
ulster.ac.uk 

 

 

 

 

 

 

Help-seeking and service contacts among 

suicides in Northern Ireland:  

 
 Gerard Leavey, Karen Galway,  

Sharon Mallon,  Lynette Hughes, Janeet Rondon, Michael Rosato 



Overview  

 Context  

 Help-seeking, mental health and suicide  

 Understanding Suicide study 

 Health Service Contacts of suicide cohort 

 Exploration of service failure (families & General 

practitioners) 

 Conclusions & Recommendations 



Urban rural differences in suicide and 

help-seeking 

 Anomie: Suicide as an urban phenomenon (Durkheim) 

 Trend towards increased suicide rates in rural areas? 
(Hirsch,2007) 

 Increases in rural suicide among young people in 

Australia (1979-2003).  

 Slight raised suicide risk for English males & Welsh 

females (2003-2004)  

 



Help seeking factors  

Structural:  

Economic,  

political,  

Legal  

Cultural: 

Religion, belief systems,  

explanatory models of MI, knowledge, stigma,  

 

Personal:  

Symptom recognition, severity, ability to function, 

disruption, visibility, 

 

Community and family tolerance and support, 

  Service-related: 

Organisation, provision,  

access, acceptability, 

policies, workforce, 

Professional recognition,  

Knowledge and training,  

technology.   

 

Socio-demographic: 

Age, gender, education, employment and 

occupation, marital status, isolation, ethnicity 



Help-seeking prior to suicide  

 77% (range 55-80%) of people contact GP within 12 

months (Luoma et al, 2002)  

 45% (range 20-76%) within 1 month  

 In England, 91% had at least 1 consultation (median=7) 

within 12 months (Pearson et al, 2009) 

 In Scotland, 53% health service contact within 1 month 
(Stark et al, 2012) 

 Rural dwellers less contact with mental health services 

 



Management of depression 

<33% with a diagnosable 
disorder seek professional help 

Fewer than 40% of cases are 
diagnosed at primary care level 

Of these, fewer than 40% are 
treated  

only 30-40% take the 
medication as prescribed  

Effectiveness of health systems 
in managing depression is 6% 



Primary care and suicide prevention 

 High level of contact with primary care in the 12 months 

before suicide 

 Suicide relatively rare event in primary care practice. 

 Risk factors for suicide are well-known but lack 

specificity 

 GP reticence 

 Lack of GP training for MH problems  

 

 



Understanding Suicide _ 

Aims and objectives 

 To identify barriers to suicide prevention 

 To examine health service contacts of people who died by 
suicide over a two year period. 

 To examine help-seeking from the perspective of family and 
friends. 

 To explore the experiences and needs of GPs in caring for 
people who have died by suicide. 

 To assess the impact of suicide on people bereaved by 
suicide by exploring coping strategies and the provision (and 
uptake) of support services for the bereaved.  

 



Help-seeking in the context of suicide in 

Northern Ireland 

Coroners Office data and GP 
records 1st March 2007-28th 
February 2009 

In-depth individual interviews 
with 72 Family members 
bereaved by suicide  

In-depth individual interviews 
with 20 GPs 



Clinical data from GP records 

 History of emotional or psychiatric problems (diagnosis, 

duration, treatment) 

 International Classification of Primary Care (ICPC-2) 

 History of physical long-term conditions (duration, 

treatment) 

 All contacts with GP and recorded outcome 12 months 

before suicide 

 Contact with other services including psychiatric 

referrals  

 

 



Coroners Office data and GP records 
findings  



• 401 eligible cases – 363 GP records (38 missing 9%) 

• Overall suicide rate -11.3 per 100,000 population 

• Age 11-83 years (Mean 39, S.D. 16.2)  

• 81% males 

• 31% Lived alone  

 

 

 

Coroners Office data and GP records 
findings  





Mental health diagnosis 

• 41% no recorded psychiatric diagnosis  

• 33% common mental disorder 

• 12% Severe mental illness  

• 14% substance misuse  

Factors associated with MH diagnosis 

 Older patients 35+ years (OR=4.57, CI=2.61- 8.0) 

 Living alone                     (OR=1.91, CI=1.08-3.40) 

 Unemployed                    (OR=3.27, CI=1.64-6.53) 

 

 

 

 



12 months  

82% 
3 months  

57% 

1 month  

37% 

7 days 

% of people in contact with GP prior to 

suicide 

14% 

  



Factors associated with Likelihood and 

frequency of GP contacts – 12 months 

Living alone  

unemployed 

Substance 
misuse & 
CMD 

females 

Older age 
bands 

• Particularly: women in larger towns, aged 35-54 years and living 

alone 

• 57% - 80% over 12 months for mental health problems   



Health and social care contacts – 12 

months 

 41% had contact with accident and emergency services (58% 
relating to a mental health crisis)  

 18% had contact with a social worker (92% for mental health 
support) 

 35% saw a psychiatrist  

• 29% supported by Community Mental Health Teams (CMHTs)  

• 38.5% (n=155) prescribed antidepressant medications (9.2% of 
these had no mental health diagnosis) 

• 2% in receipt of counseling services 

• Considerable contact with nursing services but only 7% for MHP 

 

 



Mean number GP consultations – mental health  



factors related to General Practitioner vigilance to suicidality.  



In-depth individual 
interviews with 72 Family 
members and friends 
bereaved by suicide  



17 participants (24%) had been 

treated for anxiety and 

depression.  

 

10 participants (14%) had 

described how they had 

contemplated suicide  

 

 

9 others (13%) had attempted 

suicide  

In-depth individual interviews with 72 Family 
members bereaved by suicide  





Family perspectives: barriers to care 

Patient factors  

• Hidden psychological 

problems 

• Patient (and family) Stigma  

• Negative perceptions of 

psychiatric units   

• Family inability to cope 

(knowledge and skills) 

 

Service factors  

• GP misdiagnosis or 
minimisation 

• Limited treatment options –  

• Over-reliance on medication 

• No review of medication 

• Patient rejection of 
psychological therapies  

• Fragmentation of care – poor 
follow-up 

• Exclusion of family – 
communication/decision-
making 

 



 

After a suicide attempt he went into 

the hospital voluntarily.  […]  

I think from his point of view, the stay 

in [the hospital] was detrimental to his 

mental health because when he left 

there he felt that the stigma attached 

to that was unbearable, and given the 

mindset of the community that he 

lived in […] there was such stigma 

attached to that. 

 

Brother  

We knew that she was feeling suicidal 

– she said so. I asked her about going 

to the GP and getting medical help 

and all that, she didn't want that and I 

didn't push it.   

 

Sister  

They should also listen to the people who 

are closest to them … I know their job’s very 

difficult because they’re hearing all sorts of 

things, like you do, they shouldn’t discount 

the person who’s living in the same bubble 

(….) how do they get a whole picture from 

one person, who’s telling them what they 

think they want to hear so that they’re off the 

hook? That to me is very, very important.  

 

Wife  

I subsequently learned that although the mental 

health nurse had attempted to contact her on a 

number of occasions, she hadn’t answered, and 

again, I raised questions. I wasn't aware at the 

time that she was supposed to contact or that 

anybody was contacting her. When I said about 

contacting me they said, ‘Oh, but we’ve got 

patient confidentiality,’ and I said, ‘Right, I can 

accept that, except that there was a mild 

danger.  You were releasing her into my 

custody, into my care and yet I wasn't aware 

what the situation was … (P3, Father 

It was different people we were seeing every 

day, … I could see that was a problem at the 

time, you know, because new people were 

coming all the time, they were introducing 

themselves, and, you know, he had to go 

through the whole thing with them again. That 

used to irritate him, you know  

(P74, Wife). 



In-depth individual 
interviews with 20 
GPs 



 

GP perspectives: barriers to care  

Patient-related  

• Rejection of diagnosis 

• Medication non-adherence 

• Substance misuse 

• Multiple contacts 

• Family  

 

GP- Psychiatry related  

• Long waiting lists 

• Psychiatric focus on severe 
mental illness 

• Inadequate follow-up 

• Functional split model 

• Fragmentation and bureaucracy  

• No direct GP-Psychiatry contact 

• Loss of shared knowledge and 
expertise 

 



GP recognition  

Patient  

 Stigma and denial  

 Somatic presentations 

 Limited contact  

 No prior history of MHP 

 

GP factors  

 Limited training 

 Suicide as unpredictable 

 Scepticism of patient 

suicidality  

 Stereotyping (Belief in 

patient stoicism)  

 



They come in to talk about their 

mood and by the time we have 

asked them all these questions, they 

probably think that this is not what 

the doctor wants to hear – that my 

world is really crap at the minute and 

I can’t see a way out (GP10).  

You need someone who has natural 

empathy, who can sit and listen. One 

thing that would annoy me would be if 

someone was following a protocol – if 

you see someone following a tick 

sheet (GP7). 

It’s all about the illness and all about reporting the 

illness and asking the questions, and I get that it’s 

about assessing risk for doctors who are not very 

good at it and having a template helps you do it - 

but if you sit and go through it automatically it has 

the opposite effect of what it’s intended to do. It’s 

thought up by people who aren’t thinking about the 

person in the middle of this and it’s getting 

increasingly difficult to practise as a GP who 

remembers that it’s 3,500 people I have, not 3,500 

sets of illness (GP8). 

You have to start all over again 

and that may take half an hour; 

and there is a waiting room full 

of people. I know that I can’t 

spend 30 minutes with this 

person, so you end up saying, 

‘Come back and see me next 

week and we will talk abut it’ . 



Summary  

 No significant differences in urban- rural suicide rates – 

but raised in larger towns  

 High levels of primary care contact  

 Low recognition of mental health problems 

 Considerable stigma-related problems 

 Family exclusion from care planning  

 Pressure on primary care 

 Range of systemic disconnections  

 



Conclusions and Recommendations  

 

 Families as partners  

 Review Protocols on confidentiality and Mental 

capacity  

 GP training on mental illness 

 Investment in integrated mental health care 

 Targeted strategies on stigma of mental illness 

 



Dissemination outputs 
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