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One of the great myths of health politics is
that risk can ultimately be eliminated if we
have the right policies, procedures, and
therapies. However, in areas where health
professionals feel ill equipped to manage
risk, those same expectations can be a
powerful disincentive, discouraging the
acknowledgement and assessment of risk.

When patients present with suicidal
thoughts or following self harm, fear of
accusation of suboptimal clinical expertise
or even litigation if the patient goes on to
complete a suicide may dissuade many
clinicians from enquiring too deeply. This is
in case they acknowledge a risk they will
then be expected to manage, but which they
do not believe they have the means to
control. Thus, the pervasive expectation that
risk must be controlled and preferably
eliminated could paradoxically increase
suicide risk rather than reduce it.

GPs appear willing to identify suicide risk
in patients with a diagnosed mental illness. A
study by Pearson et al1 investigated the
frequency and nature of general practice
consultations for 247 patients with a known
mental illness, also in contact with specialist
mental health services in the year before
their suicide. In 91% of suicides the patient
consulted their GP in the year before their
death, half having their final GP consultation
in the month before death and a sixth in the
week before death.

Malone et al highlighted a lack of
documentation of suicide risk by mental
health professionals.2 Possible factors may
include not appreciating that the patient was
at risk from suicide or self harm, not asking
the right questions, or not understanding
what the patient wanted to convey. There
may be difficulty with the process of
identification, assessment, and response to
suicide risk, particularly so in the case of
young people visiting their GP before
suicide.3 Opportunities to intervene
effectively may therefore be being missed.

A systematic review of suicide prevention
studies in 2005 concluded that ‘physician
education’ reduces suicide rates.4 The
detection of suicidal intent, assessment of

risk, and the possible prevention of suicide
are in part dependent on a health
professional’s attitude to suicide prevention
as being their responsibility or as an
achievable clinical outcome. In a recent
publication from The National Confidential
Inquiry into Suicide and Homicide, 19%
of suicides (n = 1017) were considered
preventable by the clinical teams seeing
those patients. However, in 75% of suicides,
clinicians believed that suicide risk factors
could have been reduced.5 Of the suicides
deemed to have been preventable, 12% (n =
122) were considered by the clinicians to be
related to deficits in training.

It has been suggested that more robust
training in suicide awareness in primary care
could reduce morbidity and mortality.6

However, there are organisational and
attitudinal issues that may be equally, or
more, important for educators to consider
than the selection of educational methods.
These include making the training clinically
relevant to GP consultations.7

Applied Suicide Intervention Skills Training
(ASIST) within community-based suicide
prevention strategies has already been
adopted in many countries, including
Canada, the US, Australia, Scotland, and
Ireland. In Wales, the Welsh Assembly
Government has decided that there is also a
need for shorter, more clinically-based
training to enable busy GPs to receive
training in suicide and self-harm awareness
and improve their skills in these areas.8

Accordingly, a training package, ‘Connecting
with People’, is being developed and tailored
in length and content to increase the
relevance and impact for primary care.9 It will
complement the 2-day ASIST training and
encourage GPs to attend the full
programme. It will be evaluated by the
National Public Health Service in Wales.

To dispel the myth that suicide risk can
somehow be controlled and eliminated by
the use of tools and a ‘risk management
system’, we believe that the concept of risk
mitigation, rather than risk management,
should be the cornerstone of any community
suicide prevention strategy. This will require

challenging the culture of ‘risk management’
with a more realistic approach based on risk
mitigation, and improving the ways in which
suicide risk is understood, assessed, and
responded to in all sectors.

Risk mitigation is not a soft option to avoid
responding to identified risks, but an active
process involving collaboration of the clinical
team with the patient and their carers. Some
risk factors, such as demographics or life
events, cannot be reduced, but we propose
that they could be mitigated against and
potentially ‘neutralised’. For example, old
age is not in itself a reason for suicide.
However, some of the factors accompanying
old age, such as social isolation,
bereavement, loss of role, and ill health, are
known risk factors. Mitigating those factors
that are open to influence within primary
care, and agreeing a collaborative, simple
suicide mitigation plan could reduce suicide
risk. In addition to the therapeutic
relationship, this should be underpinned by
enabling the patient to resist acting on their
suicidal thoughts.

The risk mitigation approach emphasises
the degree of ambivalence felt by many
suicidal individuals and challenges the
common perception that it is not possible for
someone without specialist psychiatric
knowledge and training to help a suicidal
individual resist acting on their suicidal
thoughts. Increasing hopefulness, resilience,
and reasons for living have been shown to
reduce suicide rates,10 and GPs can play a
crucial role in challenging ideas of
hopelessness.

Suicide and self-harm reduction can be
viewed in the same way as preventative
measures for any other medical condition
with multifactorial risk factors, such as heart
disease, cancer, and obesity. Knox et al state
that 50 years ago treatment for heart disease
meant acute hospital care for myocardial
infarction. A study reported that GPs
surveyed recognise the importance of a
public health approach and actively treat
cardiovascular risk factors, and they ask why
this is not the case with suicide prevention.11

One might speculate that it is the active
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event that is required for a suicide to occur in
contrast to the rather more passive event of
myocardial infarction that may lead some
people to view suicide attempts differently
from cardiac disease.

We believe that any suicide prevention
strategy should be community based. The
use of a risk-assessment form as a ‘tick box’
exercise to show that the correct risk
management procedure has been followed
is unlikely to prevent suicides. However, to
have the greatest chance of mitigating
against an identified risk of suicide, we
would advocate an empathic therapeutic
relationship in addition to a diligent
identification and discussion of the particular
risk factors in a person’s background and
skilful clinical assessment including mental
state examination.12,13

Instead of the unrealistic clinical goal of a
‘cure’ for some individuals’ suicidal intent,
the question practitioners could be asking
is: ‘What can be done to prevent this person
harming themselves today, this week, this
month?’. In all fields of medicine, prolonging
life and improving the quality of life, rather

than cure, is accepted by professionals,
patients, politicians, and society at large as
an appropriate clinical objective and
outcome for many patients. GPs never
know in which one of their patients their
intervention will have saved a life: suicidal
intent should be viewed in the same way.
This is especially so in the case of heart
disease, with statins having a ‘number
needed to treat’ of 95.14 This intervention
comes at a price (financial, and with adverse
side effects), yet GPs will prescribe this
knowing that in 94 cases it will probably be
ineffective and possibly even cause harm.
There is no evidence that a therapeutic
relationship and identifying risk and
protective factors is harmful, on the contrary
it has shown to reduce suicides.10,15

In addition to suicide awareness and
skills training, this new approach will
require enhancing shared decision making
with patients and their carers, the
development of a common language and
understanding between different sectors,
improved availability of psychosocial
interventions,16 and improved consistency

of response at all points of contact with
suicidal individuals.
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Box 1. Risk factors for suicide mitigation.
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