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Introduction 

 

Death by suicide exists on a continuum that takes on board other behaviours which involve risk 

taking, cognitions that are intrusive and distressing, self harm and gestures of hopelessness and 

helplessness (Nicholas and Golden 2001).  The majority of suicides among users of mental health 

services involve those categorised as „in contact within the preceding year‟ (National Confidential 

Inquiry 2006). However some 155 completed suicides per year in England (National Confidential 

Inquiry 2006) and 25 per year in Scotland (Mental Welfare Commission For Scotland 2005) 

involve 'in-patients'. The bulk of such suicides occur though 'off ward' (National Confidential 

Inquiry 2006) However, these include suicides completed in those whose absence from the ward 

has been approved or in those who have absconded.  

 

The work of the National Confidential Inquiry into Suicide and Homicide by People with Mental 

Illness has served to draw attention to the issue of suicide amongst users of mental health services 

including in-patient and provided the basis for a series of recommendations aimed at improving 

practice (Appleby et al. 2001, National Institute for Mental Health England 2003). Some of the 

recommendations such as those regarding the elimination of ligature points reflect the high 

frequency of completed suicide by hanging in in-patients and are perhaps notable only for being 

seen as necessary rather than already a fait accompli in the relevant settings. It has been argued 

however, that underlying many of the recommendations produced by the National Confidential 

Inquiry is an implicit view on the causes of suicide.  Holloway (2002) suggests that such events 

'represent a failure in the management of risk by practitioners' and consequently that, further 

and/or improved training in risk management is desirable.  

In attempting to prevent suicide by in-patients many services in response to perceived pressure to 

deliver the undeliverable i.e. a service free from suicides and in fear of the consequences of such 

events in terms of public approbation and potential litigation appear to have adopted a peculiarly 

inappropriate interpretation of the concept of risk in relation to suicide (Harrison 1997).  The result, 

in some services, has been the increased use of 'mechanical' strategies to manage suicide risk by 

increasing the numbers of patients placed on  higher levels of observation  and the use of locked 

doors (or staff monitored exits which amounts to the same thing!) to prevent absconding  resulting 

in suicide (Cutcliffe and Barker  2002).  

The nature of this response can actually be argued to stem in part from the misuse of the term risk 

in this context which when considering the likelihood of an individual imminently attempting to 

take their own life is actually fundamentally misleading. The use of the term risk is historically 

restricted to „conditions in which the probability estimates of an event' are known or knowable 

(Lupton 1999). In contrast, 'uncertainty', applied „when probabilities were inestimable’ (Lupton 

1999). It was only during the latter part of the 19
th

 century that risk became increasingly used to 

'refer to undesirable events or outcomes' (Stalker, 2003). The reality is however, that in working 

with service users in in-patient settings who are experiencing often acute crisis we are dealing not 

with outcomes estimable with any degree of known probability but instead with uncertainty and 

ambiguity. We are 'uncertain' precisely because the probability of a given individual patient 

committing suicide over a given time frame cannot be reliably estimated unless we ensue via 

intrusive and/or restrictive measures that they cannot attempt suicide during the period in question. 

Even then such strategies may be all too fallible (Gournay and Bowers 2000).  

 

 



AIMS 

In the light of such concerns it seems timely to review what we know about the prediction and 

management of suicidal behaviour by in-patients and to reflect upon the implications of that 

literature for prevention. This paper will therefore firstly, review what have been described as the 

static predictors of suicide in acute in-patient care and will then consider alternative dynamic 

phenomenological perspectives on risk assessment and management with service users who may be 

considering using suicidal behaviour as a coping strategy. 

 

Traditional approaches to suicide prediction and prevention 

It has been suggested that 'risk assessment' for suicide in an in-patient context requires the 

systematic collection of objective data particularly in relation to long term risk factors (Mental 

Health Reference Group, 2000). A number of risk factors are included in traditional risk profiles for 

suicide. These include suicidal behaviour, suicidal thoughts, hopelessness, patient diagnosis, gender 

and previous admission history. These factors function as predictors of suicide over the long term, 

i.e. years or months as opposed to days or even hours (short term). The following section discusses 

each of these traditional factors briefly, outlining the rationale for their inclusion in traditional risk 

profiles 

 

Cultural Dimensions of Suicide 
Suicide rates can indicate wide variation both internationally and locally between different 

religious and ethnic groups mediated by issues of poverty, age, social class, gender and sexuality.  

Such cultural influences may have a significant influence on the immediate phenomena of inpatient 

suicide locally and on the individuals understanding of the reasons for their current distress.  

 

Previous Suicidal Behaviour 

The most significant risk factor for predicting future suicide is generally considered to be a history 

of suicidal behaviour.  A history of 1 or more suicide attempts is frequently cited as the most 

significant risk factor for future suicide and has been shown to be a strong discriminatory factor 

between suicide cases and controls (Roy and Draper, 1995; Sharma et al, 1998; Modestin et al, 

1992).  Judging the degree of actual suicidal intent is however not always easy and Hawton (1987) 

has suggested that when attempting to assess future risk a key theme to explore is the individuals 

reactions to failed suicide attempts.  

 

Suicidal Behaviour during current admission   

Suicidal behaviours occurring throughout admission are strongly related to completed suicide and 

the strongest predictors of future in-patient attempts (Modestin et al 1992). Such behaviours will 

however, commonly reflect suicidal thoughts whether overt or covert. The extent to which the 

presentation of suicidal thoughts is a reliable indicator of immediate (i.e. short term risk) is always 

questionable because such thoughts do not exist in a vacuum but may co-exist with beliefs about 

the potential harm or distress that suicide might cause to a family member. The result may be 

fluctuating ambiguity regarding the desirability or otherwise of suicide (Runeson, 2002).  

 

The role of hopelessness in suicide 

The importance of hopelessness as a long term predictor of suicide is now widely acknowledged 

(Beck et al 1985). Its predictive validity is however better in the long term, i.e. during follow up 

years 2-10, than in the short term, i.e. within 1 year of follow up Fawcett et al (1990). In practice, 

scales measuring the degree of hopelessness and other symptom scales such as the Beck‟s 

Depression Inventory (BDI), when used with in-patients, typically identify excessive numbers of 

'false positives'. This means they identify many more service users as at high risk of committing 

suicide than will actually do so and are thus insufficiently specific to be used to inform any 

individual risk management strategy (Caldwell and Gottesman, 1990). However, as a construct 

hopelessness is clearly useful for developing an awareness of psychological factors in suicide and 

has been shown to have a stronger association with suicide than diagnostic factors such as 

depression (Beck et al, 1985; Minkoff et al, 1973; Wetzel et al, 1976) 

 



Diagnostic factors 

The diagnostic categories most commonly associated with inpatient suicides include Affective 

Disorders (42%), Schizophrenia (20%) and Personality disorders (11%) (DoH, 2001).  Because of 

the relatively high risk of suicide associated with affective disorders and schizophrenia, much of 

the literature draws our attention to these 2 categories. The risk associated with depression is 

particularly emphasised with many authors highlighting the risk associated with both the unipolar 

and bipolar subtype (Guze and Robins, 1970; Goldney, 1985). Positive symptoms of schizophrenia 

(command hallucinations and delusions) have been found to precipitate suicide in some service 

users (Levy and Southcombe 1953; Roose et al 1983). However, it has been suggested that the high 

rates of suicide observed in association with schizophrenia are more a function of co-morbid 

depression than the symptoms of schizophrenia. (Roy et al, 1986). 

 

Gender 

Male inpatient suicides represent 64% of inpatient deaths in the National Confidential Inquiry study 

(DoH, 2001). However, like other diagnostic factors, patient sex may be best regarded as part of a 

necessary framework for establishing the overall likelihood of suicidal behaviour, rather than an 

effective predictor of individual suicides (Hawton, 1987).    

 

The factors discussed so far can be appropriately described as 'patient-specific' factors (Pirkis et al, 

2002) in that they are characteristics of service users, albeit at a group rather than individual level. 

In contrast, 'treatment based' factors related to the nature and duration of treatment including the 

course of hospitalisation while less well documented, also seem to be strongly associated with 

suicide risk (Rossau and Mortensen, 1997).  

 

Previous Admission Histories 

Previous admissions to psychiatric care may increase the risk of completing suicide. Suicide risk 

clearly increases statistically as the number of previous admissions rise (Goh et al, 1989, DoH, 

2001; De Hert et al, 2001). Multiple admissions are of course related to the individual previous 

response to treatment and in part a reflection of their social networks and life circumstances.  

 

Time after admission 

Suicides during admission have been suggested to peak twice. Firstly during early admission, 

particularly in the first week which is perhaps reflective of an acute presentation when 24-44% of 

deaths may occur.  (DoH, 2001). A second peak is suggested to occur after 1 year of admission 

accounting for between 19-42% of suicides in some studies (Roy and Draper, 1995). Such 

differences in distribution will reflect differences in causation. Both social isolation (Crammer, 

1984) and discharge planning (Roy and Draper, 1995) may function as causal factors in 'later' 

suicide.  

 

 

Practical Implications of Risk Factors 

The factors discussed thus far are predominantly 'group-level' characteristics, shared by many 

service users and largely static i.e. they may change either not at all or only slightly during 

admission (Crammer, 1984).  These factors can be used to construct a model for risk assessment. 

However, despite the fact that the idea of such a tool may appear intuitively attractive, its ability to 

reliably estimate the potential for imminent suicide in any individual patient is very limited 

(Caldwell and Gottesman, 1990). The problem of how to assess in order to generate reliable, stable 

and valid predictions of risk is, it appears, actually wholly incapable of being resolved by current 

models of risk assessment.  Ironically the relative infrequency of suicide among in-patient 

populations hinders the identification of statistically robust risk factors for completed suicide 

among in-patients which might have clinical utility in risk assessment (Powell et al., 2000). 



Suicidal crisis can and fortunately often do, involve ambiguity in service users as to their desire to 

suicide. Such ambiguity is indeed the crucial protective factor. The extent and nature of motivation 

both for and against suicide are however, not static but rather fluid and dynamic sometimes varying 

rapidly.  This suggests that we may need to consider risk in a more fluid and dynamic way.  A 

clinically useful  'tool' in such circumstances becomes thus not one which attempts to predict 

imminent risk but rather one that assists in mapping the service users reasons for choosing suicide 

versus continuing to live as a precursor for active, structured, collaborative engagement. Suicidal 

tendencies (such as intent and ideation) can fluctuate rapidly during the course of hospitalisation, 

meaning an examination of  a history of previous attempts  might tell us very little about the 

immediate risk of suicide, particularly if the attempts occurred some time prior to hospitalisation 

(Cullberg et al, 1988).   

 

A phenomenological approach to risk 

However a number of more dynamic factors potentially predictive of suicide have been identified 

in the literature and their utility will now be discussed.  

 

Clinical Improvement 

Data from the National Confidential Inquiry showed that 80% of service users who committed 

suicide were considered to be at low or no immediate risk of suicide (DoH, 2001). Symptomatic 

improvement is manifestly therefore not a sufficiently robust indicator of a resolved suicidal crisis 

(Morgan and Stanton, 1997). The emergence of clinical improvement has been reported in service 

users with particular diagnoses, notably during the mixed state of bipolar disorder (Winokur et al, 

1969) and during early stages of remission from severe depression (Schweizer et al, 1988). As risk 

perceptions decrease, staff may cease to routinely ask about suicide and reduce vigilance. 

Discerning „superficial‟ improvement in service users who may choose not to reveal their true 

thoughts, from genuine improvement, evidencing the resolution of a suicidal crisis, presents a 

critical challenge for clinicians. 

 

Insight 

Conceptual ambiguities and the lack of a standardized measure have rendered the study of insight 

in psychiatric disorders particularly problematic (Amador, 1993). However its potential for helping 

to reduce the likelihood of suicide has been recently highlighted. Recent studies have suggested 

that increased suicidality is not associated with a general awareness of illness, but rather to specific 

aspects of increased insight, namely the awareness of need for treatment (Schwartz 1999), the 

social consequences of the disorder (Schwartz, 2000) and negative symptoms and delusions 

(Amador, 1996). In contrast, poor general awareness and attribution (Amador, 1993) and poor 

awareness of negative symptoms (Rossi et al. 2000) have been associated with poor outcomes, 

which may indirectly increase suicide risk.  

 

Co-morbid Substance Misuse 

Comorbid substance misuse exacerbates the risk of suicide with histories of both drug and alcohol 

misuse reported in approximately 33% of inpatient suicide cases (DoH, 2001). Risk is also shown 

to be elevated for those with current misuse. The Mental Welfare Commission for Scotland (1998) 

reported that a quarter of inpatient suicides had current drug or alcohol misuse.  Kamali et al 

(2000) reported that suicidal ideation and suicidal attempts were more prevalent among 

schizophrenic service users with current co-morbid substance misuse (20%) compared to 40% of 

those with lifetime substance misuse and non misusers. Changes in patterns of misuse may suggest 

increased risk in the short term, with 24% of all National Confidential Inquiry suicide cases 

demonstrating an increase in alcohol or drug intake in the 3 months prior to suicide (DoH, 2001).  



 

An awareness of the role of dynamic factors is therefore clearly important in working with service 

users who are suicidal. However, even the incorporation of such factors into risk assessments in 

and of itself may offer little in terms of improving the validity of the process.  Such difficulties 

have led to an interest in whether alternative approaches to risk management focused not on 

statistical models but rather the lived experiences of service users might offer scope for improved 

outcomes.  Not in any improved accuracy in predicting the risk of suicide but rather in terms of 

decreasing the likelihood of suicide during the in-patient episode and perhaps even immediately 

post discharge where the risk of completed suicide peaks (National Confidential Inquiry 2006).   

 

Not managing risk: Individualising assessment 

Such perspectives reflect a phenomenological perspective on suicide which suggests that assessing 

the potential for suicide crucially depends on understanding an individuals reason for suicide and 

not committing suicide at a particular point in time. Central to this perspective is the belief that 

suicide is an endpoint in a trajectory following high levels of societal, intra and interpersonal stress 

which result in unendurable psychological pain described, compellingly by Shneidman (1993a) as 

“psychache”. In the context of such unbearable distress suicide becomes a compelling and even 

attractive means of escape. Risk factors such as suicidal attempts and suicidal thoughts are 

expressions of distress which can exist independently and /or co-exist with underlying pathology. 

An understanding of the sources of stress, particularly at an individual level is therefore necessary 

because it is the individuals idiosyncratically understood psychological anguish which is the 

driving force behind suicide (Shneidman, 1993b).  

 

For some service users, addictions and/or substance dependency may serve as significant stressors. 

One prospective study found moderate alcohol misuse to be an acute correlate of suicide (occurring 

within 1 year of admission) (Fawcett et al, 1990). Another study reported that whilst hopelessness 

was the most significant predictor of lifetime suicidality, hopelessness and substance misuse were 

strongly related to current suicidality (Kim et al, 2002).  

 

Interpersonal difficulties are commonly cited precipitants of suicide. Relationship difficulties 

occurred in 50% of all National Confidential Inquiry cases within 3 months prior to suicide (DoH, 

2001). It is of course not the loss of the relationship per se which is a risk factor at an individual 

level but the level of distress such a loss evokes.  Jobes (2000) has recently called for a radical shift 

in our approach to working with suicidal service users. He argues that current approaches to 

therapy implicitly address suicide as a function of the individual's mental illness. Jobes‟ (2000) 

premise is that suicide is essentially 'relational' in that it is the 'presence and/or absence of certain 

key relationships' which mediate the risk of suicide. Such relationships can include those with staff 

working in in-patient services (Watts and Morgan 1994). 

 

Phenomenology rejects prior assumptions about causation in favour of an investigation of the 

meanings that the person involved attaches to the internal and external events that constitute their 

life experience both consciously and unconsciously (Cutcliffe, 2003).  A phenomenological, as 

opposed to a narrow bio-medical model of suicide, seeks therefore to ascertain in partnership with 

the service user their reasons for living and dying (Jobes 2000). These reasons, revisited regularly, 

form the basis of a care plan which focuses not on the treatment of the disorder but on addressing 

explicitly these issues which the patient gives for wishing to kill themselves as treatment priorities, 

whilst maintaining and expanding on the reasons for the patients ambiguity about suicide (i.e. their 

reasons for not committing suicide). Practice is focused on changing the balance in favour of living 

with suicide seen not as a symptom of a mental illness which can be addressed via treatment of the 

supposedly underlying disorder but simply as a  coping strategy 'albeit a limited and problematic 

one' (Jobes 2000:11).  Therapy aims to supplant the functional role of suicide with more adaptive 

means of coping.  



 

Chiles and Strosahl (1995) suggest that the presence of three cognitive features can evoke serious 

consideration of suicide as a coping strategy. 

 

 Intolerable i.e. unbearable pain whether physical or psychological 

 

 Interminable i.e. the pain is experienced in the context of a life situation which is seen as 

inevitably likely to continue. 

 Inescapable i.e. the situation is one in which the individual concerned believe themselves 

powerless to change, such that the situation cannot be changed and that no coping 

mechanism or strategy attempted or known will be sufficient to materially change it.  

 

The challenge in such circumstances is to engage constructively with the service user in order to 

enable them to want, and be able, to say yes to life (Degan 1996) cited by Barker 2003). Williams 

and Pollok (2001) suggests that while a sense of loss, rejection and defeat is common in depression, 

it is only when such defeat is perceived as inescapable that the individual finds themselves 

„entrapped‟ that suicidal ideation and behaviour occurs. At the point at which an individual is most 

hopeless, they would normally attempt to generate alternative ways of coping with their problems 

(Sidley et al 1997). However, research with suicidal service users suggests that they do 

significantly worse, in comparison to controls in simulated situations, when asked to generate 

appropriate problem solving strategies (Pollock and Williams, 1998).  These differences are not a 

function of depression (Pollock and Williams, 1998). Instead it has been argued they may reflect an 

underlying problem in the nature of memory, that is, a general difficulty in recalling events from 

the past in a specific enough way to use as a guide to the present (Pollock and Williams 2001). This 

inability impairs their capacity to generate effective solutions to interpersonal problems and 

appears to persist even after recovery from depression indicating that it may function as a long-term 

risk factor for suicidal behaviour (Schotte and Clum, 1987, Evans et al., 1992).  

 

Behavioural problem solving interventions have however, already clearly demonstrated their 

potential effectiveness with a range of client groups leading to suggestions that such interventions 

should be a core element of work with suicidal service users (Jobes 2000, Joiner et al. 2001). 

Structured problem solving assists with the development of choices and adaptive methods of 

solving problems (Salkovskis, et al 1990) addressing directly thereby the pathological cognitive 

scenario discussed by Chiles and Strosahl (1995). Problem solving approaches are based on the 

premise that 'Symptoms' can be seen as being caused by everyday situations/problems. If the 

problems can be resolved, symptoms can improve. Potentially helpful resolutions can be achieved 

through problem solving techniques. The intervention is structured and directed towards the 

achievement of specific goals. Behavioural problem solving skills despite offering an effective 

treatment strategy for many service users, perhaps complement rather than directly challenge the 

continuing dominance of the bio-medical model in many practice settings.  

 

This is in marked contrast to the recent development of The Tidal Model which states that people 

can provide a mutually satisfying definition of the current situation they are experiencing without 

reference to the discourse of mental illness (Barker 2002).  The model aims to ensure that the 

responsibility for the positive changes remain in the ownership of the person (Barker 2003).  The 

special nature of the interpersonal relationship is central to any progress that is made and in this 

sense echoes Jobes‟ assertions of the central importance of relationships (Mynors-Wallis 2001).  

The Model postulates that people can recover a feeling of well being from a negative and 

overwhelming situation that has been impacted on by the likes of stress and illness (Clay 2003). It 

offers a consistent non medical model of distress based on the metaphor of a sea journey in place of 

the experience of 'conflicting and often disempowering methods, and inconsistent, confusing and 

judgemental explanatory systems’ (Bloom 1997:10) that can often characterise the service users 

experience of care. The model seeks to promote engagement with the service user and practicioner 

working together to discuss and negotiate the priorities of care, optimum methods of maintaining 

safety and strengthen feelings of well being (Barker and Buchanan-Barker 2004). 



 

The Role of the Organisation 

Despite rapid developments in alternatives to admission such as intensive home support in-patient 

services are likely to continue to play an important role in the management of acute crisis. 

Arguments for a change of emphasis from observation to engagement are not new (Clinical 

Resource and Audit Group 2002).  Case studies report that changing the emphasis from observation 

to engagement has in some settings been associated with no increases in suicides and reductions in 

behaviours such as absconding and violence towards staff (Dodds and Bowles 2001).  However, 

where service cultures are defensive 'low skill' models of risk management, albeit intensive in staff 

costs when observation is used frequently with little regard for its therapeutic value‟ can be seen as 

the 'safe' if not the only option.  There are however, now a range of alternative models of care and 

interventions. Such 'high skill' alternatives involve more co-ordinated and service user focussed 

care.  Such approaches have though the potential to be overwhelming and threatening to the staff 

members involved if they do not feel they have the appropriate support and skills to cope to 

promote, implement and manage the significant consequences of the deep changes required. 

Collaborative working with service users in in-patient services, who may be contemplating using 

suicide as a coping strategy challenges services, managers, practitioners and also educationalists to 

deliver on an agenda of recovery and to strive to reject reductionist  low skill models of risk 

management. 

 

Conclusion 

Suicide prediction (as opposed to prevention) research has actually made little progress in the last 

decade (Goldney, 2000). As practitioners we should openly acknowledge that we remain unable to 

predict accurately the imminent suicide risk in individual persons (Simon, 2006). This is not an 

admission of failure but rather simply a reflection of the reality that suicide may not be feasibly 

predictable at the level of the individual particularly over the short terms i.e. the minutes, hours and 

days of the in-patient admission. With that perfect vision lent only by hindsight, we have perhaps 

been looking in the wrong direction for some considerable time in directing our efforts at trying to 

improve the prediction and management of risk using increasingly complex models as opposed to 

developing and promoting models and interventions that may hold  more promise by aggressively 

addressing the individual's unique reasons for suicide. Initial evaluations of both Jobe's CAMs 

model and Barker's Tidal model (Stevenson et al. 2002) discussed in this paper, while limited 

methodologically and therefore far from conclusive, are distinctly encouraging. However, 

reframing the task of inpatient care in relation to suicide prevention does not require the adoption 

of a specific model but it does demand a change in our philosophy and our practice.  

 

 



REFERENCES 

 

Appleby, J., Shaw, J., Sherratt, J., Amos, T., Robinson, J. et al. (2001) Safety First: Five-Year 

Report of the National Confidential Inquiry into Homicides and Suicides by People with a Mental 

Illness. London: Department of Health. 

 Amador, X. F., Strauss, D. H., Yale, S. A., et al (1993) Assessment of Insight in Psychosis. 

American Journal of Psychiatry, 150, 873-879. 

 Amador XF, Friedman, J.H., Kasapis, C., et al (1996) Suicidal behaviour in schizophrenia and its 

relationship to awareness of illness. American Journal of Psychiatry, 153, 1185-1188.  

 Appleby, L. (1992) Suicide in psychiatric patients: risk and prevention. British Journal of 

Psychiatry, 161, 749-758. 

Barker P. (2002) The Tidal Model, The Healing Potential of Metaphor with the Patients Narratives; 

Journal Of Psychosocial Nursing 40(7),43- 50 

Barker P. (2003) The Tidal Model: Psychiatric colonization recovery and paradigm shift in mental 

health care,  

Barker P., and Buchanan-Barker P. (2004) Beyond Empowerment – Revering The Story Teller; 

Mental Health Practice 7(5), 18-20 

Beck, A. T., Steer, R. A., Kovacs, M., et al (1985) Hopelessness and eventual suicide. A 10 year 

prospective study of patients hospitalized with suicidal ideation. American Journal of Psychiatry, 

142, 559-63. 

 Beck A.T.and Weishaar, M. E. (1990) Suicide risk assessment and prediction. Crisis, 11, 22-30.  

 Birchwood, M., Iqbal, Z., and Chadwick, P. (2000) Cognitive approach to depression and suicidal 

thinking in psychosis, British Journal of Psychiatry, 177, 522-528. 

 Blain, P. A. and Donaldson, L. J. (1995) The reporting of inpatient suicides: identifying the 

problem. Public Health, 109, 293-301. 

Bloom S (1997) Creating Sanctuary: Toward an evolution of sane societies, Routledge, New York. 

Brimblecombe, N., O'Sullivan, G and Parkinson, B, (2003) Journal of Psychiatric and Mental 

Health Nursing, 10(6), 683-688 

Busch KA, Fawcett J, and Jacobs D (2003) Clinical correlates of in-patient suicide, Journal of 

Clinical Psychiatry, 64, 14-19. 

Caldwell, C. B. and Gottesman, I. I. (1990) Schizophrenics kill themselves too: a review of risk 

factors for suicide. Schizophrenia Bulletin, 16, 571-589. 

Clay S (2003) Foreword in Barker P and Buchanan- Barker P- The Tidal Model Brunner and 

Routledge) 

Clinical Resource and Audit Group (2002) Engaging People: Observation of People with Acute 

Mental Health Problems, Clinical Resource and Audit Group, Edinburgh. 

Chiles, J. A., and Strosahl, K. D. (1995). The suicidal patient: Principles of assessment, treatment, 

and case management, American Psychiatric Association 

Washington, DC. 

Crammer, J. L. (1984) The special characteristics of suicide in hospital in-patients. British Journal 

of Psychiatry, 145, 460-476. 

Connolly J. (2003) Depression, Suicide and Schizophrenia, Crisis, 24(3),91-92. 

 Cullberg, J., Waserman, D., and Stefannson, C. (1988) Who commits suicide after a suicide 

attempt? An 8 to 10 year follow-up in a suburban catchment area. Acta Psychiatrica Scandinavica, 

77, 598-603. 

 Cutcliffe JR and Barker P (2002) considering the care of the suicidal client and the case for 

„engangement and inspiring hope‟ or observations. Journal of Psychiatric and Mental Health 

Nursing, 9, 611-621 

Cutcliffe, R. (2003) Research endeavours into suicide: a need to shift the emphasis. British Journal 

of Nursing, 12, (2), 92-99. 

Deegan, P. (1996) Recovery as a Journey of the Heart. Psychiatric Rehabilitation Journal 19 (3) 

91-97 

De Hert, M., McKenzie, K., and Peuskens, J. (2001) Risk factors for suicide in young people 

suffering from schizophrenia: a long-term follow-up study. Schizophrenia Research, 47, 127-134. 



 Department of Health (DoH) (1999) Safer Services: National Confidential Inquiry into Suicide and 

Homicide by People with Mental Illness, Department of Health, London 

 Department of Health (DoH) (2001) Safety First. Five-Year Report of the National Confidential 

Inquiry into Suicide and Homicide by People with Mental Illness. London: The Stationary Office.  

Dodds P. and Bowles N. (2001) Dismantling formal observations and refocusing nursing activitiy 

in acute in-patient psychiatry: a case study, Journal of Psychiatric and Mental Health Nursing, 8, 

183-188. 

Evans, J., Williams, J.M.G.,O'Loughlin , S and Howells, K. (1992) Autobiographical memory and 

problem solving strategies of parasuicide patients. Psychological Medicine, 22, 399-405.  

 Fawcett, J., Scheftner, W and Fogg, L., et al (1990) Time-related predictors of suicide in major 

affective disorder. American Journal of Psychiatry, 147, 1189-1194. 

Goodwin FK (2003) Preventing Inpatient Sucide, Journal of Clinical Psychiatry, 64(1), 12-13. 

 Goh, S. E., Salmons, P. H., and Whittington, R. M. (1989) Hospital suicides: are there preventable 

factors? Profile of the psychiatric hospital suicide. British Journal of Psychiatry, 154, 247-249. 

 Goldney, R.D., Positano, S., Spence, N. D., et al. (1985) Suicide in association with psychiatric 

hospitalisation. Australian and New Zealand Journal of Psychiatry, 19, 177-183. 

 Goldney R.D. (2000) The prediction of suicide and attempted suicide. In The International 

Handbook of Suicide and Attempted Suicide (eds) K. Hawton and K. van Heeringdon. 585-595. 

London: Wiley 

 Gournay, K Bowers, L  (2000) Suicide and self-harm in in-patient psychiatric units: a study of 

nursing issues in 31 cases, .Journal of Advanced Nursing, 32 (1), 124-132. 

 Guze, S. B. and Robins, E. (1970) Suicide among primary affective disorders. British American 

Journal Psychiatry, 117, 437-438. 

Harrison G. (1997) Risk Assessment in climate of litigation, British Journal of Psychiatry, 170,37-

39. 

Hawton, K. (1987) Assessment of suicide risk. British Journal of Psychiatry, 150, 145-153. 

 Holloway F (2002)  The 5-year report of The National Confidential Inquiry into Suicide and 

Homicide by People with Mental Illness. I: Clinical practice The Journal of Forensic Psychiatry 13 

(1), 131–137. 

Jobes, D.A., (2000) Collaborating to prevent suicide: a clinical-research perspective. Suicide and 

Life-Threatening Behaviour, 30, (1), 8-17. 

 Joiner TE, Voelz Z.R. and Rudd DM (2001) For suicidal young adults with co morbid depressive 

and anxiety disorders, problem-solving treatment may be better than treatment as usual.  

Professional-Psychology: Research and Practice, 32(3): 278-282 

 Kamali, M., Kelly, L., Gervin, M., et al (2000) The prevalence of comorbid substance misuse and 

its influence on suicidal ideation among in-patients with schizophrenia. Acta Psychiatrica 

Scandinavica, 101, (6), 452-456. 

 Kim C. H., Jayathilake K., and Meltzer, H. Y. (2002) Hopelessness, neurocognitive function, and 

insight in schizophrenia: relationship to suicidal behaviour. Schizophrenia Research, 60, (1), 71-80.  

Levy S. and Southcombe R. (1953) Suicide in a state hospital for the mentally ill. Journal of 

Nervous and Mental Disease, 117, 504-514. 

Lupton, D. (1999) Risk. London: Routledge 

 Mental Health Reference Group (2000) Risk Management, Scottish Executive Edinburgh. 

 Mental Welfare Commission for Scotland (1998) Annual Report 1997-1998. Edinburgh: The 

Stationery Office. 

Mental Welfare Commission for Scotland (2006) Annual Report 2004-2005. Edinburgh: The 

Stationery Office. 

Minkoff K., Bergman E., Beck, A. T., et al (1973) Hopelessness, depression and attempted suicide. 

American Journal of Psychiatry, 130, 455-459. 

 Modestin J., Zarro I., and Waldvoge, D. (1992) A study of suicide in schizophrenic in-patients. 

British Journal of Psychiatry, 160, 398-401. 

 Morgan G. and Stanton R. (1997) Suicide among psychiatric in-patients in a changing clinical 

scene: suicidal ideation as a paramount index of short term risk. British Journal of Psychiatry, 171, 

561-563. 

http://web9.epnet.com/citation.asp?tb=1&_ug=sid+C6E6D023%2D6543%2D49F2%2D9CB3%2D9521F7371C4A%40sessionmgr5+dbs+hch+cp+1+F759&_us=hd+False+hs+False+or+Date+fh+False+ss+SO+sm+ES+sl+%2D1+dstb+ES+ri+KAAACB4A00034205+1390&_uso=hd+False+tg%5B2+%2D+tg%5B1+%2D+tg%5B0+%2D+st%5B2+%2D+st%5B1+%2Dgournay+st%5B0+%2Dsuicide+db%5B0+%2Dhch+op%5B2+%2DAnd+op%5B1+%2DAnd+op%5B0+%2D+2FF2&fn=1&rn=3
http://web9.epnet.com/citation.asp?tb=1&_ug=sid+C6E6D023%2D6543%2D49F2%2D9CB3%2D9521F7371C4A%40sessionmgr5+dbs+hch+cp+1+F759&_us=hd+False+hs+False+or+Date+fh+False+ss+SO+sm+ES+sl+%2D1+dstb+ES+ri+KAAACB4A00034205+1390&_uso=hd+False+tg%5B2+%2D+tg%5B1+%2D+tg%5B0+%2D+st%5B2+%2D+st%5B1+%2Dgournay+st%5B0+%2Dsuicide+db%5B0+%2Dhch+op%5B2+%2DAnd+op%5B1+%2DAnd+op%5B0+%2D+2FF2&fn=1&rn=3
http://webspirs.bids.ac.uk/webspirs/doLS.ws?ss=Professional-Psychology-Research-and-Practice+in+SO


Mynors-Wallis L (2001) Problem Solving Treatment in General Psychiatric Practice ; Advances In 

Psychiatric Treatment; 7, 417-425 

National Institute of Mental Health in England (2003) Preventing Suicide :A Toolkit For Mental 

Health Services, National Institute of Mental Health in England , London. 

National Confidential Inquiry Into Suicide and Homicide By People With Mental Illness (2006) 

Avoidable Deaths: Five Year Report Of The National Confidential Inquiry Into Suicides and 

Homicides By People With Mental Illness, National Confidential Inquiry Into Suicide and 

Homicide By People With Mental Illness, University of Manchester, Manchester. 

 Pirkis J., Burgess, P. and Jolley D. (2002) Suicide among psychiatric patients: a case-control study. 

Australian and New Zealand Journal of Psychiatry, 36, 86-91. 

 Pollock L.R., and Williams MJ (1998) Problem solving and suicidal behaviour,  Suicide-and-Life-

Threatening-Behavior., 28(4),375-38. 

 Pollock L.R., and Williams, MJ  (2001) Effective problem solving in suicide attempters depends on 

specific autobiographical recall.  Suicide and Life-Threatening Behavior, 31(4), 386-396. 

Powell J., Geddes, J., Deeks, J., Goldacre, M. and Hawton (2000) Suicide in psychiatric hospital in-

patients: risk factors and their predictive power. British Journal of Psychiatry, 176, 266-272. 

 Roose S.P., Glassman A. H., Walsh B. T., et al (1983) Depression, delusions and suicide. American 

Journal of Psychiatry, 140, 1159-1162. 

 Rossau C.D. and Mortensen P.B. (1997) Risk factors for suicide in patients with schizophrenia: 

nested case-control study. British Journal of Psychiatry, 171, 355-359.  

 Rossi A., Arduini, L. Prosperini, P., et al (2000) Awareness of illness and outcome in 

schizophrenia. European Archives of Psychiatry and Clinical Neuroscience, 250, 73-75. 

 Roy A, Schreiber J, Manzonson A. and Picknar D. (1986) Suicidal Behaviour in chronic 

schizophrenic patients, Canadian Journal of Psychiatry, 31,737-740. 

Roy A. and Draper R. (1995) Suicide among psychiatric hospital inpatients. Psychological 

Medicine, 25, 199-202. 

 Runeson B. S. (2002) Suicide after parasuicide. British Medical Journal, 325, 1125-1126. 

Salkovskis P. M., Atha C. and Storer D. (1990).  Cognitive-behavioral problem-solving in the 

treatment of patients who repeatedly attempt suicide. A Controlled Trial.  British Journal of 

Psychiatry, 157, 871-876. 

Schotte D.E. and Clum G.A. (1987) Problem-solving skills in suicidal psychiatric patients. Journal 

of Consulting and Clinical Psychology 55, 49–54 

Schwartz, R. C. (1999) The relationship between insight and suicidality among patients with 

schizophrenia. Journal of Nervous and Mental Disease, 187, 376-378. 

 Schwartz RC  (2000) Insight and suicidality in schizophrenia: a replication study. Journal of 

Nervous and Mental Disease. 188, (4), 235-237. 2000.  

 Schweizer, E., Dever, A., and Clary, C. (1988) Suicide upon recovery from depression: A clinical 

note. Journal of Nervous and Mental Disease, 176, 633-636. 

 Sharma, V., Persad, E., and Kueneman, K. (1998) A closer look at inpatient suicide. Journal of 

Affective Disorders, 47, 123-129. 

 Shneidman, E. (1993a) Suicide as psychache. Journal of Nervous and Mental Disease,  181, (3), 

145-147. 

 Shneidman, E (1993b) Some controversies in suicidology : Towards a mentalistic discipline, 

Suicide and Life Threatening Behaviour, 23, 292-298. 

 Sidley G.L.,Calam, R Wells, Ad Hughes,T and Whitaker,K (1999) The prediction of parasuicide 

repetition in a high-risk group. British Journal-of Clinical Psychology , 38(4): 375-386. 

Simon R.I. (2006) Imminent Suicide; The Illusion of Short-Term Prediction, Suicide and Life-

Threatening Behaviour, 36(3),296-301. 

Stalker K. (2003) Managing Risk and Uncertainty in Social Work A Literature Review Journal of 

Social Work, 3(2), 211–233. 

Stevenson C., Barker P., and Fletcher E.  (2002) Judgement days: developing an evaluation for an 

innovative nursing model., Journal of Psychiatric and Mental Health Nursing, 9(3),271-276. 

Watts D., and Morgan, G. (1994) Malignant Alienation: Dangers for patients who are hard to like. 

British Journal of Psychiatry, 164, 11-15. 

http://webspirs.bids.ac.uk/webspirs/doLS.ws?ss=Pollock-Leslie-R+in+AU
http://webspirs.bids.ac.uk/webspirs/doLS.ws?ss=Williams-J-Mark-G+in+AU
http://webspirs.bids.ac.uk/webspirs/doLS.ws?ss=Suicide-and-Life-Threatening-Behavior+in+SO
http://webspirs.bids.ac.uk/webspirs/doLS.ws?ss=Suicide-and-Life-Threatening-Behavior+in+SO
http://webspirs.bids.ac.uk/webspirs/doLS.ws?ss=Pollock-Leslie-R+in+AU
http://webspirs.bids.ac.uk/webspirs/doLS.ws?ss=Williams-J-Mark-G+in+AU
http://webspirs.bids.ac.uk/webspirs/doLS.ws?ss=Suicide-and-Life-Threatening-Behavior+in+SO
http://webspirs.bids.ac.uk/webspirs/doLS.ws?ss=British-Journal-of-Clinical-Psychology+in+SO
http://web1.epnet.com/citation.asp?tb=1&_ug=sid+9217E8F7%2D997E%2D40D7%2D92ED%2DC69222BAE58E%40sessionmgr6+dbs+hch+cp+1+79EC&_us=frn+1+hd+False+hs+False+or+Date+fh+False+ss+SO+sm+ES+sl+%2D1+dstb+ES+mh+1+ri+KAAACBVA00028842+4046&_uso=hd+False+tg%5B2+%2D+tg%5B1+%2D+tg%5B0+%2D+st%5B2+%2Devaluation+st%5B1+%2Dtidal+st%5B0+%2Dbarker+db%5B0+%2Dhch+op%5B2+%2DAnd+op%5B1+%2DAnd+op%5B0+%2D+CBBD&fn=1&rn=1
http://web1.epnet.com/citation.asp?tb=1&_ug=sid+9217E8F7%2D997E%2D40D7%2D92ED%2DC69222BAE58E%40sessionmgr6+dbs+hch+cp+1+79EC&_us=frn+1+hd+False+hs+False+or+Date+fh+False+ss+SO+sm+ES+sl+%2D1+dstb+ES+mh+1+ri+KAAACBVA00028842+4046&_uso=hd+False+tg%5B2+%2D+tg%5B1+%2D+tg%5B0+%2D+st%5B2+%2Devaluation+st%5B1+%2Dtidal+st%5B0+%2Dbarker+db%5B0+%2Dhch+op%5B2+%2DAnd+op%5B1+%2DAnd+op%5B0+%2D+CBBD&fn=1&rn=1


Wetzel, R., Margulies, T., Davis, R., et al (1976) Hopelessness, depression and suicide intent. 

Journal of Clinical Psychiatry, 41, 159-160. 

Williams, J. M. G.,and Pollock, L. R. (2001). Psychological aspects of the suicidal process. In K. 

van Heeringen (Ed.), Understanding suicidal behaviour. Chichester: John Wiley and Sons. 79-83. 

Winokur G., Clayton P. J., and Reich T. (1969) Manic Depressive Illness. St. Louis: C.V. Mosby. 


