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Six Major Steps to Make Investigations of Suicide Valuable
for Learning and Prevention

E. Froding, C. Vincent, B. Andersson-Gare, A. Westrin, and A. Ros

ABSTRACT KEYWORDS
Objective: The decline in suicide rates has leveled off in many coun- Improvement; investigation;
tries during the last decade, suggesting that new interventions are  Patient harm; patient
needed in the work with suicide prevention. Learnings from investi-  safety; suicide;
gations of suicide should contribute to the development of these suicide prevention
new interventions. However, reviews of investigations have indicated

that few new lessons have been learned. To be an effective tool,

revisions of the current investigation methods are required. This

review aimed to describe the problems with the current approaches

to investigations of suicide as patient harm and to propose ways to

move forward.

Methods: Narrative literature review.

Results: Several weaknesses in the current approaches to investiga-

tions were identified. These include failures in embracing patient

and system perspectives, not addressing relevant factors, and insuffi-

cient competence of the investigation teams. Investigation methods

need to encompass the progress of knowledge about suicidal behav-

ior, suicide prevention, and patient safety.

Conclusions: There is a need for a paradigm shift in the approaches

to investigations of suicide as potential patient harm to enable learn-

ing and insights valuable for healthcare improvement. Actions to

support this paradigm shift include involvement of patients and fam-

ilies, education for investigators, multidisciplinary analysis teams with

competence in and access to relevant parts across organizations,

and triage of cases for extensive analyses. A new model for the

investigation of suicide that support these actions should facilitate

this paradigm shift.

HIGHLIGHTS

e There are weaknesses in the current approaches to investigations
of suicide.

e A paradigm shift in investigations is needed to contribute to a
better understanding of suicide.

e New knowledge of suicidal behavior, prevention, and patient
safety must be applied.

INTRODUCTION

Although the global suicide rate has decreased over the last three decades, suicide
remains a major public health problem with approximately 700,000 deaths every year
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(World Health Organization, 2021). The decrease has leveled off during the last decade,
suggesting that new suicide-reducing interventions are needed.

Suicidal behaviors are heterogeneous and complex and are influenced by biological,
psychological, and social factors interacting over time (Hawton & van Heeringen, 2009;
Mann & Currier, 2010; Nock et al., 2008; Turecki et al., 2019; van Heeringen & Mann,
2014). Hence, a variety of interventions are needed to reduce suicidal behavior and save
lives (Hawton & Pirkis, 2017; Hofstra et al., 2020; Ishimo et al., 2021). Learning from
investigations of suicide cases will contribute to the development of such interventions.

However, our recently published review of investigations of healthcare regarding sui-
cides in Sweden showed that the investigations were framed to respond to the template
of the supervisory authority rather than analyzing the complexity of suicide and safety
(Froding et al., 2021). Further, recurrent deficiencies and failures in healthcare were
identified in the investigations over the years, suggesting that the current investigation
strategies are not sufficient to reduce current levels of suicide.

If investigations of suicide cases are to be an effective tool for advances in learning
and suicide prevention, adaptations of investigation methods, approaches and perform-
ance to current knowledge and the context of healthcare at present are required.
Knowledge and perspectives from both the science of patient safety and suicidology and
patients are necessary to achieve this ambition.

Understanding Suicidal Behavior: implications for Investigations

Risk factors for suicidal behavior are known, such as male sex, psychiatric disorders,
prior suicide attempts, alcohol and substance abuse, heredity, negative life events, and
trauma (Hawton & van Heeringen, 2009; Turecki & Brent, 2016). Studies show that a
large proportion of the individuals who took their lives were in contact with healthcare
close to the time of death (Ahmedani et al., 2019; Bergqvist et al.,, 2022; Chock et al.,
2019; Stene-Larsen & Reneflot, 2019). The experiences of suicidal patients and learning
from prior suicide attempts could contribute to important perspectives on safety in
healthcare (Berg, Rortveit, & Aase, 2017; Berg et al., 2020).

There is a growing body of evidence for suicide prevention strategies in healthcare,
including the identification and proper treatment of psychiatric disorders and abuse,
psychotherapy, brief interventions, and safety planning (Doupnik et al., 2020; Mann,
Michel, & Auerbach, 2021). However, there is no algorithm to predict suicide in clinical
practice, and the management of further advances in suicide prevention requires more
understanding of how to translate this knowledge into effective action (Ngwena,
Hosany, & Sibindi, 2017).

Psychological theories can provide a framework to understand how a complex inter-
play of factors combines to increase the risk of suicide, and to identify potentially modi-
fiable targets for treatment and reducing suicide risk (Klonsky & May, 2015; O’Connor,
2011; Rudd, 2006). The intensity of suicidality and the capability to act are influenced
by different psychological factors in personality and cognition, social circumstances, and
life events (O’Connor & Nock, 2014). Several of these factors change over time, and
fluctuate in ways that are not always predictable. Some of these factors are modifiable,
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Possible prevention interventions

A. Awareness and education

B. Treatment; pharmacotherapy, psychotherapy
C. Follow-up interventions

D. Means restriction

A,B,C,D Analyse to learn
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Stressful life events Trauma  Disorders ~ Pain  Abuse  Isolation — Hopelessness
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Interacting factors over time

FIGURE 1. lllustration of the suicide process from ideation to act and examples of possible suicide
prevention interventions, after Targets and methods of suicide prevention, Mann, J. et al. (2021).

at least to some extent, raising the possibility of preventative interventions (Klonsky
et al., 2021; O’Connor & Kirtley, 2018).

Incorporating the current knowledge of suicidal behavior and suicide prevention into
the investigation of suicides could enable effective improvement in suicide prevention
(Figure 1).

Current Approaches to Suicide Investigation

Deaths occurring in healthcare services can be an affront to the expectations of a high
level of safety in healthcare. However, healthcare has always been, and continues to be,
a risk-laden sector with highly complex therapies, diagnostics, and interventions.
Globally, millions of patients annually suffer patient harm, injuries, or death because of
poor quality or unsafe healthcare that could have been avoided if appropriate action
had been taken by healthcare professionals (World Health Organization, 2022).
Systematic reporting and investigation of patient harm to identify risks and improve
patient safety have become widespread safety improvement strategies (Anderson et al.,
2013; Leape, 2002; National Institute for Health and Welfare, 2009). These strategies
have expanded our understanding of vulnerabilities in healthcare systems and the pre-
vention of harm from healthcare (Bates & Singh, 2018). However, excessive reliance on
incident investigation alone has been questioned and is under reassessment (Macrae,
2016; Mitchell et al., 2016; Peerally et al., 2017; Shojania & Thomas, 2013; Trbovich &
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Shojania, 2017). The paradigm predominant across incident analysis in healthcare is a
linear, cause-and-effect approach with a focus on deviations and non-adherence, which
has been labeled Safety-I (Hollnagel, Wears, & Braithwaite, 2015). This approach can
lead to significant learning within the system. However, these learnings are most effect-
ive when activities are well-understood, relatively stable, and have limited external influ-
ences (Braithwaite et al., 2015), which is not the signature of the usual complex settings
around a suicidal person who often suffers from mental illness and social problems
(Fortin et al., 2021; Turecki et al., 2019).

Despite the development of different methods for investigating incidents in healthcare
(Hagley et al., 2019), root cause analysis (RCA) remains the predominant approach for
investigating suicide (Gillies, Chicop, & O’Halloran, 2015). The method has been
criticized for failing to adequately consider the central aspects of the phenomenon, such
as patient factors, because the focus is at a systemic level (Vrklevski, McKechnie, &
O’Connor, 2018). The expectation of finding a single or limited number of “root
causes” seems to be a gross oversimplification (Neal et al., 2004; Vincent, 2003).
Psychological autopsy is used to examine the psychological and contextual circumstan-
ces preceding suicide (Hawton et al., 1998; Isometsd, 2001). However, literature on other
methods for investigating suicide is sparse.

Suicide as an incident of possible patient harm (i.e., preventable with appropriate
actions by healthcare) differs from other adverse events in healthcare, which, in some
ways, presents additional challenges. Most suicides occur outside hospitals in the homes
of patients, with no staff or witnesses (Rajendran et al., 2022). Further, the care of
patients with suicidal behavior is often carried out over a long time by different pro-
viders, and work with patient safety is traditionally centered on hospitals and investiga-
tions of patient harm performed within a single unit (Roos af Hjelmsater et al., 2019).

This review aimed to describe the problems with the current approaches of investiga-
tions of adverse events in healthcare applicable to investigations of suicides as incidents
of patient harm and to propose and discuss ways to move forward.

MATERIALS AND METHODS

This review was performed interactively by the authors, researchers, and working pro-
fessionals in psychiatry and suicidology (EF and Aw), patient safety (AR, CV, and EF),
and improvement in healthcare (BAG).

This review followed the methodological framework of scoping reviews described
by Arksey and O’Malley (Arksey & O’Malley, 2005). The scope of this study was
investigations of suicide as incidents of patient harm in healthcare, and the research
question was two-fold: What problems with the current approaches to investigations
of patient harm applicable to investigations of suicides as incidents of patient harm
are described in the literature, and what are the evidence to support changes to
address the problems?

The searches were performed by EF, and the search strategy was developed in con-
sultation with a professional university librarian with the express purpose to identify
relevant literature for the study question. Searches were performed in 2021 in PubMed,
PsycINFO, and Cochrane databases. In PubMed and PsycINFO, the terms used were
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suicide combined with each of the following: patient safety, analysis, investigation, inves-
tigation methodology, patient harm, incident, root cause analysis, psychological autopsy,
failure mode and effect analysis, and fault tree analysis. Searches were also performed
using patient safety in combination with analysis and investigation. Furthermore, patient
harm and investigation were combined. The searches were restricted to the English lan-
guage and search terms in the title/abstract. In Cochrane, reviews were searched using
topics (health & safety at work and methodology) and keywords in the title (patient
safety, suicide prevention, incident analysis, and investigation). This study did not include
systematic searches of gray literature.

The titles and abstracts were reviewed and screened for relevance to the study.
Inclusion criteria were studies on investigations of suicide, investigative methods, and
methodologies for analyses of incidents of patient harm. Studies not applicable to the
investigation of suicide were excluded. Examples include studies focusing on specific
processes or incidents in areas that were not perceived as applicable to suicide, such
as radiology and pathology, and studies focusing on the investigation of other specific
forms of harm. The selected studies were read in full text, and eligible studies for the
study aim were included. Reference lists of included studies were screened for rele-
vant records, and searches for further literature by authors of the included studies
were performed using Google Scholar. Literature of relevance previously known by
the researchers was also considered. The selection of eligible literature is shown in
Figure 2, and the included literature is presented as references and summarized in
Tables 1 and 2.

The literature was split into two themes in accordance with the main study ques-
tions: (1) problems with current approaches to investigations and (2) support for
changes to address the identified problems. Some papers included material relevant
to both questions, in which case, we identified specific sections relevant to each
theme. In each paper, potentially relevant issues were identified by EF in discussion
with the other authors. Relevant issues were then grouped and categorized by EF.
These categories were reviewed and revised by the research group until a consensus
was reached. The final categories provided a framework for this study.

RESULTS

The literature on investigations of suicide as incidents of patient harm is sparse. The
included studies originated from Europe, North America, and Australia.

Problems with Current Approaches to Investigations

The literature on investigations and our own recently published review of investigations
of healthcare regarding suicides in Sweden (Froding et al., 2021) revealed several weak-
nesses in the current approaches. These cast doubt on the findings of investigations and
limit the scope and nature of the actions taken to reduce suicide. We summarize the
main problems below and in Table 1, which provides the foundation for the following
section on how to move forward.
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FIGURE 2. Flow diagram for the literature selection.

From: Page MJ, McKenzie JE, Bossuyt PM, Boutron |, Hoffmann TC, Mulrow CD, et al. The PRISMA
2020 statement: an updated guideline for reporting systematic reviews. BMJ 2021;372:n71. doi:
10.1136/bmj.n71

Failure to Embrace the Perspective of the Patient and Family

Reports of investigations in England showed a lack of perspectives from the patient or
their family on the incident (Care Quality Commission, 2016) and that involvement of
the family in the investigation process could meet resistance from professionals (de
Kam et al., 2020; Fortin et al., 2021). Reviews of suicide investigations of healthcare
showed that many did not seriously attempt to understand the experiences of the
patient or the perspective of the family (Froding et al., 2021; Vine & Mulder, 2013).

Not Addressing All Relevant Factors

Analysis of variables of significance for suicidal behavior, such as risk factors, suicide
reducing interventions, and care availability, is a critical part of any suicide investigation
(Janofsky, 2009; Vine & Mulder, 2013; Vrklevski, McKechnie, & O’Connor, 2018).
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TABLE 1. The identified problems in the performance of investigations of patient harm applicable

to suicide cases, along with evidence.

Problems in investigations

Evidence

Failure to embrace the perspective of the patient
and family

Care Quality Commission (2016)
de Kam, D. et al. (2020)

Fortin, G. et al. (2021)

Froding, E. et al. (2021)

Vine, R. et al. (2013)

Froding, E. et al. (2021)

Janofsky, J. (2009)

Vine, R. et al. (2013)

Vrklevski, L. P. et al. (2018)

Froding, E. et al. (2021)

Leistikow, I. et al. (2017)

Nicolini, D. et al. (2011a)

Vincent, C. et al. (2017)

Froding, E. et al. (2021)

Roos af Hjelmsater, E. et al. (2019) Wrigstad, J.
et al. (2014)

Froding, E. et al. (2021)

Mills, P. D. et al. (2006)

Nicolini, D. et al. (2011a)

Percapio, K. et al. (2008)

Roos af Hjelmsater, E. et al. (2019) Wrigstad, J.
et al. (2014)

Elfstrom, J. et al. (2009)

Macrae, C. (2016)

Macrae, C. (2014a)

Macrae, C. (2014b)

Nicolini, D. et al. (2011a)

Nicolini, D. et al. (2011b)

Roos af Hjelmsater, E. et al. (2019)

Woloshynowich, K. et al. (2005)

Wu, A. et al. (2008)

Not addressing all relevant factors

A short timeframe for analysis

Investigations focus are too narrowly focused on one
healthcare provider

Failure to consider a deeper system perspective

The experience and expertise of the investigation team

However, our previous review showed that investigations of healthcare did not include
an analysis of prior suicidality or suicide attempts (Froding et al., 2021). The investiga-
tions were more adapted to responding to the supervisory authority than understanding
the complex web of causes and conditions that led to the eventual suicide (Froding
et al., 2021).

A Short Timeframe for Analysis

People who take their lives usually suffer from a long period of decline. However, inves-
tigations usually focused on a relatively brief, defined period before the suicide or on
the last contacts with healthcare before an incident (Froding et al., 2021; Nicolini,
Waring, & Mengis, 2011b). Any analysis that focuses only on the last contacts with
healthcare will fail to uncover progressive degradations in care over time and equally
fail to appreciate past care that was supportive and positive (Leistikow et al., 2017;
Vincent et al., 2017).

Investigations Focus Are Too Narrowly Focused on One Healthcare Provider
Our previous reviews of investigations of healthcare before suicide showed that deficien-
cies in coordination between providers were pointed out as contributory to suicide
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incidents in almost one-third of cases. However, most investigations were performed by
a local leader within a single unit (the last unit caring for the patient), without the
involvement of other healthcare providers (Froding et al., 2021; Roos af Hjelmsiter
et al., 2019).

Failure to Consider a Deeper System Perspective

Investigators tended to finalize their analyses after identifying human error, rather than
proceeding to identify wider organizational and system problems (Mills et al., 2006;
Percarpio et al., 2008). This narrow focus on individual failures inevitably leads to inad-
equate solutions and recommendations (Nicolini, Waring, & Mengis, 2011b).
Investigators recommend narrow administrative interventions, such as reminders or
new routines, rather than those that address the deeper underlying problems (Froding
et al., 2021; Wrigstad, Bergstrom, & Gustafson, 2014). Furthermore, the investigations
report one case at a time, and the learning stays within the local units (Roos af
Hjelmsater et al., 2019).

The Experience and Expertise of the Investigation Team

There are wide differences in experience and competence within investigation teams,
leading to variations in performance and approaches to investigations (Macrae, 2014a,
2014b; Macrae, 2016; Nicolini, Waring, & Mengis, 2011b; Wu, Lipshutz, & Pronovost,
2008). Patients who take their lives are often in contact with multiple services, and yet
the investigation teams often lack important clinical perspectives, with the absence of
doctors being a particular problem (Elfstrom, 2009; Nicolini, Waring, & Mengis, 2011a;
Roos af Hjelmsiter et al., 2019; Woloshynowych et al., 2005).

Moving Forward

Therefore, we suggest major changes in the performance of investigations to address the
identified problems, as summarized in Table 2. These issues are interlinked, and some-
times there is no sharp separation between them. Involving the family, for instance, will
invariably expand the scope and time scale of the investigation.

Understand the Perspectives of the Patient
The involved patient is central in an incident of patient harm, and if preventive suicide
care is to be successful, investigators have to endeavor to understand the resources and
needs of the suicidal individual (Vrklevski, McKechnie, & O’Connor, 2018). Individual
factors, personality, life circumstances, and motivators are of great significance and rele-
vance in the progress of suicidal behavior. After a suicide, the analysis of care through
the patient’s eyes is challenging. However, conscious intentional efforts to shift the per-
spective of the analysis from the provider’s perspective to explore how the healthcare
systems managed to meet the expectations and needs of the patient should provide
some insights.

Family, carers, and significant others usually know more about the patient and their
connections to healthcare compared to the healthcare staff. Their contributions to the
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TABLE 2. Changes in the performance of investigations of suicide cases to address the prob-
lems in investigations of patient harm, along with evidence. The changes are interlinked and
there is sometimes no sharp separation between them. Actions within one area can be

expected to raise improvement in others as well.

Changes to address the weaknesses in the investigations

Literature

Make efforts to understand the perspectives of the
patient and consider whether the patient received the
care needed. Review relevant events in the life of the
person who has died.

Integrate variables of significance for suicide behavior,
prevention and safety

Learn from recoveries and periods of stability and
identify factors that promoted well-being and reduced
the risk of suicide

Widen the perspective of time - start the analysis from
the beginning of suicidality

Widen the system perspective - involve all current
healthcare providers and family

External investigator leaders with expertise in incident
analysis and healthcare

Multidisciplinary analysis teams with expertise in
suicidology and broad competences in healthcare

Berg, S. H. et al. (2017)
Bouwman, R. et al. (2018)
Lang, S. et al. (2016)

O'Hara, J. et al. (2018)

Van Tilburg, C. et al. (2006)
Vincent, C. et al. (2016)
Vrklevski, L. P. et al. (2018)
Weissman, J. et al. (2008)
Wiig, S. et al. (2021)
Zimmerman, T. M. et al. (2007)
Klonsky, E. D. et al. (2021)
Mann, J. et al. (2021)
O’Connor, R. C. et al. (2014)
Vine, R. et al. (2013)
Vrklevski, L. P. et al. (2018)
Bowers, L. et al. (2011)
Braithwaite, J. et al. (2015)
Leistikow, I. et al. (2017)
Vincent, C. et al. (2017)
Vincent, C. et al. (2016)

Wu, A. et al. (2013)

Barker, I. et al. (2017)
Hutchinson, A. et al. (2010)
Vincent, C. et al. (2017)
Vincent, C. et al. (2016)
Dixon-Woods, M. et al. (2016)
Zimmerman, T. M. et al. (2017)
Macrae, C. (2016)

Macrae, C. et al. (2014)
Nicolini, D. et al. (2011a)
Nicolini, D. et al. (2011b)
Peerally, M. et al. (2017)
Vincent, C. et al. (2017)
Vincent, C. et al. (2016)
Vincent, C. et al. (2015)
Woloshynowich, K. et al. (2005)
Pham, J. et al. (2010)
Vrklevski, L. P. et al. (2018)

analysis should broaden and deepen our understanding of patients’ experiences. Studies
on the involvement of patients and/or families in incident analyses have shown contri-
butions of new perspectives to the analyses and identification of adverse events not
detected by professionals (Bouwman et al., 2018; Lang, Garrido, & Heintze, 2016;
O’Hara et al., 2018; Van Tilburg et al., 2006; Weissman et al., 2008; Wiig et al., 2021;
Zimmerman & Amori, 2007).

Furthermore, safety in the care of suicidal patients is broader than technical terms
and the views of healthcare stakeholders. Perceived connections to professionals,
senses of protection, and control of their lives are highly important for suicidal
patients’ experiences of safety in healthcare (Berg, Rortveit, & Aase, 2017). Efforts to
analyze how healthcare managed to meet the expectations and needs through the lens
of the patient should introduce perspectives that would be wuseful in
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understanding, learning, and improving healthcare and patient safety (Vincent &
Amalberti, 2016).

Integrate Variables of Significance for Suicide Behavior, Prevention and Safety
Several factors influencing suicidality are now known and available for modification
through evidence-based suicide reduction strategies (Klonsky et al., 2021; Mann, Michel,
& Auerbach, 2021; O’Connor & Nock, 2014). Integration of these variables, such as risk
factors and triggers, into investigations should improve the possibilities of understand-
ing the essentials of the underlying individual process of suicidal behavior (Vine &
Mulder, 2013). Analysis of performed and/or possible interventions of current influenc-
ing factors is crucial in the analysis of risk management over time and raises the possi-
bility of finding improvements in work with suicide prevention and patient safety
(Vrklevski, McKechnie, & O’Connor, 2018).

Learn from Recoveries and Periods of Stability

Integration of theories of Safety-II in analyses: learning from performance of daily work
and from all that goes well, successes, and recoveries, as well as from failures and close
calls, should bring new valuable perspectives (Braithwaite et al., 2015; Leistikow et al.,
2017; Vincent & Amalberti, 2016; Wu & Marks, 2013). Attention to episodes of success-
ful recovery from acute suicide crises or suicide attempts could have implications for
the understanding of individual recovery strategies and how healthcare management
can cope with individual needs and factors significant for improving suicide prevention
in healthcare (Bowers et al., 2011). Furthermore, analysis of periods of stability could
reveal individual adaptive strategies and knowledge of factors significant for the preser-
vation of health and wellbeing (Vincent et al., 2017).

Widen the Perspective of Time

The investigations should analyze all the relevant factors leading to eventual suicide, not
just the healthcare received or not received. Therefore, the analysis must start from the
beginning of suicidality and embrace the entire suicide process with fluctuations in
intensity to enable an understanding of the current interacting factors. Failures of longer
courses of care are often marked by an accumulation and combination of problems,
errors, and system vulnerabilities over time, and to uncover potential progressive deg-
radation in care, the analysis must span longer periods (Barker, Steventon, & Deeny,
2017; Hutchinson et al., 2010; Vincent & Amalberti, 2016; Vincent et al., 2017).

Widen the System Perspective

Involve current healthcare providers, family, and carers, and other significant persons in
the investigations to understand the whole picture. Healthcare staff members are only
involved in the care performed at their own units and know about these specific epi-
sodes. Investigations need to embrace all relevant contexts across organizations, includ-
ing the home, community environment, and social service. The high volume of mental
outpatient care and the need for collaboration and communication across the
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continuum of care raise considerations of the transitions between care providers and
potential errors in outpatient settings. These wider interdependencies have seldom been
addressed in local investigations (Dixon-Woods & Pronovost, 2016).

Family, carers, and other significant persons for the patient, social workers,
staff at school or job, employers, local authorities, or judicial system are all
potentially relevant informants who could shed light on the person’s life outside the
healthcare (Zimmerman & Amori, 2007), where most people spend the main part of
their lives.

External Investigation Leaders with Expertise in Incident Analysis and Healthcare
Ideally, leaders of the investigation should be external and independent of the units
involved. Local investigators might be under the influence of hierarchical tensions and
hence endeavor to preserve interpersonal relationships, which may compromise the
depth and accuracy of the analysis with a focus on what is possible rather than what is
needed (Macrae & Vincent, 2014; Nicolini, Waring, & Mengis, 2011a, 2011b). Further,
investigation leaders need substantial competence and experience in the chosen investi-
gation method and patient safety to ensure sufficient quality in the investigation
(Macrae, 2016; Macrae & Vincent, 2014; Peerally et al, 2017; Vincent & Amalberti,
2015, 2016; Vincent et al., 2017; Woloshynowych et al., 2005).

Multidisciplinary Analysis Teams with Expertise in Suicidology and Broad
Competence in Healthcare Services

The analysis teams should be multidisciplinary with specific expertise in suicidology and
broad competence in healthcare services to enable analyses covering all adequate aspects
of care (Pham et al., 2010; Vrklevski, McKechnie, & O’Connor, 2018). Besides profes-
sional expertise, knowledge of the local conditions and policies is needed to manage the
careful and inter-professional considerations of care at all levels that are needed to find
meaningful actions at severe patient harms.

DISCUSSION

Several weaknesses in current approaches to investigations of healthcare at suicide have
been identified, raising doubts about the effectiveness of current approaches. To become
an effective and valuable tool for improving healthcare in the cases of suicidality, inves-
tigation methods must reflect the progress of knowledge about suicidal behavior, suicide
prevention, and patient safety. This includes embracing the patient’s perspective, profes-
sionalization of investigations, analyses across organizational boundaries, and focus on
learning and improvement. To support this, there is a need for substantial changes in
the investigation approaches (Table 3). We see the need for a paradigm shift in the
approaches to investigations of suicide. Actions are needed on multiple levels, along
with support, recommendations, and requirements from authorities, healthcare pro-
viders, researchers, and stakeholders.
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TABLE 3. Six major steps to make investigations of suicide valuable for learning and prevention.

Changes

Actions

(1) Involvement of patients and families in the analyses

New approaches in the analysis process and capability to

manage the investigations allowing the inclusion of
patient perspectives without burdening the

family unduly.

(2) Select and conduct proportionate analyses A triage system guiding the depth and extent of the
analysis proportional to the value of learning and
improvement.

(3) Education and training for investigator expertise Education programs in patient safety and training in

incident analysis for investigator leaders. Fewer
investigators should conduct further investigations.

(4) Multidisciplinary analysis teams with competence in Infrastructures supporting data sharing, collaborative
and authorized access to relevant organizations analysis, and coordinated improvement across

organizational boundaries and appropriate
legal frameworks.

(5) Aggregation of data Aggregation of the outcomes of suicide analyses could

allow analysis of major system issues and insights of
more meaningful action plans.

(6) A new model for investigation of suicide cases An investigation model based on the results in this study

could serve as a framework to guide the analysis of
significant parts and perspectives.

Implications for Policies and Clinical Practice

We suggest six actions of importance:

Involvement of families in the analyses should become the default option, with
the important proviso of considering psychological and emotional timeliness.
New approaches in the analysis process and the capability to manage meetings
are needed to allow the inclusion of patient perspectives without burdening the
family unduly.

Select and conduct proportionate analyses. The deep, long-term investigations
across organizations that we suggest in this paper are resource-intensive. A triage
system regarding the depth and extent of the analyses proportional to the value
of learning and improvement, particularly in terms of the likely revealing prob-
lems not highlighted in current systems, and is needed to support which cases
should be selected for extensive analysis.

Education and training for investigator expertise. Investigation leaders are critical
in ensuring a thorough and professional investigation. To meet this need, sub-
stantial efforts in education and training in incident analysis for healthcare pro-
fessionals are needed. Fewer investigators should conduct further investigations
to build up and maintain expertise.

Multidisciplinary analysis teams with competence in and authorized access to rele-
vant organizations. Infrastructures supporting data sharing, collaborative analysis,
and coordinated improvement across organizational boundaries are needed,
along with appropriate legal frameworks.

Aggregation of data. Generating learning and recommendations for actions based
on a single incident may be delicate and even risky for patient safety. Instead,
aggregation of the outcomes of suicide analyses, together with other related qual-
ity and safety data, should allow the analysis of major system issues and insights



ARCHIVES OF SUICIDE RESEARCH @ 13

into more meaningful action plans. A regional or national data-base could be
one way to meet this requirement.

6. A new model for investigation of suicide cases based on the results of this study
could facilitate this paradigm shift. The model should serve as a framework for
how investigations should be performed and guide the analysis of the significant
parts and perspectives described above. We are currently working on
these models.

Challenges of Implementation

We realize that there are challenges in managing our suggested approaches, and adapta-
tions are required in relation to different contexts.

First, healthcare providers’ resources for investing in investigations are limited. To
optimize the benefits, efforts to ensure investigations of high quality and exploration of
how the selection of cases for extensive analyses is to be made should be prioritized.

Second, the performance of interactive investigations with families can meet the resist-
ance of professionals (de Kam et al,, 2020; Fortin et al., 2021). Healthcare managers and
investigation leaders, in particular, have a significant role in influencing the culture of this
issue (Zimmerman & Amori, 2007). The involvement requires careful professional respect
for both the patient and involved staff and awareness of the psychological impact the ana-
lysis can have on all involved. Similarly, analysis across organizations requires the devel-
opment of norms and social agreements to collaborate and share information across
boundaries. Furthermore, ethical and legal frameworks must be considered.

Finally, research and investment in the testing, development, and evaluation of current
and new approaches of healthcare analyses are required for progress in learning and
improvement in patient safety. Systematic nationwide efforts to aggregate information on
all suicides among persons who have been in contact with mental healthcare and/or
addiction services during the year before death have been effectuated for several years in
Norway (National Center for Suicide Research and Prevention) and the UK (The
National Confidential Inquiry into Suicide and Safety in Mental Health, NCISH). These
initiatives have resulted in several publications available on their websites (National
Centre for Suicide Research and Prevention, 2022; National Confidential Inquiry into
Suicide and Safety in Mental Health, 2022). Standards for investigating serious incidents
suggested by NCISH, such as independent investigators, contact with family, access to full
case records, and action plans (National Confidential Inquiry into Suicide and Homicide
by People with Mental Illness, 2022), and the proposal to improve safety in mental health
services by creating a learning culture based on multidisciplinary reviews (National
Confidential Inquiry into Suicide and Homicide by People with Mental Illness, 2013) are
in line with our suggested changes and implications.

This study focused on the investigation of care during suicide incidents, but the find-
ings and proposals may be relevant to cases of patient harm for other chronic diseases.

Strengths and Limitations

The combination of clinical and academic experiences in suicidology, patient safety and
healthcare improvement in the research team served as strengths in this study,
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facilitating the evaluation and application of the literature. However, this study has sev-
eral limitations that must be considered in the interpretation of the results.

One limitation of this study was the researchers’ preunderstanding and experience in
the research field, risking unintentional reviewer bias. Owing to a lack of common
nomenclature in the relevant science fields, there was a risk that studies of relevance
might be missed in the literature search. To address these limitations, the search strat-
egy was developed in consultation with a professional university librarian. Furthermore,
this study did not include systematic searches of gray literature.

The literature specific to investigations of suicide as incidents of patient harm is
sparse. However, to the best of our knowledge, all included studies were applicable and
significant for the investigation of suicide cases.

This study aimed to review investigations of suicide as incidents of patient harm, not
representing suicides in the general population.

CONCLUSIONS

There are several problems in the current approaches to investigating suicide as inci-
dents of patient harm. The progress in knowledge about suicidal behavior, suicide pre-
vention, and patient safety should be reflected in the improvement of these
investigations.

To move forward, a paradigm shift in the investigation approaches is needed. This
includes embracing the patient’s perspective, professionalization of investigations, analy-
ses across organizational boundaries, and focus on learning and improvement.

Actions to manage this paradigm shift include involvement of patients and families,
education and training for investigators, and multidisciplinary analysis teams with com-
petence in and access to relevant parts across organizations. A triage of cases for exten-
sive analyses, with expected substantial learning and insights valuable for healthcare
improvement, is necessary.

A new model for investigating suicide as a potential patient harm based on the results
of this study should facilitate this paradigm shift.

Based on the results of this review, we are working on a model for investigating sui-
cide as a potential patient harm. The model was co-designed with persons with their
own experiences of suicidality and healthcare, and with professionals. The model will
shortly be tested and evaluated iteratively to refine and make it adaptable to different
contexts and situations.
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