
Supplementary material 1 – search strategy 
 
 
 
Search 1 – Pubmed/MEDLINE 15/08/23 
 
Search: (((((((GP) OR (general practitioner)) OR (primary care physician)) OR (family doctor)) 
AND (suicide)) OR (suicide prevention)) OR (suicidal behaviour)) AND (qualitative) Filters: Free 
full text, English, MEDLINE 
 
 
Search 1 web of science – 15/08/23 – 1057, open access, English language  
 
(((((((TS=(gp)) OR TS=(general practitioner)) OR TS=(primary care physician)) OR TS=(family 
doctor)) AND TS=(suicide)) OR TS=(suicide prevention)) OR TS=(suicidal behaviour)) AND 
TS=(qualitative) 

 

Supplementary material 2 – data extraction 
 
Data was charted using a standardised data extraction form which was informed by the 
methods of Arksey and O’Malley(1) (table S1, S3) 
 
Table S1 – standardised data extraction form(1) 

Author 
Year of publication 
Country of origin 
Aims/purpose 
Population and sample size within the 
source of evidence (primary care staff, e.g. 
numbers interviewed, sample 
characteristics) 
Methodology/methods 
Outcomes (e.g. themes from thematic 
analysis) 
Key findings that relate to the overall 
scoping review question 

 
One researcher (JM) reviewed all articles and charted the data as above. A per thematic 
analysis, JM made field notes about the studies included at final review and familiarised 
himself with the data Table S4.(2) I then started to apply ‘codes’ to the data set as set out in 
bullet points in table S4, underneath a consolidated title. Another researcher (CM) also 
reviewed these codes to help summarise them (table S3) and both researchers met to discuss 
themes that would be describe the overall data set (Table 2 in main text). This was then 



discussed within the wider mental health research team within which we are working who 
also reviewed the final codes and themes.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Table S2 – results of CASP quality assessment (3) 
 

 Are the results of the study valid? What are the results? Will the results 
help locally? 

 Was there a 
clear statement 
of the aims of 
the research? 
 

 Is a qualitative 
methodology 
appropriate? 

Was the research 
design appropriate 
to 
address the aims 
of the 
research? 

Was the 
recruitment 
strategy 
appropriate to 
the aims of the 
research? 

Was the data 
collected in 
a way that 
addressed the 
research issue? 

Has the relationship 
between researcher 
and participants 
been adequately 
considered? 
 

Have ethical issues 
been taken into 
consideration? 
 

 Was the data 
analysis 
sufficiently 
rigorous? 
 

Is there a clear 
statement of 
findings? 
 

How valuable is 
the research? 
 

Bellairs-
Walsh et al 
2021 (4) 

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Chandler et 
al 2016(5) 

Yes Yes Yes Yes Yes Yes Can’t tell (no ethical 
statement provided) 

Yes Yes Yes 

Elzinga et al 
2020(6) 

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Kendall et al 
2010(7) 

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Medina et al 
2014(8) 

Yes Yes Yes Yes Yes No (no evidence of 
research team 
examining their role 
and potential bias in 
formulating 
research question) 

Yes Yes Yes Yes 

Saini et al 
2010(9) 

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Leavey et al 
2017(10) 

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Rukundo et 
al 2022(11) 

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Michail et al 
2016(12) 

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 



Saini et al 
2016(13) 

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Munoz-
Sanchex et 
al 2018(14) 

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Styrvold et 
al 2021(15) 

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 



Table S3 – characteristics of the included studies 
 
Author Country of 

origin 
Aims/purpose Population and sample size Methodology Summary of codes from 

qualitative analysis 
Bellairs-
Walsh et 
al 2021 (4) 

Australia To assess the needs, 
challenges and 
perspectives of GP’s 
working with young 
people displaying self-
harm and suicidal 
behaviour. 

• 15 GP’s 
• Nine male, six 

female. 
• Mixture of suburban, 

urban, regional and 
metropolitan 
locations. 

• Semi-structured 
interviews and 
focus groups. 

• Reflective 
thematic 
analysis. 
 

Challenges working with 
young people. 
 
Screening tools can help 
manage uncertainty. 
 
Importance of dialogue 
and patient-doctor 
relationship. 
 
Time constraints as barrier 
to suicide prevention. 
 
Lack of clarity in service 
access and referral 
pathways to secondary 
care. 
 
Provision of mental health 
should not fall on GP’s 
alone. 
 



More comprehensive 
training in suicide and 
self-harm is needed for 
GP’s.  

 
Chandler 
et al 
2016(5) 

United 
Kingdom - 
Scotland 

To assess the views of GP’s 
regarding the relationship 
between self-harm and 
suicide and performing a 
suicide risk assessment on 
a patient who has self-
harmed. 

• 30 GP’s 
• Sixteen male and 

fourteen female 
• Mixture or urban and 

rural locations 
• Mixture of deprived, 

middle income and 
affluent practices 

• Face to 
face/telephone 
semi-structured 
individual 
interviews 

• Thematic 
analysis using a 
narrative 
approach 

Suicide and self-harm as 
separate entities 
 
Suicide and self-harm as 
related topics  
 
Challenges of performing 
a suicide risk assessment 
on those individuals who 
self-harm 
 
GP’s feeling comfortable 
with risk assessment. 
 

Elzinga et 
al 2020(6) 

The 
Netherlands 

An implementation study 
to evaluate to what extent 
SUPRANET was helpful in 
supporting Primary Care 
Practitioners to apply 
suicide prevention 
practices. 

• 21 participants (13 
GP’s, 5 mental health 
support staff, 3 non-
clinicians involved in 
SUPRANET) 

• Twelve male and 
nine female.  

• Convenience and 
snowball sampling  

• Face to face 
semi-structured 
interviews 

• Grounded 
theory 
approach  

Barriers to assessing risk in 
General Practice. 
 
Collaboration with other 
Mental Healthcare 
Institutions. 
 
Positive role of the mental 
health support staff in risk 



assessment and managing 
suicidal behaviour. 
 
 

Kendall et 
al 2010(7) 

United 
Kingdom - 
England 

How do GP’s view, 
manage and experience 
Critical Incident Reviews 
(CIR) in Primary care? 
How does government-
imposed regulation and 
target setting in relation to 
suicide prevention in 
Primary Care fit with GP 
experiences. 

• 16 GP’s who had 
been in volved in a 
critical incident 
review relating to a 
suicide within the 
practice. 
 

• Face-to-face 
semi-structured 
interviews  

• Subtle realism 
approach 

Culture of blame within 
General Practice. 
 
Institutionalising and 
resisting blame. 
 
Managing guilt. 
 
 

Medina et 
al 2014(8) 

Nicaragua What are the perceptions 
of primary healthcare 
physicians relating to 
mental health and suicide 
in young people? 

• 13 participants (7 
GP’s and 5 nurses) 

• Stratified purposive 
sampling  

• Semi-structured 
face-to-face 
interviews 

• Thematic 
analysis 

Building trust with young 
patients takes time. 
 
Clinicians view 
themselves as preservers of 
life. 
 
Avoiding the ‘hot potato’ 
that is dealing with mental 
health. 
 
Dealing with frustration 
and powerlessness. 
 



Barriers to helping young 
people.  
 
Identified needs to 
improve suicide 
prevention. 
 
 

Saini et al 
2010(9) 

United 
Kingdom - 
England 

To describe the services 
available in General 
Practice for the 
management of suicidal 
behaviour and the views 
of GP’s regarding this.  

• 159 GP’s interviewed • Semi-structured 
interviews 

• Framework 
analysis 

Barriers to accessing 
primary and secondary 
mental health services. 
 
Obstacles faced when 
referring a patient to a 
mental health service. 
 
Managing change within 
mental health services. 

Leavey et 
al 
2017(10) 

United 
Kingdom - 
NI 

What are the barriers to 
effective identification of 
suicidal patients from the 
perspectives of GP’s and 
family members? 

• 19 participants from 
GP sample  

• 11 women and 8 men 
• GP’s had to be 

involved with a 
minimum of at least 
2 suicides within 
their practice 

• In-depth 
interviews  

• Thematic 
analysis 

Barriers to recognising and 
managing suicidal 
patients. 
 
Relationship with 
psychiatric services  
  
 
 



Rukundo 
et al 
2022(11) 

Uganda To explore the knowledge, 
attitudes and experiences 
of Primary healthcare 
workers in managing 
suicidal behaviour in 
southwestern Uganda. 

• 18 participants 
(medical doctors n=5) 

 

• Semi-structured 
face to face 
interviews 

• Thematic 
analysis 

Personal experiences in 
managing and assessing 
suicidal behaviour. 
 
Attitudes of Primary Care 
staff towards suicidal 
behaviour 
 
Challenges in assessing 
and managing suicidal 
behaviour. 
 
Recommendation for 
improving the 
management of suicidal 
behaviour 

Michail et 
al 
2016(12) 

United 
Kingdom 

To explore the experiences 
of GP’s when assessing, 
communicating with and 
managing young people 
displaying suicidal 
behaviour. 

• 28 GP’s 
• 15 female, 9 male (4 

did not records sex) 

• Four practice-
based focus 
groups 

• One in depth 
interview 

• Framework 
analysis  

Challenges in assessing 
and managing suicide risk 
in young people: 

• Patient related 
barriers  

• Organisational 
barriers 

 
Attitudes and beliefs of 
GP’s 
 



Ways to address 
challenges of managing 
suicide risk in young 
patients. 

Saini et al 
2016(13) 

United 
Kingdom 

The aims of the study 
were to explore GPs’ 
interpretations of patient 
communication and 
treatment in primary care 
leading up to suicide and 
to investigate GPs’ views 
on the relationship 
between primary care and 
mental health services 
prior to a patient’s suicide. 

• 39 GP’s 
• 28 male, 11 female 

 

• Semi-structured 
face-to-face 
interviews 

• Thematic 
analysis  

GP’s interpretation of self-
harm and suicide 
 
Professional isolation as a 
challenge in managing 
suicidal behaviour 
 
 

Munoz-
Sanchex et 
al 
2018(14) 

Spain The purpose of this study 
was to analyse the views 
of four groups of 
healthcare professionals 
who play a relevant role in 
the management of suicide 
risk and related 
behaviours. 

• 12 GP’s within the 
Primary Care Group 

• Emergency 
department doctors, 
psychiatrists and 
psychologists also 
interviewed. 

• Mixed focus 
groups 

• Classic 
qualitative 
content analysis 

Barriers to assessing 
suicide risk 

Styrvold 
et al 
2021(15) 

Norway The purpose of this study 
was to explore GP’s views 
and experiences in 
identifying and assessing 
suicidal ideation. 

• 10 GP’s 
• Convenience 

sampling 

• Semi-structured 
interviews 

• Framework 
analysis 

Initial diagnosis and 
symptoms masking mental 
health. 
 



Patient cues vary in 
disclosing mental health 
problems. 
 
Depression score useful to 
aid in identifying suicidal 
ideation. 
 
Preventative interventions 
in General Practice.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Table S4 – data extraction 
Author Country of 

origin 
Aims/purpose Population 

and sample 
size 

Methodology Codes Summary of findings  

Bellairs-
Walsh et 
al 2021 
(4) 

Australia To assess the needs, 
challenges and 
perspectives of GP’s 
working with young 
people displaying 
self-harm and 
suicidal behaviour in 
an Australian 
setting  

15 GP’s, 9 
males and 6 
females. Mean 
age 46.25 
years and 
mean duration 
of practice 
12.63 years. 
4 gp’s 
suburban, 1 
regional, 1 
suburban and 
metropolitan, 
2 
metropolitan. 
7 did not 
complete 
demographic 
responses  
Purposive 
sampling 

Qualitative, 
mixture of 
individual (5) 
and group (3) 
and face-to-
face 
interviews. 
Reflexive 
thematic 
analysis 
approach. 
Semi-
structured 
open ended 
interview 
schedule  

Working with young people has its challenges: 
• Difficult to assess risk due to 

developmental stage – “teenage angst 
versus real mental health problem” 
and more impulsivity. Opposite is true 
in that some young people don’t show 
any warning signs.  

• Communication difficulties  
• Parental involvement can be positive 

(collateral history and support 
network) but also negative in terms of 
confidentiality and the young person 
being able to disclose certain 
information. 

Screening tools can help manage uncertainty: 
• Use of tools to identify risk factors in 

consultation. 
• Anxieties around mental health 

diagnosis and management being 
more subjective i.e. lack of parameters 
as s the case with physical health 
conditions 

• GP’s want standardised protocol for 
suicide management (for patient 
safety and medico-legal reasons) 

• Value in that they can be used as a 
prompt in the consultation. 

Primary care plays key 
role in identifying and 
managing suicide and 
self-harm in young 
people. 
Barriers to this include 
time and resource 
constraints, lack of 
clarity with referral 
pathways and support 
services as well as lack of 
screening tools. 
Facilitators include 
establishing a good 
rapport with the patient 
and listening to their 
story and emphasising 
confidentiality.  
Further training and 
resources are needed for 
GP’s and an MDT 
approach with the 
mental health team 
would be ideal in the 
acute setting. However, 
some GP’s may be ‘set in 
their ways’ and never 
willing to truly engage 



• Not useful as evidence base to predict 
likelihood of suicide. Can also impede 
consultation and act as barrier 
between doctor and patient 
relationship. 

Importance of dialogue and patient doctor 
relationship: 

• Toolkits should not get in the way of 
good dialogue and listening to the 
patients needs and concerns.  

• Important of getting an understanding 
of the events of each person’s life and 
not restricted by tick boxes as any 
emotional distress in a young persons 
life may contribute to suicidal 
behaviour. 

• Establishing rapport early on in 
consultation by reiterating 
confidentiality laws, working with 
them to establish what support they 
need and being non-judgemental helps 
in these consultations  

Time constraints 
• More likely to be more direct in asking 

about suicide and more likely to use 
tools due to short consultation times  

• Lack of time makes it difficult to 
establish rapport and also difficult to 
manage mental health crises which 
then leads to poor management 

• Less likely to ask about suicidal 
behaviour because of time constraints 

with further learning in 
this area.  
 



i.e. “not wanting to open that can of 
worms” 

 
Lack of clarity in service access and referral 
pathways: 

• Unclear referral criteria, lack of 
signposting from secondary care 
services  

• Need for further training in what 
resources are available to support 
young people 

Provision of mental health should not fall on 
GP’s alone: 

• Providing care that they do not feel 
qualified to provide. 

• Experience that some GP’s ‘don’t do 
mental health’ and feel it should be an 
integral role of a GP’s job. 

• Feel as if GP’s are first point of contact 
for those who are self-harming and 
displaying suicidal behaviour – do an 
assessment, sign post and refer. 
However feel there is a need for an 
MDT approach in acute setting, i.e a 
young person self harming should 
trigger appointment of social worker, 
psychologist and psychiatry  

 
More comprehensive training in suicide and 
self-harm is needed: 

• Point being that there is a lack of 
training for what is quite a common 
primary care consultation. 



• Idea of being trained by GP’s with 
experience and also by service users to 
share their stories and context  

• Idea that some GP’s who are not 
interested in mental health would 
influence uptake of training. 

 
 

Chandler 
et al 
2016(5) 

UK – 
Aberdeenshire  

To assess GP views 
on relationship 
between self-harm 
and suicide, and 
also carrying out 
suicide risk 
assessments on 
those who have self 
harmed. (Self-harm 
that is not just 
focused on hospital 
treated self-harm 
and self-harm that 
is deemed suicidal) 

30 GP’s, 16 
male and 14 
female. 21 
urban and 9 
rural. 12 
deprived, 3 
middle 
income, 13 
affluent, 2 
mixed.  

Semi-
structured 
interviews, 
thematic 
analysis using 
narrative 
approach. 
Mixture of  
phone and 
face-to-face 
individual 
interviews – 
not stated 
numbers in 
each group 

Suicide and self-harm as distinct versus self-
harm and suicide as related 

• Some GP’s felt that these are two 
entities whereby self-harm is not 
necessarily an intent to die but a way 
of expressing emotional distress but 
acknowledge the theoretical link 
between self-harm being a risk factor 
for suicide. 

• Idea that certain forms of self-harm, 
such as arm cutting = ‘cry for help’ and 
‘definitely not people who want to kill 
themselves”. Idea that those who go 
on to commit suicide are the ones 
‘ you don’t know about and will find a 
way to do it” 

• Differs to other GP perspectives that 
self-harm is an indicator that patients 
have had suicidal thoughts at some 
point. Idea of ‘gross ambivalence to 
being alive’ because of co existent 
poverty, abusive relationships, 
drug/alcohol misuse, homelessness. 
Difficult to assess intent of suicide 

• GP’s in study 
varied in suicide 
and self harm 
being distinct or 
related  

• Challenges to 
risk assessment 
include time 
constraints, risk 
assessments 
involving 
marginalised 
groups, patients 
not being open 
about intent. 
Some GP’s do 
not feel qualified 
enough and 
some go rely on 
gut feeling  



from self-harm especially in vulnerable 
groups 

Challenges of suicide risk assessment from 
those who have self-harmed: 

• Time constraints  
• Patients may not want to ‘open up’ if 

they are intent on doing it  
• Those working with marginalised 

groups find it difficult as even if intent 
is ‘not suicidal’ at that point, may not 
preclude self-inflicted death through 
inherently risky living  

Challenges carrying out suicide risk 
assessments: 

• Can ask about risk and protective 
factors but often rely on ‘gut feeling’ 

• Some GP’s do not feel comfortable 
carrying out assessments as feel self 
harm and suicide distinct and should 
be carried out by mental health 
professionals  

• One GP who feels there is overlap was 
more assured in carrying out suicide 
risk assessments – would go off what 
patient is saying, their history and gut 
feeling. Also idea that intention not 
that useful in disadvantaged 
populations as risk of perceived death 
heightened and disclosure of 
suicidality pervasive  

Straightforward accounts of risk assessment: 
• Some GP’s feel comfortable with 

assessing risk in context of self harm 



• Need to listen to patient and their 
wider context  

 
Elzinga 
et al 
2020(6) 

The 
Netherlands  

An implementation 
study to evaluate to 
what extent 
SUPRANET was 
helpful in 
supporting PCP’s to 
apply suicide 
prevention 
practices. 
SUPRANET = 
Netherlands 
national suicide 
prevention 
programme. Within 
this there is an 
element for PCP’s to 
support them 
carrying out 
evidence based 
suicide prevention 
practices.  

21 participants 
(13 GP’s, 5 
mental health 
support staff, 
3 non 
clinicians 
involved in 
supranet). 12 
male 9 female.  
Convieninece 
sampling and 
snow ball 
technique  

. Face to face 
interviews, 
semi-
structured 
and grounded 
theory 
approach 

Barriers to assessing risk in general practice: 
• Difficult to recognise suicidal ideation 

and can present in various ways 
• View that some patients use it as a 

means to grab the attention of the PCP 
as a means of manipulation 

• Idea that some patients present with 
physical complaints that are actually 
mental health complaints – and can 
take some time/consultations to get to 
suicide risk assessment  

• Patients don’t always offer suicidal 
intent so needs to be explored by PCP 

• Idea of gut feeling of  when to assess 
risk in consultation as opposed to 
following systematic approach 

• Some PCP want MDT guideline on 
diagnosing and managing suicidal 
intent and that this should be explicitly 
asked for in every consultation for 
depression 

• Traumatic experiences for PCPs that 
affect their mental and emotional 
health. Also suicidal behaviour as a 
burden ‘having to stay with a patient 
until the psychiatrist arrives’ 

• Time constraints  
Collaboration with other MHC institutions: 

• Barriers to 
suicide risk 
assessment 
include time 
constraints of 
consultation, 
risk presenting 
in different ways 
and not being 
readily 
apparent. 
Dealing with 
suicidal 
behaviour has 
emotional 
impact on PCP’s. 
Poor 
relationship 
between PC and 
secondary care. 
MHSS positive. 
Training only 
taken up by GP’s 
who are 
interested in the 
topic. 



• Difficulty with this, MHC often work in 
isolation and poor communication 
between services 

• Time consuming referral processes – 
even in crises situation 

• Lack of clarity over referral pathways 
and procedures  

• Worried that care substandard by MHC 
• Want to work in closer collaboration 

with MHC and follow patients up  
Role of the MHSS  

• Viewed as positive by GP’s as positive 
as trained professionals and have more 
time to spend with patients  

• Seen as maybe more important than 
GP’s as have more time and expertise 
– however recognise that need ro GP’s 
is important as can recognise 
psychological complaints and refer 
onto  

Implementation process: 
• Only GP’s with interest will engage 

with supranet. Paradox that ones who 
need it most won’t attend as not 
interested in the issue of mental health 
and suicide  

• Importance of discussing complex 
cases with colleagues  

 



Kendall 
et al 
2010(7) 

United 
Kingdom - 
Southampton 

How do GP’s view, 
manage and 
experience Critical 
Incident Reviews 
(CIR) in Primary 
care? (part of larger 
work looking at 
willingness of GP’s 
to conduct CIR). 
Further – how does 
government-
imposed regulation 
and target setting in 
relation to suicide 
prevention in PC fit 
with GP 
experiences.  

16 GP’s. 5 
female and 11 
male. Average 
duration of 
work 19 years.  

Interviews 
were carried 
out with GP’s 
following a 
CIR. Face to 
face semi-
structured 
interviews. 
Subtle realism 
approach 

Culture of blame within general practice: 
• Culture of not owning up to mistakes 

or admitting uncertainty due to being 
perceived as not being competent. 
Also culture of not wanting to criticise 
other doctors 

• Blame culture from increasing concern 
from high profile mistakes and 
litigation from patients and relatives  

• Issue with suicide risk assessments is 
that patients need to attend surgery 
and be forthright clear with their 
intentions and feelings 

• If they want to commit suicide they 
will and difficult to alleviate the causes 
of suicide as out of GP’s control – gp’s 
have a role with homelessness, 
poverty but it needs a system wide 
approach and not just a GP to fix it  

• Public quick to blame – even if there 
was nothing the GP could do, as they 
were involved = feel blamed  

Institutionalising and resisting blame 
• Idea that increased clinical governance 

can be excessive and when doctors fail 
to meet targets this creates more 
governance and gets in the way of 
patient care 

• Feel like job is under threat and more 
likely to practice ‘defensive medicine’ 
– avoiding liability as opposed to acting 
in best interests of patient. 

GP’s reluctant to take 
part in CIR due to fears 
of blame and litigation. 
After being part of 
reviews, do feel more 
reassured. Idea of CIR 
and increased 
government taregts 
leads to more defensive 
medicine. Also mention 
that suicide prevention 
needs system wide/MDT 
approach  



• If had actually done something wrong 
– would be unlikely to admit this in an 
SEA/be dishonest and withhold 
records 

Managing guilt 
• CIR = fears of blame and litigation. 
• Find it difficult to show regret (which is 

natural after being involved in with a 
patient who hoas committed suicide) 
for this being misconstrued as guilt 

• After a review though, some GP’s 
gound this comforting and reassuring 
as did not do anything wrong and 
could not have prevented suicide from 
happening 

• Local facilitator was psychiatrist which 
made them feel more at ease with the 
process 

Medina 
et al 
2014(8) 

Nicaragua What are the 
perceptions of 
primary healthcare 
physicians relating 

5 nurses, 7 
GP’2, average 
length of work 
12 years. 

Semi-
structured 
interviews, 

Building trust takes time 
• Young people tend to come to gp for 

different reasons such as sexual 
health, and are unlikely to open up 

Barriers to young suicide 
prevention in young 
people: 



to mental health 
and suicide in young 
people? 

Stratified 
purposive 
sampling  

thematic 
analysis  

about mental health. After time this 
changes and after trust is built.  

 
Preservers of life 

• Idea that clinicians see themselves as 
preservers of life – so when someone 
is displaying suicidal behaviour, 
subconsciously want to help someone 
with a physical disease as they want to 
live  

Avoiding the hot potato: 
• Feel that they do not have enough 

training in dealing with MH and refer 
on 

• Pass on the ‘hot potato’ for someone 
else to deal with  

Dealing with frustration and powerlessness  
• Feelings of frustrations of being unable 

to help young people – feelings of 
incompetence 

• Sad that they could not solve patients 
problems and live up to expectations 

Barriers to helping young people 
• Limited time  
• Lack of privacy 
• Insufficient economic and human 

resources 
• Need for more time in consultations 

and better training 
• National guideline available but not 

used by study participants out of 
choice or they didn’t know about it  

• Need longer 
consultations 
and often more 
than one to 
build trust  

• Suicidal intent 
not always 
apparent and 
masked by 
physical health 
complaints  

• Lack of training 
by GP’s means 
they are anxious 
managing this 
group of 
patients  

• More training is 
needed and a 
system wide 
holistic approach 
involving NGO’s 
to implement 
suicide 
prevention in 
this age group  



• Difficulty in communication with young 
people – takes a few consultations to 
build trust 

• Law – young people under 18 must be 
accompanied by an adult which is a 
potential barrier to the consultation  

Identified needs for suicide prevention 
• Stepped care programme 
• Community spaces for young people to 

meet and talk  
• Need for third sector involvement and 

community groups particularly for 
young people  
 

Saini et 
al 
2010(9) 

United 
Kingdom – 
Manchester  

To describe the 
services available in 
general practice for 
the management of 
suicidal behaviour 
and GP’s views on 
these  

159 GP’s 
interviewed. 
Nothing else 
about 
demographics  

Quantitative 
– from 
national 
confidential 
inquiry into 
suicide 
database to 
identify GP’s. 
Questionnaire 
dent out to 
gp’s and also 
semi-
structured 
interviews. 
These were 
assessed 
using 
framework 
analysis  

Barriers to accessing primary/secondary 
mental health services: 

• Lack of access to primary/secondary 
mental health services due to cmht 
lack of resources and lack of onsite 
mental health services  

• Long waiting lists  
• Not meeting criteria for CMHT and so 

referred back for primary care mental 
health team with long waiting lists 

• CMHT- for severe and complex and no 
option for mild-moderate mental 
health 

• Lack of availability for crises teams and 
also lack of inpatient beds for suicidal 
patients  

Obstacles faced when referring a patient to a 
mental health service  

• Lack of available 
services  

• Difficult tor refer 
into mental 
health services 
and lack of 
direct access to 
a psychiatrist 

• GP’s feel 
unsupported in 
their decision 
making when 
managing these 
complex 
patients 

• Depending on 
location of work 
determines how 
good cmht is  



• Patients being seen by a mental health 
worker and then referred back to GP 
without seeing a psychiatrist 

• GP’s feel unsupported in decision 
making regarding these patients and 
vulnerable patients not seen fast 
enough (cmht’s not seeing patients if 
they don’t meet criteria, cmht not 
following up missed appointments, 
gp’s having to force cmht to listen) 

Managing change within mental health 
services: 

• Negative attitude toward new referral 
system – no CPN on site and lack of 
direct contact with a psychiatrist 

• Very much a postcode lottery with 
how good local crisis team is  

Leavey 
et al 
2017(10) 

UK –northern 
Ireland  

What are the 
barriers to effective 
identification of 
suicidal patients 
from the 
perspectives of GP’s 
and family 
members? 

GP sample – 
19 (11 women 
and 8 men). 
Range of 
exepriene 15-
30 years. 
Diverse range 
of primary 
care settings 
(but not 
broken down 
into raw 
numbers), 
minimum had 
to be involved 
with at least 2 

Thematic 
analysis, in-
depth 
interviews  

Family perspectives on care (omitted as not 
relevant to research question) 
GP perspectives  
 
Recognition and management of suicidal 
patients 

• Barrier - No contact by patients  
• Barrier – stigma around seeking help 

for mental health especially from small 
rural communities  

• Barrier – lack of training in assessing 
suicide risk for common mental health 
conditions. Also difficult in deprived 
inner city area where GP’s contending 
with gang violence and drug abuse  

Barriers: 
• Stigma, lack of 

training, patients 
not contacting 
services, 
unpredictability 
of suicide, short 
consultations, 
poor relations 
with psychiatric 
services  



patients who 
had died by 
suicide  

• GP scepticism – gp more concerned 
about suicide than mental illness. 
patients using the ‘im suicidal’ to get in 
the front door to seek care or for 
ulterior motives such as seeking 
disability allowance. Meaning that 
some people who are not deemed 
suicidal but have acute mental health 
problems and are not receiving care 

• Risk assessment process – 
standardised questions asking about 
suicide provoke defensiveness from 
patients and seen as barrier to 
therapeutic engagement 

• Short consultation times  
• Suicide as unpredictable – seemingly 

no risk factors as to why it would 
happen. Also patients increasing 
attendance for other complaints not 
psychiatric leading up to suicide  

• Paradoxical presentation 
• Continuity of care and poor 

engagement 
• Alcohol and drug use  

 
Psychiatric services  

• Fractious and disturbing  
• Perceived inadequate assessment  
• Delay to hospitalisation 
• Inadequate follow up in the 

community  
• Lack of communication with primary 

care 



• Absence of shared knowledge 
Rukundo 
et al 
2022(11) 

Uganda Explore the 
knowledge, 
attitudes and 
experiences of 
Primary healthcare 
workers in 
managing and 
assessing suicidality 
in southwestern 
Uganda  

18 participants 
of which five 
were medical 
doctors. 4 
male 1 female  

Semi-
structured 
interviews, 
thematic 
analysis 

Knowledge and attitudes in assessment and 
managing of suicidality 

• Common causes risk factors for suicide 
Attitudes of PHWC towards suicidality 

• Can be ‘normal’ people who commit 
suicide  

Experiences in assessment and management 
of suicidality 

• Talking therapies versus medication. 
Very narrative in their responses  

Challenges in assessing and managing 
suicidality: 

• Resource constraints, low staffing 
levels, lack of training, lack of inpatient 
beds 

Recommendation for improving management 
of suicidality in southwestern Uganda: 

• Multisystem mdt approach with 
community groups  

• Outreach programmes to raise public 
awareness 

• Include mental health assessments for 
all consultations  

• Largely narrative 
accounts of 
clinicians that 
have managed 
suicidal patients  

• Barriers = 
resource 
constraints, lack 
of training, lack 
of inpatient beds  

• Multi-system 
MDT wide 
approach 
including 
community 
groups is needed 
to improve 
management  

Michail 
et al 
2016(12) 

UK - 
Nottingham 

Aim to explore GP’s 
views and 
experiences with 
assessing, 
communicating with 
and managing 
young people 
suicidal young 
people (14-25) 

28 GP’s, 9 
males, 15 
females, 4 did 
not record 
gender. 

4 practice 
based focus 
groups and 
one in depth 
interview. 
Framework 
analysis  

Challenges in assessing and managing suicide 
risk in young people 

• Lack of specialist knowledge and skills 
• Specifically lack of knowledge around 

youth specific risk predictors 
• Distinguishing pathological mood from 

‘normal adolescence’ 
• Suicidal behaviour versus cry for help 

Specific challenges to 
managing young people. 
Further training needed. 
Poor relations with 
secondary care 



• Young people not as forthcoming and 
difficult to be direct with suicide 
questions  

• Issue of confidentiality as young 
person 

Patient related barriers  
• Not as forthcoming as older patients  
• Involvement of caregivers can 

sometimes be counter productive  
Organisational barriers 

• Difficulties in accessing secondary 
mental healthcare and unclear referral 
pathways  

• Having to force crisis teams to listen 
• Limited consultation times  
• Therefore as short time – a lot of 

management is based on gut feeling  
Attitudes and beliefs of GP’s 

• Difficult to predict suicide  
• Impulsivity in young people difficult to 

distinguish between suicidal behaviour 
and a cry for help  

Ways of addressing challenges: 
• Need for specialist education – set of 

questions to ask young people to 
assess for youth suicide predictors, 
how to involve family, how to manage 
challenging consultations 

• Training for gps to deliver brief 
psychological therapeutic input  

• Training tailored to stage of training 
and to involve mental health team  



• Views mixed on predictive suicide tool 
– threshold score useful for decision 
making versus validity of tool and 
whether high risk cases would be 
missed and how it affects doctor 
patient relationship  

Saini et 
al 
2014(13) 

United 
kingdom – 
Liverpool  

The specific aims 
of the study were 
to explore GPs’ 
interpretations of 
patient 
communication 
and treatment in 
primary care 
leading up to 
suicide and to 
investigate GPs’ 
views on the 
relationship 
between primary 
care and mental 
health services 
prior to a patient’s 
suicide 
 

39 GP’s 
interviewed. 
11 female and 
28 male. 
Average length 
of qualification 
19 years 

Semi-
structured 
and face to 
face. 
Thematic 
analysis 

GP’s interpretation of self-harm and suicide  
• Majority of patients verbalised suicidal 

intent – however frequent GP attitude 
was that this was an attention seeking 
act.  

• Idea that some GP’s feel those that say 
they are suicidal all the time are not 
actually at highest risk  

• Idea that those who self-harm are 
doing it as attention seeking and not at 
highest risk of suicide  

Professional isolation: 
• Decision making often based by rigid 

criteria set by CMHT 
• GP’s often middle man between 

CMHT and patient trying to explain to 
them why they can’t get the care they 
need due to resource constraints  

• Frustrated with referrals being 
bounced back, lack of access to 
interventions for these people = GP’s 
have to manage these patients alone  

• Frustration of patients being 
discharged without GP involvement  

Communication 
between PC and MH is 
poor – referral not being 
taken seriously, lack of 
resources, unclear 
referral pathways, lost 
to follow up on 
discharge  
 
Communication with 
patients is difficult – self-
harm and voiced 
suicidality seemed more 
as a crying wolf than cry 
of help by this cohort 



• Lack of MHSS in GP and less direct 
access to psychiatrist  

• Idea that need more rapid access for 
mental health assessment for suicidal 
behaviour i.e. like a 2ww as per 
physical health conditions  

GP responsibilities versus patient autonomy: 
• Medication but GP’s wanting to px 

talking therapies that aren’t available. 
Patients may lack adherence to 
medication as a means of ‘not wanting 
to get better’ as per their autonomy  

• Lack of hospital beds  - patients being 
put on medical wards  

• Missing appointments – as an active 
choice or being so unwell patients did 
not remember appointments  

• Clear intent to die – despite range of 
interventions being offered, some 
patients will still want to take their 
own lives. What is deemed as 
acceptable in terms of intervention by 
one patient will be different to another 
and is limited by resource constraints 
in care and is dependent on the 
individual context of a patients 
situation. 

Munoz-
Sanchex 
et al 
2018(14) 

Spain The purpose of 
this study is to 
analyze the views 
of four groups of 
healthcare 
professionals who 

12 GP’s (also 
included ED 
doctors, 
psychiatrists 
and 
psychcologists) 

Classic 
qualitative 
content 
analysis. 
Focus groups 
(mixed) 

• Lack of training 
• Lack of consultation time  
• More consultation times needed  

Difficult to summarise 
main themes from GP’s 
in this study as mixed 
focus groups – general 
themes are lack of 
training and also lack of 



play a relevant 
role in the 
management of 
suicide risk and 
related behaviors 
with the goal of 
identifying the key 
factors for suicide 
prevention in 
different areas of 
the healthcare 
system. 
 

time in consultations 
presents barrier ot 
managing this condition  

Styrvold 
et al 
2021(15) 

Norway The purpose of 
this study was to 
explore GP’s 
views and 
experiences in 
identifying and 
assessing suicidal 
ideation. 
 

10 GP’s – no 
other 
demographic 
data  

Semi-
structured 
interviews, 
convenience, 
sampling, 
thematic 
framework 
analysis 

Initial diagnosis and symptoms 
• Patients don’t always book in for the 

reason they actually want to see GP to 
avoid stigma from secretary staff 

• Also present with somatic symptoms 
masking mental health diagnosis  

Patient cues in disclosing their problems: 
• Varies from patients being direct with 

what they need and how they are 
feeling, how some patients have a 
‘handle on the door moment’ and also 
some doctors using a gut feeling from 
the patient in front of them  

Identification of suicidal ideation: 
• MADRS depression scale used by 

doctors and felt to be useful and map 
out severity of depression 

Preventative interventions in General 
practice: 

Patients present with 
suicidal behaviour in 
different ways and can 
be masked by physical 
health problems  
MADRS scale used by drs 
in this study and 
deemed to be useful 
mapping out depression 
Helpful preventative 
measures = being 
available for the patient 
and being ware of 
secondary care services  



• Stating to patient that they are there 
and they can be followed up, they are 
not alone 

• An awareness of secondary services 
helped customize treatments for 
patients  
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