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Can we predict suicide?
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Some mental health professionals maintain that it is not
possible to predict suicide and that suicide risk assessments
can be harmful. We do not agree with those assertions.

In 2008, national guidelines for suicide prevention in mental health care were
published in Norway (1). A milestone in suicide prevention work, these
guidelines have, however, been criticised, partly because some mental health
professionals believe that suicide risk assessments are not useful and may even
be harmful (2, 3). It has also been maintained that it is not possible to predict
suicide, even among high-risk individuals (3), and that several studies have
demonstrated this (4—7). Claims like these can create uncertainty among
clinicians as to what they should do.

The Norwegian Directorate of Health recently announced that "suicide cannot
be predicted at the level of the individual” (8). This line of thought is too
categorical and over-simplified. The chief problem with it is that it draws no
distinction between assessing suicide risk in the short term and in the long
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term (9). Naturally, we cannot make long-term predictions as to who will
ultimately take their own life. But predictions are possible if the time horizon is
of up to a few days, although that, too, can be difficult. A very recent meta-
analysis of 37 studies showed that the average follow-up period was more than
five years (4). It is self-evident that we can hardly expect to be exact in
predicting suicide over such a long period, among other things because we
cannot know in what way the patient's condition is likely to change
spontaneously, how effective treatment may be, and what life events may take
place after we have assessed the suicide risk (9).

Assessing suicide risk

To take a hypothetical example: A man comes home and finds a farewell note
from his wife. Over the past few weeks she has been treated for depression at
the local district psychiatric centre, and has previously talked about drowning
herself in a small lake close to the couple's weekend cabin. The husband
immediately calls the emergency services control centre, which sends an
ambulance to the cabin. Both the husband and the health professionals at the
emergency services control centre fear that there has been a suicide.

Alternative 1: The ambulance paramedics get there too late and find the woman
dead in the water. Alternative 2: The ambulance paramedics see the woman
swimming out into the lake, but manage to save her.

The risk of suicide in this case was undoubtedly high, and it is too easy to say
that it was not possible to predict, as it was mere chance and the rapid response
of the emergency services that prevented it. In the same way, surgeons may also
describe an injury as fatal, even if they manage to save the patient.

Patients are admitted to Norwegian hospitals every day following suicide
attempts. One of the first things we do after the initial life-saving treatment is
to assess whether there is still a risk of suicide. We often find that there is, and
we take preventive measures. With some of these patients, the risk of suicide is
so high that we admit them to a psychiatric ward. Why should we do that if it is
not possible to predict suicide? It is, however, difficult to document that the
action taken has averted suicide, partly because it is unethical not to put in
place safety measures when there is thought to be an acute risk of suicide.

One of the criteria for compulsory hospitalisation under the Norwegian Mental
Health Care Act is that there is "an obvious and serious risk to the life and
health of the patient or others". Here, the legislator has based the provision on
the assumption that it is both possible to assess whether there is an acute risk
of suicide, and that this assessment provides sufficient grounds for intervention
in the personal liberty of the individual to the extent that compulsory
hospitalisation can be utilised.

Risk assessment
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The Directorate of Health refers in an information letter dated June 2017 to
statements that "too much emphasis should not be placed on the actual risk
assessment at the expense of other thematic areas in the national guidelines"
(8). We do not agree with this, and in our view great emphasis should be
attached to the risk assessment, but it should be limited to a short-term
perspective. Nor can we see any contradiction between assessing suicide risk
and focussing on other topics. On the contrary, it is probable that allowing the
patient to talk about her pain, her feelings of hopelessness and her suicidal
impulses — key factors in assessing suicide risk — will make it easier for us to
identify topics that can help the patient avert the suicide and to regain hope
and zest for life.

It is not an objective per se to predict who is likely to take their life in the long
term, just as a cardiologist will not aim to predict who is likely to die of heart
disease some years after a heart attack. The main purpose of assessing suicide
risk is to gain a basis for determining how to save the patient's life and to
decide what measures need to be taken to ensure optimal follow-up.

The national guidelines have contributed to drawing greater attention to the
suicide prevention work. At the same time, it has become more common to
report suicide and attempted suicide to the health supervisory authorities. We
have seen examples of the criticisms made by the health supervisory authorities
being based at best on questionable reasoning. It is both easy to be wise after
the event and to imagine that all suicides among patients undergoing
psychiatric treatment can be prevented. Fear of criticism has probably led to a
number of repeated and simplistic assessments of suicide risk. The aim may
perhaps be more to protect the therapist from criticism than the patient from
self-destructive behaviour. It is quite a different experience for the patient to be
assessed for suicide risk than to talk to the therapist about her problems.

There are many statistical risk factors for suicide, but they are of limited value
in an acute suicide crisis (10). In that situation, it is more important to identify
whether the patient has suicidal thoughts and plans for suicide, how concrete
those plans are, whether they are present all the time or intermittently, whether
the patient is hearing voices telling her what to do, and whether the patient is
agitated, has access to means such as weapons or medication, and has no plans
for the future (11).

One question of interest here is whether questionnaires are of use for assessing
suicide risk. Used alone, they are insufficiently precise because of a low degree
of sensitivity and specificity. The United Kingdom's National Institute for
Health and Care Excellence (NICE) has recommended that questionnaires
should not be used to predict suicide or repetition of self-harming, nor to
determine who should be offered treatment or who should be discharged,
although they can be of help in structuring a risk assessment (12). Instruments
of this kind can indeed be a useful supplement to the clinical assessment, not
least if the findings are discussed with the patient. A complete suicide risk
assessment must include many elements, one of which can be the use of
questionnaires. This is similar to the way in which cardiologists assess the risk
of heart attack. Naturally, they will not content themselves with measuring only
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a single risk factor; ECG measurements, blood pressure, cholesterol level, many
other variables and, not least, the patient's own subjective and objective
symptoms, will all form part of the assessment.

An issue has been made out of the fact that, if one were to distinguish between
individuals with high and low suicide risk, most suicides would be among those
in the low-risk group (3, 6). There is nothing surprising about this. The
‘prevention paradox' dictates that when there are few people in a high-risk
group, most of those who have a negative outcome will not come from that
group. For example, most alcohol-related injuries affect people with medium to
low alcohol consumption, and not those with the highest levels of consumption,
even if the risk at individual level is greatest among heavy drinkers. In the same
way, most individuals who take their own lives will not come from the group
with the highest suicide risk.

It is particularly difficult to predict rare events, such as suicide, but that does
not mean that we should not try. An example from another area of society may
serve to illustrate that point. There are far fewer people who will carry out acts
of terrorism than will take their own lives, thus making these events much
more difficult to predict (9). Nevertheless, the security services in many
countries carry out risk assessments, and there is every indication that they
have managed to prevent a number of terrorist acts.

Suicide prevention works

For many years, there has been too little attention focussed on suicide
prevention and too few attempts to systematise the assessment of suicide risk.
There has also been too little systematic follow-up of individuals who have
attempted to take their own lives. For that reason, it was an important step
when, in 2008, the Directorate of Health and Social Affairs published national
guidelines for suicide prevention in mental health care (1). It is now time to
revise those guidelines.

However, we must caution against any notion that we have no means of
assessing acute suicide risk. In our opinion, that can be a dangerous signal to
send and may encourage erroneous assumptions that a suicide cannot be
predicted in the short term. Even if, hopefully, we are able to take measures to
prevent the suicide, that does not mean that the assessment was wrong. That is
why an assessment of acute suicide risk is one of many suicide prevention
measures.

One of the authors is an editor of the Journal of the Norwegian Medical
Association. The manuscript has accordingly been processed externally by
external editor Pal Gulbrandsen.
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