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ABSTRACT

Introduction. The prevention of a complex phenome-
non, such as suicide, requires an interdisciplinary approach
that provides a comprehensive response to the care needs of
people with suicidal behavior (SB). The aim of this study is
to investigate the clinical and healthcare features of people
presenting thoughts and/or attempts of suicide to define risk
factors for recurrence.

Methods. A cohort study was carried out with a 6-month
follow-up. The cohort consisted of persons admitted to the
emergency department of the Hospital Universitario Mar-
qués de Valdecilla (Santander) presenting thoughts and/or
attempts of suicide, throughout a 4-month recruitment pe-
riod: 1-March to 30-June 2015. Sociodemographic and clini-
cal variables were collected in the index episode and visits to
the emergency department during the following 6 months.

Results. 143 patients were assessed by SB, and it was
possible to collect information on recurrence in 110 (aver-
age age of 43.31; range 16-84; 65% women). Twenty-one
percent presented recurrence of SB: 100% attempted, 6%
thoughts, and 5% both; 1 (0.7%) committed suicide; most
frequently with age 30-65 years and with a history of mental
illness. During follow-up, 60% consulted repeatedly in the
emergency department not only for SB but also for other
psychiatric or medical reasons, independently of follow-up
in the mental health service.

Conclusions. Recurrence of SB is common despite being

* Corresponding author:

Unidad de Hospitalizacion Psiquiatrica Parcial, Hospital Universitario
Marqués de Valdecilla, Avda. Valdecilla s/n, Torre B, planta 0,
39008-SANTANDER (Spain).

anaisabelde.santiago@scsalud.es

244

followed up in the mental health service. In addition, people
with SB frequently and repeatedly consult the emergency
department for other psychiatric and medical reasons, sug-
gesting that the conventional approach to comorbidity with
SB is insufficient. Further studies are needed to define risk
profiles and design specific interdisciplinary strategies for SB
management and suicide prevention, avoiding fragmenta-
tion. This will contribute more efficiently to early identifi-
cation, appropriate management and prevention of suicide
recurrences and deaths.

Key words. Suicide; suicidal behaviour; suicide attempt; suicidal thoughts;
medical illness, interdisciplinary.
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CONDUCTA SUICIDA: FRECUENTACION EN EL SER-
VICIO DE URGENCIAS POR RECURRENCIA SUICIDA
Y OTROS MOTIVOS PSIQUIATRICOS O MEDICOS EN
LOS 6 MESES POSTERIORES AL EPISODIO INDICE

RESUMEN

Introduccion. El suicidio es un fenomeno complejo cuya
prevencion requiere un abordaje interdisciplinar que propor-
cione respuesta integral a las necesidades asistenciales de las
personas con conductas suicidas (CS). El objetivo de este es-
tudio es investigar las caracteristicas clinicas y asistenciales
de las personas que presentan ideas y/o tentativas de suicidio
para definir factores de riesgo de recurrencia.

Método. Se ha llevado a cabo un estudio de cohorte con
seguimiento de 6 meses. La cohorte esta constituida por las
personas atendidas en el servicio de urgencias del Hospital
Universitario Marqués de Valdecilla (Santander) por ideas y/o
tentativas de suicidio, durante un periodo de reclutamiento
de 4 meses: 1-marzo a 30-junio 2015. Se recogen variables
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sociodemograficas y clinicas en el episodio indice y las visitas
al servicio de urgencias durante los siguientes 6 meses.

Resultados. 143 pacientes valorados por CS, informacién
disponible para sequimiento en 110 (edad media 43,31 afios;
rango 16-84; 65% mujeres). Hubo 21% de recurrencia de CS:
10% tentativas, 6% ideacion, 5% ambas; 1 (0,7%) suicidio;
con mayor frecuencia entre 30-65 afos y con enfermedad
mental. Durante el seguimiento el 60% consult repeti-
damente no solo por CS sino también por otros motivos
psiquiatricos o médicos, independientemente del seguimien-
to en salud mental.

Conclusiones. La recurrencia de CS es frecuente a pesar de
estar en seguimiento en el servicio de salud mental. Ademas,
las personas con CS consultan frecuente y reiteradamente en
urgencias por otros motivos psiquiatricos y médicos, lo que
sugiere que el abordaje convencional de la comorbilidad con
la CS resulta insuficiente. Se necesitan mas estudios para
definir perfiles de riesgo y disefiar estrategias interdisciplinares
especificas para el manejo de la CS y prevencion del suicidio,
evitando la fragmentacion, lo que contribuirad de forma mas
eficiente a la identificacion temprana, el adecuado manejo y
la prevencion de recurrencias y muertes por suicidio.

Palabras clave. Suicidio; conducta suicida; tentativa suicida; ideacion
suicida; comorbilidad; interdisciplinar.

INTRODUCTION

The World Health Organisation (WHO) reports that near-
ly one million people worldwide die by suicide each year
and encourages national suicide prevention programmes'.
Suicide is one of the three leading causes of death among
people in the most productive age groups (15-44 years) and
the second leading cause of death in the 15-19 age group
worldwide?. Since 2010, suicide is the leading cause of death
due to external factors in Spain, even ahead of traffic acci-
dents, which it doubles in number, with an increasing trend
in both absolute terms and rates®. While Cantabria remains
having one of the lowest rates in the country, the truth is
that this increasing trend has also been maintained up to
2016°.

Suicide is a multifaceted phenomenon. While its causes
are not fully understood, we have evidence suggesting
that it is probably the result of a complex combination
of neurobiological and environmental factors, in which
personality, cognitive aspects and early negative events
are key determinants of suicidal behaviour across the
lifespan*®. Extensive evidence suggests that the best
predictor of risk for future attempt and completed suicide
is previous suicide attempts®®, becoming 30 to 100 times
more frequent in comparison to the general population

without previous attempts®®'°. Suicidal thoughts also
play an important role in suicide prevention'" and one-
third of suicide attempts were found preceded by suicidal
ideation over the previous 6 months', which is similar to
figures reported in recurrence of suicide attempts after a
previous attempt™.

Most population-based and cohort studies about suicide
attempts find a higher frequency in women, aged between
the 2nd-4th decades of life, unemployed and without a
partner, who use drug poisoning®'®""'5'¢_Concerning clinical
variables, the existence of psychiatric pathology is the
greatest individual risk factor found in the literature'™® 141718
but certain features such as impulsivity and hopelessness
also increase the risk of suicide attempts®*'-2". Moreover,
there is substantial evidence showing that chronic medical
illness resulting in functional disability or chronic pain
is associated with an increased risk of suicidal thoughts,
attempts and completed suicide??-?%, even in the absence of
mental illness**?* and most particularly in elderly groups??.
In addition, certain health conditions such as essential
hypotension” or asthma® have been associated with
increased risk of suicidal behaviour.

The aim of this study is to identify the socio-demographic
and clinical profile of people showing suicidal behaviour
(attempts and/or thoughts) on admission to the emergency
department and follow-up both the recurrence of suicidal
behaviour and emergency consultations for other medical
or psychiatric reasons in the 6 months following this
index episode, with the purpose of determining a more
comprehensive approach to their healthcare needs.

METHOD

A Pilot Study was carried out in 2015 to estimate the
prevalence of suicidal behavior in Cantabria, in preparation
for the design of a Suicide Prevention Program. For this
purpose, the systematic collection of sociodemographic,
clinical and assistance data related to people who attended
the Emergency Department of University Hospital Marqués
de Valdecilla in Santander (Cantabria, Spain) (HUMV) with
Suicidal Thoughts andfor Attempts during a 4-month
period (March 1-June 30) was implemented. They were also
monitored during the following 6 months. The results of this
study reveals fairly accurate information about the number
of people consulting for suicidal behavior in Cantabria
(population: 585,179), considering that this hospital is the
only one with on-site emergency psychiatric care 24 hours a
day, all 365 days a year. There may be a downward discrepancy
if some people with suicidal thoughts or attempts were
treated in other healthcare services available in the network,
without being referred to the Emergency Department of the
HUMV.
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® Design: a cohort study with 6-month follow-up.

e Setting: emergency department of the University Hospi-
tal Marqués de Valdecilla (Santander, Cantabria, Spain).

e Study period: from March 1 to June 30, 2015.

® Subjects: during these 4 months, 143 patients were as-
sessed by the on-call psychiatrist for suicide attempts
and/or suicidal thoughts (index episode). During the
6-month follow-up after the index episode, information
in the electronic health record (EHR) of the Cantabrian
Health Service (SCS) was available for only 110 of them,
who constitute the monitoring group. In observance of
international standards in research ethics, this study was
conducted with the approval of the Ethics Committee
for Research, Medicines and Medical Devices (CEIm) of
Cantabria.

® Variables were collected at two moments:

At the index episode: antecedents, typology of suicidal
behaviour, socio-demographic data, clinical parameters,
DSM-IV-R diagnostic category and assistance data. We
obtained this information from the anamnesis and men-
tal state examination carried out by the on-call psychia-
trist, following a standardised assessment in accordance
with the recommendations of the Clinical Practice Guide
for the Prevention and Treatment of Suicidal Behaviour
of the Ministry of Health?®. The SAD PERSONS suicide
risk scale*® was also completed as a summary of this as-
sessment.

At 6 months, using the information in the EHR: recur-
rence of suicidal behaviour, emergency consultations
for other psychiatric or medical reasons, hospital admis-
sions, contacts with outpatient mental health services
and the eventuality of death by suicide or other causes,
during the 6 months following the index episode.

* Data analysis: a descriptive analysis of the socio-demo-
graphic and clinical variables of the sample was per-
formed at the time of the index episode (frequencies and
means) and a further comparative analysis between the
two groups with and without suicidal recurrence during
follow-up (contingency tables, chi-square).

RESULTS

During the 4 months of the pilot study a total of 143
people were seen for suicidal behaviour. This figure represents
a daily average of 1-2 emergency consultations for this reason
(419% for suicidal thoughts and 59% for suicide attempts).
In table 1 we present the socio-demographic description of

the sample at time of care in the index episode of suicidal
behaviour, and its comparison with those of the follow-up
cohort extracted from it, after eliminating 33 cases in whom
no documentary information could be obtained in EHR.
Sociodemographic characteristics are similar in both cohorts,
although it is worth mentioning the 4% decrease of males in
the follow-up cohort. They are more frequently women (61%),
unemployed (68%) and stressful life events are found in 64%
of cases. Other risk factors were found less frequently: not
living with a partner (46%), poor socio-familial support (19%)
and history of mistreatment/abuse (12%). Fifty-five percent
of the people in our study had not been in contact with
mental health services when the index episode of suicidal
behaviour occurred.

The variables relating to illness (medical, psychiatric,
and suicidal) in both samples are shown in table 2, with
no appreciable differences between the two samples, with
the exception for two variables: history of previous suicide
attempts and concurrent medical illness, which differ by 5%.

Within 6 months post-index episode follow-up, 60% of
those presenting suicidal behaviour (59) made further visits to
the emergency department (mean 2.45 visits per person), not

Table 1 Description of socio-environmental
variables in the index episode of
suicidal behaviour: total sample and

comparison with the follow-up cohort

INDEX EPISODE OF SUICIDAL

TOTAL FOLLOW-UP
. BEHAVIOUR SAMPLE  COHORT
Socio-environmental variables
N =143 N =110
Male 56 (39%) 38 (35%)
Gender Female 87 (61%) 72 (65%)
Under 30
years old 2 (15%) 21 (19%)
30-65
Age groups years old 112 (78%) 82 (75%)
Over 65 0 0
years old 9 (7%) 7 (6%)
o Without Partner 66 (46%) 50 (450%)
Cohabitation With Partner 77 (54%) 60 (55%)
NO 98 (68%) 75 (68%)
Employment YES 45 (32%) 35 (32%)
Available socio- NO 27 (19%) 9 (179%)
familial support YES 116 (81%) 91 (839%)
Stressful life NO 52 (369%) 40 (36%)
events YES 91 (649%) 70 (64%)
. NO 126 (88%) 97 (88%)
History of abuse YES 7 (12%) 13 (12%)
Mean age (range) 43,57 43,41
(16-84) (16-84)
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Table 2 Description of clinical variables
in the index episode of suicidal
behaviour: total sample and

comparison with the follow-up

cohort

INDEX EPISODE OF SUICIDAL TOTAL FOLLOW-UP
BEHAVIOUR SAMPLE COHORT
Clinical Variables N =143 N =110
Previous Suicide NO 79 (55%) 55 (5000)
Attempts YES 64 (459%) 55 (50%)
Actual Mental NO 60 (42%) 45 (40%)
Iliness YES 83 (58%) 65 (600%)
Actual Mental NO 60 (42%) 45 (400)
llness Depression 18 (13%) 16 (15%)
Others 65 (45%) 49 (45%)
Personality Disorder NO 106 (749%) 79 (72%)
YES 37 (26%) 31 (28%)
Substance Abuse NO 112 (90%) 98 (89%)
YES 31 (10%) 12 (11%)
Associated Medical NO 110 (77%) 80 (72%)
Conditions YES 33 (23%) 30 (28%)
Contact with Men- NO 60 (420%) 45 (45%)
tal Health Services YES 83 (58%) 65 (55%)
Average number of attempted 1,75 (1-6) 1,76 (1-6)

suicides (range)

only for recurrence of suicidal behaviour but also for other
psychiatric and medical reasons (Figure 1). There is a group of
high frequenters (27%) who repeatedly consult for all three
reasons: suicidal behaviour, other psychiatric problems and
medical problems (Figures 2 and 3). Most of this group have
history of mental disorders (92%), and far less a history of
chronic medical diseases or chronical pain (23%). While not
statistically significant, patients with a history of mental
illness who consult repeatedly, both for suicidal behaviour
and for medical reasons, consulted three times more often
than those without prior mental illness (15% vs. 49%).

Twenty-three of the 110 patients monitored (21%)
presented a recurrence of suicidal behaviour (10% attempt,
6% ideation and 5% both) and one-quarter of them required
a hospital admission (equal percentage to the index episode).
Asuicide attempt was made in 14% of the cases with suicidal
thoughts in the index episode, of which one case (0.7%) was
a consummated suicide. There were differences regarding
age when we compared the group with recurrent suicidal
behaviour (23 cases) with those who did not (87 cases). The
middle-age group is the most recurrent group compared to
the youngest (under 30 years) and the oldest (over 65 years),
resulting into a statistically significant difference (table 3).

110 CASES
(Index Episode)
\
59 CASES
\
145
6 MONTHS Consultations
in Hospital Emergency
Department (HUMV)
40 40 65
PSYCHIATRIC SUICIDAL MEDICAL
ILNESS BEHAVIOUR ILLNESS
Figure 1 Rate of visits to hospital emergency

department during the six months
of follow-up after index episode

N 59 SUICIDAL

BEHAVIOR

16 21
16

MEDICAL PSYCHIATRIC
ILLNESS ILLNESS

6

Figure 2 Rate of visits to hospital emergency
department during the six months

of follow-up after index episode

While the unemployed and socially unsupported individuals
reported a recurrence of suicidal behaviour, the differences
were not statistically significant. No differences were found
regard to gender, living with a partner, or the existence of a
history either of abuse or of stressful life events.

Only the existence of mental illness was found with a sta-
tistically significant relationship with the recurrence of sui-
cidal behaviour during the 6-month follow-up period, as
summarised in table 4, among the factors related to health
status.
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Table 3 Comparison between the sample
with and without recurrence of
suicidal behaviour during the 6
months following the index episode.

Socio-environmental variables

SUICIDAL BEHAVIOUR
in the next 6 months

INDEX EPISODE OF
SUICIDAL BEHAVIOUR

Medical Psychiatric Svicide Svicidal
Attempt Thoughts
Figure 3 ‘ Number and reason for visits to the
emergency department during the
first six months follow-up after the
index event
DISCUSSION

The higher frequency of women, unemployed people and
presence of stressful life events found in this present survey is
consistent with the usual findings in most literature®'™1516,
However, other risk factors found in other studies do not ap-
pear in ours, such as: not living with a partner, lack of family
and social support or history of maltreatment/abuse. These
disparities may reflect real differences in our setting, as evi-
denced in large population-based studies comparing regions
and countries*' or temporal changes in risk factors over
long periods of time within the same populations®’. How-
ever, our small sample size requires caution in interpreting
these findings. Other possible explanations should be con-
sidered, such as differences in methodological design, con-
sidering that we included suicidal thoughts within suicidal
behaviour, in contrast to most studies that focus only on
attempts. Although risk factors for suicidal ideation and sui-
cide have been found to be similar, albeit with different age
and gender patterns'®, it is possible that different subgroups
of people with suicidal behaviour have different risk factor
constellations. Larger studies with comparable methodolo-
gies are needed, considering that there are many difficulties
in making reliable comparisons between studies, as found in
meta-analyses and systematic reviews"'833-3,

We found that 60% of the cases visited the emergency
department again during the 6 months following the index
episode (2.45 consultations per person on average), not
only for recurrence of suicidal behaviour but also for other
psychiatric and medical reasons. Twenty-seven percent of the

. . TOTAL
Socio-environmental
variables NO YEs  (N=110)
(N=87) (N=23)
Male 31 (81,6%) 7 (18,4%) 38 (100%)
Gender
Female 56 (77,80%0) 16 (22,2%) 72 (100%)
Under 30
years old 51 (10006) 0(0'0(;/0) 21 (100%)
Age groups 20702 Y€S 60 (73,200) 2 (26:8%) g5 (10000)
0, 0,
Over6s 0 (B57%) (14305 7 (100%)
years old
Without
Cohabita- Partner 62 (78,5%) 17 (21,5%) 79 (100%)
tion With 25 (80,6%) 6 (19,4%) 31 (100%)
Partner
Employ- NO 58 (77,3%) 17 (22,7%) 75 (100%)
ment YES 29 (82,9%) 6 (17,1%) 35 (100%)
Available
socio- NO 13 (68,4%) 6 (31,6%) 19 (100%)
family YES 74 (81,3%) 17 (18,7%) 91 (100%)
support
NO
Stressful NO 29 (72,5%) 11 (27,5%) 40 (100%)
life events VES 58 (82,9%) 12 (17,1%) 70 (100%)
History of NO 76 (78,4%) 21 (21,6%) 97 (100%)
abuse YES 11 (84,6%) 2 (15,4%) 13 (100%)
(*p=0,024)

cases are high frequenters who repeatedly consult for all three
reasons: suicidal behaviour, other psychiatric problems, and
medical problems. We found that 92% of this group had a
history of mental illness, and among hyper-frequenters, three
times more than those without a history of mental illness
consulted. These results are consistent with those found in a
wide range of studies showing the importance of psychiatric
illness™™ 141718 and medical pathology??-26?%%, in correlation
with the risk of suicidal behaviour. This highlights probably an
individual's perception of discomfort as a whole experience,
by combining physical and emotional components, resulting
in a variety of unspecific urgent consultations, which,
depending on the moment and the circumstances, manifest
themselves in one direction or another. The relevance lies in
the fact of the health system is not providing an adequate
assistance response capable to change the natural course of
this behaviour. Cross-cutting and disconnected interventions

248 Actas Esp Psiquiatr 2021;49(6):244-52



Ana-lIsabel de Santiago-Diaz, et al.

Suicidal behaviour: emergency department attendance for suicidal recurrence and other psychiatric

or medical reasons in the 6 months following the index episode

Table 4 Comparison between the sample
with and without recurrence of
suicidal behaviour during the 6
months following the index episode.

Variables related to health status

SUICIDAL BEHAVIOUR

INDEX EPISODE OF in the next 6 months

SUICIDAL BEHAVIOUR

Total
Clinical Variables '1087] YES (N = 23 (N=110)
zr‘?"fzus NO 43 (7820%) 12 (21,8%) 55 (100%)
uiciae
Attempts  YES 44 (80,0%) 11 (20,0%) 55 (100%)
"\\ACt“:'l NO 34 (89,5%)  4(10,50) 38 (10000)
enta
llness YES 53 (73,6%) 19 (26,4%)* 72 (100%)
Actual NO 34 (89,5%) 4 (10,5%) 38 (100%)
:\l’l'e"ta' Depression 12 (75,0%) 4 (25,0%) 16 (100%)
ness Others 36 (73,5%) 13 (26,5%) 49 (100%)
Personality NO 63 (79,7%) 16 (20,3%) 79 (100%)
Disorder  YES 24 (77.4%) 7 (22.6%) 31 (100%)
Substance NIO 77 (78,6%) 21 (21,4%) 98 (100%)
Abuse Si 10 (833%) 2 (16,7%) 12 (100%)
Qfﬁf!:fed NO 64 (80,0%) 16 (20,0%) 80 (100%)
Conditions  YES 23 (76.7%) 7 (23.3%) 30 (100%)
Follow-up
in Mental NO 36 (80,0%) 9 (20,0%) 45 (100%)
Health YES 51 (78,5%) 14 (21,5%) 65 (100%)
Services
(*< 0,05

are provided instead of a sustained longitudinal therapeutic
approach that ensures continuity of care. This results in a
tendency towards chronicity of the condition and, in the
congestion of emergency departments. Although no deaths
other than suicide have occurred in this group, probably due
to the short duration of follow-up, some studies have found a
clear increase in the probability of death in people who make
a suicide attempt compared to those who have not engaged
in suicidal behaviour %, reaching three times higher in the
following 4 years', underlining the need for longer follow-
ups with attention to medical comorbidity.

Prolonged follow-up after a suicide attempt revealed
the interval between 3-6 is the highest risk period, after
which recurrences decrease notably®. The recurrence found
in our study (21% in 6 months) is higher than the 14%-15%
found by other researchers in both 12-month ® and longer
follow-ups (3-4 years)®S. This could be explained in our study
because we have also considered not only suicidal attempts
but also suicidal thoughts as recurrence, although high re-
currence rates of suicidal attempts (16-34% in 1-2 years)
have also been found in systematic reviews'.

Since both the rate of death by suicide found in fol-
low-ups of people with previous suicidal behaviour and the
length of follow-up vary across studies®'°, comparisons are
difficult to establish. Nevertheless, we know that on average
45% of people who died by suicide had consulted during
the previous month for suicidal thoughts with their general
health practitioner and 20% with mental health services'.
Many studies have also found that about 60% of transitions
from suicidal thoughts to attempts occurring within the
year after onset of suicidal ideation', hence the importance
of considering suicidal thoughts as a risk factor for suicide
in the implementation of preventive programmes. There
were considerably more people in our study who were not in
contact with mental health services (55%) than the average
found by Luoma et al. in their review of 40 studies in the US
(33%)™. This is particularly important to ensure continui-
ty of healthcare after suicidal behaviour, considering that
the entry into the system has been the emergency depart-
ment consultation in more than the half of the cases. On the
other hand, in our study we have found no differences in
the recurrence of suicidal behaviour depending on the fol-
low-up in mental health services. This finding highlights the
need to design specific intervention programmes for people
with suicidal behaviour, other than usual treatment, which
does not seem to prevent recurrence or the need for hospi-
tal admission, which is maintained in a quarter of patients.
The presence of mental illness was statistically significantly
related to the recurrence of suicidal behaviour during the
6-month follow-up period, in agreement with the usual
findings in the literature'®"'*718_ However, we found no
differences regarding type of diagnosis, substance abuse,
existence of prior suicide attempts at index episode of sui-
cidal behaviour, or comorbidity with medical illness.

We share the current view of suicide as a complex
phenomenon, resulting from the convergence of genetic,
psychological, social, and cultural factors in combination with
experiences of trauma or loss. Individual and environmental
risk factors and their relationships to each other can be
explained through different theoretical models, such as stress
diathesis®¥, in both clinical and neurobiological terms, framed
by gene-environment interactions adjusted according to the
timing of external events, from early adverse experiences to
stressful events at different stages of life*. These approaches
not only facilitate the understanding and prediction of suicidal
behaviour, but also allow the design of relevant targets for
therapeutic intervention, especially on modifiable individual
predisposing factors. Furthermore, these models also guide us
in the design of specific programmes for the multidisciplinary
management of suicidal behaviour involving the approach
to non-modifiable individual factors (age groups, gender,
experiences linked to trauma or loss) in an integrated way, to
provide a integrated response to the assistance requirements
of the person.
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CONCLUSIONS

During the 6 months following the index episode
of suicidal behaviour, people frequently consulted the
emergency department again (60%) for various psychiatric
and medical reasons, an average of 2.5 consultations per
person, with recurrence of suicidal behaviour being the
reason for urgent consultation in more than 20% of cases
and with one death by suicide occurring during this period
after the index episode. There is a group of high frequenters,
which constitutes 27% of those who consult the emergency
department again during the follow-up period, who make
repeated emergency consultations for all causes, both
suicidal behaviour and other psychiatric and medical
reasons. These findings alert us about the need to provide a
comprehensive approach in strategies for the management
of suicidal behaviour.

The usual findings are confirmed regarding gender
(higher frequency in women 61%), age (higher frequency
in the middle-age of life, 78% between 30-65 years, with
an average of 43 years), unemployment (68%) and the exis-
tence of stressful life events (64%). However, the absence of
a partner (46%) and mental illness (58%) appeared in only
half of the cases. In contrast, other risk factors commonly
described in the literature were infrequent in our study, such
as substance abuse (10%), history of abuse (12%), no sup-
port available (19%) or medical illness (23%).

Only age (30-65 years) and presence of psychiatric disor-
ders have shown a statistically significant relationship with
the recurrence of suicidal behaviour after the index episode.

The high complexity of the suicide phenomenon requires
a systematic review of approach models, both in terms of
assessment and therapeutic intervention. Standardised com-
prehensive assessment (medical, psychiatric, and social) of
people consulting hospital emergency departments for sui-
cidal behaviour should be introduced into routine assistance
protocols; multidisciplinary interventions must be imple-
mented rapidly to avoid immediate morbidity and mortality;
and then close follow-up during the months following the
index episode to prevent recurrence of suicidal behaviour
and death by suicide.

The main limitations of our study concern the small sam-
ple size, as well as the short sample collection period, which
may lead to bias, limit the statistical power of the results,
and hinder comparative analyses that could provide more
clarity on the nature of features in the most-at-risk group.
This research was an exploratory descriptive study which has
provided the basis for the design of a comprehensive and in-
terdisciplinary intervention programme for preventing sui-
cide risk, the High-Resolution Programme for the Manage-

ment of Suicidal Behaviour and Suicide Prevention (CARS),
which started on the 1% of March 2016 at the Psychiatry
Department of the University Hospital Marqués de Valdecilla
(Santander, Spain). The CARS Programme was a finalist in
the 2017 BIC Awards in the category of Best Care Coordina-
tion Programme® and the winner of the First Prize in the VI
Edition of the Affective-Effective Awards in 2020%.

Whenever we can increase the sample size and improve
the analysis of results with the data collected in this
programme, we will be able to advance in the knowledge
of the complexity of the suicide phenomenon, its better
treatment and the prevention of its related morbidity and
mortality.

Conflicts of interest. The Authors declare having no con-
flicts of interest.
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