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Presentation Objectives 

• Present the N.Ireland Towards Zero Suicide 
Patient Safety Programme

• Highlight key approaches to Suicide 
Prevention being applied

• Share the process of translating evidence into 
local practice



Age-standardised Suicide rate by N.Ireland Health Trust Area 
2020

27% have 
been in 

contact with 
Adult Mental 

Health 
Services



Collaborating to improve outcomes in Suicide Prevention 

• 5 Integrated Health & Social Care Trusts
• Healthcare in Prisons
• Lived Experience &  Advocacy 
• Department of Health
• Public Health Agency
• Professional Colleges 
• Community & Voluntary Services 
• Ulster University



What is Towards Zero Suicide?

An integrated system-wide strategy for suicide 
prevention in patients known to mental health services

• Informed by national 
and international 
research   

• Shaped by Lived 
Experience 

• Driven by service 
information 

• QI approach - testing 
small & scaling out 
across NI
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Training and Competencies 

Q. “What 

is your fear 

about 

asking 

someone if 

they're 

thinking of 

suicide?“

A. "That 

they'll say 
yes."



Scoping  Exercise 

Who

What

Organisational 
self study 

Training

Competence

Confidence 

Training

Availability

Cost 

Time 
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LEARNING PLAN

INEVITABLE CULTURE PREVENTABLE

COPRODUCTION



CO-PRODUCTION
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Approach

Lived & Learned Experience

Collaboration



Advanced Suicide Management Practice 
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CEC Evaluation 



Feedback on training

15

“Excellent presented with key service user involvement”.

“Trainers were excellent and took the group on a journey through the training material 
and connected it to practice”.

“Peer support worker was excellent, great delivery from both colleagues giving different 
perspectives”.

Where you 
satisfied with 

the delivery of 
the 

programme?

“Having lived experience in the room”.

“Safe confidential forum which allowed open reflection”.

“Having time to discuss important issues around service user’s safety”.

What did you 
find most 

beneficial about 
the programme 

and why?

“Sharing discussions with others in the group, hearing from the peer worker, and stats 
for NI”.

“Facilitators provided many examples of practice experience which promoted 
discussion, it was helpful to have a patient representative”.

Would you 
recommend 

this 
programme? 

“Every Mental Health Nurse should attend this programme”



Collaborative Safety Planning 





PDSA 1 

• MH Liaison

• Crisis

• CMHT

• Unscheduled Care

• Self-Harm Service 

• Home Treatment

• Prisons – Mental Health

PDSA 2

• Acute Inpatient Wards

• Crisis Cafés

• GP Federation MH 
Teams 

Plan Do Study Act 



Information leaflet developed 
for Supporters on Safety 
planning and their role in 
supporting loved ones.

Pocket sized Z plans and 
information leaflets

Development of a worksheet, 
which contains guidance to 
aide completing the plans for 
staff and patients

Staff training

Evaluation tools + safety 
protocol

Safety Planning QI project –
Prototype bundle





PDSA 1 

Average times to complete the SB Safety Plan in MHLS was 18 – 20 minutes, and in Crisis was 36mins –

within limits for these services

Average time to complete the follow-up calls in MHLS was 15 – 20 mins and in Crisis was 36 mins - This 

average is within limits for these services

Service users and clinicians both rated this model highly in terms of meaningfulness with average responses 

between 7.5/8 out of 10 for Service Users and 8/9 out of 10 from clinicians. 

Limited data available around completing 72hr follow up suggests reasons for not conducting follow-up are 

consent for follow-up refused; couldn’t make contact at follow up; patient declined follow-up at point of call or 

patient moved into another service.  

Stanley & Brown Safety Plan is viewed to be an acceptable and meaningful model for use with Mental Health 

Liaison and Crisis-type presentations

The limited amount of 72-hour follow-up conducted does not give a clear picture of a preferred model to 

achieve effective follow-up.



Challenges 

• Change – culture 

• Staff concerns regarding time to 
complete – pressurised services 

• Training for staff 

• IT issues 

• Data collection and evidencing 
improvement 

• 72 hour follow-up 



Spread and Scale Plan

• Finalise 72hr follow up model for each Trust

• Spread practitioner Training across all Adult 
Mental Health Services

• Complete adaptations for Prisons settings

• Adapt ICT systems

• Monitor SPI quality 

• Celebrate achievements



Screening
Assessment

CASE

Risk 
Prevention

Formulation

Safety 
Planning, 
including 
access to 

lethal 
MEANS 

counselling

Transition / 
Warm 

Handover  
to Suicide 

specific 
treatment

Suicide Prevention Care Pathway



Suicide Prevention Care Pathway (SPCP)

• Based on best available evidence
• Trans-diagnostic
• Anticipated updated NICE guidance 
• Draws on expertise and experience of others (ZS 

Institute, Gold Coast Mental Health Service, Mersey 
Care NHS Foundation Trust)

• Co-production 
• Training programme for staff 
• Utilises a Quality Improvement approach
• Consistent approach across the 5 Trusts & IS providers 

in N Ireland



SPCP- Key Components

• Screening and engagement

• Assessment using the Chronological Assessment 
of Suicide Events (CASE) approach (Shea SR, 1998)

• Risk formulation using the Prevention Oriented 
Risk Formulation approach (Pisani AR, 2016)

• Brief interventions- safety planning (Stanley B & Brown GK, 2008)

and lethal means counselling

• Rapid referral with warm handover and  
structured transition to appropriate services



Process
• Test sites  across a wide range of acute mental health services in the 5 

Trusts ( ED liaison, assessment centre, crisis, home treatment, CAMHS 
teams)

• Ensure its acceptance by busy clinicians and by management
1. Preparatory meetings to raise awareness, explain the rationale and the concept behind 

the SPCP 
2. Cross –sector Local Project Teams
3. Self Assessment - Process mapping 
4. Co-design Lived Experience  
5. Training for staff 
6. Quality Improvement approach with small-scale testing

• Challenges: 
1. Staff time 
2. IT & Data gathering
3. Information sharing
4. Duplication of documentation and integration with currently used systems



Preparation  

Collaboration with Lived Experience  

Baseline Data

Stakeholders and Process Mapping 
Pathways 



Process Mapping – Self Assessment 



Partnerships  



Challenges – how we responded

Work force Development
Fatigue

Leadership 

Hearts and Minds

Training

Systems and Process

Regional Mental 

Health Service

ICT

Duplication
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• Benefits

• 86% Staff trained in 
delivery of Suicide 
Prevention Care Plan 



Number of Patients accessing the SPCP 



Next Steps 

• SPCP Tests BHSCT September & WHSCT November
• Embedding of SPCP in Regional YiM Care Plan
• Consolidation of SPCP in current test sites 
• CAMHS roll-out 
• Spread and Scale - across all acute mental health services 
• Training capacity 
• Co-produced service user and carer information 
• SHARE guidelines and training 
• Prison Services – safety planning and generic training
• Just Culture  
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