
 b 

What works and what may not work 

Keith Hawton 

Suicide Prevention and Postvention 
Special Interest Day  

Tuesday 26th May 2015, Royal College of 
Psychiatrists, London  



Size of the problem 

 

Number of deaths per year 
 
 
 
 
 
 
 
 
 
 

England and Wales > 5000 
(including open verdicts) 
M:F ~ 3:1 

Worldwide ~ 850,000 – 1 million 



Launched 
September 10th 2012 

World Suicide Prevention Day 



Suicide prevention 

Population 
strategies 

High risk group 
strategies 



Preventing suicide in England 

Areas for action 

1. Reduce the risk of suicide in key high-risk groups 

2. Tailor approaches to improve mental health in specific groups 

3. Reduce access to the means of suicide 

4. Provide better information and support to those bereaved or 
affected by a suicide 

5. Support the media in delivering sensible and sensitive 
approaches to suicide and suicidal behaviour 

6. Support research, data collection and monitoring 
 



People with mental health problems 
under the care of psychiatric services 



National Confidential Inquiry data 
England 2000-2010 

 

• General population suicide deaths: 49,532 
 

• Individuals in contact with mental health         
services in previous 12 months: 13,390 
(27%) 

 
 



What works? 

National policies and recommendations 
 

• Removal of ligature points on inpatient units 

Safety First, 2001 
12 Steps to a Safer Service 



In-patient suicide 

 
 

(Kapur et al. Psychological Medicine 2012) 



In-patient and post discharge suicide 

 
 

(Kapur et al. Psychological Medicine 2012) 



What works? 
National policies and recommendations 

 
• Removal of ligature points in inpatient units 
 
• Assertive outreach  
• 24-hour crisis team 
• 7-day follow-up 
• Non-compliance 
• Dual diagnosis 
• Criminal justice information sharing 
• Multi-disciplinary review 
• Training in suicide risk management 

Safety First, 2001 
12 Steps to a Safer Service 



Questions 

• Do mental health services implement 
policies? 
 

• Do they make a difference? 



0

2

4

6

8

10

12

14

16

2003 2004 2005 2006

0-6 recommendations 7-9 recommendations

*
*

Suicide rate 
per 100,000 

* = significant difference p<0.05  

(While et al. Lancet, 2012) 

Do policies make a difference? 

* 



Implementation of mental health service recommendations 
in England and Wales and suicide rates, 1997-2006 

Reduced suicide rates were associated with: 
• Provision of 24-hour crisis care 
• Local policies on patients with dual diagnoses 
• Multidisciplinary review after suicide 

Services that did not implement recommendations 
had little reduction in suicides 

(While et al., 2012) 



Role of medication in prevention 





Lithium versus placebo: suicides 



Lithium versus placebo: all deaths 



Antidepressants and suicide prevention 
 

• Adolescents and young people up to 25  
      years:  Associated with       in suicidal ideation 
 (and ?behaviour) 
 
• Adults: No effect on suicidal behaviour 
 

• Older adults: Associated with        suicides 

 



Risk assessment 





Services and aftercare for self-harm patients 

 

• Services for self-harm patients in all general hospitals 

• All staff should be properly trained and supervised 

• All self-harm patients should receive psychosocial 
assessment (including of needs and risk) 

• Do not use risk assessment tools and scales to predict 
future  suicide or repetition of self-harm 

• Do not use risk assessment tools and scales to 
determine who should and should not be offered 
treatment or who should be discharged 

 





A scale developed in 1983 by Patterson et al in Canada for 
teaching medical students about assessment of suicide risk 

 
Based on the 10 major risk factors for suicide: 
 Sex (Male) 
 Age (<19 or >45) 
 Depression 
 Previous attempts 
 Ethanol abuse 
 Rational thinking loss 
 Social supports lacking 
 Organised plan 
 No spouse 
 Sickness 



Scoring: 
1 point for each factor 
0 = very low risk     10 = very high risk 
0-2 – send home with follow up 
3-4 – close follow up; consider 
hospitalisation 
5-6 – strongly consider hospitalisation 
7-10 – hospitalise  
 



  SADPERSONS score < 7 SADPERSONS score ≥7 

Referral to secondary 

care (N=69) 
65 (94.2%)  4 (5.8%) 

Psychiatric inpatient 

care (N=5) 
4 (80%) 1 (20%) 

Repetition of self-

harm  at 6 months 

(N=30) 

28 (93.3%) 2 (6.7%) 



SADPERSONS missed: 

 65/70 referrals to 2o care 

 4/5 admissions to psychiatric hospital 

 28/31 who repeated SH @6/12 



Focus on risk reduction rather than just risk 
assessment 

 

• Risk prediction probably only valid in short term 

• Risk reduction for all patients e.g. 

 - crisis plans 

 - involvement of family members etc. 

 - restriction of access to means for suicidal act 

  



Restriction of access to suicide methods 



Simplistic model of some causes of fatal and 
non-fatal suicidal behaviour 

OUTCOME 

Method likely 
to be lethal 

Method unlikely 
to be lethal 

SELF-HARM 

SUICIDE 

(e.g. pessimism 
 aggression 
 impulsivity) 
 

GENETIC & 
BIOLOGICAL 

FACTORS 

PSYCHOLOGICAL 
FACTORS 

NEGATIVE LIFE EVENTS 
+ SOCIAL PROBLEMS 

EXPOSURE TO 
SUICIDE/SELF-HARM 

Incl. media influences 

PSYCHIATRIC 
DISORDER 

AVAILABILITY 
OF METHOD 

Thoughts of 
self-harm/ 

suicide 

Psychological 
distress 

Hopelessness 



Restriction of Access to Suicide Methods 
What works? 

 

 
Smaller packs of paracetamol 
 
 
 
 
 
 

 
 
 



The new UK legislation – September 16th, 1998 
(paracetamol, salicylates and their compounds 

sold over the counter) 
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Suicide and open verdict deaths involving paracetamol  
in people aged 10 years and over in England and Wales  
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Deaths involving paracetamol 
October 1998-2009 

  

765 fewer deaths 990 fewer deaths 



Restriction of Access to Suicide Methods 
What works? 

 

 
Smaller packs of paracetamol 
 
Withdrawal of co-proxamol 
 
 
 
 

 
 
 



Co-proxamol 

• Was involved in 20% of all poisoning suicides in UK 

• 5% of all suicides 

• 2003–2004 Medicines and Healthcare products Regulatory 
Agency (MHRA) reviews efficacy and safety profile 

• 2005 (January) Committee on Safety of Medicines 
announces withdrawal in UK 

− 2005-2007 No new patients to be prescribed co-
proxamol 

− 2008 Full withdrawal  



Impact of withdrawal of co-proxamol on suicide deaths 
involving analgesics in England and Wales 1998-2010 
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Deaths involving co-proxamol 
2005-2010 

  

No significant change in deaths involving other analgesics 

500 fewer deaths 600 fewer deaths 



Restriction of Access to Suicide Methods 
What works? 

 

 
Smaller packs of paracetamol 
 
Withdrawal of co-proxamol 
 
Suicide barriers 
 
 

 
 
 



                                   

 

   

The Clifton Suspension Bridge 

buttresses 



Barriers on the Clifton Suspension Bridge 





Structural Interventions at Suicide Hotspots; 
  Systematic review   Pirkis et al., 2013) 

  
 9 studies 
 
 86% reduction in jumping suicides at 

hotspots 
  

 44% increase in suicides at nearby sites 
 

Net gain 28% reduction in all jumping sites in 
study cities                                                                                                    



Self-harm patients 



Repetition of self-harm and suicide in self-harm 
patients 

 

• > 20% repeat within a year (return to same hospital) 

• One in 25 will die by suicide in year after self-harm  (>50 
x general population risk) 

• >50% of people dying by suicide have history of self-
harm, 15% presenting to hospital for self-harm in year 
before death 

 



Assessment at the hospital 







Services and aftercare for self-harm patients 

 

• Services for self-harm patients in all general hospitals 

• All staff should be properly trained and supervised 

• All self-harm patients should receive psychosocial 
assessment (including of needs and risk) 

• Do not use risk assessment tools and scales to predict 
future  suicide or repetition of self-harm 

• Do not use risk assessment tools and scales to determine 
who should and should not be offered treatment or who 
should be discharged 

 



Does psychosocial assessment reduce repetition of self-harm? 
Multicentre Study of Self-harm in England 

Hazard ratios for repetition within 1 year (all adjusted) 

(Kapur et al., PLoS One, 2013) 

Centre A Centre B Centre C 

Psychosocial assessment 0.99 
(0.90 to 1.09) 

0.59 
(0.48 to 0.74) 

0.59 
(0.52 to 0.68) 



Care after leaving hospital 



Self-harm 
The efficacy of psychosocial and 
pharmacological interventions 

Keith Hawton, Katrina Witt, Tatiana Taylor, Ella Arensman, Ellen 

Townsend, David Gunnell, Philip Hazel, Kees van Heeringen 

(Cochrane Collaboration) 



Psychological therapy 
V 

Treatment as usual 
 

17 studies 



Brief Psychological Therapy vs. TAU (adults) 

Repetition of SH at last follow-up 



Brief Psychological Therapy vs. TAU (adults) 

Depression scores at last follow-up 



Brief Psychological Therapy vs. TAU (adults) 

Hopelessness scores at last follow-up 



Brief Psychological Therapy vs. TAU (adults) 

Suicidal ideation scores at last follow-up 



Brief Psychological Therapy vs. TAU (adults) 

Suicide at last follow-up 



Services and aftercare for self-harm patients 
 

• Services for self-harm patients in all general hospitals 

• All staff should be properly trained and supervised 

• All self-harm patients should receive psychosocial assessment 
(including of needs and risk) 

• Do not use risk assessment tools and scales to predict future  
suicide or repetition of self-harm 

• Do not use risk assessment tools and scales to determine 
who should and should not be offered treatment or who 
should be discharged 

• Psychological therapy can be effective in reducing risk of 
repetition of self-harm 
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