
UlClDE MORTALITY IN NSW:
Contts

CLIENTS OF MENTAL HEALTH SERVICES
ArticlesJennifer Chipps, Gavin Stewart and Geoffrey Sayer

Mental Health Epidemiology,
Epidemiology Branch 75 Suicide mortality in NSW
Public Health Division, NSWHealth Depart meat clients of mental health

services
his is the third in a series of articles on the epidemiology of suicide in
NSW by the Mental Health Epidemiology Group (MHEG). This article
examines suicide by clients of mental health services in NSW SinceT [] iji.
April 1992 the Mental Health Branch of the NSW Health Department

seases

has operated an incident monitoring system which requires all public
mental health services in NSW to report unexpected deaths, including suicides, of
current or former clients. Part I of this article describes the information collected
through this monitoring system, and Part II estimates mental health service
clients' risk of suicide, compared with that of the NSW population.

Suicide is more common among people with a history of a psychiatric disorder.
It is estimated from psychological autopsy studies that at least 88 per cent of
all people committing suicide suffered from a diagnosable mental illness'.
Depression, alcohol depeildence, schizophrenia and personality disorders are
strongly associated with suicides.

Overseas studies estimate standardised mortality ratios (SMRs) for suicide of
about 10 (SMR=1 for the relevant standard population group) for current or former
psychiatric inpatients or outpatients/. For compatibility with the literature, we
report risk as an SMR in which SMR=1 (rather than the usual SMR=100) for the
relevant standard population group. There is little Australian information on the
risk of suicide in mental health clients, but the risk appears to be consistent with
that reported in overseas studies. In the NSW Psychiatric Case Register (1966-67 -
1972-73), the estimated suicide SMR for psychiatric inpatients was 13. Psychiatric
patients thus have an elevated chronic risk of suicide.

The period after discharge from inpatient care is associated with a much higher
risk. The Oxford Record Linkage Study found the suicide risk or SMR in the first
28 days after discharge was about 100 for females and 200 for males, compared
with that of the population served by the Oxford Regional Health Authority3.
In the remaining 11 months of a 12-month follow-up period the suicide SMR
decreased to about 40 for females and 30 for males3.

I thi t t lf i d ui id b in s con ex , se - njury an s c e must e mon tored in mental health clients
to ensure the NSW Health Department is discharging its responsibility to provide
protection from serious physical harm. C0r7'CspOndeflCe

PART I: THE NSW MENTAL HEALTH CLIENT INCIDENT MONITORING SYSTEM Please address all
The NSW Mental Health Client Incident Monitoring System requires all public corflispondence and pote ntial
inpatient psychiatric facilities end community mental health facilities to report the con tributions to:
death by suicide of any client to Area and District Health Services within 24 hours
of being informed of the death. The Area or District notifies the NSW Health The Edito?;
Department of these deaths at the end of each month". Psychiatric inpatient NSWPublic Health Bulletin,
facilities comprise psychiatric hospitals and psychiatric inpatient units in general Public Health Division,
hospitals, and community mental health facilities comprise community mental NSWHealth Department
health teams, crisis/extended hours teams, living skills centres and staff Locked Bag No 961,
responsible for the running of supported accommodation. North Sydney NSW2059

Telephone. (02) 391 9191
________ _ Facsimile: (02) 391 9029
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Data items collected in the Incident Monitoring System
include information on the facifity reporting the suicide;
the demographic characteristics of the client; the client's
diagnoses; information on the last contact with health
services; the date, place and method of death; information
on any warning of suicide; previous suicide attempts;
and details of the death".

Results
A total of 259 deaths was reported to the Incident
Monitoring System between April 1992 and June 1995.
Eleven of the deaths were not from suicide. The remaining
248 were reported as 'probable suicides'. For 237 of these
4probable suicides', suicide was reported as the only cause,
while suicide was the most likely cause for the other 11. For
the analysis in this report we included all 248 deaths where
'probable suicide' was the cause given1'.

The 248 'probable suicides' represented about 10 per cent
of all suicides in NSW during the reporting period. The rate
of reported 'probable suicide' was consistent over the time
period and was fitted by a single-rate Poisson distribution
with a mean of 6.35 cases a month'7.

Most clients whose deaths were reported as 'probable
suicides' were male (75 per cent). Most were born in
Australia (70 per cent) or another English-speaking country
(5 per cent). Seven (3 per cent) were Aboriginal or Torres
Strait Islander people. Most of the suicide reports (63 per
cent) came from community mental health centres, while
36 per cent were from psychiatric inpatient facilities14
and 1 per cent from residential facilities.

Most 'probable suicides' were reported as occurring at home
(46 per cent). The locations of the rest were as follows:
10 per cent occurred at railway stations, 26 per cent in other
public areas, 6 per cent in residential institutions and 12 per
cent at other places. Three-quarters (76 per cent) of reported
probable suicides' died before being found, 8 per cent died
before reaching a hospital, and 11 per cent died in hospital.
(No information was available for 5 per cent of reports.)

The most common methods of committing suicide were
reported as poisoning'5 (27 per cent) and hanging (25 per
cent). For 10 per cent of suicides the method was reported
as jumping in front of a train. The train deaths represented
17 per cent (15/88) of all reports from hospital facilities
compared to 7 per cent (111160) of all reports from
community facilities. In males the most common method of
suicide was hanging (27 per cent - 511186), while in females
poisoning was the most common (45 per cent - 26/62). Of
the 29 reported 'probable suicides' involving firearms, only
one report was of a female.

Seventy per cent of 'probable suicides' were by violent
means, involving hanging, firearms, or cutting or jumping
acts. This is consistent with a review of studies by Appleby',
who concluded that although no age- and sex-controlled
comparison study between psychiatric clients and the
general population had been done "there is a general
consensus that psychiatric patients use more violent
means".

Most of the clients who cornniitted suicide (64 per cent) did
not give any warning of their intention, but one-quarter

gave a written or a verbal warning. (No information
was available for 10 per cent of reports.) A history of
parasuicides or previous suicide attempts is a known risk
factor for suicide. More than half the reported 'probable
suicides' (53 per cent) had attempted suicide previously,
while 24 per cent of individuals had no known history of
suicide attempts. (No information was available for 23 per
cent of reports.) This parallels information from England
and Wales that in 30-47per cent of cases of suicide the
individual had made a previous suicide attempt
(SMR=10-30)".

Only 13 per cent of reports of 'probable suicides' were
of clients who had been out of contact with the mental
health service for more than a month. (No information was
available for 2 per cent of reports.) This ascertaimnent of
clients is much lower than that reported in a record linkage
study in Western Australia'7 and suggests strongly that
services were not very likely to be advised of suicides of
their clients who had not been in contact for more than one
month. The remaining 85 per cent (n=208) were reported
as having had contact with mental health services in the
month before death (26 per cent on the day of death, 44 per
cent in the previous week and 15 per cent in the previous
month). These 208 'probable suicides' represented about
S per cent of all suicides in NSW during the reporting
period. This finding is consistent with the proportion of all
suicides in Western Australia for whom contact with public
mental health services within the previous month was
established by record linkage'7. The rate of reported
'probable suicide' of clients who had contact with mental
health services in the previous month was the same in all
three years and fitted a single-rate Poisson distribution with
a mean of 5.33 cases a month".

PART II: ESTIMATING THE RISK OF SUICIDE IN MENTAL
HEALTH CLIENTS
A case was defined as a report of 'probable suicide' from a
psychiatric inpatient facility or community mental health
facility between April 1992 and June 1995, where last
contact with services was stated to have been within
one month.

For the purposes of estimating risk, we included only the
208 'probable suicides' reported as having had contact with
a mental health service in the month before death. This
decision was made because of the poor ascertainment of
clients who had not recently been in contact with services,
and because the immediate post-discharge period for
inpatients is known to he one of unusually high risk'.

Reports were received both from psychiatric inpatient and
community mental health facilities" which had contact with
mental health clients in the month before their death. These
reports represented two different client groups, a 'hospital
contact' and a 'community service contact' group, so the data
were analysed separately. Because the 'hospital contact'
group included not only clients who had been discharged,
but also clients who were on leave or were absent without
leave, we refer to this period as the peridiseharge period.

On each suicide report, the psychiatric diagnoses were
recorded in free text by the person reporting the suicide.
These descriptive diagnoses were classified using ICD9-
CM" codes, verified by a psychiatrist20, and primary
diagnoses were identified". The primary diagnoses
were then grouped into seven diagnostic groups:
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• schizophrenia (including schizo-affective disorders);
• depression (including both the major affective

disorders, affective psychoses and unspecified
depression22);

• manic-depressive disorder;
• neuroses (including neurotic depression);
• adjustment problems and stress-related disorders;
• substance abuse (including alcohol and drug usage,

dependence and abuse); and
• other mental disorders.

The populations at risk ('special population') were
estimated from NSW Inpatient Statistics Collection (ISC)
and community mental health census dat&4 by estimating
the total number of clients who would have been in contact
'within the last month' with the relevant inpatient and
community mental health services. Diagnostic groups were
identified using the classification methods described above
to provide comparable denominator data. The estimated
rate of death in the special population is then the ratio of
the number of cases to the estimated number of individuals
whose vital status could have been reported. The detailed
estimation procedures of the at-risk populations are
described in the appendix.

Age-, sex- and diagnosis-specific mortality rates per 100,000
person months of risk were calculated for 'hospital contact'
and 'community service contact' groups. These rates were
indirectly standardised to a pooled NSW population (1979-
1992), excluding the age range 0-9 years. SJYIIRs and 99 per
cent confidence intervals (CIs) were estimated. To permit
comparison with the Oxford Record Linkage Study the rates
were converted to deaths per 1,000 person years and scaled
to SMR=1 for NSW as a whole.

Results
The crude NSW suicide mortality rate in the general
population aged >9 years for the years (SMR=1) 1979-1992
was 0.2 per 1,000 person years for males and 0.05 per 1,000
person years for females.

There were 208 cases where clients had been in contact with
a mental health service in the previous month and these
comprised 81 'hospital contact' cases and 127 'conmnmity
service contact' cases.

'Hospital contact' group
The crude suicide rates in the 'hospital contact' group were
23.8 per 1,000 person years for males and 9.6 per 1,000
person years for females. Age-standardised rates for males
and females respectively were 23.3 and 9.4 per 1,000 person
years.

The SMIR was 112(99 per cent CI: 75- 149) for males and
157 (99 per cent CI: 60-254) for females respectively. By
comparison, in the Oxford Record Linkage Study the SMR
was 213 (95 per cent CI: 137-3 17) for male patients and 134
(95 per cent CI: 67-240) for female patients in the first 28
days post discharg&.

'Community service contact' group
The crude suicide rates in the 'community service contact'
group were 2.1 per 1,000 person years for males and 0.7 per
1,000 person years for females. Age-standardised rates for
males and females were 2.0 and 0.6 per 1,000 person years
respectively.

The SMR was 9 (99 per cent CI: 7 to 12) for males and 10
(99 per cent CI: 6 to 15) for females. By comparison, in the

Oxford Record Linkage Study the SMR was 30 (95 per cent
CI: 20-43) for male patients and 45 (95 per cent CI: 30-65)
for female patients in the 29-365 days post discharges. The
Missouri Institute of Psychiatry three-year follow-up study
of public mental health patients reported an SMR of 5 for
males and 8 for females'. A comparison of SMRs in seven
studies comprising a mixture of inpatients and outpatient
studies (including an Australian inpatient study27),
demonstrated a reasonable agreement on a SMR of about
5 for male patients'. For female patients a SMR of about
9 was suggested, dependent on the population26. Our
'community service contact' SMRs lie generally between
those in the Oxford and Missouri studies.

Diagnoses
The SMRs varied according to psychiatric diagnosis.
In Table 1 the results for the different diagnostic groups
are compared with other results in the literature227 and
presented on the same scale. Our 'hospital contact' group's
results are similar to the results of the Oxford Record
Linkage Study except for males with schizophrenia, where
we found a higher rate. Our 'community service contact'
group's results lie generally between those in the Oxford
and Missouri studies.

All the comparisons are shown graphically in Figure 1
('community service contact' group) and Figure 2 ('hospital
contact' group). In Figure 1 we have carried over the two
most extreme groups from our previous comparison of
geographic variations in population suicide rate27. Most
of the data reported for the Areas and Districts in NSW
are represented by the heavy bar for SMRs around 1.0,
and even the elevated risks for Eastern Sydney Area Health
Service (SMR=1.4) and the Far West District Health Service
(SMR=2.0) are small in comparison with the risks in mental
health clients. In Figure 2 we have carried over the most
extreme 'community service contact' group from Figure 1
to show that even the risk in this group is low relative to
'hospital contact' clients and recently discharged clients.

Discussion
Our results show that NSW mental health clients in
community care have much the same suicide risk as
mental health clients in systems of care overseas. There
is no evidence that mental health clients in NSW are at
unusually high risk of suicide in community care compared
to inpatient care, but this risk is 10 times that of the general
population (Figure 1).

We found a much higher risk of suicide (about 100 times
that of the general population) for mental health clients
around the time of discharge from inpatient care, again
similar to findings of recently discharged inpatients in
studies overseas (Figure 2). Not all cases reported by
hospitals in our study were necessarily newly discharged
inpatients; the reports included individuals who were
on leave or absent without leave as well as discharged
inpatients, and the elevated risk might be explained by
the mixed levels of precaution and supervision for patients
around the time of discharge (the peridischarge period)
and the risk associated with discharge from hospital. This
is a vulnerable time for patients because of perceived loss
of support, reduced supervision, possible relapse due to
exposure to home circumstances, and the fact that the
patient may not be fully recovered2.
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SUICIDE RATES AND SMRs BY PSYCHIATRIC DIAGNOSIS

Peridischarge risks Chronic risks
_______________________

Hospital contact Oxford3 Community Oxford '29-365-day Missouri24
group 28-day follow-up contact group follow-up 3-year follow-up

Rate! SMR Rate! SMR Rate! SMR Rate! SMR Rate! SMR
1,000 py (99%Cl) 1,000 py (95%Cl) 1,000 py (99%CI) 1,000 py' (95%Cl) 1,000 py

Males
Schizophrenia 27.4 132 9 46 1.8 9 6 30 2.1 7

(60-204) (1-258) (5-12) (11-66)

Depression
-Otherdepression 121 581 116 519 12.1 58 12 55 1.9 6

(271-891) (260-929) (33-83) (28-990)

- Major depression na. na. 60 268 n.a. n.a. 9 42 4 14
na. (98-585) na. (18-83)

Other 95 46 na. na. 11 6 n.a. na. n.e. n.a.
(15-76) na. (3-8) na.

Females
Schizophrenia 10.4 173 10 92 0.7 12 3 30 0.9 10

(0-372) (2-515) (4-2 1) (6-88)

Depression
-Otherdepression 16.5 282 19 147 1.7 28 5 43 0J 8

(0-605) (40-375) (5-50) (21-79)

- Major depression n.a. na. 14 96 na. na. 6 40 1.8 18
n.e. (19-282) na. (19-74)

Other 6.8 113 na. na. 0.3 5 na. na. na. na.
(4-222) na. (1-9) n.e.

All
Schizophrenia 21 158 n.a. n.a. 1.4 10 n.e. na. n.a. na.

(80-236) na. (7-14) na.

Depression 59.4 447 na. na. 4.1 31 na. na. na. na.
(231-663) n.a. (18-44) na.

Other 8.4 63 n.a. n.a. 0.6 5 na. n.a. n.a. n.a.
(28-97) na. (3-7) na.

Suicide mortality in NSW

Continued from page 77

In general, male patients were more at risk than female
patients - a finding consistent with the results of other
studies38. Although the standardised suicide rate for
males was higher than that for females in the 'hospital
contact' group, the SMR for females indicates that in the
peridischarge period the risk increased more for female
patients than for males. The vulnerability of women in
this period has been reported in other studies2.

The risk of suicide was greatest for patients with
depression, especially during the peridischarge period.
Although the assignment of diagnoses in the current
reporting system was less than perfect, the risk for clients
with depression is consistent with that reported in overseas
studies4826 This finding underlines the importance of
maintaining effective antidepressant therapy, adequate
community support and vigilance for early signs of relapse
in depression8.

Our results show that only about 8 per cent of all people
committing suicide in NSW had recent contact with mental

health services. By contrast there is evidence that at least
88 per cent of people attempting suicide suffered from a
diagnosable mental disorder during the period preceding
the attempt3"5. Studies based on case registers have shown
that 40-50 per cent of people who commit suicide have at
some time been in the care of mental health services". These
reports, together with our findings, suggest most people who
commit suicide do not come to the attention of NSW mental
health services at the most critical time.

Conclusions and recommendations
Mental health clients are clearly at increased risk of suicide
compared to the general population, especially in the
peridischarge period. Even so, the implications for clinical
decision-making are limited by the fact that suicide is still a
rare outcome. Our findings are consistent with those of the
Oxford Record Linkage Study in which the greatest risk was
experienced by males suffering from depression in the first
28 days after discharge from hospital (SMR=519). This
represented a very small number of events; one patient in
122 from that group committed suicide within 28 days, and
over the full 12 months post-discharge, one other patient
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SMRs FOR PROBABLE SUICIDES OF COMMUNITY
CONTA MENTAL HEALTH CLIENTS
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committed suicide. There is no method of suicide risk
assessment which is known to improve the performance of
clinicians in identifying this one patienta. Risk reduction is
therefore an issue for a whole system of care, not an issue of
individual decision-making.

The phases of transition between the levels of care are areas
where surveillance and interventions should be focused. The
following possible areas for improvements in the monitoring
of groups at elevated risk are suggested:

Review of NSW Mental Health Client Incith?nt
Monitoring System. The NSW Mental Health Client
Incident Monitoring System is being revised. The
revised system will include information on levels of
supervision, discharge status of patients, primary
diagnoses, risk factors and precipitating stressors.
It may also be important to monitor all hospitalised
suicide attempts as well as deaths, and to extend
the reporting to include private hospitals.
Clinical audit. We recommended in a previous
articl&' that clinical audit is a valuable tool to collect
more relevant information on suicides. Some mental
health services already conduct reviews of suicides
and serious suicide attempts by mental health
clients as part of the post-suicide management
protocol. These reviews are conducted to formally
debrief staff and relatives and to identify ways of
improving the management of mental health clients.
They do not usually include systematic collection of
data describing suicide risk factors. Rather, ad hoc
risk inlijrrnation is collected in the context of
counselling of bereaved relatives. For consistent
data collection it would be desirable to formalise this
process/9.
Case registers. The monitoring system captures
information on about 10 per cent of all suicides in
NSW. To monitor all suicides would require a case
register and linkage to death reports. Case registers
operate successftully in Western Australia and
Victoria. A case register operated in NSW between
1964 and 1977. Case registers allow monitoring of
suicide and other outcomes, such as accidental
injury and other aspects of 'harm'.
Protocols. The existing NSW protocol for the
management of suicide attempts3° requires facilities
to have policies and procedures for the assessment
of the risk of suicide in specific settings, such as
community health services, accident and emergency
departments, general hospital wards and
psychiatric inpatient units. These include
procedu.res on how to manage suicidal patients
whether they are newly admitted, established
patients on leave, or discharged. The Richmond
District Health Service is implementing mandatory
'At Risk' guidelines on the management of suicide
attempts and will be reporting on these by the end
of this year'. However, there are no specific
protocols for the management of the group most at
risk - recently discharged patients with depression.
Strategies offering help and support for people at
high risk could be included in these protocolsu. It is
important to monitor the sequence of care for this
group. Care may require protocols, supported by
resources and training to ensure proper
implementation and evaluation.

APPENDIX
The cases were compared with a 'special population' of all
those who had been in contact with a reporting mental
health facility in 'a month'.

Estimation of inpatient mental health facilities
population at risk
The NSW Mental Health Client Incident Monitoring
System applies only to public psychiatric hospitals and to
psychiatric inpatient facilities in public general hospitals.
Inpatient episodes are recorded in the NSW Inpatient
Statistics Collection (ISC) via a 'psychiatry flag' which
is set in response to the query "Was patient admitted
to a psychiatric unit during this episode of care?", or
automatically in the case of public psychiatric hospitals.

Across NSW inpatient facilities as a whole there is no
consistent way of identifying individual clients, so there
may be multiple records of any individual in the Statewide
collection for each separate episode of care. Readmissions
were excluded because multiple contacts within 28 days
constitute only one person month of risk within a month
of contact.

We estimated this population by selecting records from the
1993-94 ISC which met all the following criteria:

• Hospital role is public.
• Stay diagnosis in the TCD9-CM code range 290-3 19

inclusive.
• Psychiatry flag set to yes.
• Age >9 years.
• Readmission within 28 days flag set to no.

The monthly average number of separations for 1993-94
was used in all analyses.

Estimation of conmumity health facifities population
at risk
There is no standardised Statewide reporting from
community mental health fadiities/4, so Statewide estimates
were based on census data. The size of this population was
estimated by applying a suitable weighting factor to the
date obtained in a one-day census of community mental
health facilities. These censuses were conducted in l991,
1992 si-id 1993, on the last Wednesday in October. Each
census included drug and alcohol facilities as well as mental
health facilities, which often operate from the same
community health centre and share staff with mental
health services. There is significant comorbidity between
mental health problems and drug and alcohol problems, and
a client may receive a mixture of services. Reporting of
deaths is required only of community mental health teams,
crisis/extended hours teams', living skills centres and "staff
responsible for the running of supported accommodation" so
we excluded records where the primary team membership
of the staff member completing the census form was "Drug
& Alcohol Team", and included all others.

We treated month as a period of 28 days, or 20 working
days, and we estimated the sampling weight associated
with each client seen on the census day. These weights took
account of frequency of contact, previous contacts with the
agency and age.

The census form included three variables which were used
in deriving weights:
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Frequency of contact: coded as 1=daily, 2='more than
once a week, 3=weekly, 4=fortnightly, 5=monthly,
6=quarterly, 7=as required. This generated weights
of 20.0 for clients seen monthly, on the assumption
that a different group of clients seen at this rate
would be obtained in a census on each of the other
19 working days in a month. In the same way,
weights of 10.0, 5.0 and 1.0 were respectively
associated with clients seen fortnightly, weekly and
daily. It was assumed that contact more than once a
week could be interpreted as twice a week on
average, with a weight of 2.5. All groups seen less
frequently than once a month receive the same
weight as those seen monthly.
Previous sessions/contacts (this agency): coded as
1=first contact, 2=0-9 contacts, 3=10-19, 4=up to 49,
5=up to 99, 6=100 or more. First contact clients
received a weight of 20.0 irrespective of frequency
of contact. Clients in daily contact but with only 0-9
previous sessions received a weight of 2.0, since
average treatment duration would be 11 working days.
Age: was coded as 1=0-4, 2=5-9, and thence in
successive 10-year intervals to 11=80+. Age was
used to assign weights for about 200 clients being
treated as required and who were not first contact
clients. Based on data from the Victorian
Department of Health & Community Serrices', as
required' treatment was taken to mean once every
1.5 weeks for adults, once every three weeks for
children and once every two weeks for aged clients,
leading to weights of 7.5, 15.0 and 10.0 respectively.

The estimated contact population per calendar month in
1993 was used in all analyses.
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