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Background Suicide preventionis a
health service priority but the most

effective approaches to prevention may
differ between different patient groups.

Aims To describe social and clinical
characteristics in cases of suicide from

different age and diagnostic groups.

Method A national clinical survey of a
4-year (1996-2000) sample of cases of
suicide in England and Wales where there
had been recent ( <| year) contact with
mental health services (n=4859).

Results Deaths of young patients were
characterised by jumping from a height or
in front of a vehicle, schizophrenia,
personality disorder, unemployment and
substance misuse. In older patients,
drowning, depression, living alone,
physical iliness, recent bereavement and
suicide pacts were more common. People
with schizophrenia were often in-patients
and died by violent means. About a third of
people with depressive disorder died
within ayear of iliness onset. Those with
substance dependence or personality
disorder had high rates of disengagement

from services.

Conclusions Prevention measures
likely to benefit young people include
targeting schizophrenia, dual diagnosis and
loss of service contact; those aimed at
depression, isolation and physical ill-health

should have more effect on elderly people.
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Prevention of suicide is a priority for health
services in England (Department of Health,
2002). Mental disorder is strongly asso-
ciated with suicide (Harris & Barrow-
clough, 1997; Hiroeh et al, 2001) but the
risks and therefore the approaches to pre-
vention may differ between different groups
of patients. Two of the most important in-
fluences on the risk of suicide are age and
psychiatric diagnosis. Physical health prob-
lems and major depression are common in
suicide in older age-groups (Conwell et al,
1996; Harwood et al, 2000; Timonen et
al, 2002) whereas relationship problems
and drug misuse are frequently associated
with suicide in young people (Appleby et
al, 1999; Houston et al, 2001). Although
studies have investigated the relationship
between suicide and individual psychiatric
disorders (e.g. Isometsa et al, 1994, 1996;
Rossau & Mortensen, 1997; Heoyer et al,
2004), few studies have collected compar-
able data on a range of diagnostic groups
or explored their clinical care prior to sui-
cide. This paper describes a national conse-
cutive series of suicide by people in contact
with mental health services. The aims of the
study were to identify the characteristics of
patients within the main age and diagnostic
groups who died by suicide and to describe
aspects of their clinical care prior to death.
The study was carried out as part of the
National Confidential Inquiry into Suicide
and Homicide by People with Mental
Illness (Appleby et al, 2001).

METHOD

Data collection had three stages as
described by Meehan et al (2006, this
issue). Information on all deaths in England
and Wales receiving a verdict of suicide or
an open verdict at coroner’s inquest was
obtained from the Office for National
Statistics. The cases presented here consist

fSee pp. 129—134 and 143147, this issue.
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of deaths by suicide registered from 1 April
1996 until 31 March 2000. We obtained a
sample of individuals who had been in
contact with mental health services in the
12 months before death and we collected
clinical data about these people by sending
a questionnaire to the responsible con-
psychiatrist. The
consisted of sections covering social/demo-

sultant questionnaire
graphic characteristics, clinical history,
details of suicide and aspects of care.
Clinicians were asked for an ICD-10 pri-
mary diagnosis (World Health Organiza-
tion, 1992) and any ICD-10 secondary
diagnoses. One question asked whether
the death occurred as part of a suicide pact.

Statistical analysis

For the age-group comparisons we divided
the cases into the following groups: under
25, 25-34, 35-44, 45-54, 55-64, 65-74
and over 75 years, and described social
and clinical characteristics. For diagnostic
groups we considered patients with the
most common psychiatric diagnoses:
schizophrenia and other delusional dis-
orders; depressive disorder; bipolar disorder;
personality disorder; alcohol dependence;
and drug dependence.

This was a descriptive study and the
main findings are presented in the tables
as proportions with 95% confidence inter-
vals (ClIs). For selected subgroup compari-
sons not presented in the tables (e.g. for
clinical care variables, life events, those
who did and did not die in suicide pacts)
we used y2-tests with statistical significance
set at P<0.05. If an item of information
was not known for a case, the case was
removed from the analysis of that item;
the denominator in all estimates is therefore
the number of valid cases for each item.

RESULTS

Completed questionnaires were received on
4859 cases, a response rate of 95%. The
findings below refer to these cases.

Age-groups

Rates of contact with mental health services
varied according to age-groups as follows:
21% of those under 25; 25% of the 25-
to 34-year-olds; 27% of the 35- to 44-
year-olds; 26% of the 45- to 54-year-olds;
23% of the 55- to 64-year-olds; 22% of
the 65- to 74-year-olds; and 11% of those
over 75 (y*=201.8, P<0.001).
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Table |

Cause of death in those who died by suicide within 12 months of contact with mental health services compared by age-group

Cause of death

Age-group, n (%, 95% Cl)

Under 25 years 25-34 years 35-44 years 45-54 years 55—64 years 65—74 years 75 years or over

(n=465) (n=1202) (n=1118) (n=937) (n=>540) (n=380) (n=217)
Hanging 174 (38,34-43) 426 (36,34-39)  348(32,29-35) 283 (31,28-34) 195 (37, 33-41) 107 (29, 24-34) 52 (25, 19-31)
Self-poisoning 129 (28,24-32)  348(30,27-32) 375 (34,32-37) 305 (34, 31-37) 154 (29, 25-33) 144 (39, 34—44) 55 (26, 20-32)
Carbon monoxide 18 (4, 2-6) 100 (9, 8-11) 102 (9, 8-11) 71 (8, 6-10) 23 (4,3-6) 15 (4, 2-6) 12 (6, 3-9)
poisoning
Jumping/multiple 96 (21, 17-25) 184 (16, 14-18) 134 (12, 10-14) 96 (11,9-13) 64 (12,9-15) 28 (8, 5-10) 19 (9, 5-13)
injuries
Drowning 143, 1-5) 38(3,2-4) 57 (5,4-7) 66 (7,6-9) 51 (10, 7-12) 40 (11,8-14) 32 (15, 10-20)
Burning 2(0.4,0-1) 22(2,1-3) 26 (2, 1-3) 16 (2, 1-3) 5(1,0-2) 8(2,1-4) 2(1,0-2)
Other' 23 (5,3-7) 55(5,3-6) 49 (4,3-6) 71 (8,6-10) 34(6,4-9) 27 (7,5-10) 37 (18, 13-23)

I. Includes cutting, electrocution, firearms, suffocation and other specified.

Method of suicide

Hanging and jumping from a height or in
front of a moving vehicle were most common
in those under 25 and least common in those
of 65 and over, whereas the frequency of
drowning increased with age (Table 1).

Social and clinical characteristics

The male:female ratio was highest in the
25- to 34-year age-group; the proportions
of males and females were equal in those
over 65. The rate of unemployment de-
creased with increasing age; nearly two-
thirds of those under 25 were unemployed.
The proportion living alone was highest in
the oldest groups; more than half of those
over 75 were living alone (Table 2).

The proportion with a diagnosis of
schizophrenia or personality disorder de-
creased with increasing age; half of those
under 25 were in these diagnostic groups.
The proportion with a diagnosis of depres-
sion increased with increasing age; almost
two-thirds of those over 65 had depression.

Rates of previous self-harm, violence,
alcohol misuse and drug misuse generally
decreased with increasing age. Of those
under 235, nearly three-quarters had a his-
tory of self-harm and nearly two-thirds a
history of drug misuse. In half of those over
75, the suicide was the first known episode
of self-harm. Alcohol and drug misuse were
uncommon antecedents in deaths by suicide
in those over 65.

Clinical care

In-patient suicide was proportionately less
common in those aged over 75 (Table 3).
The younger groups were more likely to
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have missed their final appointment with
services compared with older patients.
Individuals in the under 25 age-group were
more likely to be detained under the
Mental Health Act 1983 compared with
those aged 25 and over (48 v. 25%,
x*=19.6, P<0.001) and were more likely
to be under high levels of observation
(33 v. 24%, y*=2.4, P=0.012). They were
also more likely to have discharged them-
selves (15 v. 10%, y*=6.2, P=0.012) and
to have been readmitted within 3 months
of a previous discharge (22 v. 16%,
1*=3.8, P=0.05).

Adverse life events in the 3 months prior
to death

There were highly significant differences
(P<0.001, y>-test) between age-groups in
the incidence of adverse life events in a
number of domains (relationship problems,
unspecified legal problems, physical health
problems and bereavement). Relationship
problems were most frequent in the
35- to 44-year-olds (33 v. 24% in other
age-groups, x?=30.7, P<0.001). Legal
problems were most common in those
under 25 (9 v. 5% of older cases, y2=9.7,
P=0.002). Physical health problems (18
v. 5%, ¥*=137.7, P<0.001), deterioration
in physical health (23 v. 7%, x?>=164.3,
P<0.001), bereavement or anniversary of
1*=24.9,
P<0.001) were more common in those
over 65 than in other age-groups.

bereavement (10 w». 5%,

Suicide pacts

Thirty-two people died in a suicide pact
(1%, 95% CI 0-1). Death in a suicide pact
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was proportionately more common in those
aged over 65 compared with those under 65
(2 v. 0.45%, 52=28.8, P<0.001). Individ-
uals aged over 65 who died in a suicide pact
were more likely to be married (64 v. 34%,
%*=5.5, P=0.02) and less likely to be living
alone (14 v. 52%, y*=7.8, P <0.01) than the
remainder of this age-group. Respondents
were also more likely to have cited ill health
in someone else as a possible adverse life
event preceding the suicide (23 v. 6%,
¥*=6.3, P=0.04). The most common meth-
od of suicide was carbon monoxide poison-
ing (42 v. 7% of those not in a suicide pact,
2=55.4, P<0.001).

Diagnostic groups
Primary diagnoses

In 4696 cases (98% of valid cases), a psy-
chiatric disorder was recorded. The princi-
pal primary diagnoses were depressive
disorder (n=1645, 34%), schizophrenia
(=960, 20%), personality disorder
(n=505, 11%), alcohol dependence
(n=439, 9%), bipolar disorder (n=391,
8%) and drug dependence (=216, 5%).
The findings below refer to these cases.
The remaining 13% were diagnosed with
anxiety disorder (n=170, 4%), adjustment
disorder (n=166, 3%), dementia (n=25,
0.5%), eating disorder (=19, 0.4%) and
‘other’ specified disorders (n=160, 3%).
Two per cent were reported as having no
mental disorder.

Method of suicide

Those diagnosed with schizophrenia were
least likely to die by self-poisoning and


https://doi.org/10.1192/bjp.188.2.135

SUICIDE WITHIN 12 MONTHS OF CONTACT WITH SERVICES

-090s (L€ 9) 6l (8-¥9) €€ 91=t1 ‘v1) 9Tl (87-€7'97) 18T (z5—L¥ ‘6¥) L8S (0£-19 ‘59) £6T asnsiw 3nup jo A101siH
(€1-56) 61 (oz—€191) 19 (Lot ‘€0) stl (sb—8€ “I¥) T8¢ (05—¥¥ ‘L¥) 605 (€5—2¥ ‘08) ¥65 (15—2k ‘9%) 60T asnsiw joyod|e Jo A1olsiH
(s-1°9)9 (8-€'9) Tt (e1-8“01) ¥ (81-¥191) Ly T-61“17) 1€T (1€-92 ‘80) 61€ (ee-sT60) 1€1 3u3)olA Jo AI03sIH
(85—¥¥ “15) 601 (z9-ts L9 it (19-€s ‘£8) sog (5965 ‘79) 695 (69-€9 99) 67L (TL—19 ‘69) €28 (9£-89 ‘¢L) oge wey-j|3s jo A4o3sIH
saJnjesyj |ednolAeysg
(Tz-691) 8I (81-6€1) € (61-11s1) ¥ (1z-s1‘81) so1 (9T-61 ‘91) 01 wT=s1 L1 vl (£T-91 20 1¥ UOISSILUPED. B SEM UOISSIWPE 1587
(T e (z1-01‘€1) 0§ (zT-s181) 86 (TT-2£1'61) 181 (oz-s121) €81 1=z 191 (01-5 ‘) o€ suoissiwpe snotas.ad aAl JOAO
(§e—Tz '60) 8 (ze-€T “£7) 001 (Vaag i xAK 44| (T2l ‘61) €41 (T2 '6D) 11T (T2l ‘61) 92T (6T-17°s0) 011 (syauow | >) A403s1y jo uoneanQ
(ep—0€ ‘£€) 9L (8y—8¢ ‘ev) LS| (8v—6£ ‘v¥) 8TT (s5-8¥ “15) S9% (65—€5 ‘95) 609 (19-95 ‘85) 789 (65-0S ‘¥S) €T sisougelp Auepuodas Auy
G=sI1w (€1-£01) 9€ (e1-801) €5 (zI-8‘01) 68 #1-o1 T ¥€I (zI-6 ‘0D €21 81-11‘sD) 9 Y0
-09s (9-zv) si (s—ze) sl (01-9°8) €L (€1-6“1D) 121 (81-¥1‘s1) ¥81 (€791 ‘61) 88 Japuosip Anjeuosiag
0 (1-0‘€0) I (-0D+v (&-19 L1 (9-€9) s (01-£ ‘6) 701 (11-9‘6) 0% aduapuadap 8nig
0¥ #-1¢) ol (8—¥9) €€ (9121 ‘¥1) 0€1 (S1=11€1) Sb1 (01-£ ‘8) 001 (9Tv) 11 auapuadap joyod|y
(2465 ‘89) 6€1 (89-85 ‘59) 9€T (#S-9% ‘15) £9T (6€—€€ ‘L€) L€ (ze-9T '60) LI€ GT-1T %0 6LT (61-t1‘s1) oL ssau|! aatssaudaq
#-00s (11-s ‘8) og wi-6TD +9 (zi-8‘o1) 26 (01-,°8) v6 (6-9°2) s8 (€9 1T 43puosip dA1dRYe Jejodig
sJapJosip
(Lt ve (€1-£01) 9¢ (81-T1s1) z8 (1791 ‘81) 891 (€781 ‘17 ¥TT (87-£€7 ‘97) 00¢ (Se~£T°1€) 1¥1 [euoisn|ap Jay3o pue ejuaaydoziyds
sisouSelp Auewlid
saJnjea)j |ediul|n
(0°0) 1 (o‘nNe (0Nt -TOvt -9 1€ (S—€v6v (s-T¥) 9l ssajaWoH
(€9-0s £9) 1T (bS—v¥ ‘6¥) ¥81 (Sp—2€ “1¥) LIT (Lr—1¥ ‘v¥) 00F (8v—t¥ ‘sv) ¥8¥ (Sp—6€ “Tv) T8¥ (1T 20 811 suoje BuiAr
(000 (9-z ) s (8T-17‘50) o€ (LT1Tv0 eIt (9T-1T ‘€0 9¥T (61-51°21) T61 #1-811) 8% BAE3| XIS WII-3u0T
(eo0‘nNe (s-19)al (F€—9T ‘0€) 651 (1¥—5¢ ‘8€) €¥€ (9v—0v ‘c¥) 65 (09-¥5 ‘£5) 59 (89-6S ‘¥9) 58T pakojdwaun
(08-89 ‘v2) 8SI (99-95 ‘19) 67T (£5—8¥ ‘€S) 18¢C (£9-19 ‘¥9) T6S (r£-69 ‘T2) S8L (z8-8L°08) thé (s6-06 ‘T6) 81% palsew A[3ua.und 10N
#-0s (s—z'e) el 9Tt (s—€v) L€ (8-5°9) 1L (01-£‘8) 96 (11-9 ‘6) 6€ dnoug s1uy3e Aarounly
(85-S¥“19) 111 (bS—+¥ ‘6¥) S81 (§9-£5 “19) 1€€ (89-79 ‘59) 809 (0£-59 ‘89) 952 (9£-1£ ‘s1) €88 (b£-59 ‘01) bT€ Japuag afely
saJn3es) oiydeaSowaq
(L1z=Y) (o8e=u) (ovs=u) (Le6e=v) (8111=v) (zoT1=v) (s9v=u)
J9A0 JO sueaf G/ saeak /-SG9 saeak $9—G§ saeak 45—Gp saeak yp—G¢ saeak €67 saeak G Japun

(1D %56 ‘%) u ‘dnoas-a3y

21Is14910RIRYD

dnoug-a3e Aq pauedwod sad1AJISS YI[EaY [EIUSW YIIM IDBIUOD JO SYIUOW | UIYUM 3PIDINS AQ PIIP OYM 3SOY) Ul SI1ISII9IDBIBYD [BDIUI[D PUE [BIDOS T S|qEeL

137

https://doi.org/10.1192/bjp.188.2.135 Published online by Cambridge University Press


https://doi.org/10.1192/bjp.188.2.135

HUNT ET AL

Table 3 Clinical care of those who died by suicide within 12 months of contact with mental health services compared by age-group

Clinical care Age group, n (%, 95% Cl)
Under 25 years 25-34 years 35—44 years 45-54 years 55-64 years 65-74 years 75 years or over
(n=465) (n=1202) (n=1118) (n=937) (n=540) (n=380) (n=217)
Clinical care at time of death
In-patients 89 (19,16-23) 209 (17,15-20) 164 (15,13-17) 12513, 11-16) 94 (17, 14-21) 57 (15, 11-19) 16 (7, 4-11)
Post-discharge (with- 89 (19, 16-23) 283 (24,21-26) 263 (24,21-26) 233(25,22-28) 115(21,18-25) 77 (20, 1624) 42 (19, 14-24)
in 3 months)
Under CPA 203 (44,40-49) 554 (47,44-50) 500 (45, 42-48) 424 (46,42-49) 258 (48,44-52) 195 (52,47-57) 109 (51, 44-57)
Missed appointment 116 (32,27-36) 323 (34,31-36) 289 (31,28-34) 210(26,23-30) 112(26,23-30) 60 (l9, 14-23) 23 (12,7-16)
Non-adherence in 101 (26,22-30) 264 (26,24-29) 211 (22,19-25) 151 (19,16-22) 83 (I8, 14-2l) 79 (23, 19-28) 40 (21, 15-27)
previous month
Last contact with services
Last contact within 224 (49,45-54) 564 (48,45-51) 514 (46,44-49) 4ll (44,41-48) 275(52,48-56) 205 (55, 50-60) 115 (54, 47-61)
7 days of death
Suicidal ideas at last 56 (13, 10-16) 145 (13, 11-15) 148 (14,12—-16) 107 (12,10-14) 8l (16, 13-19) 33(9,6-12) 13 (6, 3-10)
contact
Suicide viewed as 86 (22, 18-26) 196 (19, 17-21) 207 (21,19-24)  178(22,19-25) 107 (22,18-26) 57 (16, 12-20) 45 (23, 17-29)

preventable

CPA, care programme approach.

Table 4 Cause of death in those who died by suicide within 12 months of contact with mental health services compared by diagnostic group

Cause of death

Diagnostic group, n (%, 95% Cl)

Schizophrenia Depressive disorder Bipolar disorder Alcohol dependence Drug dependence Personality disorder Whole sample

(n=960) (n=1645) (n=391) (n=439) (n=216) (n=505) (n=4859)
Hanging 280 (30,27-33) 553 (34,32-36)  127(33,29-38)  114(28,23-32)  65(31,24-37)  179(36,32-40) 1585 (33, 32-35)
Self-poisoning 194 (21,18-23) 543 (34,31-36) 107 (28,24-33)  192(47,42-52) 101 (48,41-54) 181 (37,32-4l) 1510 (32, 31-33)
Carbon monoxide 24 (3, 2-4) 126 (8, 6-9) 17 (4, 2-7) 23 (6, 3-8) 21 (10, 6-14) 45(9,7-12) 341 (7,6-8)
poisoning
Jumping/multiple 255 (27,25-30) 157 (10,8-11) 74 (19, 15-23) 15 (4, 2-5) 14 (7, 3-10) 44(9,6-11) 621 (13, 12-14)
injuries
Drowning 81 (9,7-11) 119 (7, 6-9) 27 (7, 5-10) 31 (8, 5-10) 4(2,0-4) 1 (2, 1-4) 298 (6, 6-7)
Burning 27 (3, 2-4) 20(1, 1-2) 7(2,0-3) 6(1,0-3) 3(1,0-3) 10 (2, 1-3) 81 (2, 1-2)
Other 69 (7, 6-9) 102 (6, 5-7) 22 (6,3-8) 30 (7, 5-10) 4(2,0-4) 24 (5, 3-7) 296 (6, 6-7)
I. Includes cutting, electrocution, firearms, suffocation and other specified.
those with alcohol or drug dependence to be unmarried and on long-term sick predominantly male, unmarried and

most likely to use this method (Table 4).
Violent methods of suicide, particularly
jumping from a height or in front of a mov-
ing vehicle, were proportionately more
common in schizophrenia and, to a lesser
extent, bipolar disorder.

Social and clinical characteristics

Characteristics varied according to primary
diagnosis (Table 5). People with a primary
diagnosis of schizophrenia were more likely
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leave than the other diagnostic groups. Pre-
vious violence, drug misuse and comorbid-
ity were relatively common. Only 8%
were in their first year of illness.

In contrast, those with a primary
diagnosis of depressive disorder who had
died by suicide were least likely to be living
alone or unemployed. A third of deaths took
place in the first year of illness and few
patients had multiple previous admissions.

Individuals with a primary diagnosis
of alcohol or drug dependence were

https://doi.org/10.1192/bjp.188.2.135 Published online by Cambridge University Press

unemployed, and were more likely to be
homeless than the diagnostic
groups. Those with drug dependence had
high
comorbidity.

People with a primary diagnosis of per-
sonality disorder had the highest rates of
self-harm, violence and drug misuse. Rates

other

rates of previous violence and

of unemployment were high among this
group and over half were living alone.
The majority of patients with personality
disorder had a secondary diagnosis, most
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Table 6 Clinical care in those who died by suicide within 12 months of contact with mental health services compared by diagnostic group

Clinical care

Diagnostic group, n (%, 95% Cl)

Schizophrenia Depressive disorder Bipolar disorder Alcohol dependence Drug dependence Personality disorder Whole sample

(n=960) (n=1645) (n=391) (n=439) (n=216) (n=505) (n=4859)
Clinical care at time of death
In-patients 259 (27,24-30) 247 (15, 13-17) 94 (24, 20-28) 12 (3, 1-4) 10 (5, 2-7) 67 (13, 10-16) 754 (l6, 14-17)
Post-discharge 188 (20, 17-22) 366 (22,20-24) 89 (23, 19-27) 128 (29, 25-33) 41 (19, 14-24) 137 (27,23-31) 1100 (23, 22-24)

(within 3 months)

Under CPA 723 (76,73-79) 712 (44,41-46) 26l (67, 63-72) 85 (20, 16-23) 46 (22, 16-27) 220 (44, 40—48) 2243 (47, 45-48)
Missed 187 (27,24-30) 337 (25, 22-27) 77 (26,21-31) 145 (36, 31-41) 78 (39, 32-45) 131 (31,27-35) 1133 (28, 27-30)
appointment
Non-adherence 270 (30,27-33)  283(20,18-22)  88(25,20-29) 67 (20, 1524) 47 (27,21-34) 92 (22,18-26)  929(22,21-24)
in previous month

Last contact with services
Last contact within 607 (64, 61-67) 829 (51,49-53) 235 (60, 56—65) 99 (23, 19-27) 56 (27, 21-33) 219 (45, 40—49) 2308 (48, 47-50)
7 days of death
Psychiatric 489 (53,49-56) 1098 (69, 67-71) 248 (65, 60-70) 279 (66, 62-71) 137 (67, 61-74) 337 (70, 66-74) 2990 (64, 63—65)
symptoms at last
contact
Suicide viewed as 189 (22, 19—24) 358 (25, 23-27) 93 (26, 21-31) 57 (16, 12-20) 26 (15, 10-21) 52 (11,8-14) 876 (21, 19-22)
preventable

CPA, care programme approach.

often substance misuse or depressive 17% of those with other diagnoses, DISCUSSION

disorder. ¥*=37.2, P<0.001).

Clinical care

Over a quarter (27%) of those with schizo-
phrenia were being treated as in-patients at
the time of death (Table 6). Rates of
reported non-adherence to treatment were
higher than for other diagnostic groups.
They were more likely to be detained under
the Mental Health Act 1983 than the
sample as a whole (47 v. 18%, x?=72.5,
P<0.001). Those with schizophrenia and
comorbid drug dependence were more
likely to be out of contact with services
compared with those with schizophrenia
alone (23 v. 11%, ¥*=11.0, P=0.001) and
were more likely to be non-adherent to
treatment (40 v. 28%, y>=7.0, P=0.008).
Individuals with depressive disorder
had reported more symptoms at last con-
tact with services compared with the
remainder of the suicide sample; symptoms
included hopelessness (21 v. 14%, x*>=40.1,
P<0.001), suicidal ideas (15 v. 11%,
¥*=13.1, P<0.001) and emotional distress
(39 v. 33%, x*=13.6, P<0.001). Mental
health teams were more likely to view sui-
cide in those with depressive disorder and
bipolar disorder as preventable (25 wv.

140

Those with alcohol or drug dependence
were more likely to have missed their final
appointment and were more likely to have
discharged themselves or been discharged
following a breach of ward rules (21% of
those with alcohol dependence and 33%
of those with drug dependence compared
with 11% in the remainder of the sample,
=648, P<0.001). No
appointment was arranged after discharge
for 18% of patients with alcohol depen-
dence and 25% of those with drug depen-
compared with 7% of the
the (x*=83.7,

follow-up

dence

remainder of

P<0.001).
Death by suicide within 3 months of

sample

discharge from hospital was common
among those with personality disorder
and rates of loss of contact with services
were high. In nearly half (47%) of these
post-discharge deaths, the last discharge
had been unplanned self-
discharge). Individuals with personality
disorder were more likely to have revealed

(usually

suicidal ideas at last contact with mental
health services than the remainder of the
sample (17 v. 12%, x*>=8.7, P<0.01). Only
one in ten deaths in this group was viewed
as preventable by mental health teams.
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Our findings suggest that the characteristics
of people who die by suicide within 12
months of contact with psychiatric services
vary according to age and diagnosis. This is
likely to have important implications for
prevention strategies.

The youngest and oldest age-groups
were least likely to be in contact with
mental health services, suggesting less
potential for these services to prevent sui-
cide in these groups unless measures are
taken to engage them further. Younger
people more often died by hanging or jump-
ing from a height; older people more of-
ten died by self-poisoning (65-74 years)
or drowning (65 and over). Compared with
older groups, suicide by younger patients
was associated with high rates of unem-
ployment, schizophrenia, self-harm and
substance misuse. Relationship and legal
problems were also more prevalent in
younger age-groups. This is consistent with
previous studies which found that these life
events were relatively common prior to sui-
cide in young people (Houston et al, 2001;
Cooper et al, 2002).

In contrast, those over 65 had higher
rates of depressive disorder, hopelessness,
physical ill health and recent bereavement.
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Our data are consistent with those of other
studies which report a preponderance of
elderly cases living alone (Cattell, 1988;
Harwood et al, 2000). Previous work has
identified loneliness and low levels of social
interaction as factors that may be import-
ant predictors of suicide in older adults
(Rubenowitz et al, 2001; Chiu et al, 2004).

In accordance with previous studies,
death by suicide in those with schizo-
phrenia was more likely to be by violent
means (Rossau & Mortensen, 1997; De
Hert et al, 2001), particularly by jumping
from a height (Kreyenbuhl ez al, 2002).
They were more likely to be in-patients at
the time of death and their histories were
characterised by complex social and clinical
morbidity. Those with depressive disorder
were less likely to show typical social and
clinical risk factors but a greater proportion
died within a year of illness onset.

Cases of suicide with drug dependence,
alcohol dependence or personality disorder
showed marked recent disengagement from
services (e.g. missed appointments and self-
discharge). Services were less likely to
arrange follow-up appointments or attempt
re-engagement with these patients. Services
more often viewed suicide as preventable in
schizophrenia, depression and bipolar
disorder.

Methodological issues

Diagnoses in this study were based on the
judgement of the clinician most closely
involved in the care of the patient rather
than standardised interviews. However, a
large number of suicide studies have relied
on similar methods. In addition the accu-
racy of Confidential Inquiry questionnaire
data has been shown to be good (Appleby
et al, 1999). It is also possible that ascer-
tainment biases might have been operating;
for example, the likelihood of a suicide
verdict being recorded may be influenced
by the age or diagnosis of the deceased.

Clinical implications

The antecedents and clinical characteristics
of individuals who die by suicide within 12
months of contact with psychiatric services
vary according to age and diagnosis. This
was a descriptive study and it was not our
intention to carry out a multivariate analy-
sis in order to further explore these differ-
study does not provide
evidence for the effectiveness of preventa-

ences. Our

tive measures but it does suggest areas

SUICIDE WITHIN 12 MONTHS OF CONTACT WITH SERVICES

CLINICAL IMPLICATIONS

B The antecedents and clinical characteristics of individuals who die by suicide within
12 months of contact with psychiatric services vary according to age and diagnosis.

m Suicide prevention in those under 25 may require comprehensive care packages for
patients with schizophrenia, comorbid substance misuse and poor engagement with
services, whereas improving the recognition and treatment of depression, the care
provided at times of bereavement and the mental healthcare of those with physical

illness could reduce suicide among older patients.

m Suicide prevention in schizophrenia may be best achieved through improvements
to ward safety and multi-agency care plans, whereas suicide prevention efforts in
depression might focus on careful supervision, particularly in the first year of illness.

Protocols for monitoring and follow-up of patients with a primary diagnosis of alcohol

or drug dependence or personality disorder could help to reduce suicide in these

diagnostic groups.

LIMITATIONS

® No control data are available; firm aetiological conclusions cannot be drawn.

m Clinical and demographic information was obtained from retrospective

examination of case notes and clinical judgements rather than standardised

assessments.

m Clinicians providing information may have been biased by their awareness of

outcome.
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in  which clinical efforts might be
concentrated.

Suicide prevention in young patients
could focus on measures directed at pre-
venting hanging (e.g. removing potential
ligature points on hospital wards) or mea-
sures to impede access to suicide ‘hot spots’
such as railways and high places. An
emphasis on the care of people with
schizophrenia, comorbid drug misuse and
poor engagement with services might also
be helpful. Possible measures include
increases in dual diagnosis and assertive
outreach services (Appleby et al, 2001).
Many young patients live with their

families prior to suicide and improved
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communication between services and
families may help to detect warning signs.
Reducing suicide in those over 65 requires
a different emphasis. Our results suggest
that improving the recognition and treat-
ment of depression, the care provided at
times of bereavement and the mental
healthcare of those with physical illness
could be helpful. Services also need to be
aware of the possibility of suicide pacts in
this older age-group, particularly in the
presence of physical illness.

Preventing suicide in patients with
schizophrenia might be best achieved by
close in-patient supervision, reducing access
to violent means of suicide, monitoring

141
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adherence to medication, and implementing
care plans covering both health and social
needs, including a multi-agency approach
to the treatment of patients with a dual
diagnosis (i.e. those with comorbid sub-
stance misuse). For patients with depressive
disorder, services need to be aware of the
risk faced by those who have been ill for a
short time, leading to careful follow-up in
the period after illness onset. In people with
primary substance dependence or person-
ality disorder, clear policies on responding
to self-discharge and missed follow-up
appointments might contribute to reduced
risk. Deaths by those with personality dis-
order were less often regarded as preventa-
ble by staff. Of course this may reflect staff
attitudes to the treatability of this patient
group. Patients with personality disorder
present a particular challenge to conven-
tional services but more specialist service
developments may be helpful (National In-
stitute for Mental Health in England,
2003).
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