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A perspective on suicides in

the '90s

Philip Meats and Bohdan Solomka

We reviewed all 112 suicides and self-harm open
verdicts in Ceniral Nottinghamshire between 1987 and
1991. The rate of consuliation with general practitioners
of compieted suicides was similar fo control patients a
year before death. it then increased during the suc-
ceeding months, particularly in the month before death,
when 41% consulted their general practitioner. A further
12% saw another doctor in thelr last month. Those who
did not consult were more likely fo be middie-aged,
male, divorced or separated, fo have experienced a
recent broken reiationship, and fo show evidence of
planning the suicide. Belter awareness may have
detecied and possibly prevented some suicides in
consuliers. Those who did not consult a doctor had
different characteristics. Additional sirategies would be
needed fo prevent these deaths.

There has been renewed interest in suicide
with the Royal College of Psychiatrists’ con-
fidential enquiry into suicides, and the
publication of the government White Paper
The Health of the Nation (Department of
Health, 1992). Prevention of suicide depends
on accurate understanding of the factors
leading to suicide. Barraclough et al's (1974)
influential study found that the vast majority
of completed suicides were mentally ill and
most had had some contact with a doctor in
the previous month, so that there was “no lack
of opportunities for their suicidal intentions to
be recognised and treated”. However, since
that study there have been changes in the
structure of the population and increases in
the numbers of younger men committing
suicide (McClure, 1987). We therefore set out
to obtain a more up-to-date view by examining
all suicides within our catchment area, looking
at their consulting behaviour, and whether
there was any alienation from partners, rela-
tives or others.

The study

We searched the coroners’ records from 1988
to 1991 inclusive, for all suicide, open and
misadventure verdicts of residents of our

catchment area, and made summaries. The
population of 305000 lives mainly in small
towns, with a third being rural agricultural. As
a cross-check we also had available a list of
suicides and undetermined injury (ICD E950-
959 + E980-989) obtained from death certifi-
cate returns to the Director of Public Health.
Hospital records were obtained for all those
known to psychiatric services, and general
practitioner notes were obtained through the
relevant Family Health Service Authorities for
101 of the 112 suicides. These were searched
for details of contacts with services in the year
before death. The main clinical feature of each
case was classed as either psychiatric disor-
der, physical illness or social distress. This
was a subjective consensus of all eight con-
sultant psychiatrists. Cases in which social
problems were associated with conditions
such as chronic depression, alcoholism or
personality disorder were classed as psychia-
tric disorder. We examined the coroners’
records for any indications of alienation, look-
ing for breakdown or lack of relationships with
family, friends or professionals. Examples
included ending of a relationship, divorce
proceedings, having no friends, or other evi-
dence of rejection of or by others.

Two control cases were obtained for each
suicide for whom we had obtained the GPs’
notes. They were drawn from the same prac-
tices by searching the age-sex registers for the
two closest in age and of the same sex. The
notes were searched for the number of face-to-
face consultations in the year before the death
of the index case together with the main
symptoms at the latest consultation before
the index case date of death.

Findings

In 87 cases the coroners’ verdict was suicide
and 25 open verdicts appeared clinically to be
suicides, a total of 112 (or 9.2 per 10° total
population per year). There were 82 men and
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Table 1. Suicides in Central Nottinghamshire 1988-1991°

Consulied GP in Not seen GP in i?lleam
last month (n) last month (n) fest)
Total 54 47
Sex
Maie 36 36
Female 18 n NS
Age
15-39 20 13
40-59 15 21
60+ 19 13 NS
Chil state
Manied 28 16
Single 13 13
Widowed 8 4
Divorced/separated 5 14 P=0.04
Alienation
Allenated 19 26
Not dllenated 35 21 P=0.04
Recent break-up
Break-up n 20
No break-up 43 27 P=0.02
Wamings
Given 23 17
Not given 31 30 NS
Planning
Planned 31 40
23 7 P=0.002
Previous defiberate self-ham
Yes 24 12
No 30 35 P=0.05
Reasons
Psychological 20 12
Physical 13 7
Social 21 28 P=0.11
Method of suicide
Overdose 2 16
Hanging 17 15
Car exhaust 4 10
Other n () NS

*101 suicides for whom GP notes were avallable

30 women. The mean age was 49 years (range
17-93).

Contacts with psychiatric services

Fifty of the 112 suicides (45%) had been
known to psychiatric services but some of
these had not been seen for up to 16 years.
There were only 32 out of 112 (29%) who had
been in contact with services in the last year.
The majority of those known to specialist
services had been seen by a doctor within the
last month (26 out of 32, 81%). The proportion
of controls who had ever seen a psychiatrist

was much lower at only 11 out of 202 (6%). Of
these, only one was currently an active case
and none had been seen in the last month.

Consultations with general practitioners

The number of suicides who had consulted
their GP in the month before death was 42
(41%) out of the 101 for whom GP notes were
available. This was higher than among control
patients of whom 34 out of 202 (17%) had
consulted in the month before the index date
of death.
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Fig. 1. Number of consultations with general
practitioners per month, for the 13 months
before death of suicides and matched controls.

Regression lines were caiculated using the
method of least squares. The slopes for the two
groups were significantly different (P<0.02).
Suicides: slope=—0.025 (98%, CI=—0.039 to
—0.011). Controls: slope=—0.00016 (98%,
CI=—0.0079 to +0.0076).

The rates of consultation per month were
calculated for periods in the year before death
for these 101 suicides and their controls (Fig.
1). This shows that the consultation rate for
suicides is approximately the same as that of
controls a year before death. The consulta-
tion rates of controls remain stable
throughout the year whereas the suicides
consult more frequently as the year pro-
gresses with a sharp increase in the month
before death.

Consulters and non-consulters

Forty-two suicides had consulted their GP in
their last month, and a further 12 had used
either hospital in-patient or out-patient ser-
vices. Since they had had opportunity to be
recognised and thus possibly prevented, this
group of 54 ‘consulters’ were compared with
the 47 ‘non-consulters’ on a number of vari-
ables. Results are shown in Table 1.

Social factors

Consultation was not significantly associated
with age or sex but was associated with marital
status and with evidence of social alienation.
Two-thirds of those who were married (28 out

of 44) consulted in their last month compared
with half (13 out of 26) of those who were single
and only a quarter (5 out of 19) of those who
were separated or divorced. This suggests a
correlation between impaired social relation-
ships and reduced likellhood of having
consulted a doctor in the last month.

Alienation was rated as including isolation
by the subject or rejection by others. Those
who had not consulted in the previous month
were more likely to show alienation of relation-
ships than those who had consulted (P=0.04).
The increase in alienation among non-consul-
ters arose mainly from break-ups with
spouses or partners (P=0.02).

Warnings, planning and previous
self-harm

There was evidence of verbal or written warn-
ings, mainly to friends and relatives, of the
intention to commit suicide in 40% of cases.
This did not include suicide notes found after
the event. There was no significant difference
between consulters and non-consulters in the
proportion who gave warnings. On the other
hand, those who showed some degree of
planning were more likely not to have con-
sulted in the last month. Evidence of planning
was shown by most of the non-consulters (40
out of 47, 85%). Nearly half of the consulters
had a history of previous deliberate self-harm
compared with ony 26% of non-consulters
(P=0.05).

Reasons

The primary reason for suicide was classed as
intolerable physical illness (20%), psychologi-
cal illness (32%) or social distress (48%).
Examples of ‘physical’ causes included chronic
pain (5), cancer (4) and multiple sclerosis (2).
The commonest psychological cause was
depression (15) followed by alcohol (6) and
psychosis (7). This is not denying that many of
those with ‘social’ reasons were very distressed
and depressed, only that the social factors
were judged to be primary. Those with a
physical or a psychological reason were more
likely to have consulted in the last month
whereas those with ‘social’ reasons were less
likely to consult.

Comment

This study shows that people who completed
suicide had a normal rate of consulting GPs a
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year before they died and that this increased
progressively over the year, particularly in the
final month before death. It also shows that
those who had consulted a doctor in their last
month differed in several ways from those who
had not. ‘Consulters’ were more likely to show
other aspects of help-seeking behaviour such
as previous contact with specialist services or
giving warnings of suicidal intention to others.
Non-consulters showed more evidence of ali-
enation and more often had social factors as
the prime cause of their distress and suicide. It
was arguable in each case whether social
factors led to depression and suicide or
whether mental illness produced the social
defects which caused distress. The assessment
of alienation was also based on limited infor-
mation, and our judgement was subjective.
Despite these limitations there is a consistency
across the results which suggests that sui-
cides have deficient social relationships and
impaired communication with others. Both
these factors have been found associated with
unexpected suicides of psychiatric in-patients
(Morgan & Priest, 1991).

What pointers are there for the prevention of
suicide? Were Barraclough et al (1974) right in
claiming that there was “no lack of opportu-
nities” to prevent suicides? Certainly improved
education of doctors may prevent some deaths
(Rutz et al, 1989). In particular, the presence
of impaired social relationships, especially
recent separation, should raise the question
of suicide risk. Nevertheless, it is difficult to
see how general practice and specialist ser-
vices could prevent suicides among the 46%
who do not consult them. It may be that a
proportion of them would have consulted if
access to primary and secondary care were
easier. However, a public health approach may
be more useful. Possible strategies could
involve the teaching of social skills in school,
stress-management classes perhaps available
through the workplace or unemployment
agencies rather than just health service facil-
itiles or better public education and
encouraging people to seek help. Another
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strategy is the reduction of available means
of self-destruction. For example, controls on
the levels of carbon monoxide in car exhaust
have been introduced in the United States with
a corresponding reduction in deaths from car
exhaust and without a switch to other means
of suicide (Clarke & Lester, 1987). Given a
range of such initiatives then the Health of the -
Nation targets of a 33% reduction in-suicides
in the severely mentally ill and 15% in the
general population by 1999 may be achievable.
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