
 

 

Suicide and Suicide Prevention 

GMUPCA has experienced an increase in Mental health calls over the past year.  A proportion of 
these calls involve patients experiencing suicidal ideation and low mood. Effective clinical triage 
ensures patients receive the right care at the right time, either though the Greater Manchester 
Mental Health team or signposting to the registered GP without an ambulance.  

However, GMUPCA has received inappropriate ‘actively’ suicidal patients with a visual fatal plan 
and the means to carry out this plan.  These cases can and should be passed back to NWAS with 
an upgrade (+/- GMP) if the patient/public is believed to be in imminent danger.  The importance 
of these lifesaving conversations cannot be underestimated. Although, suicide is an uncommon 
outcome, it is important to be mindful of local themes, NICE guidance and national strategies 
that underpin our approach to patients during these calls. The suicide of a patient can have a 
devastating effect on the patient’s family, and psychological impact on professionals involved in 
their care.   

Suicide Statistics 

In the UK there are over 5000 deaths per year from suicide. 1 75 % of these occur in men. The 
Northwest had the second highest suicide rate in the UK in 2022.1 

 

 



Method 

The most common method of suicide in England and Wales was hanging, strangulation and 
suffocation, which accounted for 59.7% of all suicides in 2022. Please see the table below for the 
proportion of suicides caused by hanging. The second most common method was poisoning 
(19.9%).   

 

Psychiatric Co-morbidity 

Approximately 90% of people who die by suicide have an underlying psychiatric disorder.2 

Depression is the most common factor found in approximately 60% of cases. This may be 
complicated by other mental health issues compounded by alcohol/drug misuse, and personality 
disorder. Approximately half of those who take their own life will have had contact with a health 
care professional in the three months before death. 

 

Suicide Myths 

 

Can rating scales be used to quantify risk? 

NICE (2022) guidance3 on self-harm does not recommend the use of risk assessment scales to 
predict future suicide or repetition of self-harm. Risk assessments should be used with caution 
and include conversations about hopelessness and suicidality.  Some patients with few risk 
factors can exhibit verbal or non-verbal cues that provoke a feeling of unease, responding to your 
clinical intuition will guide clinical judgement. 



Does enquiry about suicidal thoughts increase a patient’s risk? 

There is no evidence to suggest that patient’s risk is increased after a conversation about suicide. 
There is evidence that a visual image can influence behaviour.  (If you think about suicide, do you 
have a picture of what this might involve?).   

The patient is alone and doesn’t want me to inform family or friends. 

During GMUPCA consultations it is essential to ask about the patient’s current location. If 
patients are in imminent danger, this information can be lifesaving. In addition to NWAS, the 
police may need to be informed (Section 136 Mental Health Act). If the patient can engage, it is 
helpful to explore why the patient doesn’t want family or friends involved. They can play an 
important role in supporting depressed and suicidal patients and help to keep them safe. If the 
patient gives consent, try to get contact details of family or friends, and offer to contact them with 
the patient’s permission. 

The patient has previously expressed suicidal thoughts, when should I worry? 

It is important to identify factors which may destabilise the patient including alcohol/drug 
misuse, relationship breakdown, homelessness, hopelessness, and active plans.  These patients 
have an increased risk of suicide. 

Do suicidal patients have capacity? 

Capacity is decision specific and will fluctuate with time, especially in patients experiencing 
mental health crisis.  The Mental Capacity Act does not currently provide an appropriate 
framework for determining whether a suicidal patient has the capacity to take their own life. 
Please consider the European Convention on Human Rights (Article 2): clinicians have an 
obligation to take ‘operational steps to secure life’.4 The Kerrie Woolterton case has been 
controversial and highlights the interface between capacity, ethics, law, and patient autonomy.  

Should I communicate my concern to patients? 

An empathetic and collaborative approach is encouraged in patients who have acute mental 
health concerns.  Discussing a safety plan and highlighting resources available is recommended. 
If patients have psychosis or cannot engage in a consultation, please refer the patients back to 
NWAS if you consider they are in imminent danger. 

Suicide is inevitable. 

Suicide is not inevitable. The NHS England Suicide Prevention Strategy aims to reduce the suicide 
rate over the next five years. 

 

 

 

 

 

 

 



Suicide: Risk5 

The table below from the Devon Partnership Trust highlights key topics and open questions to 
consider during a consultation with someone who has depression and may be at risk of suicide.  

 

 

The National Confidential Inquiry into Suicide and Safety in Mental health (annual report 2024) 
has highlighted seven ‘Clinical Messages’ to consider when looking after patients with acute 
mental health concerns.   

Please see the Clinical Messages below. There is recognition of specific groups at risk of suicide 
including university students, and autistic people. The Zero Suicide Alliance6 has produced free 
online training to help understand the challenges autistic people face and how these can 
contribute to suicidal thoughts.  The training lasts for an hour and concentrates on four bespoke 
scenarios. GMUPCA recommends this training for all clinicians. 



 

 

 

 

 

 

 



Summary 

An empathetic approach to patients with acute mental health issues is highly recommended. Try 
and use open questions and consider the patient’s perspective. ‘You’ll never really understand a 
person until you consider things from his point of view’ 8 

If you think that a patient is in imminent danger, please upgrade to an NWAS Category 2 response 
and consider if the police may be required should there be a risk to both the patient and others.  
Please use the mental health question set (below) in Adastra as an aide memoire to help signpost 
to the appropriate mental health services to ensure that patients receive the right care at the right 
time. 

 

Please feedback cases (qands.mastercall@nhs.net) that should not have been allocated to CAS, 
including patients that are actively suicidal and/or not at a home address.   

Discuss and document if family or friends are present. If the patient consents to contact with 
loved ones, their support is invaluable. 

mailto:qands.mastercall@nhs.net


Safety netting: Staying Safe website, provides vital ‘Safety Plan’ guidance with online templates. 
Signpost to local and national resources. Be specific. Involve the community mental health team 
if appropriate.  Please see the table below with a list of resources. 5 

 

Suicide has a devastating impact on families. It can also have a profound impact on clinicians., If 
you feel that you have been affected by a case or a patient that has committed suicide, please 
contact your line manager or Medical Director who will listen and support with empathy, 
understanding and kindness. 

Training for CAS Clinicians 

1. Suicide Awareness for professionals: this popular online course is free to anyone 
working or volunteering in Stockport.  

The next sessions are scheduled for: 

Thursday 18th April 9.30am to midday 

Thursday 16th May 9.30am to midday 

Wednesday 22nd May 9.30am to midday 

For more information, please email: info.wellbeing@stockport.gov.uk 

2. Samaritans online advice 
 

3. Zero Suicide Alliance: short online training units on suicide awareness 
 

4. MIndEd Hub free online training 
 

5. Living life to the full website offers online courses and resources. 

 

https://www.stayingsafe.net/about
mailto:info.wellbeing@stockport.gov.uk
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