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and Northern Ireland volunteered so keenly to host the
1983 National Conference at the end of this year's
conference in Sheffield. The floor scarcely considered
the third offer from North-West Thames region,
centred on the Hammersmith. Although the 1982 con-
ference will be in Cambridge, perhaps trainees are now
attaching more relevance to holding future conferences
in regions of demonstrable need than in centres of
excellence or even somewhere pretty, by the sea. If so,
this decision is an admirably unconventional departure
by the members of a caring profession.
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Suicide and deliberate self-injury
AMILY doctors see many types of self-destructive
behaviour, some of which, including tobacco and

alcohol addiction, are excluded from the traditional
definition of deliberate self-harm. Yet suicide and para-
suicide (non-fatal deliberate self-harm) are problems of
growing importance, the former as an indicator of
potentially treatable depression, the latter as an expres-
sion of interpersonal stress, especially amongst young
females. In a practice of 2,300 patients, a doctor could
expect five self-poisonings a year and one suicide every
four. Doctors themselves are at increased risk of suicide.
The incidence of suicide has been rising again, by 3

per cent per annum, since 1975, having dropped sub-
stantially in the late 1960s (OHE, 1981). Self-poisoning,
which accounts for nearly all parasuicides, has increased
at a dramatic rate in the last 20 years and now accounts
for at least 15 per cent of acute medical hospital
admissions (Matthew, 1975). An Office of Health Eco-
nomics pamphlet, Suicide and Deliberate Self-harm
(1981), has now examined which patients are at high risk
and current methods of management.

Patients at risk

Although it has become clear that in many parasuicides
the patient does not wish to die-hence the term 'at-
tempted suicide' has been dropped-there is a big
overlap between the two types of disturbed behaviour.
Almost half of all suicides have a history of parasuicide,
and about 1 per cent of parasuicides will kill themselves
in the following year.

Self-poisoners, 'repeaters' and suicides are heterogen-
ous groups. Personality disorders, alcoholism, drug
abuse and unemployment are common in all three.
However, self-poisoning most often occurs in females
from social classes IV and V, who are under 40 years
old, live in overcrowded conditions, have a history of
divorce and have received violence from relatives, and
who lost a parent in early childhood. A common
precipitating event is a quarrel with a key person.
Repeaters have often had previous psychiatric treat-
ment, a criminal record (if male) and multiple previous

attempts. Self-poisoning is usually impulsive; those
young women who do it are not as a group of hysterical
personality (Goldney, 1981).
By contrast, suicide occurs most commonly in men

over 40 years old who are socially isolated and suffer
from depressive or serious physical illness, or bereave-
ment. They are most frequently from social classes I and
V, and their acts are premeditated. Ovenstone and
Kreitman (1974) subdivided suicide into the 'chronically
disorganized' and the 'acutely disrupted'. The former
often had a long history of psychiatric illness and social
disruption, including repeat parasuicides. The latter had
comparatively stable lives without previous parasui-
cides; the loss of a key figure or physical disability
precipitated the suicide.

Parasuicide

Two thirds of parasuicides see their general practitioner
shortly before the event and three quarters of self-
poisonings involve 'prescription only' drugs. The drugs
used reflected the prescribing trends in general practitice
away from barbiturates and towards benzodiazepines.
A general practitioner may write 2,000 prescriptions

for psychotropic drugs in one year, so that some method
of identifying patients at high risk of self-poisoning is
necessary. One way is to indicate this clearly on the
front of the medical record with a coloured sticker
which can alert doctors who are unfamiliar with the
patient. Such a system needs a quicker method of
transferring notes between general practitioners than we
have now. Once the risk recedes, the sticker is removed.
When high-risk patients present with interpersonal

problems, drug treatment should be avoided unless
there is a specific indication, such as anxiety, which
grossly impairs the patient's ability to cope (Hawton &
Blackstock, 1977). Patients should be asked if they have
considered taking an overdose. If drugs are used, sub-
lethal doses only should be issued at any one time: 100
nitrazepam 5 mg are relatively harmless, whereas as
little as eight amylobarbitone 200 mg (Sodium Amytal
F33) can be lethal (Simister, personal communica-
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tion). Placebos may have a role here. Relatives may be
able to supervise dispensing. Any request for psychotro-
pic drugs by unfamiliar patients, such as temporary
residents, should be treated with caution. Because many
drugs used in self-poisoning belong to relatives, doctors
should encourage careful disposal of unused medicines.

Counselling patients so as to help them gain greater
control over their situation without resorting to drugs is
probably the best approach (Journal of the Royal
College of General Practitioners, 1980). This can be
done using an 'extended' consultation over several
weeks in the normal surgery, or possibly by setting aside
a certain time each week (Hawton and Blackstock,
1977) for such patients. Attached clinical psychologists,
counsellors, psychiatric nurses and social workers, if
they are available at short notice, may be able to avert
self-poisoning. We need more research into this aspect
of primary care. It would be best to concentrate such
research on inner city areas, as they have the highest
incidences and probably the fewest resources. Patients
may also be helped by referral to a voluntary agency,
such as Samaritans, Alcoholics Anonymous or Mar-
riage Guidance. Self-help groups such as mother and
baby clubs may help boost coping mechanisms.

Repeat parasuicide

About 20 per cent of parasuicides will make another
attempt within a year. Many of these patients are very
manipulative and it is difficult to develop rapport with
them. An attitude of acceptance coupled with firmness
is the ideal, but may be hard to achieve. Close liaison
with a psychiatrist is often essential, especially in issuing
medication. There is a substantial risk of suicide, and
many patients in this group, who require long-term
medical and social support, fall into Ovenstone and
Kreitman's (1974) 'chronically disorganized' category.
Gibbons and colleagues (1978) found that crisis inter-
vention by social workers after deliberate self-harm did
not reduce the incidence of repeat episodes. People who
live with these patients often need support and guidance
as well (Jones, 1977).

Suicide

Three quarters of suicides see their general practitioner
in the few weeks before killing themselves. A study by
Barraclough and colleagues (1974) showed that 93 per
cent of suicides have a psychiatric illness, 70 per cent
depression, 15 per cent alcoholism and 80 per cent some
other mental illness. Poisoning accounted for 43 per
cent of male and 62 per cent of female suicides in 1978
(OHE, 1981).
Every moderately depressed patient should be asked

if he or she has considered suicide and, if so, what
means, if any, have been considered.-Patients will feel
relieved that someone understands and will try to help.
Up to two thirds of suicides warn others of their

intentions. The mask of depression is a diagnostic
challenge to uncover. The level of depression should be
assessed, and grossly retarded patients will probably
need inpatient psychiatric care, including ECT. Small,
sub-lethal doses of psychotropic drugs should be issued,
preferably under a relative's supervision. Forty tablets
of imipramine 25 mg can be lethal (Simister, personal
communication). Once the depression starts to lift, the
risk of suicide may, paradoxically, grow as the energy to
act increases before the will to commit suicide has
abated. All suicidal patients should be given a telephone
number such as the Samaritans which they can contact
at short notice. Initially, frequent follow-up is necessary
and repeat prescriptions should be avoided unless the
patient is seen.

Probably 20 per cent of suicides do not see their
general practitioner, possibly because they feel guilty
about bothering the doctor. If, for example, a spouse
reports that her husband is getting very depressed
following redundancy, she should be encouraged to
persuade him to visit the doctor.

Conclusion

Many factors predisposing to self-injury and suicide,
such as unemployment, bad housing, poverty and per-
sonality disorders, are outside the direct control of the
family doctor. However, in many others, including
marital problems, social isolation, alcoholism, physical
illness in the elderly and bereavement, he or she will
have a variable influence, depending on whether the
patient seeks the doctor's advice and whether the doctor
has expertise in dealing with them. Most self-poisonings
and many suicides use drugs prescribed by doctors; in
this sense the disorders are iatrogenic. General practi-
tioners' understanding of their patients, in physical,
psychological and social terms, should put them in a
strong position to practise effective prevention of this
modern epidemic.

References
Barraclough, B., Bunch, J., Nelson, B. et al. (1974). A hundred

cases of suicide: clinical aspects. British Journal of Psychiatry,
125, 355-373.

Gibbons, J. S., Butler, J., Urwin, P. et al. (1978). Evaluation of a
social work service for self-poisoning patients. British Journal
of Psychiatry, 133, 111-118.

Goldney, R. D. (1981). Are young women who attempt suicide
hysterical? British Journal of Psychiatry, 138, 141-146.

Hawton, K. & Blackstock, E. (1977). Deliberate self-poisoning:
implications for psychotropic drug prescribing in general
practice. Journal of the Royal College of General Practitioners,
27, 560-563.

Jones, D. I. R. (1977). Self-poisoning with drugs: the past 20 years
in Sheffield. British Medical Journal, 1, 28-29.

Journal of the Royal College of General Practitioners (1980). Is
counselling the key? Editorial, 30, 643-645.

Matthew, H. (1975). Management of self-poisoning. Medicine, 5,
214.

Office of Health Economics (1981). Suicide and Deliberate Self-
harm. London: OHE.

Ovenstone, I. M. K. & Kreitman, N. (1974). Two syndromes of
suicide. British Journal of Psychiatry, 124, 336-345.

Journal of the Royal College of General Practitioners, October 1981 581


