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Introduction: Suicide prevention is a critical issue, and is related to the care and followup provided after a suicide attempt. This treatment is, however, linked to a patient's ability to memorize the information given to them in the emergency department, even though their memory may be impaired due to the drugs ingested after a self-poisoning suicide attempt. There is therefore a recommendation that a patient's cognitive function should be evaluated in these circumstances. The aim of this study was to examine how this advice is applied in practice.

Methods: We performed a telephone survey of the 30 teaching hospitals in France. The psychiatric team at each center was asked about the cognitive tests or other methods they employed to evaluate a patient's cognitive function. We also examined the other markers used.

Results: Only one of the hospitals contacted used a cognitive test. The others determined cognitive recuperation based on factors such as clinical opinion, vigilance or the plasma half-life of the drugs ingested.

Conclusion: There was no consensus on whether and which cognitive tests should be used following a self-poisoning suicide attempt. Indeed, these tests were very rarely employed. Most of the hospitals contacted used clinical markers, even though these have major limitations. The issue of conducting cognitive evaluations after deliberate selfpoisoning must therefore be addressed in order to harmonize clinical practice throughout the country.

Introduction

Suicide is a major health problem, leading to approximately 804,000 deaths annually worldwide. There are also 20 attempts for each suicide [START_REF] Gho | World Health Statistics data visualizations dashboard[END_REF].

Attempted suicide is the most important predictive factor for suicide [START_REF] Silverman | The American Psychiatric Association Practice Guidelines for the Psychiatric Evaluation of Adults[END_REF][START_REF] Terra | adsp n° 45 -La prévention du suicide[END_REF]. For this reason, every patient who makes a suicide attempt should undergo a psychiatric evaluation [START_REF] Roscöat | Efficient interventions on suicide prevention: A literature review -ScienceDirect[END_REF] and psychiatric follow-up [START_REF]La crise suicidaire : reconnaître et prendre en charge-Haute Autorité de Santé[END_REF].

Deliberate self-poisoning (DSP) accounts for 82% of suicide attempts, with benzodiazepines (BZDs) being the most commonly ingested drugs [START_REF]Suicide : Etat des lieux des connaissances et perspectives de recherche[END_REF]. The literature on BZDs describes how this medication is known to alter cognitive functions, such as anterograde memory, attention span, reaction times and specific psychomotor functions [START_REF] Gentil | Effects of flunitrazepam on memory and their reversal by two antagonists[END_REF]. Indeed, previous studies have highlighted memory impairment during the course of psychiatric assessments and after discharge from the emergency department (ED) [START_REF] Verwey | Clinically relevant anterograde amnesia and its relationship with blood levels of benzodiazepines in suicide attempters who took an overdose[END_REF][START_REF] Verwey | Reassessment of suicide attempters at home, shortly after discharge from hospital[END_REF].

It is therefore recommended that cognitive recovery should be ensured before any psychiatric evaluation [START_REF] Crowe | The Residual Medium and Long-term Cognitive Effects of Benzodiazepine Use: An Updated Meta-analysis[END_REF][START_REF] Lukens | Clinical policy: critical issues in the diagnosis and management of the adult psychiatric patient in the emergency department[END_REF]. Currently, little is known about which test is best for this purpose. Two studies have explored this issue [START_REF] Salles | Patient emergency assessment following deliberate self-poisoning with benzodiazepines: Can cognitive markers predict recall of the psychiatric interview? A pilot study[END_REF][START_REF] Salles | Memory impairment following intentional self-poisoning with benzodiazepines: Should we pay more attention to attention?[END_REF], but there is no consensus about an appropriate cognitive test battery.

We conducted a study of the teaching hospitals in France in order to explore current practices concerning cognitive evaluations or other techniques used to determine the most appropriate time for any psychiatric assessment after DSP. The aims of the study were to: 1) determine which cognitive tests or other methods are usually employed; and 2) identify the parameters upon which psychiatrists base their decisions about when to conduct a psychiatric appraisal after DSP.

Methods

We contacted every psychiatric emergency service in France using the phone number we found on the internet (https://www.reseau-chu.org/32-chru/). The caregivers we contacted were either psychiatrists or nurses. We took the view that both were able to answer our study's questions, especially because it is mostly the latter who perform the cognitivefunction screening that takes place before a psychiatric assessment is conducted. Indeed, we favored the answers of the caregivers who were most familiar with the functioning of their particular ED. All the participants in the study consented to their involvement.

The telephone calls to the centers in our sample asked to be put into contact with the professionals who had practical experience of the issue being examined, that is a psychiatric nurse or psychiatrist working in an ED. We asked two questions that were always formulated in the same way: 1) "Do you use cognitive tests to examine memory recovery after DSP, and, if so, which ones?" 2) "What clinical markers do you use to determine whether a patient would benefit from a psychiatric assessment?" We then proceeded to conduct a descriptive analysis.

Results

There are 30 teaching hospitals in France: Amiens, Angers, Besançon, Bordeaux, Brest, Caen, Clermont-Ferrand, Dijon, Fort de France, Grenoble, La Réunion, Lille, Limoges, Lyon, Marseille, Montpellier, Nancy, Nantes, Nice, Nîmes, Paris, Pointe à Pitre, Poitiers, Reims, Rennes, Rouen, Saint-Etienne, Strasbourg, Toulouse et Tours, Metz-Thionville and Orléans. We were able to contact all of these centers except Grenoble and Pointe à Pitre. In Paris, we contacted the Assistance Publique des Hôpitaux de Paris, which centralizes the majority of emergency psychiatric admissions in the city. We spoke to a psychiatric nurse in 22 centers (70%) and a psychiatrist in nine (30%).

The procedure was the same in all of the centers contacted. Patients were initially referred to the emergency team for their physical care. Then, when the patient was stable physically and his/her vigilance was normalized, he/she was transferred to the psychiatric team.

Only one teaching hospital currently employs a cognitive test -the verbal five-word memory test [START_REF] Dubois | L'épreuve des cinq mots. Fiche technique[END_REF] -to evaluate cognitive recuperation after DSP. The other clinical parameters used to determine the appropriate time to conduct a psychiatric assessment were:

1) The clinical opinion of the psychiatric caregiver (n=28), based on his/her clinical views about sedation.

2) Vigilance (n=23), which was evaluated by the Glasgow coma score [START_REF] Teasdale | Assessment of coma and impaired consciousness. A practical scale[END_REF].

3) The plasma half-life of the ingested drugs, especially benzodiazepines (BZDs; n=11). This was mostly used during the psychiatric interview to determine if a patient had ingested BZDs with a long half-life; some centers waited 24 hours before performing an evaluation.

4) Coherence in a patient's speech (n=11), which was evaluated based on the ability to respond to questions. 5) Past medical history and patient age (n=3). Older patients or those with medical conditions are considered to be more sensitive to a drug's effects, meaning that a delay before conducting an evaluation is more important. 6) A patient's feelings about his/her own cognitive state (n=1), which was evaluated using the following question: "Are you in your normal state?"

The results per center are summarized in Table 1.

In most cases, the emergency physicians in the EDs determined the most appropriate time to conduct a psychiatric interview by calling in and then delegating to the psychiatric team. This decision mainly depended on a patient's vigilance state. In two centers, the blood alcohol concentration (BAC) was also evaluated, with a value below 0.5gr/L required before a psychiatric assessment was performed. In cases where the BAC was above 0.5g/L, these two psychiatric teams waited for the alcohol to be eliminated from the patient's system based on a calculation of the mean time that this would take. Interestingly, one center undertakes a dual vigilance evaluation that is performed by both an ED doctor and a psychiatrist.

If an emergency team requested a psychiatric assessment, its psychiatric team could nevertheless decide to leave a patient in the ED following an evaluation. The decision to defer a psychiatric assessment was mostly based on the half-life of the drug(s) consumed or how intoxicated a patient was following the consumption of alcohol. Nevertheless, patients always underwent a psychiatric evaluation in order to ensure that the recommendations of the National Collaborating Centre for Mental Health (UK) were followed [START_REF]Self-Harm: The Short-Term Physical and Psychological Management and Secondary Prevention of Self-Harm in Primary and Secondary Care [Internet[END_REF]. In some centers, patients could be oriented to a suicide crisis department (n=15) until a satisfactory psychiatric assessment could be performed. Five centers also make one telephone call to these individuals in the weeks after their suicide attempt.

Discussion:

Our study investigated current practices regarding the cognitive tests employed in EDs to ensure that patients have retrieved their memory functions after DSP. This is essential because: most patients are oriented to outpatient care after a suicide attempt; and any follow-up in these circumstances is the most effective approach when it comes to reducing the incidence of further attempts [START_REF] Guthrie | Randomised controlled trial of brief psychological intervention after deliberate self poisoningCommentary: Another kind of talk that works[END_REF]. It is therefore critical that patients understand what they are told about their care to ensure that they attend any outpatient appointments and comply with other instructions.

Our main finding was that cognitive tests were very rarely used, with the majority of centers contacted basing their cognitive assessments on clinical parameters. Indeed, only one center (3%) used a cognitive tool, with all the others basing their decisions on clinical evaluations alone.

The majority of centers based their assessments on the views of caregivers, even though previous research has demonstrated that this method is inadequate. Indeed, one particular study [START_REF] Verwey | Clinically relevant anterograde amnesia and its relationship with blood levels of benzodiazepines in suicide attempters who took an overdose[END_REF] found that half of the patients who were evaluated in this way and determined to be fit for a psychiatric assessment in fact presented with memory impairment the next day.

Vigilance was also used by our sample, even though previous studies have revealed some dissociation between this and memory function in cases where BZDs have been ingested [START_REF] Curran | Differentiating the sedative, psychomotor and amnesic effects of benzodiazepines: a study with midazolam and the benzodiazepine antagonist, flumazenil[END_REF]. This is also the case when a patient's speech is used to determine cognitive impairment. In addition, there were instances where vigilance was evaluated using the Glasgow Coma Scale (GSC), which was developed for cases of traumatic injury and has not been investigated in DSP patients. The use of the GSC in this context is, therefore, debatable, especially because a score of 15 does not guarantee that cognitive functioning is normal.

The plasma half-life of ingested drugs as a tool to determine fitness for a psychiatric evaluation could be worth further exploration. Nevertheless, there is much individual variability in the results produced by this measure, depending on a patient's metabolism, especially in cases where there is renal impairment. There are also variations according to weight and pharmacogenetic parameters. Moreover, the plasma concentration could have different clinical repercussions in terms of the functioning of the acute or chronic exposition of a drug, especially for BZDs (pharmacology tolerance).

We were also surprised to note that none of the centers took the consumption of illegal drugs or alcohol during the suicide attempt into account when considering cognitive recuperation. In relation to the latter, the fact that the psychiatric teams waited for BACs to return to zero could be a response to patients who are chronic alcohol consumers and may therefore experience withdrawal symptoms. There should, however, be some caution when using this approach, particularly because alcohol withdrawal also causes severe cognitive impairment.

Only nine psychiatrists responded to our questions. This may be explained by how EDs function, with the turnover of psychiatrists working there possibly being an important factor. In fact, the psychiatrists that we did manage to contact were mostly residents or only worked part time, which is why we favored the answers of the nurses who were more familiar with ED routines and procedures.

This study has several limitations. First, it only addressed the central question with teaching centers, meaning that the results cannot necessarily be generalized to all of the EDs in the country. However, teaching centers are known to provide leadership in terms of health recommendations, and are also used to disseminate knowledge about best practices. We chose these hospitals because they undertake the care of the majority of patients and have a technical platform that enables them to care for those with the severe intoxication associated with impaired vigilance and cognition. We therefore hypothesize that other centers also do not use cognitive tests. Another limitation is the data collection method, because it was only declarative. The participants did, however, understand the purpose of our study and were cooperative, which is why we consider the data to be valuable. This study's strength lies in the fact that it underlines the lack of knowledge and consensus in France concerning cognitive evaluation after DSP. This is a crucial issue if we are to ensure that patients are able to retain the information given to them about suicide aftercare and prevention. This is particularly important because follow-ups after a suicide attempt are the most effective approach when it comes to preventing any repetition [START_REF] Guthrie | Randomised controlled trial of brief psychological intervention after deliberate self poisoningCommentary: Another kind of talk that works[END_REF]. It is our view that the current lack of use of available cognitive tools may be because they have not been endorsed for use in this context. It is therefore suggested that future research should focus on validating these tools in order to promote their employment more generally in EDs. Two previous studies have shown that simple cognitive tests may be suitable for cognitive evaluations after DSP [START_REF] Salles | Patient emergency assessment following deliberate self-poisoning with benzodiazepines: Can cognitive markers predict recall of the psychiatric interview? A pilot study[END_REF][START_REF] Salles | Memory impairment following intentional self-poisoning with benzodiazepines: Should we pay more attention to attention?[END_REF]. These studies noted that the scores produced by the WAIS code test, which is a brief cognitive test that could be performed by nurses (and is now available in several languages, including English), are associated with good memorization of a psychiatric assessment. However, the employment of these tests in a DSP context must be validated using a multi-centric approach to ensure that their use is generalizable.

Conclusion:

Our study has shown that cognitive tests are very rarely used in France to ensure memory recovery after DSP. Clinical practice differs between centers and the markers used vary.
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