
allows us to remain associated to the patient while ‘following an
evidence base’. We would be interested to see the evidence base
that such SPJ tools reduce rates of suicide in the general
population, the population presenting to the emergency
department for psychiatric review, or any day-to-day psychiatric
population. To our knowledge, the only randomised controlled
trial which compared SPJ with assessment as usual failed to show
any superiority in preventing subsequent violence.2 Our concern is
that SJP feels like science and is therefore more comfortable for
the clinician, while not actually providing any clinical benefit.

The problem is that suicidal behaviour has multiple causes
and occurs in many psychiatric conditions, as well as in the
absence of any psychiatric diagnosis. There is nothing wrong with
trying to create a structure for suicide risk assessment, but the
emphasis on the predictive ability of SPJ (typically measured using
the area under the curve (AUC) statistic) conceals the potentially
endless list of risk factors that must be filtered through a clinical
algorithm, and which ultimately only an experienced clinician
can process. And for some diagnostic categories, reliance on SPJ
to predict outcome is as accurate as tossing a coin.3

Ultimately, clinical experience and skill, rather than a checklist
of commonly associated variables, are needed to determine the
appropriate intervention. It is the intervention after assessment,

or the risk management, that is the key and typically omitted
from SPJ.

So, no more suicide risk assessments without risk management.
It is also important to be wary of paying for courses taught by
those with little relevant clinical experience such as the emergency
room, as is often the case with SPJ. Finally, do psychiatrists
who routinely assess suicide risk really carry out ‘unstructured’
assessments?

1 Chan MKY, Bhatti H, Meader N, Stockton S, Evans J, O’Connor RC, et al.
Predicting suicide following self-harm: systematic review of risk factors and
risk scales. Br J Psychiatry 2016; 209: 277–83.

2 Troquete NAC, van den Brink RHS, Beintema H, Mulder T, van Os TWDP,
Schoevers RA, et al. Risk assessment and shared care planning in out-patient
forensic psychiatry: cluster randomised controlled trial. Br J Psychiatry 2013;
202: 365–71.

3 Coid J, Yang M, Tyrer P, Roberts A, Ullrich S. Prevalence and correlates of
personality disorder in Great Britain. Br J Psychiatry 2006; 188: 423–31.
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Monochrome

Francis Anthony O’Neill

We never had that frank discussion,
about the birds and bees,
or how the storm of sixty-five,
made that tree,
fall and cut your bus in two.
Your face in monochrome,
etched upon my brain
with Miss Hozier’s husband on a barge.

We lay upon the bed
and watched the clouds float by,
the altitude determining their velocity,
and talked about how cartoons work,
and the power of metonymy.
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