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Abstract

Background: Evidence is sparse regarding service usage and the clinical management of people 

recently discharged from inpatient psychiatric care who die by suicide.

Aim: To improve understanding of how people discharged from inpatient mental health care are 

supported by primary care during this high-risk transition.

Design and Setting: A nested case-control study utilising interlinked primary and secondary care 

records in England for people who died within a year of discharge between 2001 and 2019, matched 

on age, sex, practice-level deprivation and region with up to 20 living discharged people. 

Method: We described patterns of consultation, prescription of psychotropic medication and 

continuity of care for people who died by suicide and those who survived. Mutually adjusted relative 

risk estimates were generated for a range of primary care and clinical variables.

Results: Over 40% of patients who died within 2 weeks and 80% who died later had at least one 

primary care consultation. Evidence of discharge communication from hospital was infrequent. 

Within-practice continuity of care was relatively high. Those who died by suicide were less likely to 

consult within two weeks of discharge, AOR 0.61 (0.42-0.89), more likely to consult in the week before 

death, AOR 1.71 (1.36-2.15), to be prescribed multiple types of psychotropic medication, (AOR 1.73, 

1.28-2.33), to experience readmission and have a diagnosis outside of the ‘Severe Mental Illness’ 

definition.

Conclusion: Primary care clinicians have opportunities to intervene and should prioritise patients 

experiencing transition from inpatient care. Clear communication and liaison between services is 

essential to provide timely support.

Keywords: Primary care; Suicide; Psychiatric discharge.

How this fits in

General practice has a key role to play in preventing suicides among people recently discharged from 

inpatient psychiatric care. Evidence for post-discharge primary care service utilisation patterns and 

clinical management is, however, sparse. This investigation of interlinked electronic health records in 

England revealed that most patients who died by suicide within a year of discharge engaged with 

primary care services, and that 40% of those who died by suicide within 2 weeks of their discharge 

consulted with a general practitioner. Evidently, there are opportunities to monitor these patients 

and to intervene during this risky transition period.
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Primary care contact, clinical management and suicide risk following discharge from 

inpatient mental health care

Introduction

Prevention of suicide after discharge from inpatient psychiatric care is a healthcare priority globally.1-

5 Mental health facilities and the services that they discharge people to, including primary care, have 

a responsibility to keep patients safe with proactive support and follow-up.1 Existing relationships 

between patients and their family doctors (general practitioners, GPs in the UK) can enable continuity 

of care that may help to reduce post-discharge suicide risk.6 GPs have a central role in supporting their 

patients’ mental health after hospital discharge.7 The transfer of information between services at this 

transition point has also been identified as an important component of continuity.8 In England, the 

National Institute for Health and Care Excellence (NICE) guidance on transition between inpatient 

mental health settings and the community1 includes two primary care specific recommendations: The 

discharging hospital should 1) consider organising a GP follow-up appointment within 2 weeks of 

discharge; 2) ensure that a discharge letter is emailed to the patient’s GP within 24 hours, and a 

summary sent within a week, subject to the patient’s agreement.

Despite these clinical recommendations our database search and narrative review of health service 

support after discharge for people who died by suicide revealed only two studies, from Austria, that 

reported results specifically on primary care contact for patients who died by suicide post-

discharge.9,10 Patients who died by suicide within 12 weeks of discharge were more likely to be ‘in 

current GP treatment’ than those in the general population who died by suicide9 but less likely than 

their surviving discharged peers to have an appointment made with their GP by the discharging 

hospital.10 Although detailed information about these consultations was unavailable, these studies 

show that patients discharged from inpatient psychiatric units tend to be in contact with primary care, 

and suggest the potential protective benefit of the discharging hospital arranging GP appointments 

post-discharge.

To build on the limited existing evidence base, we assessed variation in primary care utilisation and 

clinical management between discharged patients who died by suicide within a year of discharge and 

those who survived. This study aimed to improve our understanding of how people discharged from 

inpatient mental health care access primary care and to highlight the opportunities that GPs have for 

providing support during this risky transition period. Specifically, we examined: a) frequency and 

timing of consultations; b) psychotropic medication prescribing; and c) continuity of care (information 

transfer from hospital to primary care and consulting with the same GP on multiple occasions). 
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Methods

Data source and ethical approval

This study utilised the Clinical Practice Research Datalink (CPRD) GOLD and Aurum datasets, 

comprising general practice data from two electronic patient management systems. Broadly 

representative of the UK population, the CPRD covers approximately 20% of all people registered with 

a National Health Service (NHS) general practice. CPRD data was linked with the Hospital Episode 

Statistics Admitted Patient Care dataset (HES APC), Office for National Statistics (ONS) mortality 

records and the 2015 English Index of Multiple Deprivation (IMD) quintiles. The CPRD has ethical 

approval to support research using anonymised data. The authors do not hold any patient identifiers. 

These are removed by the statutory body that can receive patient identifiable data, NHS England 

before data transfer to protect patient confidentiality. Patient consent was not required as data are 

collected routinely and anonymised. Any patient may opt out of their data being used in research. See 

supplementary material, S1 for detailed further information. .

Study population and design

Adults who died by suicide between 1st January 2001 and 31st May 2019 within a year of discharge 

from an inpatient psychiatric ward in England comprised the cases in this nested case-control study. 

Individuals were selected from a cohort of 100,761 discharged patients identified in HES APC records. 

We have reported the study cohort’s selection procedures previously.11 Up to 20 cohort members 

were selected as controls for each person who died by suicide using incidence density sampling.12 

Controls were discharged at similar times to their matched cases (±2 years), and matched on gender, 

year of birth (±2 years), region and practice-level IMD quintile. The look-back period for measuring 

clinical variables was from suicide date to discharge date, and the equivalent time elapsed for controls 

(see supplementary materials, S2 and Figure S1). Controls were only selected for people who died 

after two weeks post-discharge to give the opportunity for at least one GP consultation in line with 

NICE guidance.1

Classification of outcomes and covariates

Suicides including unnatural deaths of undetermined intent, as is convention among UK researchers,13 

were identified from ONS mortality records using ICD-10 codes14 X60-X84, Y10-Y34 (Y33.9 excluded), 

Y87.0 and Y87.2. Consultation types were limited to face-to-face or telephone/remote. Total 

consultations were limited to one per staff member per day and were grouped by GP and all other 

staff types (see S2). To account for different look-back periods among patients, a consultation 

frequency variable was developed using cumulative consultation numbers on each day after discharge 

for each discharged cohort member (see S2). A variable denoting whether a patient was selected from 

the Aurum or GOLD datasets was used in the multivariable model to adjust for coding practice 

differences.

Relational continuity of care, the ongoing relationship between a patient and a practitioner,8 was 

measured during the first 3 months post-discharge. The Usual Provider of Care index (UPC),15 was used 

(see S2). For consistency, continuity was estimated only for patients with at least a 3-month look-back 

period. Informational continuity, the sharing of knowledge between the discharging hospital and the 

patient’s general practice,8 was measured via the identification of codes indicating a discharge and 

receipt and timing of a discharge summary. Relevant Read and SNOMED CT codes16 (primary care 
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coding schemes), and consultation type codes documenting a discharge, were reviewed by CAC-G and 

FM. Codes entered within 3 months post-discharge were assumed to relate to the index discharge. 

Prescriptions for psychotropic medications were extracted using relevant codes. The derived variable 

counted how many of 10 medication types were prescribed to a patient at any time during the look-

back period. Binary variables pertaining to any prescriptions of tricyclic antidepressants, strong opioids 

or gabapentinoids were also generated (see S2). For patients who died by suicide, underlying and 

secondary causes of death from ONS data coded as ICD T43.0 (poisoning by tricyclic and tetracyclic 

antidepressants) were extracted. Inpatient psychiatric readmission was measured in HES APC as an 

admission under a consultant psychiatrist. Length of stay was pre-calculated in HES data. For code 

lists, see https://clinicalcodes.rss.mhs.man.ac.uk/. 

Data Analysis

Analyses were performed using Stata software version 16.17 Patients who died by suicide (cases) were 

split into two groups: those who died within two weeks, and those who died during the remainder of 

the follow-up year. Descriptive demographic and clinical management information was provided for 

both groups. Unadjusted conditional logistic regression models were fitted for individuals who died 

after 2 weeks post-discharge to estimate the odds of different clinical management variables for 

discharged patients who died by suicide compared to living matched controls. A multivariable model, 

mutually adjusting for these variables, was then developed. Variables included in the multivariable 

analysis were chosen a priori based on NICE guidance1 and previous studies of suicide risk and primary 

care utilisation.18,19 As this analysis was purely descriptive we did not aim to elucidate causal 

relationships, and therefore there was no primary exposure. Relational continuity of care was not 

included in multivariable analysis, as it was only calculated for patients with at least 90 days of look-

back.
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Results

Descriptive information

The records of 613 people who died by suicide within a year of discharge were examined, with 93 

(15.4%) of deaths occurring within two weeks post-discharge (Figure S2, supplementary material). 

Almost three-quarters of patients who died in this early period were male, median age 49 (IQR 22) 

(Table 1). They were mostly discharged after a short inpatient stay. The most frequent diagnoses were 

anxiety, adjustment, and related disorders and affective disorders. Over 40% had at least one 

consultation in primary care, almost 60% of whom were prescribed psychotropic medication.

Table 1: Demographic and clinical characteristics of people who died by suicide in the first 2 weeks after discharge

N=93 n %

Gender Male 69 74.2

Female 24 25.8

Age at discharge 18-34 9 9.7

35-64 67 72.0

65+ 17 18.3

Primary diagnosis at 

discharge Schizophrenia 6 6.5

Bipolar disorder -- --

Affective disorders (excl. bipolar disorder) 23 24.7

Anxiety, adjustment, and related disorders 30 32.3

Substance misuse 8 8.6

Personality disorders -- --

All other codes 26 28.0

One or more comorbidities at baseline 21 22.6

Length of stay 0 to 7 days 41 44.1

8 to 29 days 30 32.3

30 days and over 22 23.7

Consultation in primary care post-discharge 39 41.9

Psychotropic medication types prescribed

0 65 69.9

1 9 9.7

2 11 11.8

3+ 8 8.6

*Figures for bipolar disorder and personality disorders total fewer than 5 people each and have therefore been included in ‘all other codes’

Discharged patients who died after the first two weeks were on average slightly younger, median age 

of 46 (IQR 23), and almost a third had received an affective disorder diagnosis (Table 2). Over 80% had 

at least one consultation, 63% of whom had their first visit within two weeks. Of those who died by 

suicide, 36% had a high frequency of consultations versus all discharged patients. Of those who died, 

36.2% were prescribed three or more psychotropic medication types compared to 21.5% of living 

control patients. Of the deceased patients, 9.2% were prescribed a tricyclic antidepressant, a quarter 

of whom had poisoning by tricyclics or tetracyclics recorded as a cause of death. In the week before 
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death, 31.5% consulted. Almost 32% of people who died within a year were readmitted to inpatient 

psychiatric care.

Table 2: Demographic and clinical characteristics of people who died by suicide after 2 weeks but within 1 year of 

discharge and their corresponding controls who did not die during the equivalent period.

Cases, N= 520 Controls, N=8,354

n % n %

Gender Male 348 66.9 5,601 67.0

Female 172 33.1 2,753 33.0

Age at discharge 18-34 126 24.2 2,080 24.9

35-64 313 60.2 5,165 61.8

65+ 81 15.6 1,109 13.3

Primary diagnosis Schizophrenia 51 9.8 1,422 17.0

at discharge Bipolar disorder 34 6.5 545 6.5

Affective disorders (excl. bipolar disorder) 162 31.2 1,689 20.2

Anxiety, adjustment, and related disorders 87 16.7 822 9.8

Substance misuse 52 10.0 1,472 17.6

Personality disorder 26 5.0 223 2.7

All other codes 108 20.8 2,181 26.1

One or more comorbidities at baseline 99 19.0 1,759 21.1

Length of stay 0 to 7 days 148 28.5 2,304 27.6

8 to 29 days 222 42.7 3,327 39.8

30 to 89 days 126 24.2 2,016 24.1

90 days and over 24 4.6 705 8.4

Number of psychotropic medication types prescribed

0 114 21.9 2,376 28.4

1 95 18.3 2,234 26.7

2 123 23.7 1,950 23.3

3+ 188 36.2 1,794 21.5

Tricyclic antidepressants prescribed 48 9.2 499 6.0

Opioids prescribed 32 6.2 420 5.0

Gabapentinoids prescribed 26 5.0 240 2.9

Timing of first Consultation received within 2 weeks 268 51.5 4,332 51.9

visit First consultation after 2 weeks 156 30.0 2,365 28.3

No consultation 96 18.5 1,657 19.8

Frequency Low 172 33.1 3,275 39.2

of consultations Medium 159 30.6 2,595 31.1

High 189 36.4 2,484 29.7

Consultation in the week before death by suicide 164 31.5 1,702 20.4

Readmission to inpatient care 165 31.7 1,147 13.7

Median IQR Median IQR

Median consultations (all staff types) 4 (1-8) 3 (1-7)

Median consultations with a GP 2 (0-6) 2 (0-5)

Median face to face 3 (1-7) 3 (1-6)

Median by phone or online 0 (0-1) 0 (0-1)
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Continuity of care

Coded evidence of discharge was identified in fewer than 20% of patients who died by suicide within 

2 weeks post-discharge (see Table 3). For those who died 2 weeks or later during the follow-up year, 

the equivalent number was over 40%. However, a code corresponding to receipt of discharge 

summary within seven days was identified in fewer than 24% of records. 

Table 3 - Informational continuity for those who died by suicide

Died in first 2 weeks Died during rest of year

n % n %

Some evidence of discharge in 

record 16 17.2 221 42.5

Specific discharge summary received 10 10.8 157 30.2

     Proportion received in the first 

seven days 123 23.7

Of the 322 people who died by suicide after three months 61% (versus 50% of living control patients) 

had the minimum two consultations needed to calculate relational continuity. The mean Usual 

Provider of Care scores were 0.72 (sd 0.24) for those who died and similar for the living control 

patients at 0.74 (sd 0.24). This means that on average 72% of consultations for someone who died by 

suicide were with their most seen GP. 

Primary care contact and clinical management

In unadjusted models, discharged patients who died by suicide were more likely to consult at higher 

frequency than living control patients, odds ratio (OR) 1.44 (95% CI 1.15-1.79), although no discernible 

difference remained after mutual adjustment for other included variables (Table 4). In this adjusted 

model, patients who died by suicide were less likely to have had a consultation within two weeks of 

discharge compared with no consultation, AOR 0.61 (0.42-0.89). Those who died by suicide were more 

likely to have a consultation in the week before their death, AOR 1.71 (1.36-2.15) and more likely to 

be prescribed three or more psychotropic medication types, AOR 1.73 (1.28-2.33). 

Risk factors related to inpatient care

Compared to patients who were given a primary diagnosis of schizophrenia during their inpatient stay, 

those with anxiety, adjustment and related disorders, personality disorders and affective disorders 

had higher odds of dying by suicide. Individuals with a length of stay over 90 days had just under half 

the odds of dying by suicide than those who stayed for a week or less AOR 0.58 (0.37-0.93). There 

were no identified risk differences between short and medium lengths of stay (Table 4). Finally, the 

strongest predictor of suicide was one or more readmissions to inpatient psychiatric care before death 

AOR 2.93 (2.38-3.62).
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Table 4 - Unadjusted and adjusted models of primary care use after discharge for those who died by suicide compared to their discharged counterparts.

Case=520  

Control=8,354 Unadjusted  Fully Adjusted  

OR 95% CI p OR 95% CI p

Consultation 
Low 1  1  

frequency
Medium 1.14 (0.91-1.43) 0.25 1.15 (0.85-1.57) 0.36

High 1.44 (1.15-1.79) 0.001 1.17 (0.84-1.64) 0.36

Consultation
Consultation received within 2 weeks 1.04 (0.81-1.34) 0.78 0.61 (0.42-0.89) 0.01

timing
First consultation after 2 weeks 1.09 (0.82-1.44) 0.55 0.71 (0.5-1.01) 0.06

No consultation 1  1  

Consultation in the week before death by suicide
1.79 (1.47-2.18) <0.001 1.71 (1.36-2.15) <0.001

Psychotropic 

medication 0 1  1  

Types prescribed
1 0.89 (0.67-1.18) 0.42 0.91 (0.67-1.24) 0.55

2 1.32 (1.01-1.73) 0.04 1.20 (0.89-1.61) 0.24

3+ 2.31 (1.78-2.98) <0.001 1.73 (1.28-2.33) <0.001

Prescription of tricyclic antidepressants
1.63 (1.19-2.24) 0.002 1.26 (0.9-1.75) 0.18

Psychiatric Readmission
3.14 (2.56-3.84) <0.001 2.93 (2.38-3.62) <0.001

Diagnosis
Schizophrenia 1 1  

Bipolar disorder 1.70 (1.08-2.67) 0.02 1.48 (0.94-2.35) 0.09

Depression 2.64 (1.90-3.67) <0.001 2.28 (1.62-3.21) <0.001

Anxiety, adjustment, and related disorders 2.86 (1.99-4.1) <0.001 2.55 (1.75-3.72) <0.001

Substance misuse 1.02 (0.68-1.51) 0.93 1.01 (0.67-1.52) 0.97

Personality disorders 3.03 (1.83-5.02) <0.001 2.33 (1.37-3.95) 0.002

All other/unspecified 1.25 (0.88-1.78) 0.21 1.14 (0.79-1.63) 0.49

Length of Stay
0-7 days 1 1

8-29 days 1.02 (0.82-1.27) 0.83 1.02 (0.81-1.28) 0.86

30-89 days 0.92 (0.71-1.19) 0.50 0.88 (0.67-1.16) 0.36

90 or more days 0.51 (0.32-0.79) 0.003 0.58 (0.37-0.93) 0.02

One or more comorbidities at baseline
0.77 (0.60-0.99) 0.04 0.74 (0.58-0.96) 0.02

*Final model also adjusted for source dataset
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Discussion

Summary

This study has revealed that most people who died by suicide within a year of discharge from inpatient 

psychiatric care consulted primary care services during the interim. Even among people who died 

within 2 weeks post-discharge, over 40% had a consultation. These early deaths were characterised 

by male gender, middle-age, shorter stays, diagnoses of adjustment or affective disorder, or no formal 

diagnosis. Evidence of hospital discharge summaries in patients’ general practice notes was sporadic. 

On average, where continuity could be calculated, most consultations were with the same GP. After 

adjustment, patients who died between 2 weeks and a year were less likely to consult within 2 weeks 

post-discharge compared to not consulting at all, have more prescribed psychotropic medication 

types, consult in the week before their death, have an inpatient stay under 90 days and experience 

inpatient readmission. Finally, those who died by suicide were more likely to have diagnoses of anxiety 

or adjustment disorders, depression, or personality disorder, than schizophrenia.

Strengths and limitations

Interlinked electronic health records in the CPRD enabled examination of patient trajectories across 

the transition between secondary and primary care. The dataset size provided sufficient power to 

examine an outcome that is rare in absolute terms. The study, however, had several limitations. Firstly, 

all patients had to be registered at a CPRD practice from discharge until suicide date to enable 

assessment of primary care utilisation. This may have excluded some deaths by suicide for people who 

changed practice. Further research is needed to understand the trajectories of these patients. The lack 

of linked up-to-date mental health records meant that it was not possible to identify all post-discharge 

care received. Finally, data incompleteness in discharge documentation led to the exclusion of 

informational continuity from multivariable analysis due to likely undercounting; documents may be 

recorded in notes or scanned without inputting relevant codes. 

Comparison with existing literature

The proportion of suicides in the first two weeks post-discharge is broadly comparable to data 

collected via the National Confidential Inquiry into Suicide and Safety in Mental Health (NCISH)20 and 

were demographically similar to a study of suicide within two weeks of discharge in England.21 The 

finding that people who die by suicide are in contact with primary care after discharge corresponds 

with the previously described study in Austria9 and may partly reflect higher levels of primary care 

attendance for people with severe mental illness (SMI).22 In addition, increased consultation levels 

have been identified in the week prior to suicide in the general population,19,23 possibly reflecting an 

increase in help-seeking before suicide. Multiple types of prescribed medication have been found to 

be associated with an elevated suicide risk.18 A range of medications can be important in managing 

psychiatric conditions, but may indicate higher illness severity.24 Suicide risk is likely to be due to this 

severity rather than a causal effect of the medication. However, the prescribing of tricyclic 

antidepressants (TCAs) to almost 1 in 10 of those who died is concerning, particularly as 25% of deaths 

among those prescribed TCAs were caused, at least partially, by this type of medication. Prescribing 

of TCAs is cautioned in NICE self-harm guidance due to their toxicity in overdose,25 and GPs need to 

carefully consider its prescription in this patient group. The significant association observed between 
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readmission and suicide has not been consistently identified.26,27 People who died by suicide within 

two weeks post-discharge, tended to have a short length of stay in line with other UK findings 

regarding the early post-discharge period.21,28 This may indicate premature discharge in some 

instances.

Implications for research and practice

This study has identified that there are opportunities for intervention in primary care, especially in the 

initial post-discharge period. Many recently discharged people are known by their GP,29 and relational 

continuity in this study was found to be relatively high. This may be important in understanding when 

someone is in suicidal crisis. The difficulty in measuring continuity over a short period limited what 

can be inferred from our results. Qualitative studies investigating patients’ experiences of continuity 

in primary care after psychiatric discharge will be important to gain deeper insights. Although data 

quality precluded detailed analysis, evidence of discharge summaries in patients’ primary care records 

was infrequent. Further research incorporating reviews of patients’ notes would yield a better 

understanding of information transfer at this time.

However, there are barriers including workload, time-limited consultations,30 and perceived mental 

health expertise and confidence,31 that may hinder early contact  between discharged patients and  

primary care clinicians.29,32 Furthermore, an inpatient stay may disrupt the doctor-patient relationship. 

Support for GPs and clear, timely communication between services-in line with NICE guidance1- is thus 

essential. We found an early visit to be associated with a lower suicide risk compared to no visit after 

adjustment for measures such as attendance frequency, echoing findings from the previously 

conducted Austrian study.10 We recommend that the discharging hospital arranges a post-discharge 

appointment in primary care as soon as is possible post-discharge. 

Policy in England has targeted people with SMI diagnoses. However, this study has shown that post-

discharge, patients with other diagnoses such as adjustment, anxiety and affective disorders, and 

personality disorder have elevated suicide risk. NHS England has recently expanded the SMI definition 

to include a wider range of conditions.33 They should consider applying this definition in the Quality 

and Outcomes Framework (QOF), a primary care scheme that remunerates a standard of care,34 and 

including a specific indicator relating to transition. It is crucial that primary care teams pay particular 

attention to these patients. Most recently discharged people do access primary care, and each contact 

presents an opportunity to reduce suicide risk. 



                               

                             

                     

12

Acknowledgements

This study was conducted using CPRD data obtained under licence from the UK Medicines and 

Healthcare products Regulatory Agency. The data is provided by patients and collected by the NHS as 

part of their care and support. The Office for National Statistics is the provider of the ONS data 

contained within the CPRD data. Hospital Episode Data and the ONS data, © 2019, are reused with 

the permission of NHS Digital. All rights reserved. The study was approved by the CPRD’s Independent 

Scientific Advisory Committee (protocol 20_038R). The views expressed are those of the authors and 

not necessarily those of the MHRA, the National Institute for Health and Care Research (NIHR), or the 

Department of Health and Social Care (DHSC). We would like to acknowledge all the data providers 

and general practices who make anonymised data available for research.  Finally we would like to 

thank the PPIE Group (MS4MH-Research) affiliated with the NIHR GM PSRC and Centre for Mental 

Health and Safety for all their involvement and insights throughout the project.

Funding

This work was funded by the National Institute of Health and Care Research (NIHR) Greater 

Manchester Patient Safety Research Collaboration (NIHR204295). CAC-G is supported by the NIHR 

Applied Research Collaboration, West Midlands, FM is funded by an NIHR Doctoral Fellowship 

(NIHR300957), and RTW is funded by the NIHR Manchester Biomedical Research Centre 

(NIHR203308). The views expressed are those of the authors and not necessarily those of the NIHR 

or the Department of Health and Social Care. 

Competing interests

RM is also employed by NHS England. NK reports grants and personal fees from the UK DHSC, the 

NIHR, NICE, NHS England, and the Healthcare Quality and Improvement Partnership, outside the 

submitted work; is a member of the advisory group for the National Suicide Prevention Strategy 

(England); and has chaired NICE guideline development groups (GDG) on Self-harm and Depression. 

CAC-G has received grants from the UK DHSC and NIHR. She was a member of the NICE GDG for 

Depression. FM reports grants from NIHR, NIHR School for Primary Care Research, and the RCGP 

Scientific Foundation Board. 

All other authors declare no competing interests.

Ethics

The CPRD receives ethical approval via NHS Health Research Authority's East Midlands – Derby 

Research Ethics Committee (reference number 05/MRE04/87), to support research using 

anonymised patient data. Individual consent from patients was not required as data are routinely 

collected and anonymised, and patients may opt-out of sharing their data for research.

Data availability

The clinical codes that were applied are available online at https://clinicalcodes.rss.mhs.man.ac.uk/. 

Data can only be accessed via application to the CPRD.



                               

                             

                     

13

References

1. National Institute for Health and Care Excellence (NICE). Transition between inpatient mental 

health settings and community or care home settings: NICE guidelines full version. 2016  

[cited 2019 Jan 18]; Available from: https://www.nice.org.uk/guidance/ng53/evidence/full-

guideline-pdf-2606951917.

2. NOUS Group. Mental health and suicide prevention monitoring and reporting framework. 

2018  [cited 2021 Nov 5]; Available from: 

https://www.mentalhealthcommission.gov.au/getmedia/6dba2c68-b83e-442c-a964-

34362bbbfd7c/Mental-Health-and-Suicide-Prevention-Monitoring-and-Reporting-

Framework.

3. Veterans Health Administration. VHA handbook 1160.06: Inpatient mental health services, 

Department of Veterans Affairs, Editor. 2013: Washington, DC.

4. Gowda M, Gajera G, Srinivasa P, Ameen S. Discharge planning and mental healthcare act 

2017. Indian J Psychiatry, 2019. 61(Suppl 4): p. S706-S709. doi: 

http://dx.doi.org/10.4103/psychiatry.IndianJPsychiatry_72_19.

5. Weiß L, Zeeck A, Rottler E, et al. Follow-up treatment after inpatient therapy of patients with 

unipolar depression-compliance with the guidelines? Front Psychiatry, 2020. 11: p. 796-796. 

doi: http://dx.doi.org/10.3389/fpsyt.2020.00796.

6. Mughal F, Dikomitis L, Babatunde OO, Chew-Graham CA. Experiences of general practice 

care for self-harm: A qualitative study of young people's perspectives. Br J Gen Pract, 2021. 

71(711): p. e744-e752. doi: http://dx.doi.org/10.3399/bjgp.2021.0091.

7. Christie N, Beckett K, Earthy S, et al. Seeking support after hospitalisation for injury: A nested 

qualitative study of the role of primary care. Br J Gen Pract, 2016. 66(642): p. e24-e31. doi: 

http://dx.doi.org/10.3399/bjgp15X688141.

8. Haggerty JL, Reid RJ, Freeman GK, Starfield BH, Adair CE, McKendry R. Continuity of care: A 

multidisciplinary review. BMJ, 2003. 327(7425): p. 1219. doi: 

http://dx.doi.org/10.1136/bmj.327.7425.1219.

9. Deisenhammer EA, Behrndt EM, Kemmler G, Haring C, Miller C. A comparison of suicides in 

psychiatric in-patients, after discharge and in not recently hospitalized individuals. Compr 

Psychiatry, 2016. 69: p. 100-105. doi: http://dx.doi.org/10.1016/j.comppsych.2016.05.003.

10. Deisenhammer EA, Kemmler G, Behrndt EM, Haring C, Miller C.  Suicide risk factors in 

patients recently discharged from a psychiatric hospital: A case-control study. J Clin 

Psychiatry, 2019. 80(5): p. 18m12702. doi: http://dx.doi.org/10.4088/JCP.18m12702.

11. Musgrove R, Carr MJ, Kapur N, et al. Suicide and other causes of death among working-age 

and older adults in the year after discharge from in-patient mental healthcare in england: 

Matched cohort study. Br J Psychiatry, 2021. 221(2): p. 468-475. doi: 

https://dx.doi.org/10.1192/bjp.2021.176.

12. Clayton D, Hills M. Statistical models in epidemiology. 2013: OUP Oxford.

13. Linsley KR, Schapira K, Kelly TP. Open verdict v. Suicide – importance to research. Br J 

Psychiatry, 2001. 178(5): p. 465-468. doi: http://dx.doi.org/10.1192/bjp.178.5.465.

14. World Health Organization. ICD-10 version: 2016. 2016  [cited 2019 Oct 11]; Available from: 

https://icd.who.int/browse10/2010/en.

15. Breslau N, Haug MR. Service delivery structure and continuity of care: A case study of a 

pediatric practice in process of reorganization. J Health Soc Behav, 1976: p. 339-352. 

16. Benson T, Grieve G. Classifications, in Principles of health interoperability: Fhir, hl7 and 

snomed ct. 2021, Springer International Publishing: Cham. p. 275-292.

17. StataCorp, Stata statistical software: Release 16. 2019, StataCorp LLC: College Station, TX.

18. Windfuhr K, While D, Kapur N, et al. Suicide risk linked with clinical consultation frequency, 

psychiatric diagnoses and psychotropic medication prescribing in a national study of primary-



                               

                             

                     

14

care patients. Psychol Med, 2016. 46(16): p. 3407-3417. doi: 

http://dx.doi.org/10.1017/S0033291716001823.

19. John A, DelPozo-Banos M, Gunnell D, et al. Contacts with primary and secondary healthcare 

prior to suicide: Case–control whole-population-based study using person-level linked routine 

data in wales, uk, 2000–2017. Br J Psychiatry, 2020. 217(6): p. 717-724. doi: 

http://dx.doi.org/10.1192/bjp.2020.137.

20. National Confidential Inquiry into Suicide and Safety in Mental Health. National confidential 

inquiry into suicide and safety in mental health. 2019  [cited 2019 Jun 5]; Available from: 

https://sites.manchester.ac.uk/ncish/.

21. Bickley H, Hunt IM, Windfuhr K, Shaw J, Appleby L, Kapur N. Suicide within two weeks of 

discharge from psychiatric inpatient care: A case-control study. Psychiatr Serv, 2013. 64(7): 

p. 653-659. doi: http://dx.doi.org/10.1176/appi.ps.201200026.

22. Kontopantelis E, Olier I, Planner C, et al. Primary care consultation rates among people with 

and without severe mental illness: A uk cohort study using the clinical practice research 

datalink. BMJ Open, 2015. 5(12): p. e008650. doi: http://dx.doi.org/10.1136/bmjopen-2015-

008650.

23. Pearson A, Saini P, Da Cruz D, et al. Primary care contact prior to suicide in individuals with 

mental illness. Br J Gen Pract, 2009. 59(568): p. 825. doi: 

http://dx.doi.org/10.3399/bjgp09X472881.

24. Kukreja S, Kalra G, Shah N, Shrivastava A. Polypharmacy in psychiatry: A review. Mens Sana 

Monogr, 2013. 11(1): p. 82-99. doi: http://dx.doi.org/10.4103/0973-1229.104497.

25. National Institute for Health and Care Excellence (NICE). Self-harm: Assessment, 

management and preventing recurrence, [ng225]. 2022  [cited 2022 Sep 21]; Available from: 

https://www.nice.org.uk/guidance/ng225.

26. Desai RA, Dausey DJ, Rosenheck RA. Mental health service delivery and suicide risk: The role 

of individual patient and facility factors. Am J Psychiatry, 2005. 162(2): p. 311-318. doi: 

http://dx.doi.org/10.1176/appi.ajp.162.2.311.

27. Hunt IM, Kapur N, Webb R, et al. Suicide in recently discharged psychiatric patients: A case-

control study. Psychol Med, 2009. 39(3): p. 443-449. doi: 

http://dx.doi.org/10.1017/S0033291708003644.

28. Appleby L, Shaw J, Amos T, et al. Suicide within 12 months of contact with mental health 

services: National clinical survey. BMJ, 1999. 318(7193): p. 1235-1239. 

29. Saini P, Chantler K, Kapur N. General practitioners’ perspectives on primary care 

consultations for suicidal patients. Health Soc Care Community, 2016. 24(3): p. 260-269. doi: 

http://dx.doi.org/10.1111/hsc.12198.

30. Hobbs FDR, Bankhead C, Mukhtar T, et al. Clinical workload in uk primary care: A 

retrospective analysis of 100 million consultations in england, 2007–14. Lancet, 2016. 

387(10035): p. 2323-2330. doi: https://doi.org/10.1016/S0140-6736(16)00620-6.

31. Bajaj P, Borreani E, Ghosh P, Methuen C, Patel M, Joseph M. Screening for suicidal thoughts 

in primary care: The views of patients and general practitioners. Ment Health Fam Med, 

2008. 5(4): p. 229-35. 

32. Chew-Graham C, Slade M, Montana C, Stewart M, Gask L. A qualitative study of referral to 

community mental health teams in the uk: Exploring the rhetoric and the reality. BMC Health 

Serv Res, 2007. 7(1): p. 117. doi: http://dx.doi.org/10.1186/1472-6963-7-117.

33. NHS England and NHS Improvement. NHS Long Term Plan. 2019  [cited 2021 Aug 21]; 

Available from: https://www.longtermplan.nhs.uk/publication/nhs-long-term-plan/.

34. NHS England and British Medical Association. 2019/20 General Medical Services (GMS) 

Contract quality and outcomes framework (QOF). 2019  [cited 2020 Mar 12]; Available from: 

https://www.england.nhs.uk/wp-content/uploads/2019/05/gms-contract-qof-guidance-

april-2019.pdf.


