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Skills training in primary care – a story



National Confidential Inquiry into Suicide and 
Safety in Mental Health (NCISH)



• Study of attendance 

and clinical factors

• 10 years

• Case control study 

in primary care 

• Clinical Practice 

Research Datalink 

(CPRD)

National Confidential Inquiry Study 2014



Patients who died by suicide:  

consultation, diagnosis, treatment, and 

referral

Face-to-face GP consultation within 12
months of suicide [number= 1,504 (63%)]
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2,384 patients who died by suicide

http://www.manchester.ac.uk/


Risk and GP attendance frequency

12.3

7.8

1.67

Characteristics of non-attenders:

• male

• younger

http://www.manchester.ac.uk/


Patients who died by suicide:  

consultation, diagnosis, treatment, and 

referral

Face-to-face GP consultation within 12 months of suicide
number= 1,504 (63%)

Mental health diagnosis (any time)
[number= 1,497 (63%)]
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Diagnosis

• Mental health diagnosis (at any time)

– 63% (v. 28% of living patients)

• Of patients with no diagnosis (37%)

– male

– 35-44

71% of people who died by suicide and had presented to their 

GP had a diagnosis of depression.

http://www.manchester.ac.uk/


Patients who died by suicide:  

consultation, diagnosis, treatment, and 

referral

Face-to-face GP consultation within 12 months of suicide
number= 1,504 (63%)

Mental health diagnosis (any time)
number= 1,497 (63%)

Psychotropic drug treatment within 12 months of 
suicide [number= 1,148 (48%)]
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Managing mental illness:  

suicide risk and multiple drug 

prescriptions
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Number of drug groups

• 5x more likely to 

have psychotropic 

drugs prescribed

• 31% prescribed 2+

• elevated risk with 4 

or 5

http://www.manchester.ac.uk/


Referral

Only 8% of people who died by suicide had been referred to 
specialist mental health services in the previous 12 months.

http://www.manchester.ac.uk/


Skills training 

Empathic engagement

Assessing suicide risk

Making a collaborative safety 
plan

Care of those bereaved by 
suicide- (postvention)



Safer prescribing- (NCISH Safer 

Services Toolkit)

There is a standard procedure in place 
for safer prescribing of opiate 
analgesics and tricyclic 
antidepressants in primary care, 
which takes into account the toxicity 
of these drugs in overdose (i.e. 
reduced, short-term supplies)

Opiates are the most commonly used 
type of drug in fatal overdose.



Diagnosis and treatment of mental health 

problems- especially depression (NCISH 

Safer Services Toolkit)

There is a mechanism in place to 
ensure that patients who present with 
major physical illness are assessed and 
monitored for depression and risk of 
suicide

A quarter of patients who die by 
suicide have a major physical illness -
3,410 deaths over 2005-2013 - and 
the figure rises to 44% in patients 
aged 65 and over.

71% of people who died by suicide 
and presented to their GP had a 
diagnosis of depression

How can we improve depression care?



Diagnosis and treatment of mental 

health problems- especially 

depression

There is a mechanism in place to 
ensure that patients with certain 
markers of risk (i.e. frequent 
consultations, multiple psychotropic 
drugs and specific drug combinations) 
are further assessed and considered 
for referral to specialist mental health 
services

Only 8% of people who died by suicide 
in a case-control study of suicide and 
primary care had been referred to 
specialist mental health services in the 
previous 12 months.

But is that support available?



The Zero 

Suicide 

initiative



Improving 

depression care

COLLABORATIVE 

CARE



Core components of 

collaborative care

 Multi-professional approach to patient care provided by 
a case manager working with the GP under regular 
supervision from specialist mental health clinician(s)

 A structured management plan of medication support 
and brief psychological therapy

 Scheduled patient follow-ups on one or more occasion 
(face to face or remotely)

 Enhanced inter-professional communication between 
the multi-professional team who share responsibility for 
the care of the depressed patient (e.g., team meetings, 
case conferences, supervision, recording in shared 
electronic record)



Effectiveness of collaborative care



Draft new NICE guidance on 

depression

 Consider collaborative care for all older people with 

depression, in particular if they have significant physical 

health problems or social problems. 

 Consider collaborative care as a method for the 

delivery of care for people with more severe 

depression. 



Support to primary care

 ‘immediate access for any patient referred by a 

primary care provider following the practice 

guideline

 No questions asked’ 

 Justin Coffey 2015- what they did at Ford 

Behavioral Health Services to roll out ‘Zero suicide’



Earlier intervention- Improving mental 

health services- providing early and 

seamless support



Summary

 Majority of suicides in people not known to specialist 

services- but many known to primary care

 Suicide prevention 

 Training in suicide prevention and postvention

 Safer prescribing

 Collaborative care for depression with considerably 

improved support for primary care



Thank you!
Linda.gask@Manchester.ac.uk

lindagask.com
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