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What is known about this topic

• GPs can play an important role in
suicide prevention as a substantial
proportion of suicide patients have
visited their GPs weeks or months
prior to their death.

• Previous studies have been largely
descriptive and have focussed on
consultation behaviour or clinical
characteristics prior to suicide
rather than contextual data from
consultations.

What this paper adds

• GPs had difficulty in accurately
interpreting patients’ talk and
behaviour prior to suicide.

• GPs highlighted the need for
improved access to secondary care
to support patients better and

Abstract
Little is known about general practitioners’ (GPs’) perspectives,
management of and interactions with suicidal patients prior to the
patient’s suicide. The aims of the study were to explore GPs’
interpretations of patient communication and treatment in primary care
leading up to suicide and to investigate the relationship between GPs and
mental health services prior to a patient’s suicide. Thirty-nine semi-
structured interviews with GPs of people who had died by suicide were
conducted as part of a retrospective study. Interviews were transcribed
verbatim and analysed using a thematic approach. The following themes
emerged from GP interviews: (i) GP interpretations of suicide attempts or
self-harm; (ii) professional isolation; and (iii) GP responsibilities versus
patient autonomy. GPs recruited for the study may have different views
from GPs who have never experienced a patient suicide or who have
experienced the death of a patient by suicide who was not under the care
of specialist services. Our findings may not be representative of the rest
of the United Kingdom, although many of the issues identified are likely
to apply across services. This study highlighted the following
recommendations for future suicide prevention in general practice:
increasing GP awareness of suicide-related issues and improving training
and risk assessment skills; removing barriers to accessing therapies and
treatments needed in primary care; improving liaison and collaboration
between services to provide better patient outcomes; and increasing
awareness in primary care about why patients may not want treatments
offered by focusing on each individual’s situational context.

Keywords: general practitioner, mental health services, primary care,
self-harm, suicide

reduce GPs’ sense of professional
isolation.

• The tensions GPs faced when
respecting patient autonomy and
fulfilling their professional
responsibilities were often in
conflict with each other.

Introduction

Research into suicide prevention in primary care is relatively sparse
(Schulberg et al. 2004, Mann et al. 2005, Bajaj et al. 2008, Bryan et al. 2009,
Kendall & Wiles 2010, Saini et al. 2010, O’Connor et al. 2013). The identifi-
cation and management of suicidal ideation in primary care is a central
component of suicide prevention policies (Department of Health [DH]
2012). Despite the emphasis placed on primary care, studies have found
relatively low levels of assessment of suicide risk among patients treated
in this setting (Schulberg et al. 2004, Bryan et al. 2009). Previous work has
been unable to determine the balance of benefits and harms of screening
for suicide risk in primary care settings, but has recommended that gen-
eral practitioners (GPs) should be alert to suicidal ideation among
patients exhibiting depression and other well-established risk factors such
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as previous suicide attempts, history of self-harm or
substance misuse and chronic physical health issues
(Schulberg et al. 2004, DH 2012).

Over 90% of patients who die by suicide have vis-
ited their GPs within weeks or months of their death,
and the vital role that GPs can play to reduce suicide
deaths has been recognised (Luoma et al. 2002, Pear-
son et al. 2009, Rodi et al. 2010). In a recent large
study from the United Kingdom, patients who con-
sulted frequently in primary care were at high risk of
suicide, particularly in the 2 or 3 months prior to
death (NCISH 2014). Despite evidence that people
who die by suicide are more than twice as likely to
have seen a primary care provider than a mental
health provider prior to their death (Luoma et al.
2002), suicide-related discussions in primary care
appear to be rare (Isometsa et al. 1995, Pearson et al.
2009). Patients communicate suicidal intent differently
and explicitly inform their GP of life-ending thoughts
and plans in 3.3–15% of primary care consultations
prior to suicide (Matthews et al. 1994, Isometsa et al.
1995, Pearson et al. 2009).

Previous research has examined primary care con-
sultations before suicide in those under mental
healthcare, but this has been largely limited to
descriptive studies of patient characteristics and
attendance rates (Luoma et al. 2002, Pearson et al.
2009, Rodi et al. 2010) rather than contextual data
from consultations. Some qualitative studies have
been carried out, including those which have
explored the role of lay persons in suicide prevention
(Owens et al. 2011, Owen et al. 2012). However, few
have investigated the role that primary care services
might play in efforts to reduce the incidence of sui-
cide (Bajaj et al. 2008, Kendall & Wiles 2010, Saini
et al. 2010). To date, much research in primary care
has focussed on training GPs to identify, manage and
assess suicide risk, particularly in patients with a
diagnosis of depression (Milton et al. 1999, McDowell
et al. 2011, DH 2012).

The recognition of suicidal ideation in primary
care is important. Currently in the United Kingdom,
GPs use the patient health questionnaire (PHQ-9) for
assessing and monitoring depression (NICE CG23,
2004) and ‘biopsychosocial assessments’ to assess
patients’ risk (NICE CG90, 2009). However, the gen-
eral use of risk scales for suicidal ideation or behav-
iour is controversial (Quinlivan et al. 2014). Even less
clear is what action primary care physicians should
take when suicide risk is detected. If risk is high,
referral to specialist mental health services is the
usual course of action, but there is little official guid-
ance or literature on when or how to refer. Some UK-
based guidance suggests that patients should be

referred for urgent assessment if they score above
particular thresholds on screening instruments (GP
Notebook 2011, The IAPT Data Handbook 2011), but
the impact of such management decisions is unclear.

General practitioners can play an important role
in suicide prevention, but little is known about the
specific interactions they have with patients who go
on to take their own lives or about GP liaison with
mental health services prior to a patient’s suicide.
Communication and liaison between primary care
and mental health service providers is essential for
effective referrals and treatment. A lack of communi-
cation can result in disruption of care, missed or
delayed diagnosis, a loss of data in the referral pro-
cess, missed appointments and repeated or unneces-
sary testing (Epstein 1995). Few studies have
investigated patient referrals from primary care to
mental health services or vice versa (Chew-Graham
et al. 2007). One study reported on superficial agree-
ments between the two services on the function of
the mental health teams, but the decision-making
within the team about referral criteria was inconsis-
tent and did not appear to examine the needs of the
referred patient. The referral criteria seemed to con-
centrate on the needs of the secondary mental
healthcare staff (and the pressure they were under)
rather than primary care perspectives of the needs of
the referred patient. No studies to our knowledge
have reported on the communication and liaison
between GPs and mental health services for patients
who have died by suicide or may be at risk of
suicide.

Given these gaps in the literature and lack of
qualitative research, our study’s purpose was to gen-
erate rich narratives from GP interviews to obtain
insights that are typically overlooked or more diffi-
cult to capture via quantitative means. The specific
aims of the study were to explore GPs’ interpreta-
tions of patient communication and treatment in pri-
mary care leading up to suicide and to investigate
GPs’ views on the relationship between primary care
and mental health services prior to a patient’s
suicide.

Method

Sample and participants

Details were obtained from the National Confidential
Inquiry into Suicide and Homicide by People with
Mental Illness (Inquiry) for a consecutive case series
of 50 patients. The patients had died by suicide
between 1 January 2005 and 30 June 2007 and had
been in contact with mental health services in the
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North West of England. The Inquiry provides a UK-
wide case series of all suicides by people in contact
with mental health services in the year prior to death.
The ascertainment procedures are robust and the
response rates high (over 95%) (Appleby et al. 2013).
Contact details for GPs of the patients identified from
the Inquiry were obtained from patient coroner files
or administrative departments of NHS Trusts.

Methods: interviews

Each patient’s named GP was contacted by letter to
participate in the study. Of 50 potential GP partici-
pants, 39 were interviewed. Nine did not participate
as they had retired, left the practice or died, and
two GPs changed their minds about participating at
the time of the interviews. Thirty-nine semi-struc-
tured face-to-face interviews were conducted with
GPs between 1 June 2007 and 31 October 2009 and
lasted between 20 and 40 minutes. Eleven of the
GPs were female, 28 were male and the length of
time since qualifying ranged from 8 to 37 years,
with an average of 19 years. All interviews took
place in the GP surgeries and were recorded with
permission and then transcribed verbatim. Where
named GPs were unavailable, practices were con-
tacted to nominate a suitable alternative GP who
had treated the patient in the year prior to death.
All interviewees were sent a participant information
sheet and indicated their willingness to participate
by completing a consent form. An interview sche-
dule was used to collect data, which was adapted
from tools used in previous research (see Pearson
et al. 2009, Saini et al. 2010).

General practitioners and the interviewer had
access to patient’s medical records throughout the
interviews. Interviews were carried out to explore
GPs’ interpretations of patient consultations in pri-
mary care by examining (i) the way in which the
individual’s emotional distress was interpreted by
GPs; (ii) GPs’ responses to patients; and (iii) the rela-
tionships and communication between GPs and men-
tal health services prior to a patient’s suicide. GPs
were asked for information on their patients who
had died by suicide – these included details of
physical and mental health problems reported in all
consultations and treatment offered in the year before
death, specifically the final consultation. GPs were
also asked about their concerns for the patient, the
factors contributing to death, suicide prevention, their
experiences of the local mental health services specifi-
cally in the context of patients with suicidal ideation
and self-harm. Data analysis was completed follow-
ing the completion of all 39 interviews.

Ethical approval was granted by the North-west
Research Ethics Committee (REC reference: 02/8/74)
and individual R&D approvals were obtained from
all the relevant Mental Health Trusts included in the
study.

Thematic analysis

Thematic analysis was selected as an appropriate
method for examining the interview data because it
provided a way of ‘getting close’ to the interview
material and developing a deeper appreciation of the
content. The analysis was conducted by the primary
researcher (PS), and by the secondary researcher (KC)
who supervised PS. The main themes and codes of
interest were determined by using the steps recom-
mended by Braun and Clarke (2006): listening to
interview recordings and reading each transcript sev-
eral times to establish familiarity with the whole
interview and generating descriptive codes to repre-
sent the main themes. The initial codes of interest
were generated systematically across the entire data
set and were then grouped into a set of emerging
themes. Ongoing analysis refined the specifics and
formulated the conceptual name of each theme. The
final part of the analysis was the selection of the
interview extracts, relating the analysis to the
research question and literature. The process of refin-
ing and validating the findings was conducted
through a collaborative exercise creating iterative
feedback loops between the primary and secondary
researcher. Further discussion between authors
resulted in the identification of themes specifically rel-
evant to the challenges GPs face when treating and
managing suicidal patients.

Findings

General practitioners were the participants in this
study and interviews were the principal means of
data collection, but patient medical records and
secondary care data gave an additional insight into
the characteristics of the people who had died and
GP–patient consultation prior to death. In terms of
patient characteristics, the median age was 44 years
(33–56 years), 26 (67%) were male, 20 (51%) were
unemployed/long-term sick, 23 (59%) were single, 17
(44%) were living alone, 12 (31%) were inpatients at
the time of death, 5 (13%) died by suicide within
3 months of discharge from hospital, 30 (77%) had a
history of self-harm, 27 (69%) had a history of sub-
stance misuse, 16 (41%) had recent adverse life events
and 14 (36%) were non-adherent to medication. Sev-
enteen (45%) patients had a primary diagnosis of
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depression and/or anxiety, 4 (10%) schizophrenia, 3
(7%) bipolar disorder, 7 (18%) adjustment/personality
disorder, 4 (10%) alcohol/drug dependency and 4
(10%) other disorders such as dementia or no mental
health problems. In terms of the method used for sui-
cide, 17 (44%) were by hanging, 13 (33%) by self-poi-
soning, 3 (7%) by jumping from a height or in front
of a moving object, 1 (3%) by drowning, and 5 (13%)
from other methods such as cutting, stabbing, fire-
arms, suffocation, burning or electrocution.

All of the patients had consulted their GP at least
once (range 1–21 consultations) in a year prior to
death – over 30% had consulted more than eight
times. Forty per cent of the patients saw a GP in the
month prior to suicide and 92% within 6 months.
Seventy per cent of the GPs interviewed knew the
patient well and 21% of GPs reported that they were
concerned for the patient’s safety at their final
consultation in primary care. The majority of these
patients (88%) spoke of suicidal ideation at this final
consultation.

Following the thematic analysis process, three
inter-related themes were conceptualised as reflecting
the corpus of this material. The themes illustrate the
areas where GPs had difficulty managing and treat-
ing suicidal patients. The first theme related to vary-
ing interpretations of patients’ suicidal talk or
behaviour by GPs and was conceptualised as ‘GPs’
interpretations of suicide attempts or self-harm’. The
second theme identified was ‘Professional isolation’
and relates to treatment availability (or lack of avail-
ability) for suicidal patients and the lack of support
for GPs. The third theme ‘GP responsibilities versus
patient autonomy’ related to the tension GPs experi-
enced while respecting patient decision-making and
attempting to fulfil their duty of care; particularly,
when patients did not accept the treatment on offer.
Each of these themes is developed below.

GPs’ interpretations of suicide attempts or self-harm

General practitioners reported that the majority of
patients communicated their suicidal ideas and intent
either directly or indirectly to them prior to the act.
These verbal and non-verbal expressions can be seen
as ‘proverbial red flags that call attention to others of
the potential risk of more lethal suicidal behaviour’
(Maris et al. 2000, p. 267) and therefore provided key
opportunities for suicide prevention measures. Patient
disclosure of suicide ideation is an important factor
in preventing suicide. However, in this study, GPs
often interpreted self-harm or suicidal ideation as
attention seeking (‘crying wolf’) rather than a suicide
attempt (‘cry for help’), thus affecting the manage-

ment and treatment offered to patients. The following
examples demonstrate the variation in GPs’ interpre-
tation and assessment of the patients who consulted
prior to suicide:

Although we put her down as a moderate suicide risk, none
of us thought she’d ever do it because she talked about it
so much. (GP14)

General practitioners’ perceptions of patients who
spoke of dying by suicide was that they would never
follow this through suicide, perhaps based on the
erroneous assumption that ‘people who talk about
suicide don’t do it’ (Ramsey et al. 2004 as cited in
Owen et al. 2012). This seems puzzling as patients
with suicidal ideation have been found to be at
higher risk of suicide (Appleby et al. 2012). However,
suicide is extremely difficult to predict (Kapur 2000)
and is one of the most difficult clinical tasks GPs
face.

And he’d done this on numerous occasions. Taken over-
doses, not as a suicidal attempt but in an attention seeking,
in a mental distress, help me cry for help . . . even though
he’d had a self-harming history, there was never a disorder.
(GP22)

Patients presenting in primary care following
numerous overdoses provided potential opportunities
for GPs to assess a patient’s treatment needs. Some
GPs perceived overdosing or other self-harming
behaviours as attention seeking and interpreted these
behaviours as less worrying than a suicide attempt,
thus influencing the treatment offered to aid recov-
ery. Although repeat self-harm is a key predictor for
suicide (Appleby et al. 2012), some GPs did not per-
ceive previous self-harm as high risk for completed
suicide, particularly where there was no mental
health diagnosis. Several factors complicate the inter-
pretation of these communications as, despite the
increased risk, the majority of people who have self-
harmed do not go on to die by suicide (Gunnell et al.
2004).

This is a chap who when he did eventually become suicidal
slashed his wrists . . . he also jumped out of an upstairs
window and had a ruptured spleen. So, two previous
serious attempts at suicide and was an inpatient for part of
that time and at my prompting, the psychiatrist readmitted
him before he was on day or weekend leave from the acute
psychiatric ward when he committed suicide in quite a
planned way. (GP13)

Even when motives were interpreted as being a
‘genuine’ suicide attempt, GPs faced difficulties as
they were not always in a position to ensure patients
got the care that they needed. This GP initiated the
inpatient admission and was very concerned for the
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patient’s safety following his suicide attempt. He took
the action required while the patient was under his
care; however, the GP had no involvement regarding
the patient’s agreed leave. This illustrates the
exclusion of GPs in secondary mental healthcare deci-
sion-making and the lack of communication between
services. The next theme develops this further and
highlights that some of the issues relating to GPs’
decision-making and assessments may also be related
to service availability rather than patient needs.

Professional isolation

Caring for suicidal patients is demanding, involving
intensities of emotional labour, moral dilemmas and
repeated losses (Gunaratnam 2011). A GP’s role
involves acting as a gatekeeper or advocate, particu-
larly when referring patients to community mental
health teams (CMHTs). GP decision-making was
influenced by what were perceived as rigid criteria
set by CMHTs and the lack of mental health
resources available to them. From accounts provided
by GPs, it appeared that CMHTs set extremely high
thresholds for treating suicidal patients, possibly as a
way to ration services:

Even if we refer to the CMHT, the patient may not get what
the GP asked for if they do not agree . . . we need help with
patients who are depressed, especially ones who are not
making progress on medication . . . rapid access needs to be
improved for patients GPs are concerned about as it seems
unless the patients are in shops buying a machete they’re
not taken seriously. (GP39)

Repeatedly, GPs were left acting as go-betweens
for mental health services and patients with the ten-
sion of explaining to patients that interventions were
unavailable due to resource constraints. Policy guide-
lines for suicide prevention (DH 2012) state that GPs
should be able to access extra support from CMHTs
when required; however, this is not always possible
as CMHTs often decline to assess some patients
unless they are actively suicidal or they are self-
referred. Difficulties were reported by GPs whose
patients had depression and were not improving
under medication – these referrals were often
returned. They reported being frustrated about the
lack of access to interventions for patients who pre-
ferred specific treatment options that should have
been available to them. Subsequently, GPs were left
to manage these patients alone in primary care and
reported professional isolation:

Because the patient did not attend his last psychiatric
appointment, the psychiatrist discharged him and sent a let-
ter to us stating this. I did not agree with this decision. This

is what the psychiatrist wrote: ‘I am now discharging him
from services and I cannot be held responsible for Mr X’s
misdoings and lack of responsibility towards his psycholog-
ical problems’. (GP35)

General practitioners said they were disappointed
that patients could be discharged without their
involvement, particularly as many of these patients
usually required more intervention and follow-up,
but subsequently became lost in the system. GPs also
reported being lost in a ‘referral maze’ due to the
removal of mental health staff from GP surgeries and
less contact with psychiatrists. They reported that
they required more support from qualified mental
health professionals when managing suicidal patients
and suggested that patients presenting with suicidal
behaviour needed to be seen by a specialist within
2 weeks as per recommendations for patients with
physical health problems. GPs reported that more
should be done to ensure mental health treatments
were as accessible as treatments for physical health
problems. The significant inequalities that continue to
exist between physical and mental healthcare have an
impact on the number of preventable premature
deaths and lower treatment rates for mental health
conditions (DH 2010). Similar to previous findings
(Saini et al. 2010), GPs reported an underfunding of
mental healthcare and said they faced obstacles and
delays in the implementation of treatment plans for
patients which were out of their control. Long-term
treatments were rarely available, and short-term solu-
tions, such as crisis teams, 12-week counselling ses-
sions or graduate mental health workers were used
by GPs to manage patients to the best of their ability.
Numerous GPs reported being left to manage
patients alone in primary care and questioned the
removal of community psychiatric nurses (CPNs)
from GP practices:

I think it’s about time that people turn around and say
maybe we should have CPN[s] within the surgeries, and
they should have always been in the surgeries. The reason
why GPs want CPNs in the surgery is because they want
support not only for patients but also for themselves. At the
end of the day, I am not a psychiatrist, I’m just a GP and I
see things and try to do the best I can. (GP24)

In the past, GPs received guidance and advice
immediately from psychiatrists and CPNs when con-
cerned about a patient’s safety, whereas now they
reported that the process could take much longer and
leave them feeling professionally isolated. GPs said
they were no longer involved in the referral process
and were more disengaged from patients’ secondary
care treatment. There was a negative view about
these changes and GPs reported feeling despondent
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about mental health professionals appearing not to
share responsibility of patients at risk of suicide. Bar-
riers seemed to have formed in their professional
relationships:

We need a faster response with CMHTs that are left around
and better follow-up. We do not refer much as a practice.
We are very dissatisfied with the service provided. The
CMHT do not listen even when there is an urgent referral
and I think we need better communication as sometimes
we feel like we have to manipulate the system just to get a
patient assessed . . . we therefore refer to hospital A&E ser-
vices for ‘on the day’ referral as patients will get seen and
assessed on the day and they do follow-up as their referrals
go to the CMHT. (GP35)

In our study, the majority of GPs reported being
aggrieved by the response of mental health services
and highlighted their lack of confidence when refer-
ring patients who may not be accepted for mental
health treatment. In a minority of practices, the rela-
tionship between GPs and secondary care was more
positive. However, this was more prominent in larger
practices where there was regular contact and com-
munication between the services:

The monthly meetings we have with CPNs are very valu-
able indeed and it helps monitor everybody they’re seeing
and add anybody else who we have remembered, so that’s
good. (GP14)

GP responsibilities versus patient autonomy

While GPs have a duty to preserve life, they also
have to respect patient autonomy (a patient’s right to
make decisions about their own treatment). This is an
extremely complex area, and the tension between
patient autonomy and preserving life complicates the
relationship between the health professional and the
suicidal patient (David et al. 2010, Kapur et al. 2010).
One dilemma is whether patients should have the
right to take their own lives. However, this is clearly
not only a GP’s dilemma but also one that society as
a whole needs to consider. The reason we highlight
this tension here is because it often appeared as GP
frustration in the interview material and was fre-
quently represented as lack of adherence (‘lack of
adherence’ defined as a failure to take medication or
other treatment as prescribed or failure to attend fol-
low-up appointments). Reframing adherence issues in
terms of patient autonomy allows for a more complex
understanding of GPs’ interpretations of patient deci-
sion-making. To understand patient autonomy and
decision-making, we have schematised key treatment
areas where patient autonomy is exercised. Lack of
adherence to treatment was frequently influenced by

a lack of service availability, mirroring findings from
the previous section.

Medication
Patients exercised autonomy by declining medication
as sometimes it was unacceptable to them or they felt
that it was not making a discernible difference. In
these instances, GPs reported that patients may have
preferred other interventions such as counselling or
psychotherapy; however, access to these services was
limited as waiting lists were up to 18 months long.
GPs therefore ended up offering medication as the
only available treatment for relieving patients’ mental
health symptoms:

There are no facilities and it is hard to tell patients about
the long waiting lists and I feel that patients are not being
taken seriously and that they feel that way too. (GP38)

General practitioners perceived that some patients
were specifically declining medication, but were more
open to other treatments for mental health issues.
The previous quote highlights the lack of choice for
patients in primary care which conflicts with the right
of patients to make decisions about their medical
care. In this context, the only ‘choice’ patients have is
to accept medication to treat their mental health
needs/suicide ideation or receive no treatment at all.
GPs expressed frustration that patient treatments
were not necessarily based on a patient’s personal
needs or circumstances, but more on which services
were available – or unavailable.

Lack of appropriate hospital beds

He was offered admission but was put on a medical ward
because there were no beds in the psychiatric ward. He
declined the offer to transfer hospital and they could not
section him because he was thought not to be actively sui-
cidal and had no plans to self-harm. (GP21)

The patient in the quote above was offered admis-
sion to a hospital further away but refused treatment
and while this can be seen as an exercise of choice
and agency, we cannot be sure that he would have
made the same choice if a bed had been available in
a local hospital. The lack of availability of local
services may have contributed to his decision-making
process and his right to exercise autonomy was
clearly in conflict with the professional’s ‘duty of
care’ to provide care and treatment. One aspect of the
GP’s dilemma is whether in such cases, compulsory
admission may have been more appropriate, but this
too is problematic in the context of patient autonomy
because of the stigma and lack of choice associated
with it.
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Missing appointments
General practitioner interviews highlighted the fol-
lowing reasons for why patients missed appoint-
ments: first, an active decision not to attend; second,
unwell patients sometimes found it difficult to
remember to come to appointments; and third, some
patients missed appointments for administrative rea-
sons. For example, in some services, patients were
expected to phone primary mental health workers to
book their appointment for an assessment – if they
did not call they were not necessarily followed up
and were often categorised as having missed their
appointment and referred back to GPs. Fourth, some
patients simply did not want to leave their house or
were unable to do so for clinical reasons (for exam-
ple, they were agoraphobic and/or intoxicated).
There may be important differences between people
missing appointments because they did not want
help and those who were keen to seek healthcare but
struggled to obtain it or to follow advice. GPs were
often left in a predicament to understand the reasons
for why a patient missed appointments and how to
attend to the needs of such patients.

Patients not attending their appointments for men-
tal health treatment were reported as a cause for con-
cern and in tension with GPs’ duty of care:

He was very hard to pin down and was also drug abus-
ing . . . He was at risk because he was a poor attendee and
he was on depot injections for schizophrenia, but very often
it was hard for the CPN to make contact with him, as a lot
of the time he was a no show and failed to attend despite
the efforts. (GP28)

In our study, numerous GPs reported that they
were left in a dilemma when responding to non-
attendance; particularly, when the decision not to
attend may have been an active one. These patients
were often more vulnerable and in need of additional
support. GPs recounted being left frustrated and
helpless as they were unable to fulfil their profes-
sional responsibility. The relationship between GPs
and patients, and the responsibilities that existed by
virtue of those relationships were particularly impor-
tant to consider as GPs’ professional commitments to
care for the patient may have been in conflict with
patient autonomy. In this context, autonomy was not
merely relational but based on obligation and
responsibility.

Clear intent to die
Some patients discussed openly and honestly with
their GP that they wanted to die by suicide and GPs’
responses continued to show support and manage-
ment of the patients to the best of their ability:

When I met him, he was absolutely determined he was
going to do it [die by suicide] . . . he was one of those peo-
ple where I was sure he was going to do it and I don’t
think there was any way round it, I mean that’s a bit nega-
tive, but he was on high doses of antidepressants which he
chose not to take at times. (GP12)

Although some patients did not want any treat-
ment and were intent on taking their own lives, GPs
still provided interventions to alleviate patients’
symptoms despite their perception that the patient
may ultimately die by suicide. GPs fulfilled their
duty of care while respecting patient autonomy, for
example, when patients chose not to take their
medication.

This section highlights how patient autonomy can
be context dependent (e.g. on availability of counsel-
ling or hospital beds) and cause tension for GPs man-
aging patients at risk of suicide. GPs faced a
challenge when implementing treatment management
plans as the balance of benefits and risks is such that
what is acceptable to one patient may be rejected by
another. Therefore, the choice of treatment should be
based on the patient’s values or preferences, but this
was often not the case and was sometimes out of the
GP’s control. However, of note is that some patients
had treatment plans in place and support systems
available to them but still took their own lives despite
a range of interventions offered. This implies that
autonomy is not necessarily related to the number of
options available to patients but more related to the
individual context of their personal situation.

Discussion

Our data illustrate the very real struggles experienced
by GPs in their attempts to make sense of patient
communication of suicidality, to get patients the
treatment they need and to respect patient autonomy
while fulfilling their professional responsibilities. GPs
varied in their views, deeming self-harm or suicidal
ideation as attention seeking or ‘crying wolf’ in some
cases but interpreting similar behaviour as a suicide
attempt or ‘cry for help’ in others.

The interview material indicated how GPs were
compromised when providing treatment interven-
tions for patients at risk of suicide. The systematic
barriers in the implementation of specific mental
health treatments impacted upon the delivery of
nationally recommended evidence-based treatments
(Coulter & Collins 2011). GPs in this study frequently
highlighted the lack of access to specialist staff and
this barrier hampered collaborative working relation-
ships. There are examples of joint working and
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formal collaborative care between primary care and
CMHTs (Chew-Graham et al. 2007), but we found lit-
tle evidence for these in our study. Many patients
were left under the management of primary care
while specialist treatment interventions were sought.
Where good relations with mental health teams
existed, they were valued, both for easing the referral
process and for facilitating further support to address
a patient’s treatment needs. Importantly, the inter-
view material highlighted the need for better support
for GPs managing suicidal patients to reduce their
professional isolation.

In the context of patient autonomy, GPs were
compromised, as treatments normally comprised
medications which were acceptable to some patients
but rejected by others, and this was usually out of
the GP’s control, as were the lack of alternatives to
medication. In the healthcare context, understanding
autonomy placed an additional responsibility on GPs
and an obligation to be diligent and skilful in ascer-
taining the extent to which choices were autonomous.
A professional duty of care demands that one goes
beyond respect for autonomy in favour of acknowl-
edging other ethical principles when the context
demands it. To consider the meaning of a patient’s
expressed wish to die, the principles of respect for
autonomy and capacity need to be taken into
account. It is important for GPs to ask why a request
is being made, to examine patients’ coping styles, to
try to understand the expressive nature of the wish,
and consider these in the person’s situational and
developmental context. Therefore, it appears that a
model of autonomy based on freedom to choose does
not always meet the requirements of care as articu-
lated by GPs.

The findings of the present study must be inter-
preted in the context of a number of strengths and
limitations. The GPs recruited to the study were a
selected group of individuals who had experienced
the suicide of a patient who had also been under the
care of mental health services. Very little is known
about the interaction that GPs have with patients
who go on to take their own lives and this study pro-
vides findings that contribute to this gap in research.
Those who participated might also differ in important
ways from those who did not. However, most GPs
who were approached to take part in the study did
so (82%). Our findings may not be representative of
the rest of the United Kingdom, although many of
the issues we identified are likely to apply across ser-
vices. It should also be noted that some of our data
are now several years old. This is partly a reflection
of the time it takes for a coroner’s verdict to be fina-
lised and the added ethical and practical complexities

of carrying out interview-based studies following a
suicide death. Consequently, some of the study find-
ings might not necessarily reflect current clinical prac-
tice. It should also be noted that the study is based
on people who had contact with mental health ser-
vices in the year prior to suicide; however, 75% of
people who die by suicide have not had this contact
before their death (Appleby et al. 2013). Of course,
we could have collected retrospective data on people
who died by suicide in the general population, but
this would not have allowed us to explore the inter-
action between primary care and secondary care prior
to death which was one of our main aims.

Despite its limitations, our study is one of the few
that has taken the direct perspective of primary care
providers in relation to consultations prior to a
patient’s death by suicide. We achieved a reasonable
sample size and good response rate. Health and
social care policies aim to promote good clinical prac-
tice through the assessment and management of
patients at risk (NICE 2004, Morgan 2007, Gilbert
et al. 2011, DH 2012). Our study adds to existing
work and provides valuable new data to inform sui-
cide prevention in primary care. The implications of
this research for suicide prevention policy and prac-
tice in primary care are highlighted in the following
four issues. First, we suggest that there may be bene-
fits in increasing GP awareness of suicide-related
issues and improving training and risk assessment
skills to ensure patients receive the care that they
need. Second, the study highlights the importance of
removing barriers to help patients access the thera-
pies and treatments they need in primary care and
produce better patient outcomes. Third, it also raises
the importance of improving liaison and collaborative
working relationships between services to provide
GPs with support so that they are not left feeling
professionally isolated and managing suicidal
patients alone. Lastly, it is clear that GPs have a diffi-
cult balancing act when trying to treat suicidal
patients who do not want to be treated. To develop
more patient-centred care, it is essential to attempt to
understand and accommodate patient treatment pref-
erences. This includes understanding why a patient
may decline treatment within their situational
context. This may help to reduce the tension between
patient autonomy and GPs’ professional duty of
care, contributing to a more patient-centred way of
working.

Future work should focus on the barriers to the
recognition of risk and provision of care, and build
upon the benefits of collaborative care. The treatment
of people who have suicidal ideas or behaviour is
clearly not just a GP’s responsibility but is an issue
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that health services more generally, suicide
prevention policies, and society as a whole need to
contemplate.
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