Assessment of Suicide Risk:
General:
The National Service Framework for Mental Health (Section 7) proposes to cut death from suicide by 30%.  This is perceived to be possible by better health promotion, and improved assessment and treatment of depression in primary care.  Emphasis is placed on improved recognition of suicidal risk.(1).
The assumption that improved recognition and management of depression will reduce the incidence of suicide is widespread.  Commonly reported figures citing a 15% lifetime risk of suicide in patients with depression seem to add weight to this popular belief.  These figures however are misleading.  They are based on studies done prior to 1970 on patients in secondary care.  Population based studies show that fewer than 2 patients in a million kill themselves.  Depressive symptoms are common in the population – 10% of patients aged 16-65 report significant depressive symptoms at any one time, and one in 10 of these admit to suicidal thinking.  In other words, although depressive disorders are common, suicide remains rare.(1)
An American study of 35 546 insured patients with a history of depression shows a more realistic perspective.(2).  In 62 159 person-years of follow up the risk of suicide declined from 224/100 000 for psychiatric inpatients, to 64/100 000 for outpatients, to 43/100 000 for those receiving antidepressants in primary care, to 0 for those on no treatment.  Not only are these rates well below 15%, they also show the significance of each patient’s treatment history.(1). 
This implies that better treatment of depression, although worthwhile in itself, is unlikely to make a significant impact on the suicide rate.  The Numbers Needed to Treat to prevent one suicide, (assuming treatment prevented suicide) are demoralising.  For inpatients 400 patients would need treatment for one year, and in General Practice the number would need to be almost 5000.(1).    
The second approach of improving risk assessment is also unlikely to be helpful in reducing the rate of suicide.  15% of suicide victims have previously been identified as being of moderate to high suicidal risk.  One quarter of these are known to have had contact with the mental health services in the year prior to their death.  Of these patients almost half of the suicides occurred either while still inpatients (16%) or within 3 months of discharge (24%).(3).  Non-compliance with treatment and loss of contact with services was a common feature prior to suicide.
Readmission of patients with mental illness is also a strong predictor of high suicide risk.  Long term risk of suicide in this group is more than 15%, and if the number of admissions is 5 or more, the risk is in excess of 22%.(1).
The Samaritans use a scoring system that is designed to aid their assessment of suicidal risk.(4).  It is based on the New York Suicide Prevention Centre Risk Assessment Scale, and also draws from a similar scale used by the Los Angeles Suicide Prevention Centre.  It focuses on the actual suicide plan, its nature and its intended timing.  Separation is made between immediate methods (hanging, shooting…) and slower methods (overdose for instance) where rescue is possible if the chosen place and time favour it.  A score of 7 or 8 in the first part of the scale, or a total score of 20 or more indicates the patient is in imminent danger and should not be left alone.  A score of 14-19 indicates high risk and another meeting should be fixed soon.  Moderate risk, (6-11), indicates that another meeting should be fixed, and slight risk (1-5) or 0 in the first part of the table indicates that the volunteer should hear the patient out and let him or her go unless there are reasons to meet again.
Scoring Table for Suicide Risk Assessment:  The Samaritans. 2002 (4)
Chief Indicator of Immediate Risk:
	
	Imminent sudden death                                             8

	[image: image1.png]



	Imminent slow method of suicide                                7
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	Future sudden death planned                                    6
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	Future slow method of suicide planned                       5

	[image: image4.png]



	Planning suicide “gamble”                                           4
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	Planning suicidal gesture                                            3
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	Definite suicidal thoughts but no plan                         2
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	Toying vaguely with idea or suicide                            1
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	No suicidal thoughts                                                  0


   Add points for every relevant item, mostly the long term factors
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	Previous suicidal acts or gestures                                 4 or less
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	Recent broken relationship.  Isolation.  Rejection        3 (each)
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	No hope.  Loss of faith.                                              3 (each)
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	Depressive illness.                                                     2
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	Dependence on alcohol or drugs.                               2
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	Possession of means of suicide.                                 2
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	Putting affairs in order.                                              2
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	Over 60.  Male.  Ill.  Chronic pain.                              1 (each)
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Case Study: 1:  Terry presented in surgery on 22.10.96 in a disturbed state.  He was seen by a locum who referred him (non-urgently) to psychiatry for a suspected early psychotic illness.  That evening he jumped off a bridge in an attempt to kill himself.  He was admitted and a diagnosis of (amphetamine-induced) psychosis was made.  His parents were very upset by this diagnosis and disagreed with the hospital. 
Terry did see a CPN for a while but “dnaed” on 20.08.97 and was not seen by them again. 
Terry re-presented at the surgery in January 1998.  He felt isolated and alone, he was obsessed by fears for the future of the world.  He had prominent thought disorder.  An urgent domicilliary psychiatric assessment was arranged for that same day.  
He was seen by a psychiatrist who diagnosed depression.  He was not admitted but started on antidepressants.  
Three weeks later, Terry seemed a lot better.  He encouraged his parents to go out one evening to a concert.  While out he wrote a suicide note, wrapped his head in a duvet and shot himself through the mouth.
He never saw a CPN or psychiatrist after their domicilliary visit, despite being invited.
What risk factors are apparent in this case history and how could Terry’s management have been improved?
Case Study: 2: Sarah-Lee Sell-Farmer phones you at 5:55pm on Friday, while you are on call.  She sounds morose.  She says she is depressed and wants to kill herself.  She has been drinking vodka, and took some diazepam earlier that she bought from a neighbour. She says she is lonely and has wasted her life.   She has tablets in the house and is thinking about taking them.  
A long discussion ensues.  She is 40 next week and lives alone.  She has had extensive involvement with the mental health services, having been admitted to the local psychiatric ward 54 times in the last 11 years for depression and suicidal ideation.  She is unwilling to go back in.   She attends psychiatric outpatients irregularly.  Her access to a CPN has been denied as it was felt she was abusing the service and it was reinforcing inappropriate health-seeking behaviour.  Her Social Worker “has stopped calling” following an argument 6 weeks ago.  Sarah-Lee has no friends.  She used to be quite religious but stopped attending church last year.
Sarah-Lee is currently on a weekly prescription for diazepam, temazepam, citalopram, and some other “pam” she can’t remember.  A quick check of her prescription file shows that she has been on amitriptyline, imipramine, citalopram (twice), paroxetine, fluoxetine, clomipramine, venlafaxine, chlorpromazine, haloperidol, phentazine, olanzapine, quetiapine, risperidone, sodium valproate, gabapentin, diazepam, lorazepam, temazepam, zopiclone, zolpidem,  and nitrazepam in the last 5 years.
How would you manage this situation?
How do you assess her immediate and long-term suicidal risk?
This tutorial has been prepared by Dr P Harrop, Riversdale Surgery 
