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QUESTI ON TI ME:

DR M CHAEL DI AMOND: W will now open the neeting to
guestions fromthe audience. Can | rem nd you to
identify yourselves so our stenographer can document who
asked the question. Could you al so state your nane,

di scipline, and to whom you are addressing the question.
Wth no further ado, | will open to the fl oor.

MR JULI AN WALTER, Medi co-Legal advisor, MDA National:

Qut of the data that you | ooked at, for the in-patients
who are given | eave, can you get a sense of what their
rate of suicide is on | eave conpared to what it is in the
hospi tal ?

DR MATTHEW LARCGE: Yes, about a third of in-patient
sui ci des occur anong patients who are on approved | eave
and about a third of patients who are on unapproved

| eave. | am doing sone work on this question at the
nmoment but it seens to be about one third.

MR JULI AN WALTER The actual risk itself, is it thought
to be a lower risk once you | eave hospital on tenporary
| eave or a higher risk?

DR MATTHEW LARCGE: | amdoing a study of this at this
very nmonment and | think it is the same. | do not believe
it changes nmuch. Once you are discharged, the rate of

sui cide appears to go up a little bit for a while, but
not much - a 20 per cent increase. However we are talking
about very high rates of suicide. W are talking about
the difference between the Australia Square buil ding and
the MLC building. It does not really matter.

DR M CHAEL DI AMOND: Just before we go on Matthew, there
were questions put to you by Dr Dwer which | do not want
to overl ook because | believe there is nuch to be
addressed. So could we address those questions and then
Wil return to the fl oor.

DR MATTHEW LARCE: “Are the risk assessment tools still
helpful and appropriate?” The short answer to that is in
my view they are not. There are National Institute of
Clinical Excellence (NICE) guidelines, for exanple, in
the United Kingdom which have quite explicitly said that
suicide risk assessnment instrunments should not be used in
clinical decision making. The reason for that is we do
not have any low risk patients. They just do not exist.

| f you had an instrunment that artificially reassures you
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that the patient is lowrisk and do not treat themor do
not offer themtreatnent, then you can get into a big
probl em

There are two sides to this. One side is the probl em of
over-treatnent of people whomwe falsely classify as high
ri sk where we have a |long shot bias. W think we know
what is going to happen. But the other side is the
probl em of being falsely reassured about the safety of
the patients. This applies at |east anong in-patients and
al so sone patients in energency departnents. | did not
run this argunent here this evening but the data is very
simlar. The difference between the general conmunity
and the natural class of patients is enornous, but the
difference within the class of patients is quite nobdest

i n conparison

We do not have tools for identifying low risk patients.
Per haps we should try to devel op sone, so that we can
just shunt off a whole group of people who are not going
to kill thensel ves out of energency departnments. However
| amnot sure that that is particularly good medicine

ei t her.

| amin no doubt that when you do a risk assessnment, and

| said this earlier, that you can identify a group of
peopl e who are statistically nore likely to suicide. | am
happy to accept that that infornmation does apply to
menbers of that class. That is a big argunent in risk
assessnment, but a totally enpty argunent. However what |
am not convinced of is if there is anything |ogical you
can do on the basis of that assessnent to determ ne

whet her or not the person should have treatnent.

| f you think about Antony Waterlow, for about 10 years
the psychiatrist was right, he did not kill anybody. So
a nmuch better judgnent should have been was he sick? Was
he able to weigh up the risks and benefits of his
treatment? Was that process thought about? Was there any
ot her way of providing treatnment for himother than
shutting himin hospital? If you think of it in those
terms, there are lots of duties that are placed on
doctors, in fact probably nore duties that could be
interrogated by courts.

DR PEGGY DWER:  Li ke what?

DR MATTHEW LARCEL: Li ke whether you woul d consi der the
patient’s ability to make rational decisions about their
treatnment, and that is the standard of involuntary care
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in the rest of nedicine. You do not have a Cardio
Vascul ar Health Act with special provisions for

di abetics. W do not send fat snokers off to canps just
because of their risk of coronary events. Wien | nention
this to endocrinol ogists, they are very excited about
this prospect. But we do not do that because people are
general ly capacitous. M personal viewis it is the nost
unfair provision in |aw that we have a different standard
for involuntary care of nentally ill people.

| think that |awers “crawing over this bill” is great.

| would |ove to see nore |l awers in psychiatric wards. |
do not believe we should be detaining patients w thout

| awyers. | certainly do not believe we should be
detaining patients for two weeks w thout there being sone
| egal judgnment about whether they should be in hospital.
We do not do that for people who steal a packet of

Twi sties fromthe supermarket. We allow themeither to be
rel eased or to see a magi strate within 24 hours. On the
ot her hand we seemto happily | et people hang around in
hospital for two weeks before they have any | egal

redress.

| amnot trying to get |awers out of psychiatric care at
all. In fact, | suspect that there are sone pretty bad
hospitals around, and the |l aw needs to find a way into

t hat sonmehow.

DR M CHAEL DI AMOND: Can | open up discussion to the
floor.

DR JONATHAN PHI LLIPS: Your phrase “universal standard of
care” was wonderfully anti-chromatic Matthew. It seens to
me that sort of one size fits all. As a clinician

guess | worry about that. | wondered whet her you m ght
expand a little on that particular phrase and what you

t hought of the standard and what you believe the standard
ought to be?

DR MATTHEW LARCGE: | amworking onit. | work in an
energency departnent five nornings a week and see | ots of
patients presenting with suicidal tendencies and sui cidal
ideation. | believe that all of those patients should be
t horoughly assessed in a synpathetic and respectful way
with the doctor or the nurse controlling their feelings
about the patient, being very nice and trying to
understand the predi canent that the patient is in. |If
they believe there is a nental disorder, they should

di scuss with the patient what options are avail abl e.
Every patient should have sone sort of plan, in the event

This transcript is the joint property of Pacific Transcription Solutions and the authorised party
responsi bl e for paynment and may not be copied or used by any other party without authorisation.



of becom ng unsafe. You should work that through with
every single patient.

| do not believe you should be putting into hospital,
peopl e who are capabl e of meki ng deci si ons about things.
The alternative is for you, as the psychiatrist, to nmake
a judgnment about whether the patient is high risk or |ow
risk and then subject the patient to that decision. |
believe that is disastrous. It alienates patients from
decision making. It leads us to view patients as a sort
of source of statistical know edge rather than people

w t h aut onony and deci si on nmaki ng processes.

Wth respect to particular sorts of treatnments, there are
standards of treatment for schizophrenia. Patients who
have a deteriorating social setting, hallucinations and
del usi ons shoul d have anti-psychotic treatnment. Waterl ow
had no doses of anti-psychotics - not a single dose. So
he shoul d have been treated, in ny view, because he was
very sick and could not nake decisions. That could have
happened quite early and certainly woul d have prevented
what happened.

For a treated patient with schizophrenia, their rate of
hom cide is very simlar to that of an ordinary person
wal ki ng down the street in Louisiana. Your average
person in Louisiana is nore likely to kill sonmeone than
is your average patient with treated schizophrenia. It is
not reasonable for us to expect who is going to kill
sonmeone on the streets of Louisiana and it is not
reasonable for us to expect to know which of our patients
are going to kill soneone el se.

It is reasonable for us as doctors to assess a patient’s
synptons, to reach a diagnosis, to explain that diagnosis
to the patient or to their conpetent relatives, to make a
deci sion about their ability to weigh the risks and
benefits of treatnment and to nake a deci sion about

whet her they are able to conpetently refuse. That is just
ordinary standard nedicine. It is much nore akin to what
doctors in other disciplines do. Wien we see a patient
who suffers from high bl ood pressure, snokes and has high
chol esterol, we do not shut themup in “fat canmp”. W
have a di scussion with them about stopping snoking and
about chol esterol lowering agents. In fact | was talking
to Seena Fazel in Oxford | ast week and he is trying to
develop a fram ng and risk cal cul ator for suicide.
Suicide is statistically | ess predictable than heart
attacks. The risk factors for suicide have |ess
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statistical power than the risk factors for vascul ar
events.

M5 LOUI SE HAZELTON, Legal: | want to ask a question in
relation to the actual facility itself. Wat role does it
play in patient suicides in your opinion? For exanple,
if you are in a rubber roomconpared to a facility that
is nore open? | would have thought that an in-patient
facility should be safe and on one | evel. However | have
conme across ones that are nmultiple storeys and have had
junping attenpts. | thought that was quite obvious.

DR MATTHEW LARGE: Many years ago | wote a paper called
Junping fromthe General Hospital in which we described
all the people that had junped out of Royal Prince Al fred
Hospital over a 15 year period. That paper has bee cited
as the reason for not putting bal conies on new hospitals.
Accordingly | feel somewhat directly responsible for
preventing patients fromhaving fresh air and sunlight.

To answer your question, when a patient wal ks into our
psychi atric emergency care unit they get marched through
el ectronically | ocked doors that buzz and nmake a cl anking
noi se. There is a big sign that says Energency
Psychiatric Unit. It is hugely frightening. It resenbles
t hat scene where Sarah Connor gets |ocked up in the

Term nator. We need to do sonething different to that.

Patients often kill thensel ves because they feel they
have no other option. You do not kill yourself for no
reason. You kill yourself because you cannot think of

anything else that is better than your current situation.
Qur hospitals close down the opportunities that people
face. | believe we can do nmuch better, architecturally,
with trying to design hospitals that unfold in a way that
i ncreases possibilities for not very well patients.

| do not really know to what extent the architecture
makes sone di fference. Renoving hangi ng points has been
a somewhat effective, but in my view, sonmewhat

di sappoi nting neasure. Hanging is pretty nmuch the only
way that people kill thenselves within psychiatric
hospital s and peopl e can hang thensel ves with all sorts
of things and do so. Sonething that worries nme is in the
comunity patients can do a whole | ot of things, nost of
whi ch are not very lethal. So they can take

benzodi azepi nes or paracetanol, and other things for
which there is a renmedi able action. Yet we shut them up
in a psychiatric hospital where all they can do is hang
t hensel ves. This is nmuch nore lethal. That extends to
patients who are absent w thout |eave as well. They know

This transcript is the joint property of Pacific Transcription Solutions and the authorised party
responsi bl e for paynment and may not be copied or used by any other party without authorisation.



that we are going to be looking for them so they have to
do sonething quickly and railway tracks, bridges and
cliffs are quick.

DR DAVID JOHNSON: It is amazing to ne that the major

i ndependent risk factor for suicide in psychiatric
hospital s was depression. |Is there any information which
woul d suggest that treatnent of patients with depression
woul d be better done in non-psychiatric public or private
hospi tal s?

DR MATTHEW LARCGE: The suicide rate anong genera
hospital patients is astonishingly |ow and is declining.
Wen | wote that paper, Junping fromthe Cenera
Hospital, one in 100,000 adm ssions at general hospitals
resulted in a suicide. |In nost recent American data the
figure has been one in a mllion adm ssions resulting in
a suicide. Part of the reason is people are not in
hospital for |ong enough to commt suicide. However |
believe if you could do nore mainstream ng and regarding
psychiatric disorders as nore |like ordinary nedica

di sorders and naking it a |less stigmatising experience,

t hat woul d be very good.

A lot of patients do express the preference to be treated
in a private hospital. | believe learning to listen to
patients a | ot nore about what they want to do has got to
be the starting point. Most patients are nentally
conpetent. Indeed the vast mpjority of patients are
mental ly conpetent. It is in fact only sone

schi zophrenic patients, drug affected patients and
patients with very severe depression or mania who are not
conpetent. | think something |like 70 per cent of the
patients | see in the energency departnment are conpetent
fromthe first mnute that | am seeing them

DR M CHAEL DIAMOND: First of all Dr Dwyer, have you had
satisfactory answers to your questions?

DR PEGGY DWER  There is only the thing that is raised
in general discussions with my coll eagues about repl acing
risk factors. | agree there is a general acceptance that
it is very difficult to predict risk and you cannot

al ways do it. However the people conducting assessnents
are not just very experienced psychiatrists. They are
often nurses in regional areas without a | ot of support.
A list of factors to | ook out for, for exanple, a history

of self-harm a history of psychiatric illness in the
famly, and an idea for the nethod that you would use is
useful. It seens to ne to be, as a matter of common
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sense, a useful tool for them | guess the issue is then
that it mght not be appropriate if the result of that
method is low risk assessnent. You do not need to go on
to criticise sonebody for that, if they explain the
reasons why they were conducting the assessnment in the
way they did. Do you think that that a check list is

hel pful to practitioners in any way?

DR MATTHEW LARCE: | believe if sonmeone presents with a
psychiatric problem pretty nuch whatever they say, they
have a very high risk of suicide. W should know all of
that information about them W should take a
conprehensive history fromthem Wen a patient tells you
that they are feeling really terrible and feel I|ike
killing thensel ves, you should do sonething about that.
However | do not necessarily think that that should be
interpreted as a statenent of their future conduct.

| believe we should talk to patients nore. | also
believe we should talk nore wwth each other. | do worry
that we send junior people out to the frontline with a
check list. Inevitably they will have a suicide in their

first couple of years and nost of themw ||l never work in
mental health again. They filled in the check Iist,

better or worse, but even the very best check list can

| ead to a suicide.

| say two other things about it. W have this enornopus
reliance on what the patient says i medi ately but we have
not really thought very much about the ganme theory of
that. My experience is that a |lot of patients who say
they are suicidal want to be admtted and we shoul d take
good notice of them However a |ot of patients who say
they are not suicidal do not want to be admtted and we
shoul d take good notice of them also. Mreover we should
not necessarily think that we have nade a forecast. In
fact, anong patients with nood di sorders, suicida
ideation is unrelated to suicide. Patients with
depression and suicidal ideation are no | ess or nore
likely to kill thenselves than patients with depression
and no suicidal ideation. | have published that in a

nmet a- anal ysis in Acta Psychiatrica Scandi navica this
year .

| amnot sure if that answers your question. But we
shoul d be very careful in our dealings with patients and
very synpathetic. W should try to help them go away
feeling a bit better about thenselves. W should allow
themto nmake decisions as far as possible. In fact,
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| go alittle bit further. There are sone patients who
are chronically incapacitous to nanage their affairs.
Once patients are chronically incapacitous to manage
their affairs, sonme of them| believe should be all owed
to make incapacitous decisions because that is after al
their life.

DR M CHAEL DI AMOND: Perhaps | m ght nake a comment and
close the neeting after that. It seens that we run a
mental health service and provide psychiatric invol venent
to patients, that is very nmuch predicated by the issue of
suicidality or not. Hence people end up in hospital on
that basis quite frequently and that decision is the
central decision that is nade about whether or not they
shoul d stay in hospital. These decisions are often nade
by very junior people and there is a kind of reductionist

view that relies on the check lists. | agree with Matthew
that they are not of great val ue because they are not
applied particularly well. They do not reflect the sort

of engagenent that Matthew is tal king about. What Matthew
is saying is that superficial assessnents are quite
harnful and | ess than useful while a nmuch nore devel oped
communi cation and a nuch deeper consideration of the

i ssues that have been presented, and interpreting those

i ssues, is a much better way to interact with people who
are suicidal. They are quite different approaches.

DR MATTHEW LARCE: There was a study recently describing
a single question suicide risk assessnent to be used in
general hospitals, which is: Are you suicidal or not? |
wote a letter to the Journal, which was published,
saying | thought this was absurd, dism ssive, ridicul ous,
hum i ating, unethical and revolting. Surprisingly, the
authors were a bit upset with ne.

DR M CHAEL DIAMOND: | nust bring the neeting to a cl ose.
In doing so | nust thank both speakers for providing us
wi th such excell ent presentations, such thought provoking
i ssues and highlighting the fact that there are no
answers to conpl ex questions. W can continue to try and
address these issues with intelligence and consi derati on,
and hopefully continue to inprove what we do in our
respective fields of nedicine and law. | ask the audi ence
to join ne in thanking you both very nuch.

MEETI NG CONCLUDED
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