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An Electronic Interview with

Prof Robin Jacoby

In this issue we have the pleasure to expand the scope of this
newsletter and introduce the first piece of our series of online inter-
views with experts and opinion leaders in the field of Psychogeriatrics.
They would share with us their thoughts on suicidology in later life. It is
our honour to have Prof Robin Jacoby of the Oxford University with us
this time.

Dear Prof-Jacody,

As editors of an electronic publication for the elderly suicide prevention programme in Hong
Kong, we are keen to interview some experts in this field so that local workers can understand
more about this topic. Being such a prominent old age psychiatrist and expert on elderly suicide,
your name obviously came to our minds. We are so excited when we received your favorable reply
to our request. Could we first know — how are you recently?

I am officially retired now but I still come into work every day. It's difficult to give up the
habits of a life-time. I am not doing as much cycling as | should, but they are going to install a
secure bike shed at work, so that I shall be able to have my bicycle here for running around town.
I'd be very happy to do the e-interview, so please fire away.

The Warneford Hospital,
Oxford
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Let us begin with this question - in your opinion, can elderly suicide rate be effectively reduced at
all?

The suicide rate can certainly be reduced but how much and for how long are the crucial
guestions. Some of the most effective measures are social ones that reduce access to means, for
example making poisons more difficult to acquire. But determined people will always find a way.
There are other social factors which cannot be altered - one could not, for instance, demolish all
the high-rise buildings in Hong Kong!

As psychiatrists, | think we have two duties and one thing of which we need to remind our-
selves. As to the duties, our first is to do everything we can to prevent and treat the mental ill-
nesses that are the root causes of most suicides, notably depression. | warmly applaud what you
are doing with your outreach service in Hong Kong. The second duty is to bring to the attention of
government those factors over which they have control and which might reduce suicide rates. In
the UK an example of this has been the restriction in sale of lethal analgesics to small quantities
only. Our efforts need, of course, to be backed up by research so that measures already in use are
subject to an audit of their effectiveness, and new measures are started only on the basis of evi-
dence. It goes without saying that an effective means of prevention will be no good if it lasts only
the life of a research project. Efforts need to be continuous.

The thing of which we need to remind ourselves is that we are not omnipotent (in any sphere
of psychiatry) and that we alone cannot bring down the suicide rate or be responsible for doing so.
We have an important role to play, but we also have to understand that people have been com-
mitting suicide since time immemorial and psychiatry cannot eradicate the practice.

We entirely agree with you that research and auditing
should be an integral part of any intervention we put into use.

Some publications state that voluntary agencies play an
important role in suicide prevention. In your opinion, what are
the obstacles one has to overcome in order to bring about better
cooperative effort across the different sectors and tiers of care?
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| agree that voluntary agencies, such as the Samaritans and other volunteer telephone help-
lines, can play an important role in suicide prevention. As to cooperative effort, | think it's a
question of local leadership. This does not have to be medical necessarily, but it may be. The
crucial thing is for a leader or a leadership group to emerge and coordinate all the efforts for sui- I
cide prevention within a locality. For example, voluntary organisations need to be able to facili-
tate quick access to psychiatric care in crisis cases. Looking at it the other way round, the imple- I
mentation of new research-proven preventative measures depends on free communication and
confidence between the professionals and the voluntary sector. Although we all attend so many of
them these days, | think this means regular meetings between all sectors involved in suicide pre- I
vention. If there is an identified leadership, it will become known to the authorities and can press
for whatever government initiatives are needed. In summary, unity is the name of the game. I

Agree entirely with you the importance of networking. In fact,
one of the components of the ESPP programme is the setting up of a
Central Steering Committee and a number of Local Steering Com-
mittee. These committees consist of major players in the health and
welfare sector covering the entire territory and catchment areas of
individual ESPP teams. Although we still experience problem with
cooperation, these committees must have helped to reduce such
problem.

We read with interest the article by your group titled" Suicide
in Older People Without Psychiatric Disorder” in International
Journal of Geriatric Psychiatry 21(4):363-7, 2006. It is also a
rather consistent finding in various psychological autopsy studies
that 10-30% of suicide decedents do not have 'diagnosable’ mental
disorder. A significant portion of them has terminal illness/
untreatable physical symptoms. Do you think mainstream psychia-
try would move from an absolutist stance and start to recognize
‘rational suicides' in the near future (with due considerations on the criteria and the medical-
legal implications)? I

I think "rational suicide™ does exist insofar as there are people who kill themselves who I
clearly have no mental illness. In this regard, therefore, it would be wrong for psychiatrists to say
that all suicides are their concern. I
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However, | think it is equally wrong for psychiatrists not to be extremely careful in assessing
cases before writing them off as "rational”. Our work suggests that some people may have
symptoms of depression without reaching the level of ‘caseness’. Also, potential suicide dece-
dents often deny mental symptoms in favour of physical ones.

If a psychiatrist is in a position to help someone who appears to be about to commit "rational
suicide”, | think every effort should be made to dissuade them. For example, some of the most
damaged people | have seen are the relatives of people who have committed suicide. In other
words, suicide is an aggressive act that can cause lasting harm to close family members who ex-
perience enormous guilt, sometimes for the rest of their lives.

That brings up an interesting ethical issue and a
: - clinical dilemma. If a person presenting after a suicidal
attempt, has depressive symptoms not reaching clinical’
caseness’, has clearly understandable reason for such an
 act (e.g. achronic, incurable illness incurring significant
suffering), has significant risk for further suicidal act (no
regret, still determined to ‘end his suffering’, and actively
planning for another go), but refuses to be admitted for
in-patient treatment. In your opinion, should he (she) be
admitted compulsorily for safe care and treatment? Or
should one respect this person's free will and offer only
whatever he would accept?

If, after a full assessment, | judge that the person is not suffering from a mental illness, I
would not take any action to admit them compulsorily.

Having said that however, | might well seek a second opinion before "releasing™ the patient.
One thing I would certainly do is write very good and full clinical notes explaining my decision.
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Among our readers are a number of keen researchers in suicidology. What is your view I
would be the main issues for research development in the coming decade?

This question will conclude our interview. With best regards, I

I think that the main challenge is to identify risk factors
for suicide that can be modified by social measures to reduce
the suicide rate; and which will be seen by governments as
presenting cost-effective ways by which their intervention
could reduce the suicide rate.

Best wishes,
Robin
>
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1A~ A Prof Robin Jacoby
University of Oxford
Department of Psychiatry
The Warneford Hospital
Oxford

United Kingdom

Interviewers:

Dr PAN, Pey-chyou
Department of Psychiatry, United Christian Hospital, Hong Kong

Dr Joshua TSOH
Department of Psychiatry, Prince of Wales Hospital, Hong Kong

The Late Mr SK CHUI
University Psychiatric Department, Queen Mary Hospital, Hong Kong
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Date Time Activity and Location Target Telephone Geographic
Topics/Speaker Audience Number Location of tar-
get participants
10.4.08 14:30 | Elderly Suicide AHNH POPD Nursing Staff 2683 7618 NT (East)
to Prevention Programme
17:30 CH Chang (APN)
30.4.08 18:30 Management of Elderly Seminar Nursing Staff 2814 0950 Members of
to Patients with Room, The HK Course on
20:30 Depression, Suicidal HAHO Anti-Cancer Integrated
Tendency and Society Professional
Confusion Oncology, Pallia-
LUI Siu Fung tive & Elderly Care
Nurse Specialist (PG)
07.05.08 3.30 Elderly Suicide T.K.O.H CNS nurses of 2727 8494 T.K.O. area
to Workshop CNS Office T.K.O. area
17:00 | Dr MK Wong (SMO)
10.5.08 10:30 “Eﬂrig?igig}e;:oflems TWGHSs Residents of 2814 2817 HKW
to 11:30 Yeung Shing | TWGHSs Yeung
Lina AU LM. Memorial Shing Memorial
RN(Psy) Long Stay Long Stay Care
Care Home Home
24.06.08 15.30 Elderly Suicide YFS PGS Front-line 2727 8494 K.E. Cluster
to Office Workers of
17:00 Tony TANG Elderly Nursing
NO (Psy) Homes
24.7.08 15:00 Elderly Suicide Preven- Caritas Frontline Worker 2456 8080 NT (West)
to tion Programme (Tin Yuet) of District Elderly
17:00 Elderly Community
Lau Yuk Mui Centre Center
NO (Psy)
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