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Abstract

Objective

To gain insight into guidelines established for the care of suicide attempters in general hospitals,

and into the degree to w hich these guidelines are observed in practice.

D esign

D escriptive, retrospective.

M ethod

A n inventory of recommendations for the care of suicide attempters w as made by interview ing

psychiatrists on the staff of seven general hospitals. The inventory w as limited to recommen-

dations concerning access (interval betw een admission and referral/consultation), and coor-

dination of the care (i.e. adjustment to the patients’ condition, transfer of information). Subse-

quently, using data from a more extensive European study that included all cases of suicide 

attempters admitted to the seven hospitals in 1991, it w as studied how  these recommendations

w ere observed in practice. 

Results

In all seven hospitals there appeared to be regulations for management and assessment of sui-

cide attempters. Recommendations concerning accessibility of care w ere fairly similar in the

various hospitals. Regarding the coordination of care, more local variants w ere found to exist.

The accessibility of care w as found to be mostly in accordance w ith the recommendations.

There w ere more deviations from the recommendations concerning the coordination of care;

in addition, there w ere substantial differences betw een hospitals in the degree to w hich devia-

tion from the guidelines occurred.

Conclusion

G uidelines for the care of suicide attempters admitted to general hospitals w ere not similar in

all respects; the observance differed markedly, especially regarding the coordination of care. 
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Introduction

About 30% of patients who attempt suicide are being admitted to a general 

hospital (K erkhof, 1985). T he reason for admittance is usually the somatic 

condition of the patient. N ot only are observation and taking care of patients’

safety necessary, but a psychiatric assessment needs to be done as well. In order

to ensure quality, guidelines for the assessment of suicide attempters have

been developed (C entraal B egeleidingsinstituut voor de Intercollegiale Toets-

ing, 1991). 

Patients have to be admitted to a ward where they can get the somatic care

they need. T he psychiatrist should be involved as soon as possible in the care

needed for suicide attempters, and must be able to provide the needed care

quickly, even outside oª ce hours. Suicide attempters who are not alert during

their first consultation with the psychiatrist should be reassessed at a later time

(L aan &  Verwey, 1992). A hetero-anamnesis as well as information from (for-

mer) care givers is often needed, especially with patients who are intoxicated,

in order to make an accurate assessment. Gaining information about the cause

of the attempted suicide, and preparing for care after admission may be rea-

sons to talk not only to the patient but also to others. In order to increase the

chance of the suicide attempter receiving adequate aftercare it is, of course,

important to have contact with the aftercare provider.

In the study presented here an attempt has been made to gain insight into

the quality of care given in general hospitals to suicide attempters. T he

research focused especially on aspects of quality of accessibility and coordi-

nation of care (H arteloh &  C asparie, 1991). T he following key questions were

asked:

– W hich guidelines concerning accessibility and coordination of care do hos-

pitals use for the management of suicide attempters?

– To what extent is the provided care in accordance with the guidelines used?

Patients and M eth ods

T his study was carried out in 2 academic and 5 general hospitals in the N ether-

lands. Selection of hospitals was based on participation in a more extensive

E uropean study: the ‘E uropean C onsultation L iaison W orkgroup (ECLW)

C ollaborative Study’. D escribed elsewhere is how this research was developed

and which method was used (H uyse, 1991; H uyse, H erzog, M alt, &  L obo, 1996;

L obo, H uyse, H erzog, M alt, &  O pmeer, 1996; M alt, H uyse, H erzog, L obo, &

R ijssenbeek, 1996). In this study data were collected of patients admitted to
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general hospitals in 1991 who had been referred to the psychiatric consultation

liaison service. For the present study, an inventory was made as to which guide-

lines were used in the di^erent hospitals. Patients were then selected from the

ECLW study who had been referred because of a suicide attempt (n = 348).

Patients who were only assessed in an Emergency Department were excluded.

To determine if guidelines existed for the management of suicide

attempters, interviews were held with the psychiatrists of the hospitals that are

included in this study. In 5 of the hospitals there were written guidelines in 2

there were verbally agreed upon guidelines. Especially those recommenda-

tions were investigated that had to do with the degree to which care was avail-

able (accessibility) and the degree to which care was adapted to the patient

(coordination: is the care given at the right place and at the right moment and

how does transfer of information take place?).

For the statistical analysis, di^ erences between hospitals were tested using

the χ2-test.

Results

Hospital and service characteristics.The psychiatric consultation services of the

7 hospitals di^ered with regard to the availability of sta^ : the largest service

had a personnel capacity of 0.38 so-called fulltime equivalent (fte) for 1000

admissions and the smallest service one of 0.07 fte for 1000 admissions. Most

of the services had about 0,2 fte for 1000 admissions. The percentage of suicide

attempters as a part of the total number of psychiatric consults varied from 9.8

to 41.1 with an average of 17.9.

Patient characteristics.Women were somewhat more represented and almost

half of the referrals were young adults. The majority of the patients (70%) were

single, divorced or widowed. Almost 35% lived alone (Table 1).

A large number had a psychiatric history: almost 35% had been admitted to

a psychiatric hospital one or more times in the previous 5 years. Around 35%

was already receiving treatment from an outpatient facility for mental health

care (GGZ) (Table 2).

Guidelines. The various recommendations used in the di^ erent hospitals for

the management of suicide attempters are noted below. Also noted is whether

the ECLW study contained criteria to determine the observance of the recom-

mendation.

– Psychiatric consultation should be requested within 24 hours after admit-

tance. All hospitals required this recommendation. Date of admission and

date of request for consultation were registered in the ECLW study.
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Table 1 Demographic characteristics of 348

patients w ho w ere admitted to a general hospital

because of a suicide attempt in 1991

N (% )

Sex

M ale 160 (46.0)

Female 187 (53.7)

U nknown 1 (0.3)

A ge in years

< 18 4 (1.1)

18-34 167 (48.0)

35-50 109 (31.3)

51-64 25 (7.2)

65-74 14 (4.0)

≥ 75 16 (4.6)

U nknown 13 (3.7)

Marital status

U nmarried 178 (51.1)

M arried 97 (27.9)

Divorced 52 (14.9)

W idowed 14 (4.0)

U nknown 7 (2.0)

Living situation

Alone 121 (34.8)

W ith others 222 (63.8)

U nknown 5 (1.4)

Table 2 Psychiatric history of 348 patients w ho

w ere admitted to a general hospital because 

of a suicide attempt in 1991

N  (% )

Psychiatric care (previous 5 years)

N one 113 (32.5)

General practitioner 17 (4.9)

O utpatient 89 (25.6)

1 or 2 admissions 76 (21.8)

3 or more admissions 45 (12.9)

U nknown 8 (2.3)

Som atic care (previous 5 years)

N one 122 (35.1)

General practitioner 70 (20.1)

O utpatient 41 (11.8)

1 or 2 admissions 60 (17.2)

3 or more admission 20 (5.7)

U nknown 35 (10.1)

A ctual outpatient treatm ent

N one 161 (46.3)

Social worker 9 (2.6)

General practitioner 35 (10.1)

O utpatient psychiatric 123 (35.3)

O wn consultation-liaison service 12 (3.4)

U nknown 8 (2.3)

Psychiatric diagnosis (icd-10)

N one or 61 (17.5)

f0 – organic syndrome 16 (4.6)

f1 – use of psychoactive substances 58 (16.7)

f2 – schizophrenia 58 (16.7)

f3 – mood disorders 38 (10.9)

f4 – other 117 (33.6)

icd = International C lassification of Diseases, 

10th version
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– The consultation should be carried out on the same day as the request. 

Date of request and date of first consultation were registered in the ECLW

study.

– The psychiatric consultation service is available during as well as outside

oªce hours, but consultation requests should be made as much as possible

during oªce hours. This applied to all hospitals.

– Patient is assessed when alert (6 hospitals) or immediately (1 hospital). To

determine patients’ alertness at the moment of first consultation the ‘Reac-

tion level scale –85’ was used. This scale distinguishes 8 degrees (‘alert’,

‘drowsy or confused’, ‘very drowsy or confused’, etcetera), depending on

how patients react to stimuli (being talked to, touched, yelled at, shaken or

having pain administered) (Starmark, Stalhammar, & Holmgren, 1988).

– Patients who were not alert during the first consultation should be given a

follow-up consultation. How often a patient was given a follow-up consul-

tation was registered. 

– Information from general practitioner, mental health care provider and sig-

nificant others (family) should always be collected (5 hospitals) or only after

indication (2 hospitals). It was registered whether information was collect-

ed from medical sources, social sources, mental health service institutions,

family and others as well as other sources.

– Family is, if possible, always present during the consultation (5 hospitals) or

only if the psychiatrist thinks this is necessary (2 hospitals). It was registered

to whom the psychiatric treatment or behavioural approach was directed:

patient, family or sta^.

– Communication with the aftercare provider should always be carried out by

telephone and in writing (4 hospitals), always by telephone (2 hospitals) or

always in writing (1 hospital). It was registered whether the aftercare pro-

vider was informed and, if so, how: by telephone, in writing, by both tele-

phone and in writing.

Performance of the recommendations. A statistically significant di^erence was

found among hospitals concerning the performance of the recommendation

that a consult should be requested within 24h after admittance (Table 3). In 33%

of all cases in one hospital a consult request was made on the day of admittance

while in another hospital that applied to 68% of the cases. 

There was also a significant statistical di^erence among hospitals in per-

forming the recommendation that consultation occur on the same day as the

request. For the two hospitals that were below the average, 62% and 75% respec-

tively of suicide attempters were assessed on day of admittance, according to

the recommentation. 

Also, a statistically significant di^erence was found in the percentage of
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consultations for suicide attempters occurring outside oªce hours. In 3 hos-

pitals almost one third of consultations were performed outside oªce hours.

An average of 77% of the patients was alert during the first consultation, 17%

was drowsy and 5% very drowsy or unconscious. The hospitals di^ered statis-

tically significantly concerning the percentage of patients being assessed

when alert. At hospital 3, where the recommendation existed to perform con-

sultation immediately for all patients, the percentage of non-alert patients was

not the highest, while in one of the hospitals that recommended consulting

alert patients only, almost 40% of the patients was not alert.

Often (81% on average), patients who were not alert were seen for a follow-

up consult. In 1 hospital this percentage was considerably lower (29%). These

numbers were too small to interpret statistically. 

In an average of 72% of the cases information was collected from one or more

external sources. The degree to which information was collected from exter-

nal sources di^ered among hospitals, but evaluation of the di^erences was not

useful because 2 di^erent recommendations were being used. One of the 2 hos-

pitals (2 and 7) with the recommendation that only information be collected

on indication was found to have collected information for more than the aver-

age (85% of the cases). In hospital 5, where the recommendation prescribed

collection of information, it only happened in 38% of the cases.

When only patients who lived with others were examined, in a small num-

ber of cases the family was involved during consultation (mean 31%; range 14-

29chap ter  2

Table 3 Performance of recommendations in 348 patients who were admitted to a general hospital in 1991*

H ospital

1 2 3 4 5 6 7 Total P**

(n = 59) (n = 45) (n = 47) (n = 26) (n = 40) (n = 85) (n = 46) (n = 348)

Request for consult < 24 h 47 60 68 58 48 53 33 52 < 0.05

Consultation on day of admission 86 87 94 62 75 87 85 84 0.000

Consultation within office hours 63 69 66 85 93 82 76 76 0.008

Patient alert at first consultation 63 87 75 75 83 72 89 77 0.02

Reassessment of non-alert patients 90 75 67 100 29 95 80 81 ≥ 0.05

Collection of information 86 49 81 100 38 71 85 72

Family participation 50 18 14 47 14 38 30 31 < 0.01

* percentages are given for observance of recommendations 

** the value P represents the difference among hospitals in the observance of recommendations (χ2-test) 

Don’t forget-bwcorr• 03-01-2007 10:03 Pagina 29



50). Hospitals di^ered significantly on this point. In hospitals (1,3,4,5,6) that

recommended family involvement, it was found that this occurred in 2 hospi-

tals in only 14% of the cases. 

Communication with an aftercare provider took place in an average of 86%

of the cases. Only written communication took place in just 22% of the cases,

only by telephone in 32% of the cases, and by telephone and in writing in 46%

of the cases. Because 3 di^erent recommendations were used, analysis was not

useful. One hospital communicated with aftercare providers in 100% of the

cases, while in another hospital no form of communication whatsoever was

carried out in 33% of the cases. The hospitals that followed the recommenda-

tion to communicate in writing as well as by telephone proved not to commu-

nicate on a regular basis in writing (one hospital failed to do this in more than

15% of the cases). The hospital that claimed to prefer written communication

achieved the highest score: in 87% of the cases the aftercare provider was

informed in writing. The hospitals that preferred to communicate by tele-

phone did not show better results on this point (see Table 3).

Discussion

In all hospitals agreed-upon rules existed for the assessment and management

of suicide attempters. The recommendations concerning accessibility of care

showed a greater similarity than those concerning coordination of care. With

regard to the carrying out of the recommendations, there was a substantial dis-

crepancy with the norm that they had created themselves. 

The validity of the developed criteria can be criticized, because the data

were collected from a study with a more extensive goal. Criteria that directly

evaluated the recommendations that were used proved more sound than oth-

ers. A criterion of measuring the time in days between date of admittance and

date of consultation is very much reliable for studying the observance of the

recommendation that a suicide attempter must be assessed within 24 hours

after admittance. This is much less the case for the criterion where one tests

whether the family participated in the consult. 

All of this implies that the sometimes large discrepancies that were found

cannot be labeled as inadequate care. Nevertheless, the results do show a cer-

tain pattern for which we think we can o^er some tentative conclusions.

Concerning the accessibility of care it was found that clinical practice was,

to a fair if not high degree, in accordance with the recommendations. In gener-

al, there was a prompt response to requests for consultation, especially in case

of emergency, while at the same time, most consultations were performed dur-
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ing oªce hours. However, in many cases consultation was not requested with-

in the time period that was recommended in the guideline. 

Concerning the coordination of care, the recommendations themselves

showed not only a large diversity, but the degree to which they were carried out

also varied. All but 1 of the hospitals had recommended that patients should

be alert when assessed, but the results show that in practice this was not fol-

lowed in almost a quarter of the cases. The recommendation of participation

of family during consultation that was prescribed by 5 of the 7 hospitals

appeared to be diªcult to achieve by all. Communication with aftercare pro-

viders that was prescribed by all hospitals as necessary was performed well by

some of them, but in one hospital this did not occur in about a third of the cas-

es.

Especially those recommendations in which several parties were involved

seemed rather fragile. Recommendations for which only the consultation

service was responsible, as in the case of response time on requests and also in

reassessing non-alert patients, were carried out well by the majority of the

services.

Perhaps suicide attempters receive primarily ‘first aid’ care with other care

being given less precisely (meaning: according to the guidelines). Because the

care that follows ‘first aid’ care is very intensive, there might be a relationship

here with available manpower. Taking into account the small number of hos-

pitals participating in this study, it is not possible, within the boundaries of

this study, to prove this. However, ECLW study data showed that total time

spent on a case was in 76% of the cases no more than 120 minutes (and in 41%

of the cases a maximum of 60 minutes). If patients must be assessed in that

amount of time and relevant information must be collected from others 

(family, general practitioner) and communicated, this seems too little time for

this. 
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