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Reduced suicide risk for
affectively ill patients

Sir - In the September issue of the Journal two papers
provided valuable information about suicides and their
prevention,'” but only one of them mentioned lithium and
only briefly. There is, however, reason to elaborate on this
treatment, which in affectively ill patients at high risk of
committing suicide can reduce this risk markedly. Two
recent reviews analysed the evidence, from many studies
involving large numbers of patients.

In one of them’ the average number of suicidal acts was
0.255 per patient-year in manic-depressive patients given
lithium and 1.778 per patient-year in such patients not
given lithium, a seven-fold difference. The frequency of
suicide attempts was 23 times lower and the frequency of
completed suicides five time lower in patients on lithium
than in those not on lithium.

The other review* dealt exclusively with studies in which
the same patients had been followed before, during, and
after lithium treatment.

While manic-depressive patients have a mortality that is
about three times higher than in the population at large,
primarily caused by suicides, the mortality in lithium
treated patients was in most studies not significantly higher
than in the general population.

This was so for bipolar, unipolar, and schizoaffective
patients, In some studies the frequency of suicidal acts was
high also during lithium treatment, but it was still higher
when lithium was not given. The frequency of suicide
attempts was five to 16 times lower and the frequency of
completed suicides three to 17 times lower in patients on
lithium than in patients not on lithium.

There was accordingly a marked association between
prophylactic lithium treatment, on the one hand, and
mortality and suicidal behaviour, on the other.

But correlation is not the same as causation, and other
factors than lithium may have played a role. The fall in
frequency of suicidal acts after start of lithium treatment
could for example have been caused by extra care and
supervision during the treatment.

That is, however, not likely. Patients for whom long-term
lithium treatment was prescribed had had several severe
depressions in the past, but repeated hospital stays with
their extra care and supervision had no prevented suicide
attempts.

The rise in frequency of suicidal acts after discontinua-
tion of lithium could have been caused by a
treatment-independent difference between non-compliant
and compliant patients. Among the former there is more
alcoholism and drug misuse than among the latter, condi-
tions that in themselves carry extra risk of suicide.

This may explain some of the rise, but hardly the whole.
In some patients the physician stopped lithium owing to
side effect or pregnancy, and it is not likely that such
patients had increased frequency of misuse.?

It should further be noted that there have been no
reports of reduced suicidal behaviour in patients given
maintenance treatment with anticonvulsants or anti
depressants. During long-term administration of these
drugs the same ‘other factors’ must have been at work as
during treatment with lithium, and yet it is only with the
latter drug that there is a temporal coincidence of treat-
ment and lowered suicidal behaviour.
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It would be wrong to claim that an anti-suicidal action
of prophylactic lithium treatment has been definitively
proven. Such proof is in fact not possible for any kind of
anti-suicidal intervention. One cannot maintain suicide
threatened patients on placebo or withhold psychological
and social support from them in order to observe when
they will kill themselves. But the extensive evidence has not
disproved that lithium has an anti-suicidal action. As scien-
tists we must concede that such an action remains a
possibility. As responsible physicians we cannot make ther-
apeutic decisions without taking that possibility into
consideration.

Lithium should be used as a suicide-preventive drug in
carefully diagnosed and conscientiously monitored bipo-
lar, unipolar, and schizo-affective patients with severe
depressions or depressions with suicidal ideation or with
suicide attempts in the past.
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EBM - a rigorous but common
sense approach

Sir — A recent editorial in this Journal sought to outline a
number of issues concerning evidence based medicine
(EBM), highlighting several potential advantages and limi-
tations of this approach.

Attention was drawn to two review articles published in
the British Journal of Psychiatry, both seeking to appraise
the efficacy of lithium.** The two authors had come to
entirely opposing conclusions and closer examination
revealed that each had cited largely different papers during
the process of their reviews. It is unfortunate that this was
interpreted as demonstrating shortcomings in EBM as
neither review was systematic. Their publication under the
banner of EBM was subsequently challenged as mislead-
ing,* and they might better be described as examples of
“prejudice-based medicine”, with each author choosing to
focus on evidence supporting their pre-existing viewpoint.

An EBM approach would seek to replace this with
systematic review, where a method for the review is made
explicit, including search and inclusion criteria, and aiming
to thereby objectively explore the subject.

The editorial also appeared to propagate a popular
misconception that EBM offers a solution to existing prob-
lems in research by means solely of meta analysis and
systematic review. The underlying principle of EBM is that
the best available evidence should be applied to clinical
practice.
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