
Abstract
Although suicidal behaviour is a rare event in society in general, 
it is very common among psychiatric patients who contact their 
general practioner (GP) before the suicide event. The most common 
current psychiatric diagnosis among suicide victims and attempters is 
major depressive episode (56–87 per cent). The current prevalence of 
major depressive episodes in GP practice is around 10 per cent but at 
least half of these cases are not recognized and treated adequately 
by GPs. Successful acute and long-term treatment of depression 
signifi cantly reduce the risk of suicidal behaviour. Given that more 
than half of all suicide victims contact their GPs within four weeks 
before their death, GPs play an important role in suicide prevention. 
Several large-scale community studies demonstrate that education of 
GPs on the diagnosis and appropriate pharmacotherapy of depres-
sion, particularly in combination with psychological interventions 
and public education, improve the identifi cation and treatment of 
depression and reduces the frequency of suicidal behaviour in the 
areas served by trained GPs.

Introduction
Suicide, an ‘unnecessary death’, the expression coined by 
Wasserman (Wasserman 2001), is among the most tragic events 
in human life, causing serious distress among relatives and friends 
as well as imposing a great economic burden on society as a whole. 
Although suicide attempts, and particularly completed suicides are 
relatively rare events in the community, in many countries they 
exceed the number of traffi c accidents. About 10–18 per cent of 
adults across diverse regions of the world, including western and 
central Europe, North America and the Far East, report lifetime 
suicidal ideation and 3–5 per cent have made at least one suicide 
attempt at some point in their life (Kessler et al. 1999; Weissman 
et al. 1999; Szádóczky et al. 2000; Bertolote et al. 2005). Suicidal 
ideation, suicide attempt and completed suicide are three different, 
but greatly overlapping features. Previous suicide attempt and cur-
rent major depression are the two best predictors of future suicide, 
and the vast majority of suicide attempters/completers come from 
a population of people with current suicidal ideation, particularly 

in the presence of untreated major depression (Kessler et al. 1999; 
Rihmer et al. 2002; Goldney et al. 2003). More than one-third of 
suicide victims have at least one previous suicide attempt, and 
the fi rst suicide attempt (even if the method used is non-violent 
or non-lethal) signifi cantly increases the risk of completed suicide 
during the next 10–15 years (Isometsa and Lönnqvist 1998; 
Hawton and van Heeringen 2000; Wasserman 2001; Suokas et al. 
2001; Rihmer et al. 2002; Suominen et al. 2004). This is partly due 
to the fact that repeating suicide attempters frequently switch their 
method from non-violent to violent or from non-lethal to lethal 
methods (Rihmer et al. 1995; Isometsa and Lönnqvist 1998).

Suicide attempts are common among psychiatric patients who 
contact different levels of health care, particularly a few weeks or 
months before the suicide or suicide attempt (Isometsa et al. 1994a, 
1995; Michel et al. 1997; Pirkis and Burgess 1998; Andersen et al. 
2000; Rihmer et al. 2002; Fekete et al. 2004; Qin and Nordentoft 
2005). In spite of the fact that suicidal behaviour is a relatively rare 
event in the primary care practice, but considering that depres-
sion is very common among completed suicides, depression and 
suicidality should be taken very seriously by general practitioners. 
In a given region, where the suicide rate is 20/100,000, a GP with 
a list of 2000 patients would be likely to have one completed suicide 
in every 2–3 years, but the yearly number of people with suicide 
attempts, current suicidal ideation and with current major depres-
sion would be 4–8, 40–50, and 160–200 respectively (Lecrubier 
1998; Gunnel et al. 2004; Berardi et al. 2005; Rihmer and Angst 
2005a, b).

Suicide risk and protective factors, 
detectable in primary care
Suicidal behaviour is neither a normal response to the levels of stress 
experienced by most people, or a standard consequence of major 
mental disorders. Suicide is a very complex, multicausal human 
behaviour with several biological as well as psychosocial, existential 
and cultural components. It is also associated with a number of 
psychiatric–medical (e.g, major mental) disorders, psychosocial 
(e.g, adverse) life situations, and demographic (e.g, gender, age) 
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suicide risk factors of varying prognostic utility (Rihmer et al. 
2002). Although the statistical relationship between the different 
psychosocial and demographic risk factors and suicidal behaviour 
is well documented, they have limited value in predicting suicide 
in individual cases. However, since suicide and attempted suicide 
is very rare in the absence of current major psychiatric disorders, 
psychiatric–medical suicide risk factors, particularly current major 
depression with a prior suicide attempt are the most powerful and 
clinically useful predictors of suicidal behaviour, especially in the 
presence of psychosocial and demographic risk factors (Beautrais 
et al. 1996; Shah and De; 1998; Wasserman et al. 1998; Hawton and 
van Heeringen 2000; Wasserman 2001; Rihmer et al. 2002; Balázs 
et al. 2003; Goldney et al. 2003; Tylee and Rihmer 2004; Rihmer 
2005). The classifi cation of suicide risk factors in terms of their dura-
tion are shown in Table 62.1. Lifetime (permanent) suicide risk 
factors result in high-risk groups, while current (acute) suicide risk 
factors create high-risk situations (Wasserman 2001; Rihmer et al. 
2002; Tylee and Rihmer 2004), and when a high-risk period occurs 
in a high-risk person, the chance of suicide increases markedly.

Notwithstanding the fact that more than two-thirds of suicide 
victims and attempters have current major depression (Beautrais 
et al. 1996; Wasserman 2001; Hawton and van Heeringen 2000; 
Rihmer et al. 2002; Balázs et al. 2003) and up to 66 per cent of 
them contact their GPs within four weeks before the suicidal act 
(Rihmer et al. 1990; Pirkis and Burgess 1998; Andersen et al. 2000; 
Luoma et al. 2002; Balázs et al. 2003; Fekete et al. 2004) the rate of 
pharmacotherapy with antidepressants and/or mood stabilizers in 
depressed suicidal patients is less than 20 per cent and thus dis-
turbingly low (Rihmer et al. 1990; Marzuk et al. 1996,; Oquendo 
et al. 1999; Henriksson et al. 2001; Balázs et al. 2003). The same 
applies to short term psychological treatments effective in therapy 
of depression. This is a direct refl ection of the well-documented 
fact that only a minority of depressed patients are recognized by 
their GPs in primary care and fewer still are adequately treated 
(Tylee et al. 1993; Lecrubier 1998; Davidson and Meltzer-Brody 
1999; Berardi et al. 2005).

In contrast to the numerous suicide risk factors, only a few factors 
are known to have protective effects. Good family support as well 
as social signifi cance, good life mastery skills, a sense of coherence 
and meaningfulness in life, pregnancy, the post-partum period, 

having children, holding strong religious beliefs, together with 
appropriate medical care are traditionally cited as protective factors. 
It is important to note, that in spite of the fact that the post-partum 
period is regarded statistically as a protective factor, it may in indi-
vidual patients, particularly in the cases of ‘post-partum blue’ and 
postnatal depression, increase the suicide risk (Appleby et al. 1999; 
Hawton and van Heeringen 2000; Malone et al. 2000; Wasserman 
2001; Rihmer et al. 2002; Rihmer 2005). In the everyday clinical 
practice, however, the presence of one or more suicide risk factors 
is more important than the lack of protective ones. Given the very 
high proportion of current major mental disorders among peo-
ple with suicidal behaviour, in the early 1980s Khuri and Akiskal 
(1983) considered that much of the putative psychosocial and 
demographic suicide risk factors were not modifi able in the frame 
of individual health care. Consequently they proposed that suicide 
prevention should focus on the treatable contributory psychiatric 
disorders involved in such behaviour. On an aggregate level, how-
ever, organization and societal changes, e.g. the improvement of 
a primary health care system, empowerment strategies in the work-
place and community, or the alleviation of unpredictability and 
stressful transitions in a society seem to reduce increased suicide 
fi gures (Rutz 2006).

Depressive and related disorders in 
primary care
Unipolar and bipolar major depressive episodes, the most common 
current diagnoses of suicide victims and attempters are among the 
most frequent psychiatric illnesses in the community and in a variety 
of clinical settings. In addition to their frequent and serious com-
plications (suicidal behaviour, secondary substance use disorders 
etc.) they are strongly associated with limitations in well-being and 
daily functioning that are equal to or greater than those of several 
chronic medical disorders (Davidson and Meltzed-Brody 1999; 
Rihmer and Angst 2005a, b). About two-thirds of patients with 
unipolar depression and bipolar disorder have comorbid anxiety 
disorder(s), and/or substance use disorders, and around one-third 
of them have one or more serious medical illness, and as it has been 
reported that these comorbid conditions increase the risk of sui-
cidal behaviour (Davidson and Meltzer-Brody 1999; Tondo et al. 
1999; Wasserman 2001; Hawton and van Heeringen 2000; Rihmer 
et al. 2002; Rihmer 2005; Rihmer and Angst 2005a; Wasserman 
2006). Anxiety disorders also lead to risk of suicidal behaviour, but 
they are often associated with an elevated risk of subsequent major 
depression and suicidality particularly among untreated patients 
(Rihmer et al. 2002; Goodwin and Olfson 2001).

Less than half of all depressed patients in the community seek 
medical help. The majority of the ones who do consult their GPs 
however, are not adequately diagnosed and treated; which is to 
a large extent due to many GPs still widespread diffi culties in rec-
ognizing and monitoring depression, despite the last decades great 
diagnostic and therapeutic achievements in the fi eld (Lecribier 1998; 
Lerrubier and Hergueta 1998; Davidson and Meltzer-Brody 1999; 
Tylee 1999; Lecrubier 2001; Berardi et al. 2005; Wasserman 2006). 
Several European and North American studies have confi rmed this 
by demonstrating that the current prevalence of DSM-III/DSM-IV 
or ICD-10 major depression in the primary care practice is around 
8–10 per cent (range 4–18 per cent), but the majority of depressed 
patients are not recognized by their GPs and the rate of adequate 

Table 62.1 Lifetime and current suicide risk factors

Lifetime risk factors Current acute risk factors

History of: Current

Depressive/bipolar disorder Major (severe) depression:

Substance use disorders  ◆  agitation/anxiety/insomnia

Schizophrenia  ◆ hopelessness

Anxiety disorders  ◆  comorbid anxiety/substance use and 
severe medical disorders

Prior suicide attempt  ◆ hospital discharge

Family history of suicide  ◆ suicide thoughts

Childhood negative life events  ◆ psychosocial stressors

Isolation/living alone (loss-events, fi nancial disaster)

Unemployment

Male gender, old age  ◆ spring/early summer

qkpd
Notwithstanding the fact that

qkpd
AQ: Complete this cross reference



CHAPTER 62 treatment of attempted suicide and suicidal patients in primary care 465

antidepressive pharmacotherapy among identifi ed depressives was 
less than 20 per cent (Spitzer et al. 1994; Lecrubier 1998; Davidson 
and Meltzer-Brody 1999; Christensen et al. 2001; Wittchen et al. 
2001; Ansseau et al. 2004; Szádóczky et al. 2004; Al Windi 2005; 
Berardi et al. 2005). The WHO Collaborative Study, Psychological 
Problems in General Health Care, conducted in 1991 on more than 
25,000 primary care patients in 14 countries from 4 continents 
found that on the whole, approximately 50 per cent of the patients 
with an ICD-10 diagnosis of major depressive episode were rec-
ognized as suffering from some kind of mental disorder by their 
GPs, but only 15 per cent of major depressives were recognized as 
having depression, and fewer than half of them were prescribed anti-
depressants for their depression (Lecrubier 1998, 2001; Lecrubier 
and Hergueta 1998). Studies from some European countries and 
from the USA, performed 5–10 years later, reported much higher 
rates of recognition and treatment of depression in primary care 
practice: 62–85 per cent of the depressed cases were recognized by 
the GPs and 33–50 per cent of them were treated with antidepres-
sants (Wittchen et al. 2001; Lecrubier 2001; Simon and von Korff 
1995; Berardi et al. 2005). These fi ndings indicate that the situation 
does appear to be improving as a consequence of steadily increas-
ing awareness of depression and development of better treatment 
strategies in primary care.

Most patients with depression consult their GPs mainly for 
somatic reasons, either because of their somatic comorbidity or 
because of the predominant somatic symptom because they do not 
‘believe’ or understand they solely have a depression (Tylee et al. 
1993; Davidson and Meltzer-Brody 1999; Tylee 1999,; Lecrubier 
2001; Tylee and Rihmer 2004). This is particularly important, 
since major depression is frequently associated with chronic physical 
disorders (cardiovascular diseases, hypertension, stroke, cancer, epi-
lepsy, Parkinson’s disease, HIV infection/AIDS, etc.) which further 
increase the suicide risk (see Chapters 35 and 67 in this book). The 
1-year prevalence of severe major depression in individuals with two 
or more chronic physical disorders is fourfold higher (12 per cent) 
than in persons without such conditions (3 per cent) (Kessler et al. 
1997), but paradoxically, primarily depressed patients with signifi -
cant somatic comorbidity remain unrecognized in primary care 
(Tylee et al. 1993; Davidson and Meltzer-Brody 1999; Stoppe et al. 
1999; Tylee 1999; Lecrubier 2001).

Another cause for somatization, however, especially in males, 
is the common alexithymic incapacity of men to recognize and 
realize their own depressive symtoms in a self-refl ective way, to feel 
and show weakness and to ask for help, resulting in the tendency 
of many depressed males to seek primary health care for downplayed 
somatic symtoms (Möller-Leimkühler 2002). Several factors, relating 
to both patients and doctors, are likely to infl uence the recognition 
of major depression in primary care. Patient factors associated with 
non-recognition include: comorbid psychiatric (anxiety, substance 
abuse and personality) disorders, comorbid (mostly chronic) 
medical disorders, low degree of disability, less severe depressions, 
predominantly somatic symptom presentation (pains, paresthe-
sias, anorexia, weight loss, etc.), male gender, younger or older 
age, and married status. On the other hand, high-level disability, 
lack of comorbid psychiatric and medical disorders, more severe 
depression, higher number of depressive symptoms, presenting 
depression predominantly with psychological symptoms (depressed 
mood, poor concentration, fatigue, psychomotor retardation), 
middle age-range, female gender and separated or divorced marital 

status increases the chance of correct identifi cation (Tylee et al. 
1993; Rutz et al. 1995, 1997; Lecrubier 1998; 2001; Stoppe et al. 
1999; Tylee 1999; Wittchen et al. 2001; Szádóczky et al. 2004).

Although many depressed patients report somatic symptoms and 
there is a permanent pressure in primary care not to miss organic 
disorders leading to suffering and death, it should be taken into 
account that untreated or inadequately treated depression can be 
highly dangerous, leading to dramatic suffering in the individual 
and their family and that this disorder is in fact among the most 
successfully treatable illnesses in medicine. Despite improvements 
in the last decade, the recognition of depression in primary care 
is still far from the ideal (Lecrubier 2001; Wittchen et al. 2001; 
Berardi et al. 2005). Physician factors related to poor recognition 
of depression are: lack of experience, insuffi cient or suboptimal 
knowledge about the symptoms, prejudices about mental illness, 
lack of postgraduate psychiatric training, insuffi cient interview 
skills, lack of cooperation with psychiatrists, and low level of empa-
thy (Rutz et al. 1997; Tylee 1999; Lecrubier 2001; Thompson 2001; 
Wittchen et al. 2001). There is also evidence suggesting that specifi c 
organizational interventions and postgraduate training programmes 
improve the recognition and treatment of depression in primary 
care (Butler et al. 1997; Rutz et al. 1997; Appleby et al. 2000; 
Thompson 2001; van Oss et al. 2002; Gilbody et al. 2003; Hegerl 
et al. 2003; Mann et al. 2005; Szántó et al. 2007). Short screening-
instruments (e.g, Shortened Beck Depression Inventory, Zung 
Self-Rating Depression Scale, the WHO 5 Well-Being Scale, the 
depression module of the Primary Care Evaluation of Mental 
Disorders [PRIME-MD], the Mini International Neuropsychiatric 
Interview [MINI], the Geriatric Depression Scale and the General 
Health Questionnaire), some of them designed specifi cally for pri-
mary care (Davidson and Meltzer-Brody 1999; Lecrubier 2001; 
Parashos et al. 2002; Szádóczky et al. 2004) are also helpful, but 
they do not replace a well-performed clinical interview.

While the majority of the literature on suicide in primary care 
focuses on unipolar major depression, less attention is paid to bipolar 
disorder, the point prevalence of which is between 1–2 per cent in 
the GP practice (Spitzer et al. 1994; Szádóczky et al. 1997; Ansseau 
et al. 2004; Das et al. 2005). Since the depressive episode of bipolar 
disorder carries an even higher risk of suicide than unipolar major 
depression, and because the vast majority of hypomanic and manic 
patients also become depressed (Rihmer 2005; Rihmer and Angst 
2005b; Wasserman 2006), patients with history of hypomania and 
mania, particularly in the presence of current depression, should 
be considered as persons at very high risk of suicide.

The suicidal patient in primary care
Suicidal behaviour in major mood disorder patients occur mostly 
during major depressive episodes (79–89 per cent), less frequently 
in the frame of dysphoric (mixed) mania (11–20 per cent), but 
practically never during euphoric mania and euthymia (0–1 per cent) 
(Isometsa et al. 1994b; Tondo et al. 1999). This suggests that sui-
cidal behaviour in mood disorder patients is a state-dependent 
phenomenon, indicating the crucial role of recognition and treat-
ment of depression in suicide prevention (Khuri and Akiskal 1983; 
Rihmer et al. 2002; Mann et al. 2005; Wasserman 2006). Since up 
to 66 per cent of suicide victims contact their GPs 4 weeks before 
their death (Isometsa et al. 1995; Pirkis and Burgess 1998; Andersen 
et al. 2000; Luoma et al. 2002), it is very likely that at these visits 
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the vast majority of the patients are defi nitely depressed, and most 
of them have one or more comorbid psychiatric and/or medical 
disorder. Alcohol also plays an important role in suicidal behav-
iour (Rutz et al. 1995, 1997; Wasserman et al. 1998; Tondo et al. 
1999; Wasserman 2001, 2006). Men who are depressed tend to 
act out and resort to alcohol and it may be that they mask their 
depression in this way (Angst et al. 2002; Rutz et al. 1995, 1997; 
Wasserman 2006). The results of the Swedish Gotland Study 
showed that the clinical picture of suicidal, depressed men is often 
masked by aggressive, impulsive, and abusive behaviour (so-called 
male depressive syndrome), and that these men are better known 
to legal and social welfare agencies than to their GPs (Rutz et al. 
1995, 1997).

Both specifi c acute psychiatric features (psychomotor agitation, 
insomnia, hopelessness, guilt etc) and adverse psychosocial factors 
(permanent adverse life situations, acute negative life events) play 
a significant role in triggering the actual suicidal behaviour 
(Hawton and van Heeringen 2000; Malone et al. 2000; Wasserman 
2001; Rihmer et al. 2002; Mann 2004; Mann et al. 2005; Rihmer 
2005). The complex interaction between these personality, psychi-
atric and psychosocial factors in suicidal behaviour is best explained 
by the stress–diathesis model for suicidal behaviour (Mann 2004), 
where the stressors include acute psychiatric disorder and negative 
life events (‘state’), and the diathesis includes aggressive, impulsive 
and pessimistic personality features (‘trait’). Both pessimism and 
aggressivity/impulsivity may be amenable to cognitive/behavioural 
therapy and pharmacotherapy, like SSRI antidepressants and lithium 
(Mann 2004).

As stated above, GP contact is very common before suicide: 
47–73 per cent of suicide victims visit their GPs 3 months before 
their death, and 34–66 per cent and 20–40 per cent also do so 
in the last 4 weeks and in the last week, respectively (Ismometsa 
et al. 1995; Pirkis and Burgess 1998; Andersen et al. 2000; Luoma 
et al. 2002). Recent GP contact is particularly frequent among 
elderly suicide victims, as up to 90 per cent are reported to have 
seen their GPs in the preceding 3 months and up to 50 per cent 
in the last week (Shah and De 1998; Luoma et al. 2002). The rate 
of suicide victims without any recent medical contact is higher in 
males and in younger persons. Compared to non-suicidal primary 
care patients, suicide victims visit their GPs three times more fre-
quently (Rutz et al. 1995, 1997; Isometsa et al. 1994a; Pirkis and 
Burgess 1998; Andersen et al. 2000; Luoma et al. 2002). In addition, 
the number of GP visits increases signifi cantly before the suicidal 
act both among completed suicides (Appleby et al. 1996; Andersen 
et al. 2000) and suicide attempters (Michel et al. 1997; Fekete et al. 
2004). However, among those with medical contact, the frequency 
of persons who communicate explicitly their intention to commit 
suicide is only around 20 per cent, and it is particularly rare in primary 
care (11 per cent) and in other (non-psychiatric) specialist settings 
(6 per cent). At the last GP contact, female suicide victims com-
municate their suicide intent almost twice as frequently as males 
(17 vs 10 per cent), and suicide victims with past history of suicide 
attempt report suicidal ideation more frequently than those without 
such history (Isometsa et al. 1994a, 1995). One study found that 
18 per cent of the suicide victims visited GPs on the last day of 
their life, but the topic of suicide was discussed in only 21 per cent 
of these cases (Isometsa et al. 1995). Similarly low fi gures of com-
munication of suicidal intent have also been reported for suicide 
attempters (Fekete et al. 2004). On the other hand, however, it has 

also been reported that only 3 per cent of the GPs asked about suicidal 
ideation at least in old-age depressed patients (Stoppe et al. 1999; 
Wasserman 2001).

Discussing the possibility of suicidal behaviour with the patient 
and family members as a common but preventable complication 
of acute severe mental disorders is particularly important, given 
that there is a general consensus that asking questions about suicidal 
ideation and past suicide attempts does not trigger suicide (Hawton 
and van Heeringen 2000; Gould et al. 2005). This is particularly 
true if such a discussion is accompanied by an explanation that 
suicidal behaviour in psychiatric patients is a ‘state-dependent’ 
phenomenon, that depressive disorders can be successfully treated, 
and that suicidal ideation/wishing to die will vanish after (or even 
before) the recovery from depression. This is benefi cial, as many 
patients think they are alone or unique in their suicidal ideas. Leafl ets, 
posters, and fl iers left in the waiting room indicating the main symp-
toms and dangers of depression as well as information on good 
prognosis of treatment may prompt people to ask for help. Short 
screening instruments, like the Beck Scale for Suicide Ideation 
(an interview-rated 19-item scale) and the Beck Hopelessness Scale 
(a 20-item self-reported questionnaire) are useful in clinical prac-
tice for detecting actual suicide risk (Hawton and van Heeringen 
2000; Wasserman 2001) (see also Chapter 36 in this book). Yet no 
one screening instrument can replace the optimal doctor–patient 
relationship, including asking the right questions at the right time, 
accompanied by a highly professional and empathic atmosphere. 
Asking simple questions (‘what do you think about the future?’, 
‘do you feel that life is not worth living?’, etc.) can easily facilitate 
further, more deep and honest discussion on the topic of suicide.

The risk of suicide is extremely high a few days and weeks after 
the discharge from inpatient psychiatric departments, particu-
larly in the case of unplanned discharge and in patients with short 
hospital stay and with a high number of previous hospitalizations 
(Appleby et al. 1999; Hawton and van Heeringen 2000; Wasserman 
2001; Qin and Nordentoft 2005). Therefore, GPs should be alert 
when a patient discharged from the psychiatric clinic seeks help.

The most characteristic clinical, psychosocial, and demographic 
features of the acutely suicidal patient in primary care are listed in 
Table 62.2.

Prevention of suicide in primary care
Prevention of suicide in primary care is possible. Self-destructive 
behaviour usually does not occur in the very early stages of the 
depression and this allows enough time to make a precise diagnosis 
and to start appropriate treatment. Several studies from Europe, 
the United States and Australia showed that depression-training 
for GPs improved recognition of depression including detection 
of current suicidal ideation, and increased treatment of depression, 
while a few others from the United Kingdom, the United States 
and Brazil found no positive effects (Mann et al. 2005; Nutting 
et al. 2005; Szántó et al. 2007). Since no one study reported the 
opposite (i.e. decreasing recognition and worsening treatment 
after the GP education), specifi c training and organizational inter-
ventions remain the only possibilities to make further progress on 
this fi eld. However, improved primary care education in isolation 
does not have any signifi cant long-term effect, and only complex 
educational and organizational interventions that incorporate con-
tinuous clinician education, an enhanced role of nurses and social 
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workers, as well as high level of integration between primary and 
secondary (psychiatric) care (consultation-liaison) are benefi cial. 
Education should be well-focused, relatively short and interactive, 
include written materials, lectures, seminars, video demonstra-
tions, and small-group discussions (Butler et al. 1997; Rutz et al. 
1997; Schulberg et al. 1998; Appleby et al. 2000; Thompson 2001; 
Gilbody et al. 2003; Mann et al. 2005; Szanto et al. 2007).

The fi rst example for the signifi cant role of GPs in suicide 
prevention comes from the Swedish Gotland Study. Rutz et al. 
demonstrated that after a short intensive postgraduate training for 
GPs on the island of Gotland on the diagnosis and treatment of 
depression, the suicide rate and the rate of hospital admissions for 
depression declined signifi cantly and antidepressant prescription 
increased markedly a few years after the training (Rutz et al. 1995, 
1997). The rate of depressive suicides among all suicides decreased 
signifi cantly after the training, indicating that the decline in sui-
cide mortality after the education resulted directly from a robust 
decrease in depressive suicides, and suggesting that this result 
might not be caused by random fl uctuation (Rihmer et al. 1995). 
However, the decline in depressive suicides after the training was 
almost entirely the result of a decrease in female depressive sui-
cides, whereas male suicidality was almost unchanged. Few suicidal 
males were known to the local medical services, although many of 
these people were known to the police and social welfare services. 
These favourable effects faded in a few years and repeated edu-
cation again led to another decrease in suicides, again mainly in 
females (Rutz et al. 1995, 1997).

Improved management of depression requires not only better 
recognition and treatment skills from the doctors, but also good 
compliance from the patients, since non-adherence to antidepres-
sant therapy is one of the most common major causes of treatment 
failure. About one-third of patients stop taking antidepressants 
during the fi rst 4 weeks of therapy, and around half of them take 
them until the end of the third month (Lin et al. 1995). The better 
side-effect profi le and less toxic nature of SSRIs and other new 

antidepressants, and the recently increasing practice of GPs preferring 
these drugs over tricyclic antidepressants, is also benefi cial for 
improving the quality of care and reducing the risk of death in 
the case of overdose (Lin et al. 1995; Butler et al. 1997; Donoghue 
1998; van Os et al. 2002). Using simple psycho-educational messages 
(i.e. why, how, and how long to take antidepressants and what to 
do in the case of side effects, to optimize the clinical response) both 
in oral and written form increases the adherence to antidepressant 
therapy (Lin et al. 1995). Psychological treatments of depression 
should also be available in the GP’s offi ce or in adjunction to it 
(Wasserman 2006).

Treatment of depression in primary care should follow interna-
tional and national guidelines established (Schulberg et al. 1998; 
van Os et al. 2002; Wasserman 2006). In contrast to recent con-
cerns on the ‘suicide-provoking potential’ of antidepressants, it 
is evident that antidepressants and mood stabilizers, like lithium, 
carbamazepine, valproate, and others treat depression effectively 
and decrease suicidality markedly among unipolar and bipolar 
depressives (Yerevanian et al. 2004; Akiskal et al. 2005; Simon et al. 
2006). However, since antidepressant monotherapy, unprotected 
by mood stabilizers in bipolar depression, sometimes induces 
agitation, excitement (and rarely also auto- and hetero-aggressive 
behaviour) in the fi rst few days or weeks of treatment, all depressive 
patients should be carefully checked for bipolarity and followed 
closely in the fi st 1–3 weeks of the therapy (Akiskal et al. 2005). 
Anxiety, agitation or insomnia should always be controlled with 
concomitant use of high-potency benzodiazepines, which hasten 
the clinical response if combined with antidepressants (Furukawa 
et al. 2001). Regular after care with fi xed appointments is highly 
recommended, particularly for those patients with previous 
suicide attempts. Psychological support should be available for sui-
cidal depressed patients. This is important, since the actual clinical 
picture immediately after suicide attempt is often misleading, due 
to the cathartic effect of self-aggression, resulting in a short-lived 
but sometimes marked improvement of the depression (Jallade 
et al. 2005). This can also serve as one of the explanations why 
some health care workers misinterpret suicide attempts as manipu-
lative acts.

Patients with acute suicidal danger usually need inpatient 
treatment even of an involuntary nature. In the case of severe 
agitation or anxiety prompt anxiolysis with benzodiazepines and 
close observation before and during transportation to the hospital 
is highly recommended. After an open discussion with the patient 
and relatives, involuntary admission is rarely needed. It should be 
explained that hospitalization is for and not against the patient’s 
best interests. When acute hospitalization is not indicated, a close 
observation by family members and removing possible means of 
suicide (i.e, guns, drugs, pesticides, car key etc.) as well as consulta-
tion with a local outpatient psychiatrist is advised. GPs should work 
in close and permanent collaboration with the local mental health 
services. Outpatient psychiatric consultation is also helpful in the 
cases of differential-diagnostic problems, treatment resistance and 
comorbid substance use disorder regardless of whether the patient 
is suicidal or not. If long-term/prophylactic pharmacotherapy is 
needed (bipolar disorder, recurrent unipolar major depression) 
the GP may direct the patient to a psychiatrist for optimizing the 
therapy (Hawton and van Heeringen 2000; Wasserman 2001; Tylee 
and Rihmer 2004). The most frequent reasons of outpatient con-
sultation and inpatient admission are shown in Table 62.3.

Table 62.2 Most characteristic features of acutely suicidal patients 
in primary care

Clinical features Psychosocial features Demographic 
features

Severe depression Acute psychosocial 
stressors

Male gender

(agitation, anxiety, insomnia, (loss-events, acute 
major

Old age (both 
genders)

hopelessness, guilt) fi nancial problems) Young males
Acute/chronic alcohol/drug Isolation/living alone Spring/early summer
problems Gun/poison at home
Severe comorbid medical
disorder(s)
Wish to die, suicide ideas,
suicide plan, suicide gestures
Recent discharge from 
inpatient psychiatric
department (short hospital
stay, high number of prior
hospitalizations, unplanned
discharge)
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Conclusion
Suicide prevention in primary care is not an easy task, but it is 
possible, as general practitioners are key persons in suicide prevention. 
GPs are the fi rst to meet depressed patients and should be trained 
in diagnostics and up to date use of antidepressants. Although until 
now specifi c depression-targeted psychotherapies exceed the frame 
of primary care, psycho-education and supportive psychotherapy is 
needed and it is essential to offer this kind of treatment in primary 
care settings. Regardless, GPs should have knowledge and collabora-
tion with facilities offering psychological treatments. If every second 
suicide in primary care could be prevented this would mean that 
the suicide rate of a given area would drop by one-third.

References
Akiskal HS, Benazzi F, Perugi G et al. (2005). Agitated ‘unipolar’ depression 

re-conceptualized as a depressive mixed state: implications for the 
antidepressant-suicide controversy. Journal of Affective Disorders, 
85, 245–258.

Al Windi A (2005). Depression in the general practice. Nordic Journal of 
Psychiatry, 59, 272–277.

Andersen UA, Andersen M, Rosholm JU et al. (2000). Contacts to the 
health care system prior to suicide: a comprehensive analysis using 
registers for general and psychiatric hospital admissions, contacts to 
general practitioners and practising specialists and drug prescriptions. 
Acta Psychiatrica Scandinavica, 102, 126–134.

Angst J, Gamma A, Gastpar M et al. (2002). Gender differences in 
depression. Epidemiological fi ndings from the European DEPRES I 
and DEPRES II studies. European Archives of Psychiatry and Clinical 
Neuroscience, 252, 201–209.

Ansseau M, Dierick M, Buntinkx F et al. (2004). High prevalence of mental 
disorders in primary care. Journal of Affective Disorders, 78, 49–55.

Appleby L, Amos T, Doyle I et al. (1996). General practitioners and 
young suicides. A preventive role for primary care. British Journal of 
Psychiatry, 168, 330–333.

Appleby L, Dennehy JA, Thomas CS et al. (1999). Aftercare and clinical 
characteristics of people with mental illness who committ suicide: 
a case–control study. Lancet, 353, 1397–1400.

Appleby L, Morriss R, Gask L et al. (2000). An educational intervention for 
front-line health professionals in the assessment and management of 
suicidal patient. The STROM Project. Psychological Medicine, 
30, 805–812.

Balázs J, Lecrubier Y, Csiszér N et al. (2003). Prevalence and comorbidity 
of affective disorders in persons making suicide attempts in Hungary: 
importance of the fi rst depressive episode and of bipolar II diagnoses. 
Journal of Affective Disorders, 76, 113–119.

Bertolote JM, Fleischmann A, De Leo D et al. (2005). Suicide attempts, 
plans, and ideation in culturally diverse sites: the WHO SUPRE-MISS 
community survey. Psychological Medicin, 35, 1457–1465.

Butler R, Collins E, Katona C et al. (1997). Does a teaching programme 
improve general practitioners’ management of depression in the 
elderly? Journal of Affective Disorders, 46, 303–308.

Beautrais AL, Joyce PR, Mulder RT et al. (1996). Prevalence and 
comorbidityof mental disorders in persons making serious suicide 
attempts: a case–control study. American Journal of Psychiatry, 
153, 1009–1014.

Berardi D, Menchetti M, Cevenini N et al. (2005). Increased recognition 
of depression in primary care. Psychotherapy and Psychosomatics, 
74, 225–230.

Christensen O, Bundgaard S, Bech P (2001). Prevalence of clinical (major) 
depression in general practice using the DSM-IV version of 
PRIME-MD. International Journal of Psychiatry in Clinical Practice, 
5, 49–54.

Das AK, Olfson M, Gameroff MJ et al. (2005). Screening for bipolar 
disorder in a primary care practice. JAMA, 293, 956–963.

Davidson JRT and Meltzer-Brody SE (1999). The underrecognition and 
undertreatment of depression: what is the breadth and depth of the 
problem? Journal of Clinical Psychiatry, 60, 4–9.

Donoghue J (1998). Sub-optimal use of tricyclic antidepressants in primary 
care. Acta Psychiatrica Scandinavica, 98, 429–431.

Fekete S, Osvath P, Michel K (2004). Contacts with health care facilities 
prior to suicide attempts. In D De Leo, U Bille-Brahe, A Kerkhof et al., 
eds, Suicidal Behaviour. Theories and Research Findings, pp. 303–313. 
Hogrefe and Huber Publishers, Göttingen.

Furukawa TA, Steiner DL, Young LT (2001). Is antidepressant–
benzodiazepine combination therapy clinically useful? 
A meta-analytic study. Journal of Affective Disorders, 
65, 173–177.

Gilbody S, Whitty P, Grimshaw J et al. (2003). Educational and 
organizational interventions to improve the management of 
depression in primary care. JAMA, 289, 3145–3151.

Goldney RG, Dal Grande E, Fisher LJ et al. (2003). Population-attributable 
risk of major depression for suicidal ideation in a random and 
representative community sample. Journal of Affective Disorders, 
74, 267–272.

Goodwin R and Olfson M (2001). Treatment of panic attack and the risk 
of major depressive disorder in the community. American Journal of 
Psychiatry, 158, 1146–1148.

Gould MS, Marrocco FA, Kleinman M et al. (2005). Evaluating iatrogenic 
risk of youth suicide screening programs. A randomized controlled 
trial. JAMA, 293, 1635–1643.

Gunnel D, Harbord R, Singleton N et al. (2004). Factors infl uencing the 
development and amelioration of suicidal thoughts in the general 
population. British Journal of Psychiatry, 185, 385–393.

Hawton K, and van Heeringen K (eds) (2000). International Handbook of 
Suicide and Attempted Suicide. John Wiley and Sons, Chichester.

Hegerl U, Althaus D, Niklewski G et al. (2003). Optimierte Versorgung 
depressiver Patienten und Suizidpravention [Optimal care 
of depressed patients and suicide prevention]. Deutsches Arzteblatt, 
100, 2137–2142.

Henriksson S, Boethius G, Isacsson G (2001). Suicides are seldom 
prescribed antidepressants: fi ndings from a prospective prescription 
database in Jamtland county, Sweden. Acta Psychiatrica Scandinavica, 
103, 301–306.

Isometsa ET, Aro HM, Henriksson MM et al. (1994a). Suicide in major 
depression in different treatment settings. Journal of Clinical Psychiatry, 
55, 523–527.

Isometsa ET, Henriksson MM, Aro HM et al. (1994b). Suicide in bipolar 
disorder in Finland. American Journal of Psychiatry, 151, 1020–1024.

Isometsa ET and Lönnqvist JK (1998). Suicide attempts preceding 
completed suicide. British Journal of Psychiatry, 173, 531–533.

Ismometsa ET, Heikkinen ME, Marttunen MJ et al. (1995). The last 
appointment before suicide: is suicide intent communicated? American 
Journal of Psychiatry, 152, 919–922.

Table 62.3 When to refer primary care patients to mental 
health services?

Outpatient psychiatric care Inpatient psychiatric admission

Recent suicide attempt Acute suicidal danger
Treatment-resistant depression Extreme severe (psychotic, catatonic 

negativistic) depressionDifferential diagnostic problem
Comorbid substanceuse disorders Manic episode
Noncompliance with the treatment Acute psychosis
Severe personality disorder Severe comorbid medical disorder
Hypomanic episode
Newly recognized bipolar disorder



CHAPTER 62 treatment of attempted suicide and suicidal patients in primary care 469

Jallade C, Sarfati Y, Hardy-Baylé MC (2005). Clinical evolution after 
self-induced or accidental traumatism: a controlled study of the extent 
and the specifi city of suicidal crisis. Journal of Affective Disorders, 
85, 283–292.

Kessler RC, Zhao S, Blazer DG et al. (1997). Prevalence, correlates, and 
course of minor and major depression in the National Comorbidity 
Survey. Journal of Affective Disorders, 45, 19–30.

Kessler RC, Borges G, Walters EE (1999). Prevalence and risk factors for 
lifetime suicide attempts in the National Comorbidity Survey. Archives 
of General Psychiatry, 56, 617–626.

Khuri R and Akiskal HS (1983). Suicide prevention: the necessity of treating 
contributory psychiatric disorders. Psychiatric Clinics of North America, 
6, 193–207.

Lecrubier Y (1998). Is depression under-recognised and undertreated? 
International Clinical Psychopharmacology, 13, 3–6.

Lecrubier Y (2001). Improved ability to identify symptoms of major 
depressive disoder (MDD) in general practice. International Journal of 
Psychiatry in Clinical Practice, 5, 3–10.

Lecrubier Y and Hergueta T (1998). Differences between prescription and 
consumption of antidepressants and anxiolytics. International Clinical 
Psychopharmacology, 13, 7–11.

Lin EHB, von Korff M, Katon W et al. (1995). The role of the primary care 
physician in patients’ adherence to antidepressant therapy. Medical 
Care, 33, 67–74.

Luoma JB, Martin CE, Pearson JL (2002). Contact with mental health 
and primary care providers before suicide: a review of the evidence. 
American Journal of Psychiatry, 159, 909–916.

Malone KM, Oquendo MA, Haas GL et al. (2000). Protective factors against 
suididal acts in major depression: Reasons for living. American Journal 
of Psychiatry, 157, 1084–1088.

Mann JJ (2004). Searching for triggers of suicidal behavior. American 
Journal of Psychiatry, 161, 395–397.

Mann JJ, Apter A, Bertolote J et al. (2005). Suicide prevention strategies. 
A systematic review. JAMA, 294, 2064–2074.

Marzuk PM, Tardiff K, Leon AC et al. (1996). Use of prescription 
psychotropic drugs among suicide victims in New York City. 
American Journal of Psychiatry, 152, 1520–1522.

Michel K, Runeson B, Valach L et al. (1997). Contacts of suicide attempters 
with GPs prior to the event: a comparison between Stockholm and 
Bern. Acta Psychiatrica Scandinavica, 95, 94–99.

Möller-Leimkühler AM (2002). Barriers to help-seeking by men: a review 
of socio-cultural and clinical literature with particular reference to 
depression. Journal of Affective Disorders, 71, 1–9.

Nutting PA, Dickinson LM, Rubenstein LV et al. (2005). Improving 
detection of suicidal ideation among depressed patients in primary 
care. Annals of Family Medicine, 3, 529–536.

Oquendo MA, Malone KM, Ellis SP et al. (1999). Inadequacy of 
antidepressant treatment for patients with major depression who 
are at risk of suicidal behavior. American Journal of Psychiatry, 
156, 190–194.

Parashos IA, Stamouli S, Rogakou E et al. (2002). Recognition of depressive 
symptoms in the elderly: what can help the patient and the doctor. 
Depression and Anxiety, 15, 111–116.

Pirkis J and Burgess P (1998). Suicide and recency of health care contacts. 
British Journal of Psychiatry, 173, 462–474.

Qin P and Nordentoft M (2005). Suicide risk in relation to psychiatric 
hospitalization. Archives of General Psychiatry, 62, 427–432.

Rihmer Z, Barsi J, Arató M et al. (1990). Suicide in subtypes of primary 
major depression. Journal of Affective Disorders, 18, 221–225.

Rihmer Z, Rutz W, Pihlgren H (1995). Depression and suicide on 
Gotland. An intensive study of all suicides before and after 
a depression-training programme for general practitioners. 
Journal of Affective Disorders, 35, 147–152.
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