
Depression, suicide, and the national service
framework - Suicide is rare and the only

worthwhile strategy is to target people at high risk

Item Type Editorial

Authors Davies, Steffan

Citation Davies, S., Naik, P. C. & Lee, A. S. (2001). Depression, suicide,
and the national service framework - Suicide is rare and the only
worthwhile strategy is to target people at high risk. BMJ (Clinical
Research Ed.), 322 (7301), pp.1500-1501.

Download date 22/05/2023 15:31:01

Link to Item http://hdl.handle.net/20.500.12904/8578

http://hdl.handle.net/20.500.12904/8578


grammed death and cell survival is one of the most
vibrant areas of laboratory research. Clinical trials are
imminent, so we predict that this promising youngster
will show many achievements by its 50th birthday.
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Depression, suicide, and the national service
framework
Suicide is rare and the only worthwhile strategy is to target people at high risk

The National Service Framework for Mental
Health1 seeks to cut the suicide rate by a further
fifth from Health of the Nation targets.

Standard 7, preventing suicide, advises about health
promotion and improved services, including assess-
ment and treatment of depression in primary care and
assessing risk among individuals at greatest risk. Will
these improvements deliver results? Are there other
more promising strategies?

It is widely assumed that early and accurate identi-
fication of depressive episodes will reduce suicides.
This follows from a belief that suicide is a common
adverse outcome in depressive disorders: a 15%
lifetime risk is often cited. However, clinical experience
and population based studies challenge this view. Every
week 10% of the UK population aged 16-65 report sig-
nificant depressive symptoms, and one in 10 of these
admits to suicidal thinking.2 But fewer than two people
in a million will kill themselves. A typical primary care
group of 100 000 expects 10 suicides a year.1

Depressive disorders are therefore common, while sui-
cide remains rare.

The estimate of 15% lifetime risk of suicide
emerged from a review of 17 studies of depressed
patients, mainly in secondary care, all before 1970.3 A
recent meta-analysis revises the figure to 6%,4 but this
may still be biased towards recurrent inpatients at terti-
ary centres.5 A study from the United States sharpens
the focus, describing 62 159 person years’ follow up for
35 546 insured patients treated for depression.5 Risk of
suicide declined from 224 per 100 000 patient years
for inpatients to 64 for outpatients, 43 for those receiv-
ing antidepressants in primary care, and 0 for those
without drug or secondary treatment. These estimates
are much lower and relate to treatment history.

What does this mean for the national service
framework strategy? Better quality primary mental
health care for all depressed patients can reduce
disability and improve functioning, but the result is
unlikely to be a visible and cost effective reduction in
the rare phenomenon of suicide.

The second approach in the framework of improv-
ing risk assessment must be linked to intervention, but

only in genuinely high risk groups to avoid prohibitive
expense and patient inconvenience. The US findings
offer little encouragement. Even with an entirely effec-
tive programme, 400 inpatients would require inter-
vention to prevent one suicide a year. In general
practice the number needed to treat would be almost
5000. The national confidential inquiry into suicide6

found that 15% of those who did kill themselves had
already been identified as being at moderate or high
risk. A 100% improvement in risk assessment would
identify only 30% of future suicides, and effective inter-
ventions would still be needed. Geddes argued in the
BMJ that suicide is unlikely ever to be a realistic
outcome measure for randomised trials and for high
risk groups more common outcomes such as self harm
should be considered.7 The national service framework
strategy to “ensure that staff are competent to assess
the risk of suicide among individuals at greatest risk”
begins to look threadbare at the clinical level.

Clinicians and researchers are challenged to
identify a group with genuinely high suicide risks and
to study intermediate outcomes common enough to be
influenced by individual and team interventions. The
performance indicators in the national service
framework do include a promising intermediate candi-
date, readmission of those with severe mental illness.
We can predict groups of depressed inpatients with a
50% risk of readmission within two years. These
include those with: four previous admissions,8 a family
history of suicide or admission for depression, and
treatment with electroconvulsive therapy.9 Recurrence
of severe depressive disorders multiplies the cumula-
tive risk of suicide, as admission and discharge are
periods of higher risk. The long term risk of suicide in
this group is likely to exceed 15%—for example, the
confidential inquiry showed that 22% of patients who
committed suicide had had five or more admissions.6

We can therefore specify a common adverse
outcome—readmission—in a group who may be at a
relatively high risk of suicide. Proved interventions to
prevent recurrence of depression exist—for example
cognitive behavioural therapy and interpersonal psy-
chotherapy,10 but these are not routinely available in
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British clinical practice. Relevant national service frame-
work milestones include protocols on managing
depression, access to psychological therapies, and asser-
tive outreach programmes. If the approach of targeting
patients with multiple admissions reduces numbers of
future suicides as well as readmissions, the costs for such
programmes may be marginal, or even negative.

We await randomised trials of prophylactic
interventions aimed at reducing future admission
among depressed inpatients identified on discharge as
at high risk of readmission. In the meantime there are
potential gains in enhancing the long term care of

depressed patients with histories of multiple admis-
sions, electroconvulsive therapy, or family histories of
severe depression.
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Environmental factors in stroke rehabilitation
Being in hospital itself demotivates patients

Rehabilitation after stroke has been described as
a process in which the patient and the
healthcare system, through interaction and

negotiation, try to reach agreement about activities to
be emphasised and goals to be pursued.1 Involvement
and empowerment of the patient are implicit in, and
integral to, this process. Participation in setting goals
seems to have a positive impact on patients’
motivation, and there is now consensus among profes-
sionals in stroke rehabilitation that the patient’s degree
of motivation will influence the outcome of an
intervention. Consequently, an important element of
any proposed intervention should be an assessment of
what the patient is motivated to achieve as well as the
promotion of a high level of motivation.

The World Health Organization’s International
Classification of Functioning and Disability defines
motivation as a global mental function—a conscious or
unconscious drive—that produces the incentive to act.2

Essential components of the classification are those
contextual conditions, such as personal and environ-
mental factors, that interact with body function, activity,
and participation. Thus, motivation may be influenced
by both personal factors (such as age, gender, personal-
ity, educational and social background, experience, cop-
ing capacity, health status, and lifestyle) and environ-
mental factors, which together shape the physical,
social, and attitudinal context for rehabilitation.

Clinically it is often assumed that “low motivation”
in patients with stroke is a symptom of depression. Can
low motivation be attributed to organic damage result-
ing from the destruction of brain tissue, to reactions to
a changed life situation after a stroke, to personality
traits, or to environmental demands and expectations?
There are no straightforward, indisputable answers to
these questions. Nevertheless, most of the emotional

disturbance in patients with stroke is probably not the
result of specific brain damage. Recently, researchers
have begun to ask what characteristics enable patients
to play an active part in managing their illness and
recovery. Antonovsky has called this process “salu-
togenic orientation.”3

The impact of environmental factors—for example,
the effect of being in hospital—on the behaviour of
patients with stroke, including their initiative and
autonomy, is not well understood. Yet the low level of
activity initiated by stroke patients when they are in
hospital,4–6 and the disempowering nature of their role
as patients,7 suggest that we should pay close attention
to environmental factors in rehabilitation.

In our study of the influence of the environment in
recovery we observed clear differences in both patients’
and therapists’ behaviour when rehabilitation sessions
in patients’ homes were compared with those in hospi-
tal.8 Patients undergoing rehabilitation at home took
the initiative and expressed their goals more often than
those undergoing hospital rehabilitation. Rehabilita-
tion at home thus seemed to empower patients.

In a recent study in the BMJ Maclean et al explored
the attitudes and beliefs of patients with stroke
identified by professionals as having high or low moti-
vation for rehabilitation.9 The patients reported how
their attitude towards rehabilitation was influenced by
a range of environmental factors, such as the manner
in which healthcare professionals communicated
information; overprotection by family members and
nurses; comparisons with other patients’ performance;
and the unstimulating hospital milieu. Patients with
high and low motivation placed different emphases on
how environmental factors influenced their attitude
towards rehabilitation—a finding that highlights the
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