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ABSTRACT
Background
Previous studies have reported differing rates of
consultation with GPs prior to suicide. Patients with a
psychiatric history have higher rates of consultation
and consult closer to the time of their death.

Aim
To investigate the frequency and nature of general
practice consultations in the year before suicide for
patients in current, or recent, contact with secondary
mental health services.

Design of study
Retrospective case-note study and semi-structured
interviews.

Setting
General practices in the northwest of England.

Method
General practice data were obtained by a retrospective
review of medical records (n = 247) and semi-
structured interviews with GPs (n = 159).

Results
GP records were reviewed in 247 of the 286 cases
(86%). Overall, 91% of individuals (n = 224) consulted
their GP on at least one occasion in the year before
death. The median number of consultations was 7
(interquartile range = 3–10). Interviews were carried out
with GPs with regard to 159 patients. GPs reported
concerns about their patient’s safety in 43 (27%)
cases, but only 16% of them thought that the suicide
could have been prevented. Agreement between GPs
and mental health teams regarding risk of suicide was
poor. Both sets of clinicians rated moderate to high
levels of risk in only 3% of cases for whom information
was available (n = 139) (overall κ = 0.024).

Conclusion
Consultation prior to suicide is common but suicide
prevention in primary care is challenging. Possible
strategies might include examining the potential
benefits of risk assessment and collaborative working
between primary and secondary care.

Keywords
general practice; mental health services; risk
assessment; suicide.

INTRODUCTION
The reported proportion of individuals who have
consulted GPs in the month prior to suicide has
varied between 20% and 76%.1,2 Low rates of
consultation have been recorded in those aged
<35 years3 and high rates in those aged >60 years.4–6

Those with a history of contact with mental health
services have been shown to consult their GP closer
to the time of suicide compared with those without
such contact — studies have reported that half of
these individuals consulted their GP in the month
before death and a quarter in the week before
death.3,7 Similarly, studies have found that those who
die by suicide are significantly more likely to have
xreceived a mental health diagnosis (of depression,
anxiety, and alcoholism in particular) and to consult
their GP more frequently than age- and sex-matched
living controls.8

With regard to the communication of suicidal intent,
one study reported that 31% of individuals who died
by suicide discussed such thoughts or plans in
consultations with their GPs, but that practitioners felt
42% were at increased risk.9 Figures for
communicating suicidal intentions at the final GP
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consultation have varied.7,10 One study reported that
the majority of those communicating suicidal intent
also had a history of contact with psychiatric
services.7

Mental illness is known to be an important risk
factor for suicide. In 2004 there were 4883 suicides in
England and Wales, 27% of which were by people
who had been in contact with mental health services
in the year before their death.11 Previous research
examining primary care consultations before suicide in
those with a psychiatric history has used
comparatively small samples3–5,8 and has not
considered the role of individual mental health
diagnoses.3–7

The National Confidential Inquiry into Suicide and
Homicide by People with Mental Illness (Inquiry)
collects detailed clinical information from secondary
mental health services on a national sample of
suicides by people in current, or recent (within the
previous 12 months), contact with such services.
This study reports the results of an extension to
Inquiry data collection for a sub-sample of patients
to include detailed information from GPs in order to
examine patterns of attendance in primary care with
a view to informing prevention. The specific aims of
the study were to:

• examine patterns of attendance at general practice
in the year before death for a comprehensive sample
of Inquiry cases;

• examine rates of consultation at primary care by
mental health diagnosis;

• compare the characteristics of those with no or low
levels of GP consultations with those who attended
more frequently; and

• examine in detail the final general practice
consultation before death.

METHOD
Sample
The methodology employed by the Inquiry has been

described in detail elsewhere11–13 but, in short,
information on all general population suicides and
deaths from undetermined external causes is obtained
from the Office for National Statistics. Mental health
services identify those people in contact with services
in the 12 months before death. Clinical data on these
patients is then obtained through questionnaires sent
to consultant psychiatrists. The Inquiry, therefore,
provides a UK-wide case series of all suicides by
people in mental health service contact in the year
prior to death. The ascertainment procedures are
robust and the response rate for questionnaire data is
more than 95%, which reflects the Inquiry’s long-
standing relationship with mental health professionals
nationally.11

The sample for this study included people residing
in the northwest of England, who had been in contact
with mental health services and had died by suicide
between January 2003 and December 2005. This
area consisted of three strategic health authorities
(Cheshire & Merseyside, Greater Manchester, and
Lancashire), which merged in 2006 to form NHS
North West and had an estimated population of
6 853 200.14

Measures
The Inquiry database was used to obtain baseline
demographic and clinical data. General practice data
were obtained by retrospective reviews of primary care
medical records, both written and electronic. Where
possible, semi-structured interviews were conducted
with consenting GPs. The medical records
questionnaire and interview schedule were adapted
from tools used in previous research.11,12,15,16 Information
was obtained on the patient's physical and mental
health problems, consultations in the year before
death, details of the final consultation, and views on
prevention. Case-record reviews took approximately
1 hour and interviews generally lasted between 20 and
40 minutes. All interviews and most case-record
reviews took place in the GPs’ surgeries, but some
records were viewed at primary care trust premises.
Interviews were recorded if participating GPs
consented to this.

Analysis
Data analyses were conducted using SPSS for
Windows (version 15). Both parametric and non-
parametric statistical tests were carried out when
appropriate. These included the χ2 test of association,
Fisher’s exact test, analysis of variance, Duncan’s
multiple range test, Mann–Whitney U test and the
Kruskal–Wallis test.17 When percentages are quoted
these refer to ‘valid cases’ (that is, cases for whom
the relevant information were available); as a result
the denominator varies between items. With respect
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How this fits in
Previous research has reported high rates of consultation with GPs prior to
suicide and has raised concerns about the low levels of risk assessment. In the
present study, the average rate of GP consultations in the year before death for
those in current, or recent, contact with mental health services was high.
However, only a minority (just over a quarter) of GPs reported concerns about
their patient’s safety at the final consultation and only a sixth thought that the
suicide could have been prevented. In terms of risk assessment, agreement
between primary and secondary care clinicians was poor. Future research and
prevention strategies might examine ways of improving health professionals’
identification of suicide risk and improving collaborative working between
primary and secondary healthcare services. The impact of any initiatives on
suicide rates and suicidal behaviour should also be measured.
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to the interviews, much of the data were presented as
simple frequencies. An inductive approach to the
interview data was also used, utilising framework
analysis to identify key themes (P Saini et al,
unpublished data, 2009).

RESULTS
During the study period a total of 286 individuals in
northwest England committed suicide within
12 months of contact with mental health services.
GP records were reviewed in 247 (86%) cases.
Baseline characteristics of the patients are given in
Table 1. In terms of sex, age, civil status, living
circumstances, employment status, and clinical
characteristics no significant differences were noted
between the patients for whom GP data were
obtained and those for whom it was not (n = 39).

Case-note data
GP attendance in the year prior to suicide. Figure 1
illustrates the total number of GP consultations in the
year prior to death. Most individuals (n = 224, 91%)
had at least one face-to-face consultation during this
time, with the mean number of attendances being 8.3
(median = 7, interquartile range [IQR] 3–10). Fisher’s
exact and χ2 tests were conducted to see if there
were any significant differences between those who
did, and did not, consult. No significant differences
were observed in terms of sex, age, subject to
enhanced aftercare (care programme approach), and
missed last mental health contact.

Frequency of consultations. Figures for the average
number of consultations in the year before suicide by
primary mental health diagnosis are provided in Table
2. Both the one-way ANOVA and Kruskal–Wallis tests
revealed significant differences, with those diagnosed
with schizophrenia recording the lowest number of
consultations and those diagnosed with other
disorders (for example, dementia and organic
disorders) or depressive illness/anxiety disorders the
most. A Duncan’s multiple range test found these
three diagnostic groups to be homogenous subsets.
In 47 (21%) cases at least one consultation resulted

from previous non-fatal suicidal behaviour or self-
harm.18,19 A further analysis based on past history of
suicidal behaviour revealed no significant differences
in the mean number of consultations for those with,
and without, a history of self-harm.
The sample was divided into frequent consulters (≥6

consultations, n = 123, 50%) and less frequent
consulters (0–5 consultations in the year prior to
death, n = 124, 50%). Few significant differences were
observed, but those who consulted frequently tended
to be older than those who did not (median age
51 years [IQR = 39–61 years] versus median age

42 years, [IQR = 33–53 years]), Mann–Whitney U =
5742.500, P = 0.001). A significant association with
living circumstances was evident. Of those living with
a spouse or partner, 43 (61%) were frequent
consulters, whereas only 10 (24%) of those living with
their parents or children were frequent consulters (χ2 =
16.482, degrees of freedom [df] = 3, P = 0.001). Where
known (228 cases) the figures for living circumstances
for the cases where medical records were reviewed
were: alone n = 99, 43%; with spouse/partner (with or
without children) n = 70, 31%; with family (parents or
children) n = 42, 18%; and other (other shared,
residential, or prison) n = 17, 8%.

Timing and reason for final consultation. The final GP
consultations were examined in more detail and the
timings of these are presented in Figure 2. The

Characteristic n % 95% CI

Sex (n = 247)
Male 16 68 62 to 73
Female 80 32 27 to 38

Age, years (n = 247)
<35 60 24 19 to 30
≥35–46 63 26 20 to 31
≥46–57 59 24 19 to 29
≥57 65 26 21 to 32

Primary diagnosis (n = 245)
Schizophrenia/other delusional disorders 50 20 15 to 25
Bipolar affective disorder 16 7 3 to 10
Depressive illness and anxiety disorders 104 42 36 to 49
Drug/alcohol dependence 30 12 8 to 16
Personality disorders/adjustment disorders 31 13 8 to 17
Other (for example, dementia, organic disorders) 14 6 3 to 9

Method of suicide (n = 245)
Self-poisoning 79 32 26 to 38
Carbon monoxide poisoning 9 4 1 to 6
Hanging 89 36 30 to 42
Drowning 17 7 4 to 10
Jumping (for example, from height, in front of moving object) 31 13 8 to 17
Other (for example, firearms cutting, burning, suffocation) 20 8 5 to 12

Clinical characteristics
History of deliberate self-harm (n = 236)
Yes 174 74 68 to 79
No 62 26 21 to 32
Subject to enhanced aftercare, CPA (n = 237)
Yes 96 41 34 to 47
No 141 59 53 to 66
Missed last mental health appointment (n = 211)
Yes 57 27 21 to 33
No 154 73 67 to 79
Non-compliant with medication (n = 220)
Yes 39 18 13 to 23
No 181 82 77 to 87

aBaseline information from National Confidential Inquiry database. CPA = care programme
approach.

Table 1. Baseline characteristics of the 247 patients who
committed suicide and whose medical records were
reviewed.a
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majority of the sample who did consult within
12 months of death had their final consultation within
6 months of their death (n = 204, 91%). A total of 105
people (47%) were seen in the month before death
and 76 (34%) of these were also seen by mental health
services during this time. Given the results of the
frequency of consultation by primary diagnosis, it was
not surprising to find that more than half of those with
depressive illness/anxiety disorders (n = 58, 59%) and
only a quarter of those with schizophrenia (n = 11,
26%) had their final GP consultation less than a month

before their death (χ2 = 14.558, df = 5, P = 0.012).
In over half of the cases reviewed, the primary

reason for the final consultation recorded in the notes
was psychological symptoms (n = 122, 54%); 52
(23%) were primarily for physical health reasons and
36 (16%) for both psychological and physical health
needs. No relationship was observed between the
reason for final consultation and whether this
consultation occurred within the month before death
(χ2 = 0.608, df = 2, P = 0.739).

Interview data
In total 159 semi-structured interviews were carried
out, representing 64% of those for whom the study
had primary care case note data (n = 247).
Comparison of baseline characteristics of those for
whom the study did, and did not, have GP interview
data revealed no significant differences in terms of
sex, age, civil status, living circumstances,
employment status, primary mental health diagnosis,
method of suicide, and clinical characteristics.

Suicidal thoughts at final consultation. In interviews,
23/159 GPs (15%) reported that their patient had
expressed suicidal thoughts or intentions during their
final consultation; however, no significant difference
was observed in the timing of this consultation (final

A Pearson, P Saini, D Da Cruz, et al

Primary diagnosis n Mean (95% CI) Median (IQR) Min Max

Schizophrenia/delusional disorders 43 4.6 (3.4 to 5.8) 3 (2.0–7.0) 1 15
Bipolar affective disorder 16 6.9 (4.3 to 9.5) 6.5 (2.0–10.0) 1 17
Depressive illness/anxiety disorders 98 9.7 (8.0 to 11.4) 7 (3.8–12.3) 1 43
Drug/alcohol dependence 25 8.2 (5.7 to 10.7) 7 (3.0–11.0) 1 23
Personality/adjustment disorders 28 9.2 (5.5 to 12.9) 5.5 (3.0–10.5) 1 37
Other (dementia/organic disorders) 12 10.4 (2.9 to 18.0) 8 (4.0–10.5) 1 46

Total 222 8.3 (7.3 to 9.3) 7 (3.0–10.0) 1 46

ANOVA: sum of square = 895.039, df = 5, mean square = 179.008, F = 2.995, df = 5, P = 0.012. Kruskal–Wallis: χ2 = 18.597, df
= 5, P = 0.002. df = degrees of freedom. IQR = interquartile range.

Table 2. Number of GP consultations in the year before suicide for those who were
in contact by primary diagnosis.
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consultation <1 month before death, n = 13 [57%],
versus final consultation ≥1 month before death, n =
10 [44%]).

Concern for patient safety at final consultation. Forty-
two (42/159, 26%) GPs stated in interviews that they
were concerned for their patient’s safety during the
final consultation. The mean number of GP
consultations in the year before suicide was
significantly higher for those patients for whom the GP
reported having concerns about their safety (Table 3).
Additionally, where GPs had reported concerns, the
patient was significantly more likely to have had their
final consultation within the month before death (final
consultation <1 month before death n = 26 [62%],
versus final consultation ≥1 month before death n = 16
[38%], 2 = 5.289, df = 1, P = 0.021).
In 27 (64%) cases where GPs reported being

concerned, they reported contacting mental health
services to discuss and refer their patients for further
assessment or treatment. In most of these cases the
patients were assessed and some were admitted to
hospital. However, two GPs reported that their
referrals were not acted upon; in both cases the
patients died within 2 weeks of their final GP
consultation. An additional four (10%) GPs offered
referrals but they were declined by the patients. In two
cases the GPs did not elaborate on the reason for the
referral being declined, in the others the GPs stated
that both the patients and their families did not want
an admission to hospital.

Risk. GPs’ concern for their patient’s safety was also
compared with Inquiry data regarding the level of risk
of suicide perceived at final mental health service
consultation by the mental health teams completing
the general Inquiry questionnaire (Table 4). The study
had both sets of assessments for 139 cases, so this

was the denominator for these analyses. These
results should be interpreted cautiously because the
primary care and mental health assessments may
have been carried out some time apart. In 91 (65%)
cases there was agreement between GPs and mental
health teams that the patient presented little or no risk
during their final consultation. Moderate to high levels
of risk were identified more often by GPs. However,
there were only four (3%) cases where both sets of
clinicians were concerned for the patient’s safety or
rated their level of risk as moderate to high (overall κ
= 0.024, strength of agreement = poor).

Prevention. Only 26/159 GPs (16%) reported in
interview that they felt that the suicide could have
been prevented; 60 (38%) thought that it could not,
and the remaining 73 (46%) were unsure. No
association was observed between views on
preventability and whether the final consultation was
within the month before death (χ2 = 0.056, df = 1, P =
0.813).
When asked to elaborate on how GPs thought the

death could have been prevented several key
themes emerged. Improving access to services was
identified as being important with some GPs
reporting a lack of appropriate services, while others
highlighted the delays their patients had experienced
when being referred to services, or difficulties in
admitting patients where the GPs thought that this
was appropriate. GPs also suggested the need to
improve information sharing between services,
particularly with regard to their being provided with
information about discharges or changes in risk
promptly. GPs also commented on the need to
improve the quality of monitoring and follow-up of
patients both in hospital and in the community,
especially in cases where patients had absconded
from hospital or were failing to attend appointments.
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Concern for patient safety at final consultation n Mean (95% CI) Median (IQR) Min Max

No 109 8.0 (6.6 to 9.5) 7 (2.5–10.0) 1 42
Yes 42 11.6 (8.1 to 15.0) 8 (3.0–16.5) 1 46

Total 151 9.0 (7.6 to 10.4) 7 (3.0–11.0) 1 46

ANOVA: sum of square = 377.632, df = 1, mean square = 377.632, F = 5.000, P = 0.027. Kruskal–Wallis: χ2 = 3.445, df = 1,
P = 0.063. df = degrees of freedom. IQR = interquartile range.

Table 3. Number of GP consultations in the year before suicide for those who were
in contact by concern for patient safety at final consultation.

GP concern for GP concern for
patient safety — no patient safety — yes Total

Mental health team rated no/low risk 91 36 127

Mental health team rated moderate/high risk 8 4 12

Total 99 40 139

Table 4. Risk at final consultation perceived by GPs and mental health teams.
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DISCUSSION
Summary of the main findings
The majority of patients in this study were seen by their
GP on at least one occasion in the year before death
and the average rate of attendance for this time period
was high. Those with depressive illness/anxiety
disorders or other disorders (organic/dementia) tended
to consult more frequently than individuals with other
diagnoses; the high consultation in the group with
organic disorders/dementia could perhaps reflect the
burden of physical morbidity). Almost half of all
patients had their final GP consultation in the month
before death and one-sixth in the week before death.
Just over one-quarter of GPs reported being
concerned for their patient’s safety and one-sixth
reported that their patient had expressed suicidal
thoughts at final consultation. However, GPs and
mental health services were not always in agreement
about the level of risk present at final consultation.
One-sixth of GPs stated that they thought the suicide
could have been prevented.

Strengths and limitations of the study
One limitation to this study was that records based
data were used. Previous research has highlighted
methodological limitations in the use of medical record
reviews, including variations in accuracy or the amount
of detail provided20 and the risk of underestimating
figures for consultations as not all are recorded in case
notes.7 However, one study comparing GP records and
patient self-report questionnaires found similar figures
for the mean number of consultations in both
sources.20 Additionally, a systematic review into
computerised medical records revealed that the quality
of the recording of consultations on such systems
tended to be high.21

The response rate for case record reviews was
86%. However, interview data was obtained on only
64% of those for whom the study had case records. In
some cases GP interview data was unavailable as the
GP had retired or died; others declined to be
interviewed, often citing pressures of time. It is
possible that some GPs may have been concerned
about their assessment of suicidal risk; this may have
introduced a selection bias. However, where the study
was able to compare the baseline characteristics of
those for whom it did, and did not, have case-record
data and for those for whom it did, and did not, have
GP interview data there were no differences between
the groups.
This was a retrospective study and interviews may

have been subject to recall bias, although this is
unlikely to have had a significant impact on the medical
records data. However, the sample consisted of
suicides in current, or recent, contact with mental
health services from the northwest of England and no

comparison group of those who did not die by suicide
was included. As such, the results may not be
generalisable to other regions or individuals who died
by suicide and did not have contact with mental health
services and the study is unable to draw firm
aetiological conclusions.

Comparison with existing literature
According to the Office for National Statistics’ General
Household Survey22 in 2007, 13% of adults and
children (15% females and 11% males) consulted an
NHS GP in the 14 days prior to interview; this has
remained relatively consistent for the past 30 years.
The survey also reported that the average number of
consultations for 2007 was four (five for females and
four for males), with the majority occurring at a GP
surgery (88%).
Previously reported figures for the number of people

consulting their GP in the year before suicide in general
population samples have ranged from 57% to 90%.1,7,23

In the present study, of those in contact with mental
health services, 91% had consulted their GP on at
least one occasion in the year before suicide. In terms
of consultation in the month and week before suicide
the figures found in this research (month before 47%,
week before 16%) are similar to previous studies of
those not under the care of secondary mental health
serivces.3,7,23 However, recent contact with patients
(within a year of death) who go on to die by suicide is
still relatively rare for GPs.7,9,24 For example, it has been
estimated that, ‘In an average list size of 1000 it will
take 8 years of consultations before a GP will consult a
patient who will shortly thereafter commit suicide.’24

In this study the mean number of GP consultations
in the year before death was 8.3 and even higher rates
of consultation were recorded for those diagnosed with
organic disorders/dementia and depressive
illness/anxiety disorders. This is higher than rates of
consultation in a previous study of individuals with and
without psychiatric histories who died by suicide.8 The
lower rates of GP contact for those diagnosed with
schizophrenia observed in this study may reflect the
fact that mental health services take a more active role
in providing treatment for this group or that such
individuals are reluctant to seek health care. A lower
rate of attendance among younger people was
observed in this study. A recent qualitative study found
that many young adults held negative views about GPs
as a source of support for mental health problems.25

For a fifth of the sample at least one consultation
had been as a result of a previous act of self-harm or
a suicide attempt, however, the communication of
suicidal intent at the final consultation was only
reported for 15% of patients. The corresponding
figure in previous studies has ranged from 3% to
31%.7,9,10 When asked for their views on how the
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suicides that took place could have been prevented
GPs identified several problems including access to
services, communication between primary and
secondary services, and monitoring of both in- and
outpatients, particularly those failing to attend
appointments, all of which have been identified as
problematic in the past.26–28

Implications for future research and clinical
practice
All patients in this study were in contact with mental
health services in the year before their death and,
clearly, mental health services have an important role
to play in preventing the suicide of such patients.
There are a number of ways in which this might be
done.11 Most individuals in this study continued to
consult their GP in the year before death, some on a
frequent basis, and some shortly before their death.
This may represent an additional opportunity for
prevention. However suicide prevention in primary
care is a challenging task.
Of particular importance is the recognition of risk.

In this study many patients had a history of non-fatal
suicidal behaviour and some GPs reported patients
expressing suicidal ideation during the final
consultation. However, only a minority of GPs
expressed concerns regarding their patient’s safety.
This may reflect the retrospective nature of the study,
the actual (low) risk at the time of assessment, or an
underestimation of risk. The assessment of risk is
difficult. Previous research has raised concerns about
the lack of risk assessment for suicide in primary care
settings.29–31

It is interesting that GPs appeared more willing to
acknowledge risk than the specialist mental health
services in this study and that the level of agreement
between these groups regarding risk was poor; as
stated earlier, however, these results should be
interpreted with some caution. The whole area of risk
assessment, particularly the process and methods of
assessment, would benefit from further research.
Recent research has commented on the need to

improve medical student education in suicide
prevention, including diagnostic interviewing skills, and
has found both students and GPs to be supportive of
a suicide-prevention curriculum.32–34 However, evidence
for the efficacy of educational initiatives in the
prevention of suicide has been mixed.35–37

In light of the views on prevention expressed by
some GPs in this study it may be advantageous to
develop strategies to improve multidisciplinary
working and communication between secondary
mental health services and primary care. For
example, standards have been agreed within the NHS
contract to reduce the length of time taken for
hospitals to provide discharge summaries to GPs (in

April 2010 summaries should be provided within
24 hours of discharge).27 Additionally, evidence from
primary research (much of it carried out in the US)
suggests that the collaborative care model has been
effective in improving patient outcomes.38 The impact
of any such initiatives on suicide rates and suicidal
behaviour should be carefully assessed in order to
inform future prevention strategies.
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