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Managing suicide risk in primary care

05 June 2021
We read with interest Professor Morgan’s special article on

predicting short-term suicide risk.1We are grateful for the mention
of the extensive body of evidence suggesting the futility of suicide
risk assessments and alleged risk factors including suicidal
thoughts and behaviours in predicting suicide risk. We appreciate
the statements ‘To base assessment of ongoing risk on the indi-
vidual’s mental state during a single interview is clearly likely to be
highly unreliable’ and ‘An important trigger for relapse is stress,
particularly stress that has previously been present and has not
been resolved’. It is important that the above facts are conveyed to
the patient’s general practitioner (GP) via the suggested corres-
pondence. However, we wonder about the purpose of the pro-
posed 123-word paragraph ending with the sentence ‘Overall,
however, the predicted level of suicide risk must still be regarded
as significant, requiring vigilance until I next see him/her’. What
action is required of the GP when they receive similar letters about
almost every patient seen by the mental health services? If the
patient requires vigilance for their mental health, would this not
best be provided by secondary care mental health services with
their array of highly specialist teams and army of experts? What
aspects of suicide prevention are the GPs better equipped for than
the secondary care mental health services? It is important to
acknowledge that it is not possible to reliably predict suicide risk
from single consultations. However, it appears the suggested
correspondence is unrealistically asking an already overstretched
primary care service to pick up responsibility in a specialist area.
Furthermore, we would be grateful for any guidance on how to
better assess and manage suicide risk during a 10min GP con-
sultation than during the 30–60min assessment by specialists.
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Author’s reply:

17 June
I am grateful to Drs Albert, Gallen and Gaur for their

interest in my paper. Unfortunately they appear to have mis-
understood some major points which I make. I certainly do not
suggest that the assessment of suicidal thoughts is futile in
short-term prediction of suicide. I argue exactly the opposite,

presenting evidence that provided this is carried out correctly
and appropriately, it should have significant predictive value.

What is more, I do not in any way suggest that ongoing
care of suicidal patients should be handed back to the gen-
eral practitioner (GP), certainly not before their problems have
been resolved. My suggested letters are meant as clinical sum-
maries which should be sent routinely to GPs by any psychiatric
team as part of good ongoing clinical care. They do not mean, in
any way, that the secondary service thereby should relinquish
ongoing clinical care of their patients before treatment is complete.

How to maintain good ongoing supportive care of patients
who have experienced a suicidal crisis is an important clinical
challenge. My paper considers how the psychiatrist might
attempt to achieve this, by emphasising concern to provide the
form of help which would be most acceptable to the patient,
and to which he/she would readily turn should the crisis recur.

Gethin Morgan, Emeritus Professor of Mental Health, University of Bristol,
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Fluctuation of suicide intent and other matters in
psychosocial assessment post self-harm

Professor Morgan’s article rightly focuses on the fluctua-
tions in suicidal intent among mentally ill people undergoing the
various crises and vicissitudes of life. He emphasises the
importance of repeated assessments, rather than relying on the
initial one, to accommodate these fluctuations in intent.

He appears to have given up on prospects of predicting
longer-term suicide risk but has not commented on the
emerging body of evidence suggesting the effectiveness of
combining an app-based questionnaire with inflammatory bio-
markers such as interleukin subtypes, SAT1 and Toll-like
receptor subtypes.1 These biomarkers probably reflect the
degree of underlying stress which Professor Morgan describes,
with some quantitative features provided in addition. These
types of hybrid assessments should cover both the short- and
longer-term risks but will not predict when (or under what
circumstances) the lethal behaviour could take place.
Consequently, mitigation needs simple strategies such as Dr
Cole-King’s suicide safety plan, a brief document co-produced
with the patient, held by the patient and carer, describing what
to do and who to contact if suicidal intent reaches a climax.2

Brief hybrid assessments might also be less intrusive and
distressing to patients compared with the standard ‘psychosocial
assessment’ carried out in emergency room settings, typically by
junior psychiatric liaison staff and often under time pressure
(including the 4 h wait and expectations of prompt bed clearance
and discharge as the person is deemed ‘medically fit’). Often
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both the assessor and patient are aware that this is likely to be
the only contact between them, further reducing the likelihood of
frank disclosure of trauma and abuse; this is strongly associated
with invalid assessments and completed suicide in the future.3

Patients also find repeated disclosures of personal details to
multiple mental health staff frustrating and traumatic,4 along the
lines of ‘why don’t you look up the notes before speaking to me?’.
Similar to the experience of repeated police interviews under
implied caution (‘anything you say might be used for a future
Mental Health Act assessment’), patients are (perhaps rightly)
suspicious that the assessors are looking for discrepancies in the
history to undermine the reliability of the person’s account leading
to suicidal thinking and/or self-harming behaviour, thereby mak-
ing it easier to discharge (or dismiss) the patient seeking help.

Professor Morgan touches on in-patient (‘never event’)
suicides,5,6 mainly involving patients who have either
absconded or been given planned home leave, as major
improvements to ward design (including shaving off door edges
and securing windows, door handles and toilet equipment)
have now taken place. He does not, however, suggest practical
changes in ward policy, for example, the potential benefit of a
face-to-face review within 24 h of being placed on home leave
in order to check on basic needs (elegantly summarised by
Maslow), as well as potential toxic relationships with close
family members, who might be either over-controlling or
otherwise pessimistic on the prospects of the patient moving
from being a burden (a variation on therapeutic nihilism and
malignant alienation, not often discussed in the literature).

Finally, the issue that I, as a clinician, struggle most with
when debriefing assessors or looking at longer-term suicide
mitigation is that suicide risk assessment is used primarily as a
defensive tool by the assessor, possibly aided by the patient,
who does not wish to upset the assessor or get him/her into
trouble in the future. So, the ‘protective factors’ often high-
lighted in the assessment are documented without due dili-
gence on how stable or permanent these are.

On occasion, a suicidal person will ‘blurt out’ a suicide plan
he/she has been considering. Often, this communication is with
a staff member of low rank, for example, a ward domestic or
student nurse, simply based on their compassionate nature and
their not being part of the ‘assessment brigade’. Typically, these
patients will subsequently deny that they will carry out this plan,
and at times they will deny ever having disclosed such a plan, but,
given the circumstance or opportunity, they may use the plan.
Alternatively, a person who has failed with a plan will deny
wanting to repeat the action (for example, an overdose) but
could use this as a learning experience to organise a variation or
plan more violent methods such as jumping or hanging.

As Professor Morgan rightly states, an assessor needs to
compassionately (and non-judgementally) ask whether alternative
means have been considered following a failed suicide attempt.
This is genuinely hard work and especially emotionally draining.
Therefore, it is essential for staff assessing suicidal patients to be
debriefed supportively and given sufficient time off (at least
undertaking other duties) to regain their emotional composure.

Prasanna de Silva, Cumbria, Northumberland, Tyne and Wear NHS Trust,
UK. Email: Prasanna.deSilva@cntw.nhs.uk
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Response to Dr de Silva’s letter

02 December 2020
Dr de Silva’s wide-ranging review of suicide prediction strat-

egies is very welcome: it includes a number of useful new ideas on
how our predictive efforts can be taken forwards. I do not wish to
take issue with any of them. My own paper, however, focuses
more narrowly on two specific issues. The first highlights the way
in which ongoing variation in severity of intent, usually due to the
random and unpredictable occurrence of stress-related events, can
confound our predictive efforts, and I suggest how we might cir-
cumvent this. The second aims to show that, in spite of attempts
to dismiss its value, the assessment of suicidal ideation can have a
useful role in the prediction process, provided it is applied correctly
and used appropriately. My approach is in the nature of risk
assessment, which has been criticised by some as being too
dependent on negative issues. I hope I have shown that by helping
to identify future hazards and so anticipate ways of dealing with
them, this is not just a negative process. A capable clinician should
surely be able to ensure that such assessment does not com-
promise the establishment of a good trusting relationship with the
patient. My overall hope for the future of suicide prevention is that
polarised views, in which different approaches are seen as either
good or flawed, will not prevail. Good points from each and every
approach can then be incorporated into an overall synthesis of
preventive strategy that can be used in clinical practice.

Gethin Morgan, Emeritus Professor of Mental Health, University of Bristol,
Bristol, UK. Email: hilary.howard@blueyonder.co.uk
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