This organisational strategy and an improvement plan developed 

from this, would also create a more supportive work environment for staff to work together to 

reduce patient suicides.  
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Challenge 3. Access to appropriate supports for all staff when patients die by suicide would 

support a more positive culture and facilitate implementation through culture change 

In addition to the impact of the SAI review process on staff, the Phase III focus groups also 

included discussion on the emotional impact on staff, of a patient death by suicide. Disseminating 

information after an SAI review can be deeply unsettling to staff known to the patient who has 

died, and particularly so for those who are subsequently involved in the SAI review process. When 

and how to tell staff was also discussed in focus groups, as informing staff that a patient has died 

whilst they are on shift, may affect their ability to work for some time.  Focus group discussions 

also explored the types of supports currently available to staff who were impacted by a patient 

death by suicide or who were involved in an SAI review.  These supports appeared to be 

inconsistent across teams, services, and the region, with suggestions offered for how this inequity 

may be improved.  Participants expressed the need to acknowledge the impact on staff of a 

patient death by suicide and that this may require alternative types of support than that offered 

when a patient dies from other health issues. Participants also offered suggestions for alternate 

and possibly more appropriate types of support, for example from a source that is independent 

of their team, highlighting that co-creation of supports for staff is vital to ensuring that supports 

are developed that meet their needs.  

Concerns were also expressed by participants on the negative aspects of a patient suicide and 

the subsequent SAI review process on their practice. They stated that this experience and process 

could make staff risk averse and potentially drive staff to defensive practice, which may conflict 

with many of the recommendations being disseminated and the purpose of the SAI review. 

Participants’ feedback on the SAI review process raised concerns about the level of time required 

for the current process and how this can impact on their practice and workload management. 

The additional workload and pressure placed on staff who are involved in SAI reviews was 

repeatedly highlighted.  The prison mental health system was particularly highlighted as having 

even more complex processes, with multiple reviews and reports being produced resulting in 

duplication of processes and workloads. It was also mentioned how this SAI review work was 

better managed across all organisations, when specific time was allocated for this work to be 

complete. Important discussions took place across the focus groups on the impact of the SAI 
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reviews process on staff involved. Many aspects of the process were touched on from how the 

patient death was communicated to staff, through the overall review process and support for 

staff who had been working with the patient and were subsequently involved in the review. 

Participants described the thoughts and emotions they experienced when they were involved in 

an SAI review after a patient dies by suicide such as anxiety, fear, intimidation and scrutinised. 

Many of these feelings were linked to the need to be interviewed or appear before panels, 

following this death, to account for their practice with this patient. This indicated that the 

learning aspect of the review was not evident with the focus more being on the deficits and what 

went wrong. Self-blame also came out as a strong emotion and experience for staff when a 

patient dies by suicide and there is a subsequent SAI review. The long duration of some of the 

SAI reviews was also highlighted as lengthening the time staff had to wait to feel a sense of 

closure on the event and learn the outcome of the review and how this may impact them. This 

may indicate that this complex experience may be very different to the death of a patient by 

natural causes and so, may need a different and a more appropriate type of support.  

There were, however, other participants who described their experience of the SAI review 

process as more positive, which may mean there are differences in how review processes are 

chaired and facilitated across the 5 HSCTs. This would indicate that inconsistencies in culture may 

exist across the region. 

What the literature says 

The impact of patient deaths by suicide has been explored in previous literature. Multiple studies 

have found that the impact of a patient suicide on staff differed from the impact of a patient 

death from other causes.  Research found that reactions to patient suicides included: 

psychological responses such as feelings of guilt and self-doubt, changes in their professional 

attitudes, and an impact to their clinical practice such as increased sensitivity to signs of suicide 

(Fairman et al., 2014; Gibbons et al., 2019; McGuire & Murthy 2022). Gibbons et al. (2019) study 

of psychiatrists found similar results although few reported taking time off work. This could be 

explained by either high psychological resilience and/or a difficulty in acknowledging personal 

vulnerability.  Despite these issues, there are limited policies or protocols to guide staff in the 

event of a patient suicide (Gibbons et al., 2019).   
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How the family respond to the patient death was also found to impact the psychiatrist’s response 

and recovery to the patient death. A hostile response from the family meant it was harder for 

the psychiatrists to recover, however, an understanding and compassionate response was found 

to be reparative for them (Gibbons et al., 2019). This once again highlights the need for services 

to improve relationships with families and carers as outlined in section 6.3.5. To minimise the 

impact of patient deaths by suicide on mental health staff, Sandford et al., (2021), recommended 

that more should be done to prepare mental health staff for the fact that they may at some point 

in their career, lose a patient by suicide.  

Finally, a study by McGuire & Murthy (2022), focused specifically on the impact of patient suicide 

on CMHTs, who can be involved in multiple aspects of a patient’s life and can create a strong 

relationship between the team and the patient. This study found that patient suicide can have 

serious, detrimental effects on individual team members and on the team itself.  

These studies emphasise the need to address the impact of patient deaths by suicide as separate 

to the impact of other types of patient deaths and the need to develop policies and guidelines on 

how these experiences are managed (McGuire & Murthy, 2022, Fairman, et al., 2014; Gibbons et 

al., 2019). 

Furthermore, recent research has addressed the need for specific and appropriate staff supports 

in the event of a patient suicide including time allocated to staff to manage the response to this, 

attend supports, and allow additional time for involvement in an SAI review. Research has also 

highlighted how staff identified other supports that they feel are beneficial as team-based 

support strategies; debriefings; personal spiritual practices; leaves of absence; self-care activities 

and training or educational interventions (Fairman et al., 2014). The Royal College of Psychiatrists 

(2018) also identified the need to allocate time within staff’s job plans or provide relief from 

other duties, whilst staff are involved in an investigation.  

Implications for policy and practice 

Clearly identifying the impact of a patient suicide on staff, may afford a better understanding of 

the needs of staff, from when and how they are advised of the patient death, through to 

supporting them to deal with the loss of the patient and supporting them through the SAI review 
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process.  These policies and processes should then be clearly outlined and communicated to all 

staff so that they are aware of the supports available to them if they should ever have this 

experience.  

 

Challenge 4. A more transparent SAI process would build staff confidence and improve 

implementation 

This was previously discussed in section 6.3.1. challenge 4, however it is worth including in this 

section to highlight how this could contribute to an improvement in the culture of an organisation 

around SAI reviews. In addition to the previous challenge highlighting the need for adequate 

supports and resources to support staff’s involvement in SAI reviews, it was expressed through 

the Phase III focus groups that some participants felt that the SAI review process was not 

supportive of staff as this did not always include sufficient context and all-important factors at 

the time of the patient’s death.  Examples were given of SAI reviews that did not include wider 

factors such as the level of agency staff on duty or levels of staff absences when a patient died or 

the difficulties maintaining a high standard of patient records due to staff shortages or poor 

electronic systems.  

What the literature says 

The Royal College of Psychiatrists (2018) explain that effective investigations should support 

appropriate accountability at multiple levels including individual, managerial, and corporate.  In 

addition to a systems approach to error management, Walton (2004), identified the need for 

effective regulators with the appropriate legislation, resources, and tools. Regulators, being 

separate from organisations, are best placed to identify unsatisfactory work practices or 

conditions that workers tolerate or work around. The systematic literature review found that SAI 

processes should ensure that each review following a patient suicide encompasses learning 

recommendations for both frontline services and wider systemic or strategic policies and 

procedures. In doing so, recommendations would then be produced for multiple levels of the 

organisation, rather than just for frontline staff. This would ensure that any service 

improvements can make a positive impact in both the area in which the incident occurred and at 
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the wider organisational level (Kapur et al., 2016; New York State Office of Mental Health. 2013). 

Participants in the Phase III focus groups also expressed opinions that an independent process of 

SAI reviews, outside of the HSCTs, may make the process more transparent. 

 

Implications for policy and practice 

Inclusion of all relevant factors and the wider context in SAI reviews would make the SAI process 

more transparent and could provide a more in-depth understanding of both organisational and 

individual factors that are relevant to the SAI review. This would then mean that 

recommendations for change, following patient suicides would be more relevant, useful and 

would relate to both individual and organisational factors. These more relevant 

recommendations could then result in more effective changes. 

Summary 

This final finding highlighted that change was needed to the leadership and culture of 

organisations, recognising the need to move away from a culture of blame and fear to a “just” 

and “learning” culture. This study identified several areas that could support this move, the 

process of SAI reviews and the implementation of recommendations from these. The need to 

increase focus on the overall context of services in SAI reviews including organisational thinking 

and culture was identified, including a move away from a deficit model of SAI reviews to a more 

collaborative approach to learning from these. An increased focus on positive practice from SAI 

reviews and the sharing of recommendations on this was also highlighted. This finding also 

recommended that organisations embrace Zero Suicide strategies and prioritise collaborative 

working with other organisations or services who have worked to improve safety. The need to 

develop greater support strategies, both emotionally and practically to support staff through 

patient deaths by suicide and the SAI review process was highlighted. Additionally, the need to 

provide increased and adequate resources that can serve to relieve pressure on staff and the 

heavy responsibilities they hold for patient safety. It was noted that this should include continual 

contingency planning for staff absences and increased collaborative working with patients so that 

no staff member feels that the patient’s safety is their responsibility only. Continual training for 
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all service improvement strategies was identified as key to improving patient safety and the 

effective implementation of recommendations. Finally, greater transparency in the SAI review 

process, at all levels, was seen as a supportive move for staff and a potential contributor towards 

the culture change that is necessary.  

 

6.4. Contribution of theories. 

Previous sections have extensively discussed what needs to change to improve implementation 

of recommendations and by whom. This study initially sought to examine the findings against the 

three different theories or frameworks of: Quality Improvement, the Consolidated Framework 

for Implementation Research (CFIR) and Human Factors Analysis and Classifications System 

(HFACS). These were described in Chapter 1 and have been previously utilised in healthcare 

organisations to support the delivery of positive change. The introduction in Chapter 1 outlined 

that the subjectivist inductive approach adopted in this study would allow an openness to a 

variety of theoretical standpoints with no focus on one theory or framework. This allows the 

conceptual framework to evolve during the study as new knowledge, ideas and insights are 

discovered and developed (Varpio et al., 2020). Focus on a singular theory/framework can restrict 

the research process and outcomes from a study and be a barrier to adopting an approach of 

change agility (Gibbons, 2015). This wider approach allowed flexibility in determining which 

framework(s) or theories, may be appropriate to the implementation of recommendations from 

SAI review reports and allowed the researcher to consider that potentially more than one theory 

or framework may be useful, depending on the nature of the change being implemented.  

For this reason, this study included three phases which aimed to try to understand the gaps in 

the process of translating knowledge from mental health patient suicides, into practice, to reduce 

future patient suicides. The three frameworks and theories selected were considered as guiding 

principles in driving interpretation of the data in each phase of the study and informing the 

process of interpretation of results into recommendations for future research and practice.  
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6.4.1. Quality Improvement: PDSA Cycle. 

“Quality improvement is a systematic approach to improving health services based on iterative 

change, continuous testing and measurement, and empowerment of frontline teams” (Ross & 

Naylor, 2017). There are many approaches used in mental healthcare Quality Improvement 

efforts for change management and only one is reviewed here. This is the Plan, Do Study, Act 

(PDSA) approach, frequently used in change management in mental healthcare, see Figure 18. 

Figure 18. Plan, Do, Study, Act Template. Tate Publishing (2022) 

 

This PDSA Quality Cycle can effectively contribute to the successful implementation of 

recommendations if the process is followed in full and is not considered complete until 

evaluation has shown the success of the implementation, and that the desired change has been 

achieved.  

 

6.4.2. Application of Quality Improvement PDSA Cycle to the research findings. 

McNicholas et al., (2019), highlight that although this is viewed as an effective approach to quality 

improvement, the Plan– Do–Study–Act (PDSA) cycle can be challenging to use, and there is a lack 

of evidence on success rates of PDSA cycles used by front-line teams and on how the use of this 

method could be improved. McNicholas et al. (2019), also found that to improve success rates, 
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challenges needed to be overcome such as, problems with understanding the PDSA 

methodology, intention to use and application in practice. A systematic review of 73 articles, 

complete in 2014 by Taylor et al., reviewed studies which detailed PDSA cycles and found that 

less than 20% fully documented the application of a sequence of iterative cycles. This review also 

found a lack of adherence to small-scale change with only 15% reporting the use of quantitative 

data to inform progression of cycles (Taylor et al, 2014).  Despite increased investment in 

research into the improvement of healthcare, evidence of effective QI interventions remains 

mixed, with many systematic reviews concluding that QI interventions are only effective in 

specific settings (Taylor et al, 2014).  It is therefore vital that when PDSA cycles are used in relation 

to the implementation of recommendations, robust evaluation processes and a commitment to 

the iterative aspect of the cycle need to be in place. The PDSA Cycle can be used as a standalone 

process or as part of wider QI approaches (Taylor et al., 2014), although, it is unclear whether it 

can effectively be applied to large scale strategic or cultural changes within organisations 

In relation to the findings of this study, the PDSA cycle may be useful in supporting the 

implementation of all six findings, if each finding is broken down into smaller tasks and each task 

is subjected to the robust evaluation processes and commitment to the necessary iterative cycle, 

as mentioned above. In fact, Taylor et al., (2014) recommend the development of clear and 

robust standards for the use of the PDSA cycle (Taylor et al., 2014). This would improve the 

suitability of the PDSA for supporting several of the recommendations such as the involvement 

of families and carers throughout the care and treatment planning process. Using an approach 

such as the retail customer Touchpoint model, each point at which families and carers could be 

involved in the care pathway could be implemented as individual small-scale changes, which are 

part of a wider strategic process. The iterative nature of the PDSA cycle would allow each point 

of contact with families and carers to be repeatedly tested and evaluated until the objective is 

achieved for each stage. The PDSA cycle may also be applicable to smaller scale changes from 

recommendations such as changes to discharge processes or support for staff, where the process 

of continual review and revision can serve to ensure successful implementation.   
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6.4.3. Implementation Science – Consolidated Framework for Implementation Research 

(CFIR). 

Implementation science is the scientific study of the methods that can be employed to translate 

research findings into routine healthcare or organisational policy and practice and can also be 

used to translate learning into practice. It identifies gaps between knowledge and practice and 

works to develop strategies to bridge these gaps (Wensing, 2015). The Global Alliance for Chronic 

Diseases (GACD) describes Implementation Science as “the study of methods and strategies to 

promote the uptake of interventions that have proven effective into routine practice, with the 

aim of improving population health” (Global Alliance for Chronic Diseases, 2019 ).  In particular 

the Consolidated Framework for Implementation Research (CFIR) offers a framework to promote 

implementation theory development as shown in Figure 19 (Damschroder et al., 2009).  

Figure 19. The implementation process (adapted from Damschroder et al., 2009), Reid et al., 
2021. 

 

 

The CFIR contains five major domains: intervention characteristics, outer setting, inner setting, 

characteristics of the individuals involved, and the process of implementation, and can be used 

to develop evaluations and build implementation knowledge bases (Damshroder et al., 2009). 

Changes in healthcare policy and practice is a major challenge and Powell (2003), stated that it is 
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no longer acceptable or effective to simply send out new guidelines and expect change to happen 

in practice.  

 

6.4.4. Application of Implementation science CFIR to research findings 

In a systematic literature review of the use of the CFIR, Kirk et al., (2015), found that the CFIR had 

been applied across a wide variety of studies with varying objectives, settings, and units of 

analysis. However, the depth of the application of the CFIR highlighted several areas for 

improvement. This systematic review found that only a few studies reported on the justification 

for the use of the CFIR constructs and that most of the studies limited the use of the CFIR to data 

analysis only. Finally, both the outcomes of the use of the CFIR and reflections on the 

effectiveness of the CFIR to implementation research were rarely reported on (Kirk et al., 2015).  

A study by Keith et al. (2017) found the CFIR very effective when used as a guide to data 

collection, coding, analysis, and reporting of findings. It also offered a systematic, and timely 

understanding of the barriers and facilitators to effective implementation of improvements. They 

also found that using the CFIR both produced actionable findings for improving the effectiveness 

of implementation and supported the identification of improvements to implementation 

strategies for future transformation efforts (Keith et al., 2017).  

The research highlights that using the CFIR can help advance implementation science, however, 

for it to be used to its full potential, researchers must give thought to its most effective use.   

Kirk et al., (2015), made recommendations to increase the effectiveness of using the CFIR, which 

included justifying the use of the CFIR constructs; integrating the CFIR throughout the process 

and using the CFIR to link aspects of implementation to outcomes (Kirk et al., 2015). 

The CFIR may lend itself well to all the findings from this study, but particularly to those that 

recommend a more expansive approach to the development of recommendations and 

implementation and that would benefit from the inclusion of inner and outer settings, context 

and inclusion of all people involved with the implementation process. Again, the CFIR could be 

applicable to several the recommendations from this study. One example would be the 
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development of effective and fit for purpose internal communication systems due to the strength 

of this approach in data collection, analysis, and its ease of identifying facilitators and barriers to 

implementation. The inclusion of internal and external settings would also assist communication 

systems to link or collaborate with the communication systems from other organisations.  

 

6.4.5. Human Factors Analysis and Classification System - Systems Engineering Initiative for 

Patient Safety (SEIPS). 

The third theoretical approach considered to contribute to the current study was The Human 

Factors Analysis and Classification System (HFACS) particularly the Systems Engineering Initiative 

for Patient Safety (SEIPS). The HFACS focuses on human actions. Within the healthcare system, 

this approach sees the leading causes of harm as arising from human actions. However, it does 

not focus on individual’s actions but rather on the complex interactions within the system (Shale, 

2016). Human factors systems approaches are therefore important to improving quality and 

patient safety in healthcare systems.  

The SEIPS is a human factors systems approach (see figure 20), that has been successfully applied 

in healthcare research and practice (Carayon et al, 2014). It offers a much more systemic 

approach to improvement in healthcare quality and patient safety and includes all elements of 

the organisational system to gain a wider understanding of the factors that can support improved 

quality and safety. It also balances the work system and encourages the role of workers in actively 

improving healthcare quality and patient safety (Carayon et al, 2014).  
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Figure 20. Works system design for patient safety: The SEIPS Model / CHFG – Clinical Human 
Factors Group. www.cfg.org 

 

 

6.4.6. Applicability of The Human Factors Analysis and Classification System - Systems 

Engineering Initiative for Patient Safety (SEIPS) to research findings. 

The SEIPS approach can increase the range of potential solutions for improving healthcare quality 

and patient safety and can also be used to inform questions when reviewing an SAI, including 

who was involved? What were they doing? What tools/technologies they were using? Where did 

the event happen? What were the organisational conditions that contributed to the event 

(Carayon et al, 2014)?  It considers all system factors related to the event which can then allow 

the sequence of events to be mapped into a process across the various system factors (Carayon 

et al., 2014). It also considers the inclusion of the five key aspects of the work examined in the 

SEIPS model: Person; Task; Tools/Technologies; Environment and Organisation, to allow for a 

more systemic approach (Carayon et al., 2014). This means that this approach could be effective 

in supporting the implementation of the themes from this study that would benefit from a review  

of all or some of the five factors listed above.  This may be particularly applicable to the theme 

of developing clear policies and protocols for collaboration with families/carers throughout the 

care and treatment process to support implementation of recommendations. The collaborative 

work needed to address this theme would benefit from the multi-faceted systemic approach of 

the SEIPS model which includes a focus on the person; task; tools and technologies; the 

environment and the organisation. This approach may also be useful for any recommendations 
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that involve wider policy or strategic changes across teams and organisations through a review 

of the five factors listed above.  

In aiming to reduce patient suicides through the successful identification of recommendations 

from previous patient deaths and successfully implement these to prevent further patient 

deaths, this wider strategy of examining different approaches and frameworks available, offers 

flexibility to determine which framework(s) or theories, may be appropriate to the 

implementation of recommendations from SAI review reports. It also allows the researcher to 

consider that potentially more than one theory or framework may be useful, depending in the 

nature of the change being implemented.  

 

6.5. Limitations 

The limitations of this study have previously been outlined in the Chapter 3 methodology; 

however, these will be further discussed in this section in terms of how they may have impacted 

the findings. Several limitations to the study were identified previously and these are discussed 

below.  

This decision made in Phase II of the study to request only the recommendations sections of the 

SAI review reports, to maintain confidentiality, meant that recommendations were not analysed 

in their overall context. Although the Phase III focus groups highlighted that there was often a 

lack of context in the recommendations communicated, inclusion of additional information from 

SAI reviews may have improved the researchers’ understanding of these and the reason why the 

recommendation was being made.  

In Phase III of the study, data collected from focus groups was based on a limited number of 

attendees from different roles within mental health services. These views may therefore not 

represent the views of all mental health staff. A limitation of focus groups was acknowledged in 

that there may be a reluctance to raise more sensitive issues in this environment.  Additionally, 

there may be the risk of bias in the focus group process. Bias can appear in the wording of 

questions and/or in how the facilitator of the group handles participants views, particularly if 
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these are negative. Bias can also take the form of acquiescence bias, when participants want to 

agree with what the facilitator says or, desirability bias, when participants want to be regarded 

positively (Mitchell, & Branigan, 2000).  A further limitations of focus groups is the tendency for 

certain types of participants to dominate the discussion and for types of socially acceptable 

opinions to emerge (Smithson, 2000). To overcome these issues and minimise the impact of this, 

two moderators were involved in the focus group discussions and a semi-structed set of guiding 

questions, informed by Phases I and II of the study were agreed in advance by the research team.  

Initially this study aimed to complete a content analysis of the existing dissemination of regional 

recommendations from SAI reviews, to identify what extent of the focus from these was allocated 

to recommendations from patient suicide deaths. There were two main reasons why this was not 

complete, firstly due to lack of resources and time, but additionally, it was found on initial analysis 

that these reports consolidated suicide attempts and deaths by suicide into one category, so to 

identify which recommendations were being disseminated regionally from patient suicide deaths 

would have required another layer of investigation that would have required further resources.  

Finally, the impact of the Covid 19 pandemic placed a limitation on Phase III of the study as the 

initial planned 10 focus groups had to be reduced to five, due to increasing restrictions and the 

limited availability of healthcare staff. This reduced the overall sample size for this phase of the 

study.  The research team reviewed the transcripts of the five focus groups completed prior to 

the initial lockdown imposed at the beginning of the Covid 19 pandemic and agreed that the level 

of saturation was significant enough to warrant completing the study with no further focus 

groups necessary. A larger scale study involving gathering data through either a greater number 

of focus groups or survey responses may gather a greater quantity of data, although surveys may 

lose some of the depth gathered through focus group discussions.  

 

6.6. Recommendations for future research 

The empirical findings from this study, together with the literature review findings, confirm that 

gaps remain in our understanding of how to successfully implement recommendations emerging 

from patient deaths by suicide. Further research is needed in efficient and effective processes for 
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dissemination of recommendations from SAI reviews to identify best practice for communicating 

findings and future actions required. With effective processes in place for disseminating 

recommendations, future suicide prevention efforts could be improved. A systematic narrative 

review by Wyder et al., (2020) investigated system pressure points within mental health care 

systems and found that whilst most organisations conducted reviews following patient deaths by 

suicide, not all focused on synthesizing the learning from these reviews. Wyder et al., (2020), 

stated that the lack of research in this area was of real concern and working to improve 

vulnerabilities in the mental health system, through synthesizing and cascading learning from SAI 

reviews could enhance the reliability of mental health services. They also noted that identified 

vulnerabilities in mental health systems across different countries and healthcare systems, were 

notably consistent (Wyder et al., 2020), suggesting research findings from one setting could offer 

transferability to other settings. This idea of transferability of learning across different countries 

and healthcare systems, would also warrant further future research. 

Further to improvements in dissemination of recommendations, this study also highlighted the 

need for further research to support consistent evaluation processes for the effectiveness of 

implemented recommendations. The systematic review detailed in Chapter 2 of this study 

identified a lack of research focusing on implementing recommendations and evaluation of 

implementation once recommendations have been made. Furthermore, the WHO report, Public 

Action for the Prevention of Suicide (WHO, 2012) also identified the need for improved research 

and evaluation of effective interventions for the prevention of suicide (WHO, 2012) Additionally, 

WHO (2014), also recommended conducting periodic assessment of research to monitor 

progress and identify knowledge gaps and from this, redirect resources based on this evaluation 

(WHO, 2014).  

Future research should also focus on theories, models and frameworks for effective 

dissemination, implementation, and evaluation of implementation of recommendations. As 

identified in section 6.4., there are multiple theories, models, and frameworks and this study 

addressed three of these; 1. Implementation Science, particularly The Consolidated Framework 

for Implementation Research (CFIR). 2. Quality improvement: PDSA Cycle. 3. Human Factors 

Analysis and Classification System - Systems Engineering Initiative for Patient Safety (SEIPS). 
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Further research could expand exploration of other theories, models and frameworks for 

effective dissemination, implementation, and evaluation of implementation of 

recommendations.   

The need for further research to improve information sharing processes using informed consent, 

was an important sub-theme identified within this study. Fenton (2020), identified the need for 

further research on informed consent and this study concurs with that finding, following the 

feedback from the Phase III focus group analysis which identified the need for further research 

on use of informed consent across a range of mental health trusts and/or other services or 

organisations.  

It is evident from Phases II and III of this study, that further research is needed to develop clear 

policy and protocols on effective collaboration with families/carers throughout the care and 

treatment process. Implementation research has previously explored the roles of frontline staff, 

managers, and experts in QI initiatives with a much lesser focus on service users (Parker et al., 

2009).  They have proposed that future research efforts should focus on how service users can 

be effectively involved in QI processes within healthcare (Parker et al., 2009).  

Finally, the introduction of Zero Suicide Strategies in recent years has created a drive for change 

in many areas including in the leadership and culture of organisations.  More research is needed 

to identify and clarify the facilitators and barriers that may influence the implementation of Zero 

Suicide activities across all professionals and mental healthcare providers (Allison, et al., 2022). 

A huge part of the Zero Suicide strategy is facilitating a culture of change, particularly in staff 

attitudes and behaviours in this area.  Parker et al., (2009) recommend that research focusing on 

how frontline staff attitudes can be altered should explore the extent to which quantitative 

versus qualitative evidence can support this change in the attitudes and behaviours of frontline. 

They also caution against a heavy reliance on quantitative evidence when communicating with 

frontline staff and recommend the use of case studies, testimonials, and presentations to 

effectively facilitate this change (Parker et al., 2009). A lack of research on the evaluation of 

recommendations post implementation has been identified in the systematic literature review in 

Phase I of this study. WHO (2012), recommend the periodic assessment of research to monitor 
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scientific progress and identify knowledge gaps. They then suggest that resources should be 

redirected based on this evaluation (WHO 2014). More recently WHO (2021) also recommended 

an improvement to the research and evaluation of effective interventions. Previous research has 

also found that improvements can make a positive impact in both the area in which the incident 

occurred and at the wider organisational level (Kapur et al. 2016; New York State Office of Mental 

Health. 2013). 

From a suicide prevention approach, this study leaves many questions still to be answered 

through future research, however the 3 most critical questions from this study that need to be 

addressed are:  

1. Could a framework be developed of appropriate models/frameworks that can support 

improved implementation of recommendations through identifying the suitability of each 

model/framework to recommendation type? This would allow services and organisations 

a clearer pathway through the navigation of multiple change management and 

implementation models to determine which are more suitable to their needs.  

2. How best can families and carers be involved in mental health patient care and treatment 

to improve suicide prevention efforts and manage patient risk outside of the clinical 

environment? This research would inform the development of policies and protocols on 

this work. This study recommends an approach similar to the Customer Touchpoint model 

used in retail and other businesses.  

3. What consistent evaluation strategies or frameworks can be developed or adopted to 

monitor the effectiveness of implementation of recommendations to validate that 

recommendations can be operationalised and effectively reduce mental health patient 

suicides? 

 

All three of these areas of research interest me as future personal research priorities and my 

current focus is on the second question listed. I am currently preparing a research funding 

application for a study exploring how families and carers can be included and supported to be 

involved in the care and treatment of mental health patients, presenting at risk of suicide. There 
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are multiple reports and papers that identify the need to do this, however no research evidence 

available on how this should best be done. This research would adopt a collaborative approach 

between patients, families and carers and professionals to develop a framework for family and 

carer involvement in this specific area and inform policy on this. Additionally, with the research 

team are exploring the potential to complete some educational workshops with mental health 

professionals involved in SAI reviews and developing recommendation from these, addressing 

the structure, content and context of recommendations made and to develop a consistent 

approach to this. Both  these research priorities are subject to funding being received. 

 

6.7. What this study has added to what is already known 

The findings from this study add significantly to the understanding of processes that ought to be 

considered when researching the success of implementation, such as communication, 

involvement of family and carers in patient care, training and resource issues and co-creation 

approaches, all of which are explored in the above themes.  

Theme one explored in section 6.3.1. supported the need for clarity of recommendations which 

has already been identified in previous research (NCISH, 2006; HSCB-NI, 2016 and The Royal 

College of Psychiatrists, 2018).  Previous research identified the need for structural guidance 

when writing recommendations and the inclusion of both wider factors, the wider context (Royal 

College of Psychiatrists, 2018; Kapur et al. 2016; New York State Office of Mental Health, 2013; 

Donaldson et al., 2014, HSCB-NI Healthcare improvement Scotland) and improvements in the 

language used in recommendations to ensure the meaning was clear (Royal College of 

Psychiatrists, 2018). This study supports the findings of this previous research and advances that 

research by identifying the need to extend improvements in language used, not just to clinical 

terms and non-stigmatising language, but to the development of generic terms for roles, services, 

and teams within mental health services so that when recommendations are shared, it is clear 

which roles, teams, and services that these recommendations relate to. Additionally, it was found 

in the Phase I Systematic Literature review that there were also inconsistent terms in use for 

processes such as the SAI review which had different names across different countries This causes 
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difficulties in researching these processes due to the numerous terms used to describe the 

process of reviewing patient deaths. Ideally universal terms used across all organisations and 

countries would support improved clarity in this area (Ramsey et al., 2021). 

Theme two, outlined in section 6.3.2. identified the need for improved dissemination processes 

of recommendations from SAI reviews. Previous literature identified problems with existing 

review processes for SAI reviews, difficulties when recommendations are cascaded via 

management only (Royal College of Psychiatrists, 2018), the need for timely dissemination 

(Vrkleski et al., 2018; HSCB-NI, 2016; Healthcare Improvement Scotland, 2015) and an emphasis 

on the benefit of implementing the recommendations (Damshroder et al. 2009).  This study 

supports all previous findings and expands the research in this area through identifying a need 

to involve staff in collaborative development of new processes for dissemination that will address 

these barriers. Additionally, this study found that there is a need for allocated time for the 

communication of recommendations to staff, time to read through any communications on 

recommendations to ensure they are fully understood, prior to implementation.  

The need for improved evaluation of the implementation of recommendation was discussed in 

section 6.3.3. The extant literature has previously highlighted the need to build evaluation into 

all recommended changes although the literature on this is scant (Damschroder et al., 2009; 

Donaldson et al., 2014). The need to review recommendations in terms of organisational policies 

and practices, in advance of implementation, is highlighted in previous literature (Royal College 

of Psychiatrists, 2018), and finally, ensuring a process of effective feedback mechanism to staff 

was outlined in the previous literature (Royal College of Psychiatrists, 2018). This study supports 

all previous findings and advances the research in this area through recommending the 

involvement of staff in the testing of recommendations prior to dissemination to identify how 

these fit with current policies and practice and highlight where existing practices may need to be 

“de-implemented”. Additionally, this study suggests that evaluation processes should be built 

into the detail of the recommendation from the outset, so at the point of dissemination, to clarify 

how success of the implementation will be measured.  
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Improvements in information sharing processes including improved patient records and use of 

informed consent as a process were outlined in section 6.3.4. Research has highlighted concerns 

that both internal and external communications in mental health services remain an issue (Riblet 

et al. 2017; Wyder et al. 2020 and Donaldson et al., 2014) and has highlighted the need for an 

infrastructure that supports improved communication and information sharing (Damschroder et 

al., 2009; Pronovost et al., 2006; Allison et al., 2022; Royal College of Psychiatrists, 2018). Some 

of this research has identified the need for integration of electronic systems across organisations 

to overcome barriers that exist on communication and information sharing (Damschroder et al., 

2009; Pronovost et al., 2006; Donaldson et al., 2014). Research has also highlighted lack of 

knowledge and skills around use of consent as a process particularly in managing vulnerable and 

high-risk patients (Usher & Arthur, 1998; O’Neill, 2002; Whitney et al., 2004; Barnett et al., 2007). 

This study expands on the existing research by highlighting that when new infrastructures and 

systems are being developed to improve mental health services, such as more advanced 

electronic systems, it is vital that there is ongoing communication with all staff and that staff are 

brought along in the journey of implementing these changes. Failure to keep staff fully briefed 

can result in a loss of faith and create a belief that things will never change. It has also been 

highlighted in previous research that poor information on electronic systems can be detrimental 

to the SAI process as incomplete information available for review can impact the quality of 

recommendations made. This study suggests that newly developed systems should bear this in 

mind and aim to facilitate the collection and extraction of comprehensive patient information 

that can provide a full review on that patient’s journey through mental health services. Finally, 

this study expands upon existing research on the need for staff to be trained in the principle of 

informed consent by highlighting the need for continuously revisiting this in training, particularly 

with staff working with patients at high risk of harm to self or others.  

The need for clear policy and protocols to be developed on effective collaboration with families 

and carers was highlighted in section 6.3.5. Previous research has highlighted the need for 

guidance and clarity on effective engagement with and involvement of families and carers in 

patient care and how that can have a positive impact including reducing suicide risk and relapse 

rates (Mottaghipour & Bickerton, 2005; Nordentoft, et al., 2021). Current research is also 
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exploring the barriers to family and carer involvement (Kapur et al., 2021). The literature has also 

highlighted the need to support families and carers, particularly those who have lost someone to 

suicide as they themselves are then at higher risk of suicide (Murray-Swank et al., 2007). 

Additionally, research has highlighted the need to support families of patients who have died by 

suicide and who may be involved in the SAI reviews process after their loved one died (Mitchell 

et al., 2005; Runeson & Asberg, 2003, Pitman et al., 2016). Finally, the need for more empathic 

and appropriate language is highlighted in the research to ensure that families are comfortable 

with the language used when they are engaging with mental health services (Royal College of 

Psychiatrists, 2018).  This study supports the previous research findings and once again expands 

on the existing literature by identifying the need for a consistent and effective framework for 

collaborative working with families and carers throughout the patient care and treatment 

journey and suggests that mental health services should look to other industries such as the retail 

industry’s customer journey framework for guidance on how these policies could be developed. 

This study suggests that developing such as framework collaboratively with mental health staff 

and families and carers would ensure that there is clarity on engagement that meet all needs and 

that the language used is appropriate throughout. Additionally, building relationships with 

families and carers from the outset could mean that they are more likely to engage in supports 

offers and in SAI review processes, on the rare occasion that they arise.  

Improvement in the overall leadership and culture present in mental health services was outlined 

in section 6.3.6. Previous research has outlined the need to move away from a culture of blame, 

fear and inevitability and move towards a just, restorative just or learning culture and how 

realistic or achievable this is whilst retaining an appropriate level of accountability (Zero Suicide, 

2016; New York State Office of Mental Health, 2013; Donaldson et al. 2014; Healthcare 

Improvement Scotland, 2015; Appleby et al., 2006; NCISH, 2011; Scottish Government, 2018; 

Battaglia et al., 2013; Reason, 1997; Royal College of Psychiatrists, 2018). Research had identified 

that leadership is at the forefront of this change and significant work has been completed in this 

area including a shift towards highlighting areas of positive practice and the need to examine 

system factors as causes of errors in addition to individual factors (Marx, 2001; Walton, 2004; 

Kapur et al., 2021; Kaur et al., 2019). To support this move research has identified the need for a 
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more transparent review process following a patient suicide so that all aspects of care, treatment, 

the service, and organisation are explored in this review (The Royal College of Psychiatrists, 2018: 

Walton, 2004; Kapur et al., 2016; New York State Office of Mental Health. 2013). There has been 

increasing levels of research on the TZS movement and how this has impacted patient suicides. 

However, again there is more work to be done in this area (The New York Office of Mental Health, 

2013; Allison et al., 2022; Turner et al., 2021). Finally, previous research has outlined the need to 

offer adequate supports to staff working in mental health services who may have experiences 

patient suicides (Fairman et al., 2014; Gibbons et al., 2019; McGuire & Murthy 2022). 

This study supports the previous research mentioned above and has advanced this through 

identifying that specific, effective supports are developed and provided across all teams for staff 

who experience a patient’s suicide. The impact of this type of death is quite different to other 

types of deaths and research has highlighted that the impact on staff is quite different. There is 

however a lack of research on how staff who experience a patient suicide should be supported.  

This study also highlighted that although the participants in focus groups were familiar with the 

local Towards Zero Suicide initiative, these views reflected varying degrees of support and 

resistance. However, it was evident that the aspects of culture change that feature in the 

outcomes of TZS are not yet embedded across mental health services in Northern Ireland. 

Nevertheless, this study offers insights that would certainly support TZS initiatives in the coming 

months and years. Dissemination efforts of this study have been targeted to ensure the findings 

are accessible to the TZS team and to all teams across mental health services in Northern Ireland 

(See Appendix 11). Towards Zero Suicide encapsulates multiple areas of suicide prevention 

efforts in mental health services and this study contributes to knowledge and practices which can 

advance the research on implementing recommendations from SAI reviews, which can 

contribute to suicide prevention efforts in mental health service.  Each theme discussed above 

offers new research insights into implementation of recommendations that can improve the 

effectiveness of implementation.   

Finally, as discussed in section 6.5. there are multiple theories, models, and frameworks for 

effective dissemination, implementation, and evaluation of implementation of 
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recommendations. This findings from this study suggest that no single framework or theory will 

fit all the needs of change management or the implementation of recommendation and 

therefore mental health organisations may need to take a wider, more flexible approach to which 

theories and frameworks offer useful insights to support required changes.  

 

6.8. Who are the anticipated users of these research findings? 

The recommendations from this study can potentially be adopted regionally, nationally, and 

internationally. There are a range of groups who may use utilise these findings to improve 

practice in preventing suicides of mental health patients. Firstly, on a more strategic level 

organisational senior management teams and those in governmental positions involved in 

Towards Zero Suicide/Zero Suicide work, Suicide Prevention and Mental health strategy 

development and implementation. Also, those holding management positions within mental 

health services who develop policies and protocols on suicide prevention and frontline staff who 

are responsible for operationalising recommendations to translate these into practice and safer 

services. Additionally, advocacy groups of friends and families of those involved with mental 

health services and those patients who died by suicide, whilst in the care of mental health 

services, could be involved in the implementation of recommendations which require 

collaborative work with these groups.   

 

6.9. Personal Reflections on learning from this study. 

In addition to extracting learning from this study and translating this into recommendations for 

services, there has been an abundance of personal learning for the researcher. Having previously 

reflected on the experience of conducting this research in the Methodology Chapter, section 

3.12.2, it is also important that there is reflection on the overall learning from this research study 

now that it is complete. Primarily, the most vital learning was on focusing on the future impact 

of the research, from the outset of the study and at every stage of this. This has meant building 

and maintaining relationships with all stakeholders involved and identifying any barriers to 

implementation, as the study progressed. In line with this, the importance of collaboration with 
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all stakeholders involved in the research or with any stakeholder who may be impacted by this 

was highlighted throughout the study. A parallel was identified between the myriad of 

recommendations produced through SAI reviews and the similar number of recommendations 

being produced by suicide prevention research. This highlighted the need to focus on how these 

recommendations are translated into practice in frontline mental health services. This critical 

insight assisted in increasing the focus on the impact of the research, working to ensure this 

informs services and translating this research into practice.  

Other learning that was identified was the need to have appropriate supports and supervision in 

place for researchers working in the difficult area of suicide. In this study the researcher was fully 

supported through the study by both the supervision team and an external supervisor/therapist. 

This need was so evident during this study that the research team are now involved in completing 

a literature review examining best practice in supporting researchers and research participants 

who are working in this area. 

 

6.10. Summary and Conclusion 

This discussion chapter reflected on the overall results from the three phases of this study and 

the themes developed from each phase were re-stated. The main body of this chapter outlines 

the synthesis of these findings and presents them in a way that allowed the findings to evolve 

into the action phase of this thesis.  This synthesis of findings resulted in the production of the 

six themes discussed and identified 28 challenges embedded within and across the themes. Each 

challenge was explored with reference to the existing literature and associated implications for 

policy and practice.   

The themes discussed in this chapter highlight a myriad of ways that implementation of 

recommendations from SAI reviews following mental health patient suicides can be improved to 

increase the effectiveness of suicide prevention efforts in mental health services. In terms of the 

recommendations themselves it was outlined that improving clarity, adopting a framework for 

the structure of recommendations; inclusion of wider service contexts in recommendations: 
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inclusion of the wider context of the event and finally the use of plain and sensitive language can 

all serve to improve the success of implementation.  

Co-creating recommendations and the evaluation processes for these, with the staff and teams 

directly involved with the implementation was highlighted as was dissemination of 

recommendations through a timely, direct, and streamlined process which includes clear 

timescales and identifies responsibility for implementation as well as emphasising the benefits 

of implementation and examining who the anticipated users of these findings may be.  

This study also highlighted that the implementation of recommendations was also impacted by 

the need for effective internal and external communication systems and data linkage facilities. 

Additionally, the need for a greater understanding of the process of informed consent, in relation 

to information sharing from current and these newly developed systems was identified as critical 

for all staff. Finally, it was highlighted that allocating time for staff to keep abreast of all 

communication relating to SAI reviews and recommendations, from these was critical to aid 

effective implementation.  

Collaboration with families/carers throughout the care and treatment process identified the 

need to co-create clear policies and protocols on how families and carers should be meaningfully 

involved. This study suggests that mental health organisations could look to other industries that 

invest in building long-term meaningful relationships with customers, such as retail for guidance 

in this process. Appropriate and timely education and support for families and carers throughout 

this patient journey was also highlighted as vital to suicide prevention efforts in mental health 

services. 

It was highlighted that an overall change in the leadership and culture of organisations could 

support improved implementation of recommendations through a move towards a just and 

learning culture. This study found that this move could be supported by an increased focus on 

the overall context of services in SAI reviews including organisational thinking and culture, and a 

move away from a deficit model of SAI reviews to an increased focus on positive practice from 

SAI reviews.  Embracing Zero Suicide strategies was highlighted as important to reducing patient 

suicides in addition to developing more appropriate emotional and practical support for staff 
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who have experiences a patient death by suicide and who regularly work with patients at high 

risk of suicide.  Finally, continual training for all the service improvement strategies outlined 

above was identified as key to improving patient safety and the effective implementation of 

recommendations.  

The Conclusion, Chapter 7, outlines detailed recommendations developed from the findings from 

this study. Whilst outlining further recommendations may seem to conflict with previous 

explanations given, on the difficulties of making multiple recommendations to services, there 

may be slight differences in the recommendations presented here and those extracted from SAIs 

in that, the difficulties in implementing the recommendations from the SAI reviews analysed have 

been addressed throughout this study, therefore the recommendations made in Chapter 7, 

address some of the difficulties of operationalising SAI recommendations. It is the intention of 

the researcher that in addition to presenting these research findings at international conferences 

and seminars, to focus on the impact of taking this study’s recommendations to those that may 

benefit most from them. This has already been done in a regional piece of work in partnership 

with the Department of Health through an Economic and Social Research (ESRC) Impact Fund.  

The work allowed research team to engage in multiple discussions with key stakeholders across 

NI to discuss three of the research themes and how recommendations from these could be 

implemented to improve practice.  
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Chapter 7. Conclusion 

7.0 Introduction 

This thesis has so far presented the context, theory, methods, and findings of both the systematic 

literature review and the empirical study.  The recommendations made from this study have 

developed from the evidence produced in the three phases of this study and have direct 

application to Northern Ireland but are also transferable to wider geographical contexts.  

It is worth noting here that the SAI process from which the recommendations are developed is 

part of the wider Mental Health System and this study has reflected that there is a slightly 

dysfunctional culture of fear/blame, in this system although it has been found that this is slowly 

changing. Although the main thrust of the study was to identify how implementation of 

recommendations form SAI reviews could be improved, it has also highlighted broader needs 

within mental health services to prioritise time and resources to support staff to deliver services, 

to overcome communication barriers, provide additional training and expand the culture of 

involvement of wider support structures such as family and carers, as well as recognising glimpses 

of improvements when they appear and what is still needed for improvement in suicide 

prevention efforts in mental health services.  

This study directly addresses the overall aim to inform current practice in suicide prevention, 

through exploring the implementation of recommendations in mental health services, following 

patient suicides in Northern Ireland. It focuses on how the recommendations contained in 

Serious Adverse Incident (SAI) reports, completed following patient suicides, translate into 

practice. The overall themes and challenges identified directly address the three research 

objectives of this study. RO1: to inform practice on risk assessment and suicide prevention and 

consolidate learning around key themes that emerge from this analysis, was addressed in the 

themes identified. Each of the themes ultimately addressed some aspect of risk management 

and suicide prevention in each of the 6 themes discussed in this chapter. RO2: to assist in 

developing recommendations to inform policy on suicide prevention for patients in the care of 

mental health services was again addressed in the themes outlining the need for clear processes 

for developing and writing recommendations from SAI reviews, policies and processes for 
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dissemination and evaluation of the implementation of these; improvements in information 

sharing and access to patient records and development of clear policies and protocols for working 

with families and carers. Finally, RO3: to ascertain how research on best practice and the 

information that we already hold in terms of suicidal risk, correlates with the recommendations 

from HSCT SAI reviews and the implementation of recommendations produced from these, was 

addressed in each challenge identified through the exploration of the related research and the 

implications for policy and practice for each of these. 

The final recommendations from this study encompass all the above areas and range in scope 

from strategic, higher-level recommendations to simpler frontline task driven recommendations. 

Some recommendations relate to work that is already underway but not yet complete, but that 

needs to retain a focus on the importance of this. Other recommendations require an openness 

to new ideas and approaches to overcoming the barriers to implementing SAI recommendations 

from SAI reviews. In the current economic climate when resource limitations are evident, it is 

important that not all the recommendations bear an economic cost, however there will be some 

level of investment necessary to operationalise these.  

 

7.1. Chapter Structure 

This chapter will outline the six key themes discussed in Chapter 6 (Section 7.2) and will detail 

specific recommendations made for each of these themes (Section 7.3). It then summarises how 

these recommendations can contribute to mental health patient safety and work in parallel with 

Zero Suicide Strategies (Section 7.4).  

 

7.2. An Overview of Themes 

Six key themes emerged through the process of conducting thematic analysis of the Phase I 

Systematic Literature Review, the findings from the Phase II SAI recommendations and the Phase 

III focus groups.  These have been synthesised and discussed in the previous chapter. The main 

themes were:  
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1. Improved structure of recommendations would enhance clarity and reduce barriers to 

implementation. 

2. Efficient and effective processes for dissemination of recommendations from SAI reviews 

would support improved implementation. 

3. Consistent evaluation processes for the effectiveness of implemented recommendations 

would support improved implementation.  

4. Improved efficiency and effectiveness of information sharing processes and the quality 

of patient records in MH services would reduce barriers to implementation of 

recommendations.  

5. Development of clear policies and protocols for collaboration with families/carers 

throughout the care and treatment process would support implementation of 

recommendations. 

6. Improvement in the leadership and culture of mental health services would 

support learning and the implementation of recommendations. 

 

Ideally the recommendations that follow should be presented in some sort of timeline for 

implementation, however this was not possible due to the diversity of the recommendations and 

the fact that many of the recommendations run in parallel to each other or represent overarching 

strategic changes. It is therefore advised that recommendations are explored in terms of current 

policy, practice, and overall culture as part of the implementation plan.  

 

7.3. Recommendations from this study 

7.3.1. Theme 1: Improved structure and clarity of recommendations would reduce barriers to 

implementation.  

The clarity of the recommendations produced from the SAI reviews was found to be critical to 

effective implementation and a lack of clarity was creating barriers to staff’s understanding of 

the recommendations and thus impacting implementation efforts. The following three 

recommendations are made to overcome these barriers.  
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Recommendation 1. Mental Health Services should adopt the SMART framework for writing 

recommendations which offers clear guidance for creating understandable 

goals, objectives, and recommendations for a wide audience and would 

thus enhance successful implementation.  

Recommendation 2. SAI reviews should be expanded to include the wider organisational context 

in recommendations, to ensure that all aspects of services have been 

considered as part of the SAI process and inclusion of the wider context of 

the event would make recommendations clearer and more meaningful to 

facilitate successful implementation.  

Recommendation 3. Consistent language should be adopted across all aspects of the SAI process 

and the recommendations developed and language such as acronyms, 

clinical terms and insensitive language should be excluded to support 

successful implementation. Consultation with staff, patients, families, and 

carers is recommended to ensure clarity and sensitivity of language.  

 

The above three recommendations emphasise that including the wider organisational context 

in recommendations adds clarity and that improving the language used and the structure of 

recommendations, can support improved implementation.  

 

7.3.2. Efficient and effective processes for dissemination of recommendations from SAI 

reviews would support improved implementation.  

This study identified the need for efficient and effective processes for dissemination of 

recommendations from SAI reviews. This would support improved implementation of 

recommendations.  This study makes four key recommendations in this area as outlined below. 
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Recommendation 4. Wider dissemination of recommendations across teams, services, and 

organisations, would enhance the impact these could have on future suicide 

prevention efforts.  

Recommendation 5. The development of a consistent, streamlined, and effective process for 

dissemination of recommendations to staff would provide an alternative to 

cascading information via management structures and close current gaps in 

dissemination of recommendations. Ideally this process would be co-

designed with staff.  

Recommendation 6. It is recommended that SAI recommendations are communicated to staff as 

soon after the event as possible as this would support more effective and 

timelier implementation. 

Recommendation 7. Including detail on the advantages of implementing recommendations to 

both practice and the wider organisation may improve the effectiveness of 

implementation through increased understanding of recommendations. 

 

These four recommendations highlight that a timely, consistent, and streamlined process for 

disseminating recommendations to staff, ideally directly rather than placing responsibility for 

dissemination with individual managers, is crucial toy effective dissemination.  This finding also 

emphasised the importance of explaining the benefits and involving staff in co-creating new 

processes. Ultimately, an effective process of dissemination is essential to ensure all staff are 

aware of recommendations and thus in a position to support implementation.  

 

7.3.3. Theme 3: Consistent evaluation processes for the effectiveness of implemented 

recommendations would support improved implementation.  

This study identified the need for evaluation of all recommendations being implemented to 

identify barriers to successful implementation. The need for collaboration across management 

and frontline staff in all recommendations developed and the associated evaluations was also 
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outlined as important. This study makes three recommendations for improvements in evaluation 

of recommendations that can support implementation.  

 

Recommendation 8.  Full detail on the evaluation process should be included in the 

implementation plan for recommendations as this would clarify and 

support a successful implementation process. Use of the SMART 

framework would support this recommendation.  

Recommendation 9. Testing the implementation of recommendations in advance is proposed 

by this study to ensure that they fit with and do not conflict with any 

aspect of current practice. A process of de-implementation of existing 

practices may need to take place to facilitate implementation of new 

recommendations. Co-design with staff in this area is recommended.  

Recommendation 10. Developing a process for regular updates on evaluation of implementation 

of recommendations would support implementation through ongoing 

communication on the outcomes and the changes achieved. Again, co-

design of this process with staff is recommended.  

 

These three recommendations offer new insights on how to overcome a lack of standardized 

processes and unclear timescales for implementation and evaluation. They also highlight that 

involving staff in developing evaluation processes for recommendations can mean that barriers 

to these processes are addressed in advance of implementation.  

 

7.3.4. Theme 4: Improved efficiency and effectiveness of information sharing processes and 

the quality of patient records in MH services would reduce barriers to implementation of 

recommendations. 

The need to improve current information sharing policies, practices, and systems, was identified 

throughout the study. Additionally, effective communication systems need to be in place to 
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promote efficient access to and sharing of information. This study puts forward six 

recommendations for improving information sharing and the quality of patient records which can 

affect the ability to effectively implement recommendations.  

Recommendation 11. Organisations should work to improve communication between teams, 

services, across HSCTs and with external organisations to support 

implementation. It is also recommended that these systems should be co-

created with staff.  

Recommendation 12. SAI processes should include an indication of how the recommendation should 

be communicated to staff, where applicable as this would support 

implementation. 

Recommendation 13. This study recommends that organisations should support staff through the 

allocation of protected time for keeping abreast of all communication, 

including recommendations, as this is crucial to the successful implementation.  

Recommendation 14. Effective and fit for purpose internal communication systems should be 

developed which include access to up-to-date patient records and information 

pertinent to SAI reviews. This would improve overall mental health services 

including implementation of recommendations. Again, it is recommended that 

these communication systems are co-created with staff. 

Recommendation 15. Organisations should develop systems that can facilitate effective information 

sharing with external organisations, including statutory, community and 

voluntary organisations is this is critical to good practice, patient and staff 

safety and successful implementation. Again, it is recommended that these 

systems are co-created with staff in addition to the external organisations 

concerned.  

Recommendation 16. Enhanced and ongoing training on informed consent, to include both full and 

partial informed consent, and consent as an ongoing process would support 

staff in information sharing, risk management and the implementation of 

recommendations.  
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These six recommendations highlight that a focus on improving efficiency and effectiveness of 

information sharing processes and the quality of patient records has the potential to improve 

implementation of SAI recommendations. Additionally, allocated time for staff to keep abreast 

of all information shared, including recommendations, was noted as crucial to aid 

implementation.  These recommendations also highlighted, that involving staff and external 

organisations in developing relevant processes and systems can mean that barriers to these are 

addressed in advance of implementation.  

 

7.3.5. Theme 5: Development of clear policies and protocols for collaboration with families 

and carers throughout the care and treatment process would support implementation of 

recommendations.  

The development of clear policies and protocols for collaboration with families and carers, 

throughout the care and treatment process was identified as an important area for service 

improvement that would also support implementation of recommendations from SAI reviews. 

Five recommendations are made in this section for improving collaborative work with families 

and carers throughout patient care and treatment.   

Recommendation 17. Involvement of family and carers at key points in patient care and 

treatment should be supported through greater clarity on this process. 

Policies and protocols for this involvement should be developed. This 

work should be completed through co-creation with staff, service-users 

and families and carers.  

 

Recommendation 18. Appropriate and timely support should be available for families and 

carers, and this would support successful implementation of 

recommendations in this area. Co-creation of these supports with 

families and carers would ensure they meet their needs.  
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 Recommendation 19. Mental health services should look to other industries, who invest in 

building relationships with service users and customers as this may 

support mental health services to develop improved and effective 

relationships with families and carers.  

Recommendation 20.  Language used in communication with family and carers should be 

continually reviewed to improve relationships and facilitate 

implementation. Again, these reviews should be complete in 

collaboration with families and carers.  

Recommendation 21.  This study recommends greater involvement of families and carers in SAI 

processes and the development of recommendations from this process, 

as this would support improved implementation. The process for this 

involvement should be co-created with staff, patients, families, and 

carers 

 

The five recommendations made in this section identify ways in which improvements in 

collaborating with and supporting families and carers can contribute to improved 

implementation of recommendations from SAI reviews. The need for co-creation with staff and 

families and carers was highlighted across these recommendations.  

 

7.3.6. Theme 6: Improvement in leadership and culture of mental health services would 

support learning and the implementation of recommendations.  

This theme of improving organisational leadership and culture highlighted the overarching need 

for culture change in several areas including a move to a learning and just culture and continued 

support for the drive towards zero suicides in mental health services.  

The seven recommendations put forward from this theme are listed below. 
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Recommendation 22.  This study recommends a continued focus on the move away from a 

culture of blame and fear to a learning and just culture. Consultation 

and co-creation with staff may help drive this forward.  

Recommendation 23. This study has highlighted the need for improved support for staff to 

advance work on the cultural ethos of the Zero Suicide / Towards Zero 

Suicide Strategies.  

Recommendation 24. Access to appropriate and consistent support for all staff when 

patients die by suicide would support a more positive culture and 

facilitate implementation through culture change. Co-creation of 

these supports with staff is recommended to ensure they meet their 

needs.  

Recommendation 25. Greater supports for staff working with patients who are at high risk 

of suicide was also outlined as necessary to alleviate the pressure and 

responsibility held by these staff. This should include contingency 

planning for staff absences, especially unplanned absences, so that 

staff feel reassured that their patients, particularly high-risk patients 

will be supported in their absence. Consultation and co-creation with 

staff are key to ensuring these supports meet their needs.  

Recommendation 26. Greater transparency should be evident in the SAI process to 

encompass all aspects of the service at the time of a patient’s death 

by suicide. This would build staff confidence, reduce the feelings of 

blame surrounding these deaths and improve implementation. 

Recommendation 27. It is also recommended that there is an increased focus on positive or 

best practice in SAI reviews so that the focus is not always on the 

deficits in the service provided to patients. This would contribute to a 

more positive culture and would support retention and expansion of 

best practice. 
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Recommendation 28. Continuous training for the recommendations outlined in this study is 

needed to ensure that staff are well equipped to implement and 

evaluate all service improvement strategies arising from 

recommendations.  Co-creation of training plans and prioritisation of 

training needs with staff is key to effectiveness of training and its 

impact on practice.  

 

The above seven recommendations outline how improvements in organisational leadership and 

culture can ensure effective implementation of recommendations from SAI reviews. Again, the 

need for consultation and co-creation with staff was highlighted in several of these 

recommendations.  

 

7.4. Summary and Conclusion  

Reviews of patient deaths by suicide offer an opportunity to learn from these tragic events and 

implement service improvements that can contribute to safer services for patients at risk of 

suicide. Through the three phases of this study and the analysis of the data collected, this study 

has increased our understanding of the barriers and challenges involved in implementation of 

recommendations from SAI reviews following a patient suicide and has translated this 

understanding into concrete actions for change.  This final chapter of the thesis has attempted 

to bring together the original aims and objectives of the study and merge these with the overall 

findings as discussed in Chapter 6.  The key themes of this research have been translated into 28 

recommendations that can be considered at an individual level, employer level and industry level.  

The recommendations made from this study, target many systems and stakeholders who are part 

of the overall mental health system.  The aim is to positively influence policy and practice in 

relation to the implementation of recommendations from SAI reviews following patient suicides 

and any areas of practice that can support this. This would then impact suicide prevention efforts 

in mental health services, protecting some of the most vulnerable mental health patients and 

contributing to a reduction in mental health patient suicides. There has been a myriad of 
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improvements in patient safety in mental health services over recent years, particularly in line 

with the introduction of Zero Suicide strategies in mental health services. The recommendations 

from this study support existing work and could contribute to service improvement efforts being 

developed and implemented in this area.  

This study ensures that the focus on implementation of what has been learned from previous 

patient deaths by suicide is not lost and that these valuable recommendations make their way 

into policy and practice to ensure their preventative impact is felt across services. The 

recommendations presented address many of the current failings identified as barriers to 

learning and implementation of change, in mental health services. Importantly, they address the 

crucial need for this valuable learning from SAIs to be effectively and collaboratively 

implemented within MH services. Through effective implementation of change, the preventative 

impact could be felt across all MH services, to enhance the support and protection offered to this 

deeply vulnerable group of patients.  
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Appendices 

Appendix 1. Characteristics of literature meeting the criteria for the review. Peer reviewed 

papers.  
 

Author  Year Country Method Sample  Contribution Key Messages in relation to patient 
suicide 

Bojanić, L., Hunt, I. 
M., Baird, A., Kapur, 
N., Appleby, L., & 
Turnbull, P. 

2020 UK Mixed 
methods 

2 groups of patients 
were examined based 
on the time of their 
death in relation to 
discharge: patients 
who died by 
suicide within 3 d 
post-discharge (3 d 
group) and those who 
died between the 4th 
and 7th day  

i.Recommendations 17% of patient deaths in the UK are 
post-discharge. This paper highlights 
increased risk of the following: patients 
with personality disorders; patients 
who initiate their own discharge; 
increased risk of particular methods 
post discharge; supports NCISH 
recommendation of providing 3-day 
follow-up post discharge. 

Bowers, L., Banda, 
T., & Nijman, H. 

2010 UK N/A Systematic Literature 
Review including 98 
empirical studies. 

i.Recommendations Recommendations for prevention of 
suicides include: 

• Engagement with patients' family 
problems. 

• Reduction in absconding. 

• Future research should consider 
the heterogeneous subgroups of 
patients. 

• Intermittent observation for new 
admissions. 

• Repeated reassessment for longer 
stay patients. 

Corry, C., Arensman, 
E., Williamson, 
ETROR ARENEEN 
WILLMSON 

2016 Ireland Mixed 
Methods 
Study 

Data from 34 cases of 
mental health service-
user suicides in 
Donegal, Ireland.  24 
family interviews and 
contacts with General 
Practitioners involved 
in the care of the 
deceased.  

i.Recommendations Recommendations refer to 
opportunities to make a difference in 
terms of: 

• Increasing awareness 

• Improving assessment  

• The management of people at risk 
of suicidal behaviour in a mental 
health service setting.  

• Service improvement for people at 
risk of suicide 

• Supporting families in the 
aftermath of death by suicide of a 
family member.  

Flynn, S., Nyathi, T., 
Tham, S. G., 
Williams, A., 
Windfuhr, K., Kapur, 
N.,& Shaw, J.  

2017 UK National 
Longitudinal 
Survey 

113 in-patient deaths 
by suicide; Secondary 
analysis of NCISH Data.  

i.Recommendations 
 
 
 
 
 

SUI reports could be more consistent in 
content and quality 

Huisman, A., 
Kerkhof, A. J., & 
Robben,P.B. 

2011 Netherlands Qualitative 
study 

Sample of 505 suicide 
notifications was 
studied, as well as the 
evaluations of the 
suicides by the 
clinicians involved. 
 

i.Recommendations “Lessons learned” included: 

• Improving communication among 
clinicians. 

• Continuity of care. 

• Improving suicide risk assessment 
procedures. 

• More involvement of relatives in 
the treatment and the use or 
adjustment of treatment 
guidelines.  

 
 



 

320 
 

Author  Year Country Method Sample  Contribution Key Messages in relation to suicide 

Hunt L., Windfuhr 
K., Swinson N., et al.  

2010
UK 

England and 
Wales 

National 
Clinical 
Survey 

10-year (1997-2006) 
sample of people who 
had died by suicide. 
13,331 having been in 
contact with mental 
health services in the 
year prior to death  
 

i.Recommendations Paper recommends measures that may 
prevent absconding and subsequent 
suicide amongst in-patients as: 

• Tighter control of ward exits. 

• Intensive observation of patients in 
the early days of admission. 

• Improving the ward environment 
to provide a supportive and less 
intimidating experience. 

Ibrahim, S., Hunt, I. 
M., Shaw., et al.  

2016 UK Before and 
after analysis 

From a database of 
19248 suicides. 16 
service changes in 
total were examined.  
 
 

i.Implementation  
ii.Evaluation of      
implementation 

Implementation of all 
recommendations was associated with 
a significant decrease in the suicide 
rate. 

Janofsky, J. S.  2009 USA Failure 
Modes and 
Effects 
Analysis 

Analysis complete in 
one unit in one 
hospital. 

i.Recommendations 
ii.Implementation. 
iv.Leadership and 
culture. 

This paper recommends use of FMEA 
within every psychiatric inpatient 
treatment team as it offers the tools to 
map out processes, to discover 
potential critical errors and to find best-
practice improvements for their own 
institution’s psychiatric observation 
practices. This study also suggests the 
use of consistent terms to describe 
observation practices across services 
and sharing detailed process 
improvement data across institutions.   

Jayaram, G.  2014 USA Literature 
review 

N/A i.Recommendations The review identified factors that have 
been reported in the literature to have 
an impact on suicidal behaviour on 
inpatient units and showed how those 
factors were addressed. 

Links, P. S., & 
Hoffman, B. 

2005 Canada Literature 
review 

N/A i.Recommendations This study makes several program and 
policy recommendations including: 

• Regularly updating clinical 
assessment skills. 

• Using guidelines for assessment of 
patients following a suicide 
attempt.  

• Assessing the risk of suicide 24 to 
48 hours before discharge from 
hospital. 

• Incorporating education about 
reducing access to means into 
routine psychiatric care. 
 

Michaud, L; Stiefel, 
F; Moreau, D; 
Dorogi, Y; Morier-
Genoud, A; 
Bourquin, C 

2019 Switzerland Inductive 
thematic 
content 
analysis 

Analysis of 94 suicides 
within a psychiatric 
department 

i.Recommendations Identified 4 healthcare related factors 
with recommendations made for each. 
1. Patient evaluation; 2. Patient 
management; 3. Clinician training and 
4. Involvement of relevant non-clinical 
partners. 
Also identified the impact of a culture 
of blame on investigating and learning 
from patient suicide deaths. 

Mills, P. D., King, L. 
A., Watts, B.V., et al. 

2013 USA Qualitative 
study 

471 Root Cause 
Analysis reports from 
December 1999 to 
December 2011.  

i.Recommendations Recommendations made in relation to 
environmental improvements for 
improved patient safety and suicide 
prevention. 
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Author  Year Country Method Sample  Contribution Key Messages in relation to suicide 
 

Mokkenstorm, J., 
Franx, G., Gilissen, 
R., Kerkhof, A., & 
Smit, J. H. 

2018 Netherlands Observational 
study 

 24 large mental 
health institutions 
that reported 10 or 
more suicides in 2011 
and 2012 participated.  
 

ii. Implementation 
iii. Evaluation 

The effectiveness of implementation of 
10 suicide prevention guidelines. 
Improvement was noted on four out of 
ten domains: 1. The development of an 
organizational suicide prevention 
policy; 2. Monitoring and trend-analysis 
of suicides numbers; 3. Evaluations 
after suicide; and 4. Clinician training. 
 
 
 
 

Riblet, N, Shiner, B, 
Mills P., et al.  

2017 USA Thematic 
review. 

96 RCA reports of 
suicide occurring 
within 3 months of 
hospitalization.  

i.Recommendations • 47 root causes were attributed to 
problems with patient’s 
engagement in care  

• The root causes fell into 3 main 
groups: management of known risk 
of suicide, decision making to 
monitor suicide risk and patient 
engagement. 

• Communication a key issue 
emerging from the RCA reports 

Tishler, C. L., & 
Reiss, N. S. 

2009 USA Literature 
review 

N/A i.Recommendations • Recommendations are provided in 
each of these domains: 
environmental recommendations; 
patient care recommendations; 
staff training recommendations; 
hospital policy recommendations.  

Vrklevski, L P; Mc 
Kechnie, L; 
O'Connor, N.  

2018 Australia Mixed 
methods 

27 SAE review reports 
15 Interviews with 
staff involved in in SAE 
reviews. 

ii.Implementation 
iii. Evaluating 
implementation 

• Appropriateness of RCA for suicide 
is considered (questioned) 

• Low clinician engagement in 
recommendations  

• Lack of evidence that 
implementation leads to safer 
patient care.  

• Recommendations frequently 
repeat existing policy or previous 
recommendations. 

Watts, B. V., Young-
Xu, Y., Mills, P. D., et 
al. 

2012 USA Mixed 
methods 
study 

RCAs conducted 
between January1, 
1999 and March 31, 
2011,  

i.Recommendations 
ii.Implementation 
iii.Evaluation of 
implementation. 

Environmental recommendations were 
developed from an analysis of RCA 
reports and the Mental Health 
Environment of Care Checklist 
(MEHOCC), was developed. The 
implementation of this was evaluated 
and it was found that the MHEOCC was 
associated with an 87% reduction in the 
likelihood of having a suicide occur in a 
quarter.  
 
 
 

While, D., Bickley, 
H., Roscoe, A., et al. 

2012 UK Observational
, before and 
after study 
using data 
from NCISH. 

Data was collected on 
suicides between 
1997 and 2006  

i.Recommendations 
iii.Evaluation of 
implementation. 

Selected recommendations from 
previous NCISH annual reports were 
reviewed for implementation and their 
impact on a reduction in 89 mental 
health services. From 2004 onwards, 
services that had implemented 7-9 
recommendations had a significantly 
lower suicide rate than those 
implementing fewer. Key factors are 
highlighted that were found to 
contribute to this reduction.  
 



 

322 
 

Author  Year Country Method Sample  Contribution Key Messages in relation to suicide 
 

Wyder, M., Ray, M. 
K., Roennfeldt, H., 
Daly, M., & 
Crompton, D. 

2020 Australia Systematic 
Review 

14 peer reviewed 
publications included.  
9 focussed on hospital 
or psychiatric 
inpatient units. 5 
focussed on 
community 

i.Recommendations Vulnerabilities identified throughout 
the patient journey: 
1. Point of entry; 2. Transitioning 
between teams; 3. Point of exit; 4. 
Information gathering; 5. Inadequate 
/incomplete assessment; 6. Lack of 
family involvement; 7. Information 
flow; 8. Enhancing 
policy/guidelines/documents and 9. 
Training. 
Additional themes: policies and 
protocols not always followed; 
treatment not in line with current 
guidelines; access to means and 
observation and lack of specialist 
services in the community. 
 

 

 

Appendix 2. Characteristics of literature meeting the criteria for the review. Reports and 

Policy Documents.  
Author  Year Countr

y 
Method Sample  Contribution Key Messages 

Avoidable Deaths 
Report 

2006 UK National 
Longitudinal 
Survey 

6,367 cases of 
suicide by current or 
recent mental 
health patients, 
occurring between 
April 2000 and 
December2004. 

i.Recommendatio
ns 
ii.Implementation 

This report contains findings and 
recommendations for future suicide prevention 
including: 

• Absconding from in-patient wards. 

• Transition from in-patient ward to the 
community.  

• Use of CPA and management of risk.  

• Responding when a care plan breaks down. 

• Attitudes to prevention. 

• Observation on in-patient wards.  

• Ward environment. 

• Dual Diagnosis 

• Suicide in older people 
 

Lessons for Mental 
Health Care in 
Scotland.  

2008 Scotlan
d 

National 
Longitudinal 
Survey 

Deaths by suicide 
for the period 
January 2000 to 
December 2005.  

i.Recommendatio
ns 

“Key messages” for services makes 
recommendations in the areas of: 

• Suicide rates. 

• Prevention by mental health services. 

• Alcohol and drugs.  

• In-patient care.  

• Community care. 
 

Incident Reports and 
Root Cause Analyses 
2002-2008: What They 
Reveal about Suicide. 
New York State Office 
of Mental Health.  
 
 
 
 
 
 
 

2009 USA N/A 122 Reports. 2002-
2008.  

i.Recommendatio
ns 

Recommendations relate to: 

• Suicide risk assessments including a 
checklist.   

• Developing a psychiatric transfer form. 

• Improvements to assessment processes and 
paperwork.  

• Environmental issues. 

• Monitoring and supervision of patients.  

• Discharge planning 

• Treatment issues. 

• Access for all team members to relevant 
information. 

• Better communication with other providers.  

• Provision of staff training.  
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Author  Year Countr
y 

Method Sample  Contribution Key Messages 

Suicide and Homicide 
in Northern Ireland. 
National Confidential 
Inquiry into Suicide 
and Homicide by 
People with a Mental 
Illness.  
 

2011 Northe
rn 
Ireland 

National 
Longitudinal 
Survey 

1,865 suicides 
occurred in 
Northern Ireland in 
this period 2000-
2008  

i.Recommendatio
ns 

“Recommendations” are made for the following: 

• Suicide in mental health patients. 

• Suicide in young people. 

• Alcohol and drug misuse. 

• In-patient suicide. 

• Post-discharge care. 

• Missed contact.  

• Risk recognition. 
 

The National 
Confidential Inquiry 
into Suicide and 
Homicide by People 
with a Mental Illness. 
Annual Report.  

2012 UK National 
Longitudinal 
Survey 

 i.Recommendatio
ns 

“Key messages for service” suggest: 

• Improvements in patient safety across all 
countries, especially among in-patients 
should be maintained. 

• Safer prescribing of psychotropic drugs 
remains important.  

• Services should now focus on safety in crisis 
resolution/home treatment.  

• Safety in mental health services could be 
improved by addressing co-morbid use of 
alcohol, especially in Scotland and Northern 
Ireland. 

• Suicide prevention in N. Ireland faces 
difficulties due to rising rates, increased 
suicides by hanging, and a strong 
association with alcohol. 

 
 

New York State Office 
of Mental Health. 
Getting to the Goal: 
Suicide as a Never 
Event in New York 
State.  
 

2013 USA Report N/A i.Recommendatio
ns 
ii.Implementation 
iv. Leadership and 
Culture. 
 

Recommendation from report include: 

• Relying on data and scientific evidence to 
drive improvements in care.   

• Creating a culture of safety.   
 
 

Patient Suicide the 
Impact of Service 
Changes. A UK wide 
study.  
 

2013 UK National 
Longitudinal 
Survey 

Data from National 
Longitudinal Study 
on patient suicides 
from 1997-2011.  

i.Recommendatio
ns iii.Evaluation of 
implementation 

This report highlights the impact of 
recommendations from previous NCISH reports 
on suicide prevention. Trusts that implemented 
more than 10 recommendations or service 
changes had lower suicide rates than those that 
implemented 10 or fewer.   
 

The National 
Confidential Inquiry 
into Suicide and 
Homicide by People 
with a Mental Illness. 
Annual Report.  

2013 UK National 
Longitudinal 
Survey 

Data on suicides 
from 2001-2011  

i.Recommendatio
ns 
ii.Implementation 

“Recommendations for services” to include: 

• Maintain services for dual diagnosis 
patients.  

• Address the economic difficulties of 
patients.  

• Improve safety in crisis resolution/home 
treatment (CR/HT).  

• Be vigilant about the suicide risk from 
opiates. 

• Continue the successful safety focus on 
wards.  

• Strengthen specialist services and risk. 

• Management for patients who are misusing 
alcohol or drugs. 

• Use CTOs more effectively.  

• Ensure that all in-patients are included in 
reviews 

• Introduce or maintain assertive outreach 
services. 
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Author  Year Countr
y 

Method Sample  Contribution Key Messages 

Thematic Review of 
Mental Health Serious 
Adverse Incident 
Reports Relating to 
Patient Suicides with 
Recommendations 
and Implementation 
plan.  
 

2014 Northe
rn 
Ireland 

Thematic 
Analysis 

Review of 100 
Serious Adverse 
Incident (SAI) 
reports, related to 
suicide in mental 
health services in 
Northern Ireland.   
 

i.Recommendatio
ns 

Themes identified were related to: 

• Communication and Record Keeping. 

• Risk assessment and management 

• Policy adherence 

• Liaison with families 

• Training issues  

• Care planning. 
 

The National 
Confidential Inquiry 
into Suicide and 
Homicide by People 
with a Mental Illness: 
Annual Report. 
 

2014 UK National 
Longitudinal 
Survey 

18017 suicides in 
the UK from January 
2002 to December 
2012.  

i.Recommendatio
ns 

The report offers recommendations on: 

• Suicide after discharge from hospital. 

• Suicide by hanging. 

• Suicide by patients under crisis 
resolution/ home treatment team. 

• Patient suicides. 

The Right Time the 
Right Place: An Expert 
Examination of the 
Application of Health 
and Social Care 
Governance 
Arrangements for 
Ensuring the Quality-
of-Care Provision in 
Northern Ireland.  
 

2014 Northe
rn 
Ireland 

N/A N/A i.Recommendatio
ns iv.Leadership 
and culture. 

Recommendations relevant to patient suicide 
include: 

• Coming together for world class care. 

• Strengthening commissioning 

• Better regulation 

• Making incident reports really count 

• A beacon of excellence in patient 
safety 

• System wide data and goals 

• Moving to the forefront of new 
technology 

• A much stronger patient voice. 

National confidential 
inquiry into suicide 
and homicide by 
people with a mental 
illness, Annual report. 
 

2015 UK National 
Longitudinal 
Survey 

1876 suicides in 
2013 plus total 
patient suicide data 
2003-2013  
 

i.Recommendatio
ns 

“Clinical Messages” offer recommendations on: 

• Suicide in male patients 

• Pressures on acute care 

• Suicide by opiate overdose 

• Working with families 

Learning from adverse 
events through 
reporting and review: 
a national framework 
for Scotland.  

2015 Scotlan
d 

N/A N/A i.Recommendatio
ns 
ii.Implementation 
iii.Evaluation of 
implementation 
iv.Leadership and 
culture. 

Policy document including policy and procedures 
on sharing learning from serious adverse events 
to support changes in practice and quality 
improvement.  Policy describes policy and 
procedure for all four themes of identifying 
recommendations; implementation of these; 
evaluation of changes and the role of leadership.  
 

Healthy Services and 
Safer Patients. Links 
Between Patient 
Suicide and Features 
of Mental Health 
Service Providers.  
 
 
 

2015 UK Data from a 
National 
Longitudinal 
Survey. 
Observational 
Study. 

13,960 suicides for 
individuals who died 
between 2004 and 
2012.  

i.Recommendatio
ns iii.Evaluation of 
implementation 
iv.Leadership and 
culture. 

Key messages for services include 
recommendations:  
1. The health of mental health provider 
organisations may impact patient safety.    
2. Patient complaints and staff turnover may be 
markers of patient suicide risk; high or rising 
rates for these factors should act as a safety 
alert to services and commissioners.     
3. The link between non-medical staff turnover 
and patient suicide could be causal; suicides may 
be more likely when there is a lack of continuity 
in care.  
4. Services are often unsure whether to attach 
significance to a rise in suicide in a single year. 
An accompanying rise in safety incidents overall 
should raise concerns.    
5. Higher rates of complaints and safety 
incidents may be taken as evidence of an open 
reporting culture; our findings suggest they may 
also reflect real safety concerns.  
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Author  Year Countr
y 

Method Sample  Contribution Key Messages 

Inpatient suicide 
under observation. 
National confidential 
inquiry into suicide 
and homicide by 
people with a mental 
illness.  

2015 UK Data from a 
National 
Longitudinal 
Survey. 
Mixed 
methods 
study.  

124 in-patient 
suicides under 
observation 2006-
2012.  

i.Recommendatio
ns 

“Key Messages for Services include 
recommendations on: 

• The current observation approaches  

• The observation as an acute 
intervention and component of a 
care plan and risk management plan.    

• Balance of observation and active 
engagement  

• Observation as an acute intervention  

• Suicide under observation 
(intermittent or constant)  
Serious breaches of protocol  
 

National confidential 
inquiry into suicide 
and homicide by 
people with mental 
illness. Annual report 
and 20-year review. 

2016 UK National 
Longitudinal 
Survey 

18,172 suicides by 
patients in the UK in 
2004-2014.   
 
 
 
 
 
 

i.Recommendatio
ns  

“Clinical messages” offer recommendations on: 

• Acute care 

• Alcohol and drug misuse 

• Restricting suicide methods 

• New groups at risk 

• Self-harm 

• Avoidable deaths 

• Key elements of safer care in mental health 
and the wider healthcare system. 
 

Procedure for the 
reporting and follow 
up of serious adverse 
incidents. Northern 
Ireland Health and 
Social Care Board. 
 

2016 Northe
rn 
Ireland 

N/A N/A 
 
 
 
 
 
 

i.Recommendatio
ns 
ii.Implementation 

Offers recommendations: 

• communication  

• dissemination of recommendations from SAIs  

• SAI process is scrutinised.  

• Regional policy and implementation process is 
detailed. 

National confidential 
inquiry into suicide 
and homicide by 
people with mental 
illness.  

2017 UK National 
Longitudinal 
Survey 

1538 individuals 
who died by suicide 
or are convicted of 
homicide, in the UK 
in 2015. Plus, data 
from previous 10 
years 2005-2015. 
 

i.Recommendatio
ns 

“Clinical Messages” give recommendations on: 

• In-patient care 

• Post-discharge care 

• Diagnostic groups 

• Reducing suicide by opiate overdose 

• Alcohol and drug misuse 
 
 

Safer Care for Patients 
with Personality 
Disorder.  

2018 UK Mixed 
methods 

154 patients with 
Personality Disorder 
(PD) who died by 
suicide and 41 
convicted of 
homicide.  
 
 

i.Recommendatio
ns 
ii.Implementation   

• Findings indicated several failings in 
PD specific service provision 

• Recommendations are made to 
improve consistency, clarity, and 
bespoke service provision for this 
group.   

 
 

Scotland's Suicide 
Prevention Plan - 
Every Life Matters 

2018 UK Report N/A i.Recommendatio
ns 
iv.Leadership and 
Culture 

Leadership - Leaders at a national, regional, and 
local level have a key role to play in creating a 
culture that ensures that learning is taken from 
every death by suicide, to help prevent future 
suicides. 
Learning from deaths by suicide – action point 
10: develop appropriate reviews into all deaths 
by suicide and ensure that the lessons from 
reviews are shared and acted on. There must be 
review and learning from every death by suicide, 
translating into action at national and local 
levels. We will ensure that reviews into deaths 
from suicide are implemented into a learning 
approach and involve multiple agencies where 
necessary. 
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Author  Year Countr
y 

Method Sample  Contribution Key Messages 

The National 
Confidential Inquiry 
into Suicide and Safety 
in Mental Health. 
Annual Report.  

2018 UK National 
Longitudinal 
Survey 

17931 Patients who 
died by suicide 
National Survey. 

i.Recommendatio
ns 
 

• “Clinical messages” make reference to “10 
ways to improve safety” Call for renewed 
emphasis on (1) improving the physical 
safety of wards, with the removal of 
potential ligature points (2) care plans at 
the time of agreed leave (3) development 
of nursing observation as a skilled 
intervention 

• Follow up within 2-3 days after hospital 
discharge; safe prescribing of opiates and 
psychotropic drugs; reducing alcohol and 
drug misuse 

• Also, female in-patient needs, needs of 
under 20s and students self-harm 
management and comorbid substance 
misuse. 

The National 
Confidential Inquiry 
into Suicide and Safety 
in Mental Health. 
Annual Report. 

2019 UK National 
Longitudinal 
Survey 

18,024 suicides by 
patients  
in the UK in 2007-
2017 (excluding 
data in 
Northern Ireland in 
2017), 28% of all 
general population 
suicides. 

i.Recommendatio
ns 
 

“Clinical messages” make reference to “10 ways 
to improve safety” Emphasis on (1) In-patient 
and post-discharge care remain times of high 
risk for suicide. (2) Alcohol and drugs as common 
antecedents of suicide. (3) Measures those 
services can take to reduce risks associated with 
methods of suicide. (4) Patients aged 75 and 
over. (5) Female patients aged under 25. (6) 
Homeless patients. (7) Patients with anxiety 
disorders and (8) Internet risks.  
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Appendix 3. School Research Ethics Committee Letter of Approval 
 

 

The School of Nursing  
and Midwifery  

Queen’s University Belfast  
Medical Biology Centre  

97 Lisburn Road  
BELFAST BT9 7BL  
Northern Ireland  

Tel: 028 9097 2233/2061  
Fax: 028 9097 2328  
nursing@qub.ac.uk  

www.qub.ac.uk/nur 

27 November 2018  
 
Ref: 12. CRamsey 07.18.M6.V2  
 
Ms Colette Ramsey  
School of Nursing and Midwifery  
Queen's University Belfast  
Medical Biology Centre  
97 Lisburn Road  
Belfast  
BT9 7BL  
 
Dear Ms Ramsey,  
 

SCHOOL RESEARCH ETHICS COMMITTEE 
 
RE: A qualitative analysis of how learning from Serious Adverse Incident reviews can contribute to reducing 
deaths by suicide of people in the care of Mental Health Services  
 
Thank you for your recent submission to the School of Nursing and Midwifery Research Ethics Committee. I wish to 
advise you that your application has been approved and you can now commence with your study. This approval 
has been given by Chair’s Action as agreed at the last meeting.  
To complete the Research Governance process, you should complete the Gov 3 form (request for sponsorship of a 
research project) and forward this along with your protocol to Ms Louise Dunlop at the Research Governance 
Policy Office. In addition, please ensure the project is recorded on the PURE system.  
 
Yours sincerely  
 

 

Dr Oliver Perra  
Chair, School Research Ethics Committee  
School of Nursing & Midwifery  
 

http://www.qub.ac.uk/nur
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Appendix 4. Participant information sheet 
 

 

 

 

 

Participant Information Sheet 

 

 

Title of study: A qualitative analysis of how learning from Serious Adverse Incident reviews can 

contribute to reducing deaths by suicide of people in the care of Mental Health Services. 

 

1. Invitation Paragraph 

You are being invited to take part in a research study. Before you decide whether, or not to take 

part it is important that you understand why the research is being done and what it will involve. 

Please take the time to read the following information carefully and discuss it with others if you 

wish. Please ask us if there is anything that is not clear or if you would like more information. 

Thank you for reading this’. 

 

2. What is the purpose of the study? 

This study will apply a novel and innovative approach to examining and challenging the learning 

process applied to suicide prevention within mental health services, through examination of the 

recommendations from SAI reports completed following patient suicides across Northern Ireland 

from January 2015 to December 2016. The research will evaluate how effectively these 

recommendations are implemented and incorporated into suicide prevention initiatives within 

mental health services through focus groups with mental health professionals throughout 

Northern Ireland.  
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3. Why have I been chosen? 

You have been chosen to participate as you work as mental health professional in Northern 

Ireland and have been in your post for more than 1 year. 10 focus groups will be held across 

Northern Ireland, and it is anticipated that each focus group will consist of approximately 8 mental 

health professionals.   

 

4. Do I have to take part?  

It is up to you to decide if to take part. If you do decide to take part, you will be given this 

information sheet to keep and you will be asked to sign a consent form. If you choose to take part, 

you can change your mind at any time prior to participation in the focus group and withdraw from 

the study without giving a reason.  

 

5. What will happen to me if I take part? 

If you decide to take part, you will attend 1 focus group which should last about 1 hour. Each 

Focus group will be recorded and later transcribes for analysis as part of this research study. 

Details of all participants will remain confidential outside of the focus group and you have the right 

to ask for comments to be removed from the records if you wish. There will be an opportunity 

before and after the focus group to ask any questions that you may have. 

 

6. What are the possible risks or disadvantages of taking part?  

Whilst every effort will be made to avoid the discussion of sensitive information, topics that are 

emotive to participants may arise during the discussion. Participants will be made aware at the 

beginning of the focus group, how they can access support if this is needed. Contact numbers for 

the relevant EAP service will provided to each participant.  

 

7. What are the possible benefits of taking part? 

There is no direct benefit to the participants of taking part in the research. The research may 

however provide wider benefits to mental health services through a greater understanding of how 
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implementation of recommendations, following patient suicide, may be implemented more 

effectively, to prevent future patient suicides.  

 

8. What if something goes wrong? 

If you have any concerns about any aspects of the study, you can contact the Chief Investigator, 

Dr Karen Galway; Email: k. galway@qub.ac.uk, Tel: 02890-972461. Should you remain unhappy 

and wish to make a formal complaint, you can contact the Research Governance Team at 

Queen’s University Belfast (Telephone: 028 9097 2529; Email: researchgovernance@qub.ac.uk).  

 

9. Will my taking part in this study be kept confidential? 

Participants in focus groups will not be identified and any direct quotes will remain anonymous. 

Recordings, transcriptions, and analyses of data will be held securely on encrypted laptops and 

in locked filing cabinets in Queen’s University school of nursing. Any identifiable information will 

not be used in publications.  

 

10. What will happen to the results of the research? 

The results of this research will be disseminated through the following routes: 

• Local presentations to key stakeholders such as HSCTs, Regulation and Quality 

Improvement Authority, Public Health Agency, The All-Party Group on Suicide 

Prevention and Department of Health. 

• Conference presentations such as IASP 2019 

• Summary of research for participants – on request 

• Peer reviewed publications 

 

 

11. Who is organising and funding the research? 

This research is being undertaken as part of a PhD. The research is being funded through the 

Department for the Economy (DfE) through Queen’s University Belfast.  

 

mailto:researchgovernance@qub.ac.uk
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12. Who has reviewed the study? 

This study has been reviewed by the Office for Research Ethics Committees Northern Ireland 

(ORECNI).   

 

13. Contact for Further Information 

Should you require further information about the study please contact Colette Ramsey; Email: 

cramsey07@qub.ac.uk ; Tel: TBA.  

Thank you for your interest in this study and for taking the time to read through this 

information sheet. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:cramsey07@qub.ac.uk
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Appendix 5. Consent Form 
 

 

 

  

CONSENT FORM 

 

 

Participant Identification Number: 

________ 

Title of Project: A qualitative analysis of how learning from Serious Adverse Incident reviews 

can contribute to reducing deaths by suicide of people in the care of Mental 

Health Services. 

Chief Investigator:  

Dr Karen Galway 

Study Number: 

 

 

 

         Please initial box 

 

 1. I confirm that I have read, or had read to me, and understand the 
information sheet dated dd/mm/yyyy, version xx for the above study. I 
have had the opportunity to ask questions, and these have been 
answered fully. 

 

 

 2. I understand that my participation is voluntary, and I am free to withdraw 
at any time prior to attending the focus group. Once the focus group has 
commenced, participants can still opt out at any time but any recorded 
data up to that point will be retained. Details of all participants will remain 
confidential outside of the focus group and you have the right to ask for 
comments to be removed from the records if you wish.   

 

 

 3. I understand the study is being conducted by researchers from Queen’s 
University Belfast and that my personal information will be held securely 
on university premises and handled in accordance with the provisions of 
the Data Protection Act 2018. 

 

 

 4. I understand that data collected as part of this study may be looked at by 
authorized individuals from Queen’s University Belfast or NHS/HSC 
Trusts where it is relevant to my taking part in this research. I give 
permission for these individuals to have access to this information.  
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 5. I understand that the information I provide may be published as a report. 
Confidentiality and anonymity will be maintained, and it will not be possible 
to identify me from any publications. 

 

 

 6. I understand that this study is confidential but there are limits to this 

confidentiality.  Revelations that are criminal or in clear breach of good 

medical practice may require confidentiality to be broken by the 
researchers. 

 

 

 7. I understand that what is discussed during the focus group is confidential 
with the exception that if I disclose information that indicates that I am at 
risk of harming myself or others, or in danger of being harmed by someone 
else, the researcher is legally obliged to pass on this information on 
following NHS Trust processes as detailed in the relevant Child and 
Vulnerable Adult Protection policies. 

 

 

 8. I understand the focus group will be tape recorded and there is a 
possibility of direct quotation being used in publications. 

 

   

   

 9. I agree to being contacted at a later date and invited to take part in future 
studies of a similar nature. I understand that I am only agreeing to receive 
information and I am under no obligation to take part in any future studies. 
If you decide not to consent to being contacted in the future, it will not 
have any influence on your involvement in this particular research study. 
 

 

        10. I agree to take part in the above study  

 

 

 

_________________________ ___________________________                _________ 

Name of Participant (please print) Signature   Date 

 

 

Colette Ramsey__________________ ___________________________                _________ 

Name of Person Taking Consent Signature   Date 

(Please print) 
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Chief Investigator or Researcher Contact details: 

 

Colette Ramsey     Dr Karen Galway 

School of Nursing and Midwifery    School of Nursing and Midwifery  

Queen’s University     Queen’s University 

97 Lisburn Rd,      97 Lisburn Rd,  

Belfast BT9 7BL     Belfast BT9 7BL 

Email: cramsey07@qub.ac.uk   Email: k.galway@qub.ac.uk 

Telephone: tba     Telephone: 07967735102 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:cramsey07@qub.ac.uk
mailto:k.galway@qub.ac.uk
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Appendix 6. Letter of invitation 
 

 

 

 

School of Nursing and Midwifery 

Queen’s University 

97 Lisburn Road 

Belfast, BT9 7BL 

Cramsey07@qub.ac.uk 

Telephone: TBA 

Date: xx/xx/xxxx 

Mental Health Professionals 

Health and Social Care Trust Name 

Address 

Address 

 

Dear Sir / Madam 

 

Re: Invitation to participate in a focus group on (enter date) 

 

I am a PhD research student at Queen’s University Belfast and my research involves 

completing a qualitative analysis of how learning from Serious Adverse Incident reviews can 

contribute to reducing deaths by suicide of people in the care of Mental Health Services. 

A vital part of this research is speaking to mental health teams to gain insight into the current 

process of learning from patient suicides. For this reason, I am inviting mental health 

mailto:Cramsey07@qub.ac.uk
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professionals who have worked in this area for at least 1 year, to participate in the focus groups 

being held in your Health and Social Care Trust. 

Please find attached a participant information form. If you are interested in attending your local 

focus group or have any questions about this research, please contact me on 

cramsey07@qub.ac.uk or on (enter telephone number here - TBA).  

Thank you for taking the time to read this information. 

Yours sincerely 

 

Colette Ramsey 

PhD Student 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:cramsey07@qub.ac.uk
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Appendix 7. Leaflets and Posters  
 

Invitation to a Focus  

Group—suicide in mental 

Health services.  

 

You are invited to a focus group for mental health professionals to discuss learning 

from patient suicides. This focus group is part of a research project examining the 

implementation of learning following patient death by suicide. Your feedback is 

vital to this research to understand how effective current policies and processes 

are in translating this learning to changes in practice. Attendance is on a voluntary 

basis and all information discussed at the focus group will remain confidential. 

Venue: (Enter venue details here) 

Date:  (Enter date here) Time: (Enter time) 

If you are interested in attending, or have any questions about this 
research or the focus groups, please contact: 

 
Colette Ramsey     Dr Karen Galway 

Email: cramsey07@qub.ac.uk   Email: k.galway@qub.ac.uk   

Tel: TBA – phone currently   Tel: 07967-736102 

Being procured 

  
Our Local Collaborator is: (Enter name here) 

 

 

mailto:cramsey07@qub.ac.uk
https://www.google.co.uk/url?sa=i&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwjh076kqLLbAhUiAcAKHQsjAPcQjRx6BAgBEAU&url=https://healthcare-staff.co.uk/about-us/nursing/&psig=AOvVaw33gBzlhoqsMtP8TSs8L5mU&ust=1527937252356339
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Appendix 8. Topic Guide 
 

 

Focus Group Topic Guide 

 

Introduction 

Title of study: A qualitative analysis of how learning from Serious Adverse Incident reviews can 

contribute to reducing deaths by suicide of people in the care of Mental Health Services. 

 

Aims 

Thank everyone for participating in the focus group. There are a few key aims of the focus 

group: 

 

To gauge mental health professional’s awareness of how recommendations for learning from 

patient deaths by suicide are implemented. 

 

This focus group will be digitally recorded and transcribed for research purposes, but transcripts 

will be anonymised.  

 

Are there any questions before we begin the session?  

 

Group contract 

Gain agreement from group that discussions from the focus group will remain confidential. If 

during discussions a participant indicates that there is a risk to themselves or others highlights 
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malpractice issues, confidentiality may be breached to address this. There is also a Distress 

Protocol in place if the content of the discussion impacts on any participant and causes distress. 

One voice at a time as the recording will only pick up one voice at time. 

 

Topics to be covered. 

1. Awareness 

What do you know about the Serious Adverse Incident Process following a patient death by 

suicide? Prompt – has anyone ever been involved in this process in anyway? 

2. Communication 

How do you receive communication about outcomes of SAI reviews? 

What format does this take?  

Who does this come from? 

 

What sort of recommendations can you share in broad terms (bearing in mind confidentiality)? 

Researcher to give recent examples of recommendations from SAI reviews from this HSCT and 

other HSCTs to check how these have been communicated. 

 

3. Implementation 

In your experience how does learning from SAI reviews get translated into practice? 

What changes have you been asked to make in clinical settings as a result of SAI review 

recommendations? 

Can you give specific examples of changes to practice following an SAI review? 

 

4. Impact 

How is this learning process working for you as practitioners? 

How could this process of learning implementation be improved? 

What are the barriers to the implementation of learning? 
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Conclusion  

Is there anything else you would like to add that we have not already discussed? 

Are there any particular statements that you do not wish to be transcribed? 

  

A summary of the results of the research can be provided to all participants, on request. 

 

Thank you for taking the time to attend the session and for your valuable feedback throughout 

the session. 
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Appendix 9. Distress Protocols 
 

Distress Protocol  

Part 1 - Research Participants  

(Adapted from Haigh and Witham, 2013) 

 

 

 

Distress

•A participant indicates they are experiencing a high level of stress 
or emotional distress   OR 

•exhibit behaviours suggestive that the discussion/interview is too 
stressful such as uncontrolled crying, shaking etc 

Stage 1 
Response

•Stop the discussion/interview. 

•One of the researchers will offer immediate support and assess mental state:

•Tell me what thoughts you are having?

• Tell me what you are feeling right now?  

• Do you feel you are able to go on about your day?     

•Do you feel safe? 

Review

•If participant feels able to carry on; resume interview/discussion

•If participant is unable to carry on - Go to stage 2 

Stage 2 
Response 

•Remove participant from discussion and accompany to quiet area or 
discontinue interview

•Encourage the participant to contact their EAP or Line Manager, whichever 
they are comfortable with OR Offer, with participant consent, for a member 
of the research team to do so. 

Follow up

•Follow participant up with courtesy call (if participant consents)                                                           
OR Encourage the participant to call either if he/she experiences increased 
distress in the hours/days following the focus group 
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Distress Protocol  

Part 2 –Researchers  

(Adapted from Haigh and Witham, 2013) 

 

 

 

 

 

 

 

 

Pre-data 
collection

•The researcher  should  consider the potential physical and psychological 
impact on the researcher of the participants description of life experiences

•The researcher should  consider how many focus groups can be undertaken 
in a week

•The researcher should be aware of the potential for emotional exhaustion

Data collection 
stage

• regular scheduled debriefing sessions with a named member of the 
research team may be encouraged to journal their thoughts and feelings 
which may then become part of fieldwork notes in some research 
approaches

Analysis

•is alerted prior to transcription review of potentially "challenging" or 
"difficult" focus group transcriptions.

•has regular scheduled debriefing sessions with a named member of the 
research team 

Follow up

•Encourage the researcher to access supervision if  he/she experiences 
increased distress in the hours/days following focus groups or 
transcription
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Appendix 10. Research Advisory Committee Members 
 

PhD Title:  

A qualitative analysis of how learning from Serious Adverse Incident reviews can 

contribute to reducing deaths by suicide of people in the care of Mental Health Services.  

Research Team: 

Dr Karen Galway, First Supervisor 

Professor Gavin Davidson, Second Supervisor 

Ms Colette Ramsey, PhD Student 

 

Name Position 
1. Ian McMasters  Medical Advisor – Department of Health. Member 

of steering group for the National Confidential 
inquiry into Suicide & Homicide through the 
University of Manchester. NCISH. 

2. Dr Gerry Lynch  

Deputy - Dr Stephanie Campbell  

Consultant Psychiatrist and vice-president of 
@rcpsych and chair of @rcpsychni 

3. Dr Lourda Geoghegan  Medical Director and Director of Improvement 
RQIA 

4. Professor Siobhan O Neill  Professor Ulster University – Mental Health 

5. Dr Mark Roberts  

Deputy – Janet Haines Wood  

Clinical Director – HSC Safety Forum 

6. Richard Bunn  Consultant Psychiatrist, Shannon Clinic Regional 
Forensic Unit, BHSCT – Independent Advisor with 
the Healthcare Quality Improvement Partnership 
which is the steering group for the National 
Confidential inquiry into Suicide & Homicide 
through the University of Manchester. NCISH. 

7. Lisa Archibold  Coordinator - Family Voices Forum 
Representative 

8. Dr Gemma Andrews  Coroner’s Office 

9. Oscar Donnelly Divisional Director of Mental Health, Learning 
Disability and Community Wellbeing. NHSCT 

10. Breige Quinn  PHA–Service Improvement 

 

 

https://twitter.com/rcpsych
https://twitter.com/rcpsychni
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Appendix 11: Dissemination of study findings 2019-2022 

Event  Type of presentation Date 

European Symposium on Suicide and Suicidal 
Behaviour  

Poster Presentation of PhD 
findings 

Aug 2022 

Glasgow University – Early and Mid-career 
Researchers Forum 

Poster presentation of PhD 
findings 

June 2022 

Southern Health and Social Care Trust 
Towards Zero Suicide Implementation Group 

Oral presentation of PhD 
findings 

May 2022 

Northern Ireland Coroner’s Office Oral presentation of PhD 
findings 

Feb 2022 

Western Health and Social Care Trust 
Towards Zero Suicide Implementation Group 

Oral presentation of PhD 
findings 

Dec 2021 

DoH ESRC Impact project – Mental Health 
Collaborative Group Meeting  

Oral presentation of a 
selection of PhD findings  

Oct 2021 

DoH ESRC Impact project – Families and 
Carers’ Groups Bereaved by Suicide  

Oral presentation of a 
selection of PhD findings  

Oct 2021 

MH Academy/BPS Annual Suicide Prevention 
Summit 

Oral presentation of PhD 
findings 

Sept 2021 

DoH ESRC Impact project - NI Department 
leads - discussion session.   

Oral presentation of a 
selection of PhD findings  

Sept 2021 

DoH ESRC Impact project -MH Advisory 
Group NI - discussion session.  

Oral presentation of a 
selection of PhD findings  

Sept 2021 

DoH ESRC Impact project -PHA / HSCB Leads -   
discussion session.  

Oral presentation of a 
selection of PhD findings  

Sept 2021 

DoH ESRC Impact project -TZS Strategic 
Group -   discussion session.  

Oral presentation of a 
selection of PhD findings  

Sept 2021 

DoH ESRC Impact project -MH and LD 
Collaborative – discussion session.  

Oral presentation of a 
selection of PhD findings  

May 2021 

NSRF - First Annual Suicide and Self-Harm 
Research Workshop on the island of Ireland 

Oral presentation on 
Literature review from PhD 

May 2021 

Southern Protect Life Implementation Group Oral presentation of PhD 
interim findings 

Feb 2020 

Southern Health and Social Care Board 
Workshop 

Oral presentation of PhD 
interim findings 

Feb 2020 

International Association of Suicide 
Prevention – World Congress 

Poster presentation on 
Literature review from PhD 

Sept 2019 

International Association of Suicide 
Prevention – World Congress 

Oral presentation on 
Literature review from PhD 
initial findings  

Sept 2019 

 


