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We must rethink our approach to preventing suicide in
mental health care.
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Ten years after the launch of the National guidelines for suicide prevention in mental
health care (1), it transpires that every year approximately 250 people in the specialist
health services take their own lives (2). This constitutes 43 % of the total number of
suicides in Norway. The high number prompts us to query the impact of the guidelines.

The guidelines, in particular the recommendation of frequent assessments of suicide
risk, have been widely criticised (3, 4). Nevertheless, the Norwegian Directorate of
Health recently published an instructional memo that stressed that patient safety can be
increased by better implementation and follow-up of protective measures and suicide
risk assessment, and that implementing national guidelines in local procedures is part
of the enterprise's obligation to maintain internal control (5).

Deficient evidence base and a narrow concept of
knowledge

The guidelines are said to be based on two knowledge reviews (1). However, these
provided very little relevant knowledge. This is also made explicit in the guidelines,
where the measures are ranked in relation to the underlying knowledge base. The
ranking shows that 31 out of 34 recommendations (91 %) are based on 'deficient
documentation'. Consequently, the guidelines are not knowledge based (in respect of
the definition adopted).

Moreover, the guidelines rely unilaterally on a biomedical focus (6) whereby suicidal
behaviour is explained as a consequence of risk factors, based on linear cause and
effect thinking (7). Mental disorders, particularly depression, are singled out as one of
the key risk/causal factors for suicide (7). Diagnosing and treating mental disorders is
indeed included as a key measure. However, it is far from certain that the suicidality is
related to mental disorders in all cases (7). A meta-analysis of 50 years' research on risk
factors for suicide states emphatically that there is no evidence that any known risk
factors – broad or specific – approach what many might define as clinical significance
((8), p. 215).

The guidelines shall help to ensure the provision of a standardised, quality-assured
treatment (1, p). (8). Suicidality, however, is a complex phenomenon that cannot be
understood independently of the life course and the context in which it develops and is
maintained (7). A 'one-size fits all' approach focusing strongly on mental disorders and
suicide risk assessments can be perceived as dehumanising and may contribute to the
distancing and marginalisation of patients (9). This may contribute to increasing rather
than diminishing the risk of suicide.

Urgent need for innovative thinking

It is high time we move away from a unilateral biomedical understanding of suicidality.
However, both the Norwegian Directorate of Health (5) and the National Centre for
Suicide Research and Prevention (NSSF) seem to want more of the same. The Centre's
spokesperson, Fredrik Walby, said on the Norwegian radio programme Dagsnytt 18 (18
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April 2018) that there must be a focus on diagnosing and treating mental disorders, and
that safety measures must be established at group level in line with the same principles
as for traffic safety efforts.

Perhaps we should rather listen to professionals who declare, based on comprehensive
research, that clinicians should stop categorising patients in relation to the level of
suicide risk, and that health authorities should withdraw guidelines that require this
(10). We call upon the Norwegian Directorate of Health to invite researchers and
clinicians to an open discussion based on the experiences we now have.

People want to be seen, heard and understood, not necessarily assessed and protected
based on standardised procedures. Professionals must be given space, time and trust to
apply their medical skills when treating the individual patient (4). They should also be
provided with suicidological competence that far exceeds a biomedical understanding
of suicidality.
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