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I. INTRODUCTION 

The assessment of suicidality is among the most important functions exercised by mental 
health professionals. The imperative of keeping the patient safe constitutes not only the most 
important clinical objective, but the core of good risk management as well. The principles 
outlined in this document represent Magellan Health Services‟ (Magellan‟s) best practice 
guidelines with regard to assessing and managing the patient who presents with suicidal 
potential.  

It is expected that clinicians who are members of Magellan‟s provider network and Magellan 
care managers incorporate these recommendations in their own systematic approach to this 
aspect of clinical practice. Ultimately, clinical judgment used consistently with the standards of 
good clinical practice can result in effective suicide assessment and management. The 
guidelines presented here are not meant to replace the clinician‟s good clinical judgment in light 
of the individual patient‟s clinical status and the best available assessment and treatment 
options. Additionally, this guideline does not supersede Food and Drug Administration (FDA) 
determinations or other actions regarding withdrawal or approval of specific medications or 
devices, and their uses. It is the responsibility of the treating clinician to remain current on 
medication/device alerts and warnings that are issued by the FDA and other regulatory and 
professional bodies, and to incorporate such information in his or her treatment decisions.  

The guideline principles that follow are drawn from the scientific literature. In the preparation 
of the 2000 and 2002 guidelines, a thorough literature review was conducted including a review 
of guidelines on schizophrenia, major depression, substance abuse and bipolar disorder. In the 
preparation of the 2004, 2006, 2008 and 2010 revisions, another thorough review of more 
recently published scientific literature, along with available practitioner input, was conducted. 
These guidelines continue to constitute a living document to be improved and refined in light 
of new clinical knowledge and technology. Accordingly, practitioners‟ comments are welcomed. 

The Magellan Clinical Practice Guideline for Assessing and Managing the Suicidal Patient 
represents an overview of essentials and nuances to complement the American Psychiatric 
Association 2003 Practice Guideline for the Assessment and Treatment of Patients With 
Suicidal Behaviors.1 Although the APA Guideline is no longer current, the reader may still find 
it helpful to refer to this historical document for context and more detail regarding any 
particular topic herein.  

At the present time, mental health professionals cannot predict with certainty which patients 
are going to attempt suicide. Despite vast literature on the subject, there is no “gold standard” 
and no single test or method of assessment that identifies the patient most at risk. The basic 
goal of the assessment, therefore, is to identify, characterize, quantify and manage those factors 
that constitute clinical risk. Along with proper documentation, such activities constitute the 
backbone of safe practice patterns. It should be recognized, however, that safety is a relative 
concept and risk is inherent in health care. As pointed out in the American Psychiatric 
Association Practice Guideline for the Assessment and Treatment of Patients With Suicidal 
Behaviors,1 in working with suicidal patients, one must balance the “competing goals of 
encouraging the patient‟s independence yet simultaneously addressing safety.” 
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 It should also be noted that many suicide screening tests have been developed, primarily based 
on studies of completed suicides, but to date none have proven adequate predictors in the 
individual case. Attempts to screen the general population based on such data identify both 
false positive and false negative cases. Likewise, variability in the methods used to assess 
suicidal behaviors in epidemiological studies has shown that the wording of the questions yields 
differing estimates. The research team of Nock et al. indicated that, “…questions about 
„thoughts of death‟ generate higher prevalence estimates for suicide ideation than questions 
asking about „seriously considering suicide,‟ and questions requiring endorsement of an intent 
to die from self-injury yield lower estimates of suicide attempts than questions asking simply 
whether a person has made a „suicide attempt.‟ ” (Nock et al., 2008) While psychometric tests 
have value, especially with regard to quantifying and tracking depression, the severity of 
depression and the specific diagnostic category of depression do not predict suicide.  

This being the case, clinical guidelines for assessing and managing the suicidal patient must be 
directed toward those who might attempt suicide rather than those who will attempt suicide. It is 
hoped that understanding of and adherence to a guideline such as this will help decrease the 
likelihood of completed or attempted suicide, although it is also understood that the goal of 
complete suicide eradication, even within the context of optimal psychiatric practice, is not 
presently attainable. It is in this spirit that these guidelines are presented.  

PROVIDER FEEDBACK 
Magellan welcomes feedback on our clinical practice guidelines. All suggestions and 
recommendations are taken into consideration in our ongoing review of the guidelines. 
Questions or comments may be submitted via mail or e-mail to: 

 
Clinical Operations Coordinator 

Re: CPG 
Magellan Health Services 

6950 Columbia Gateway Drive 
Columbia, Maryland 21046 

E-mail: CPG@MagellanHealth.com 

 

II. SUICIDE STATISTICS: DEMOGRAPHICS AND EPIDEMIOLOGY  

Rates and Ratios 

 Using data from 1990-2005 on annual suicide mortality in the United States maintained by 
the National Vital Statistics System of the Centers for Disease Control and Prevention 
(CDC), the aforementioned psychiatric epidemiological team of Nock et al. published a 
report on suicide and suicide behavior. (Nock et al., 2008) This report noted that suicide is 
the 11th leading cause of death accounting for approximately 30,000 or 1.4 percent of all U.S. 
deaths. During this time period, the overall U.S. suicide rate decreased from 12.4 per 100,000 
to 11.0 per 100,000, representing an 11.1 percent decrease. Also highlighted in this report are 
the following important updates in suicide rates and trends: The suicide rate is the same for 
both sexes until mid-adolescence (ages 15-19) at which time the rate among males increases 
dramatically relative to the rate among females. 

mailto:CPG@MagellanHealth.com;%20fjgriffin@magellanhealth.com?subject=CPG
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 The rise in suicidal rate for males is greatest among Native American/Alaskan Natives, 
increasing more than five-fold during adolescence and young adulthood, from 9.1 per 
100,000 at ages 10-14 years to 51.9 per 100,000 at ages 20-24 years. The rate for Native 
American /Alaskan Native males declines during middle adulthood before peaking again 
during older age. 

 Non-Hispanic white males have a sharp increase in suicide during adolescence and young 
adulthood from 2.0 per 100,000 at ages 10-14 years to 23.0 per 100,000 at ages 20-24 years. 
There are also increases from ages 65-69 years (23.9 per 100,000) and ages 85 or more (49.7 
per 100,000). 

 Suicide rates for women are consistently lower and do not compare with findings for men. 
The exceptions are increases in suicide for Native American/Alaskan Native women during 
adolescence (ages 10-19 years) and suicide for white women during middle age (ages 55-59 
years).  

 Substantive decreases have occurred for elderly males (ages > 65 years) of all racial and 
ethnic groups, who show a decrease from 41.4 per 100,000 to 29.5 per 100,000 and also for 
young males (ages 10-24 years), who show a decrease from 15.7 per 100,000 to 11.4 per 
100,000 during the 1990-2005 time period of this CDC report.  

Profiles 

 Nock et al. reported that other recent CDC data (2001-2006) show that the rate of nonfatal 
self-injury (both suicidal and nonsuicidal in nature) increased during this period. Each age 
and sex group examined showed an increase, and the overall rate increased from 113.4 per 
100,000 to 132.0 per 1000,000 (16.5 percent). (Nock et al., 2008) 

 The National Institute for Mental Health (NIMH) reported that suicide was the seventh 
leading cause of death for males and the 16th leading cause of death for females in 2006. 
Almost four times as many males as females die by suicide. (NIMH, 2009)  

 Repeated suicide attempters are primarily female, suffering from a high rate of personality 
disorders. 

 Completers are primarily male, suffering from a major Axis I mental disorder, and often 
(more than 60 percent) make a single suicide attempt. Male suicide attempters are at high risk 
for eventual completion. 

 Although most deaths from suicide occur in the community setting, some patients commit 
suicide while hospitalized in psychiatric and medical settings.  

 It has been estimated that there may be from eight to 25 attempted suicides for every one 
completed suicide.2 

Methods 
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 Firearms, suffocation, and poison are by far the most common methods of suicide overall. 
However, men and women differ in method used to commit suicide: 

 Males: firearms (56 percent)/ suffocation (23 percent)/poisoning (13 percent) 

 Females: firearms (31 percent)/ suffocation (19 percent)/poisoning (40 percent) 
(NIMH, 2009) 

Risk Factors 

The APA guidelines contain a table with a comprehensive list of factors associated with 
increased risk for suicide; the reader is referred to that table for additional information.1  

Among salient trends: 

 More than 90 percent of suicides are associated with a mental disorder.  

 The strongest risk factors for suicide are depression, alcohol abuse, cocaine use and 
separation or divorce.2 

 A previous suicide attempt is more predictive in males.  

 Violence within the past year indicates an increased risk of suicide.3 

 Homosexual youth, bisexual youth and victims of child abuse are at greater risk for suicide 
attempts.  

 Being diagnosed with HIV-AIDS increases suicide risk during all phases of the illness. 
(Robertson et al., 2006; Carrico et al., 2007).4 

It is generally believed that those who attempt suicide (“attempters”) represent a different 
population from those who complete suicide (“completers”). As noted above, attempters are 
primarily females suffering from a high rate of personality disorders who make repeated suicide 
attempts. Conversely, completers are primarily males suffering from a major Axis I mental 
disorder, 60 percent of whom make a single suicide attempt. Male attempters are at a higher 
risk for eventual completion than female attempters.  

There are differences between those who complete suicide in the first year after contact with 
the health care system and those who complete suicide after a longer period of time. The first 
group is characterized by acute turmoil, high levels of psychic as opposed to somatic anxiety, 
and profound biological disturbance, such as global insomnia, anhedonia and impaired 
concentration. Patients who are discharged from hospitals appear to fall into this short-term 
risk group, with high rates of suicide during the ensuing year, especially for those patients 
admitted due to a suicide attempt or ideation. 5 The risk is especially high in the month 
following discharge from a mental health facility. 

The latter, long-term risk group is comprised of predominantly patients with chronic mental 
disorders associated with high levels of hopelessness and despair.  
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III. ASSESSING SUICIDE LETHALITY  

A. General Questions 

The following four general questions are provided for consideration in formulating a 
consistent and salient approach to effectively assess suicidal lethality.  

1. Who should receive a suicide assessment? 

A suicide assessment should be conducted on any new patient who meets DSM-IV-
R criteria for mental or substance use disorder, or any patient who otherwise has any 
other identified potential risk factors. Patients with psychiatric disorders have 
significantly higher rates of suicide attempts when compared to the general 
community, 29 percent compared to 5 percent.6 

2. What are the components of a suicide assessment? 

There are two components to a suicide assessment:  

 The elicitation and elaboration of suicidal ideation, and  

 The identification and quantification of risk factors for completed suicide. 

3. At what point(s) should such an assessment take place?  

Ordinarily a suicide assessment should occur at the point of entry into treatment (i.e., 
at the initial visit with a mental health professional) and periodically thereafter, as 
indicated by the patient‟s symptomatology. If, at the time of the initial assessment, a 
patient meets criteria for a major psychiatric disorder and/or manifests any degree of 
suicidal risk, then the patient should be monitored for suicidal risk at each session 
thereafter. 

4. How should such assessment be documented? 

The clinical record should reflect that the suicide risk assessment has taken place, 
what the findings are, and what intervention plans are in place to contain, manage or 
mitigate the identified suicidal risk. The ideation and risk, along with the positive and 
negative findings, should be noted in the clinical record, either in the mental status 
exam section or in a clinical note. 

B. Assessing Suicidal Ideation 

Kaplan et al.7 notes that although there is a high level of correlation in a patient‟s 
responses to suicide-related questions between a self-administered questionnaire and the 
same questions posed in a face-to-face interview, there are often discrepancies on 
questions concerning current suicidal ideation. The authors found that patients tended to 
admit current suicidal ideation on self-administered tools more so than in a face-to-face 
interview.  
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It is surmised that perhaps the patient fears that a positive response to this question might 
have “unwanted” consequences, such as hospitalization. The authors suggest that during 
an initial evaluation, patients may feel more comfortable responding to basic questions 
regarding suicidal ideation and behaviors on a self-administered questionnaire, more so 
than with an interviewer. Another study supports this conclusion.8  

The assessment of suicidal ideation proceeds along a gradient, from least to most severe, 
with a specific line of inquiry as part of the assessment of mental status: 

 Beginning with general questions about the consideration of self-harm, the interviewer 
should ask whether thoughts of death or suicide have occurred; if so, how often and 
how persistently. Are they fleeting, periodic or constant? Do they occur under specific 
circumstances? Are they increasing, decreasing or remaining constant? 

 Thoughts should be characterized as passive (e.g., “I would be better off dead”) or 
active (e.g., “Sometimes, when I am driving my car, I get the impulse to drive into other 
cars.”) 

 Any thoughts noted should then be elaborated upon using the patient‟s own language. 
Specifically, what are the thoughts? 

 The patient should be asked whether there have been suicidal impulses, whether there 
is current intent, and if so, is there a plan? Details of the plan (method, time and place) 
should be reviewed and documented in the clinical record. The patient should be asked 
about whether any rehearsal (mental or through action) has taken place and whether 
there have been any attempts made thus far. 

 Past history of similar thoughts, wishes, impulses, plans or attempts should be obtained. 

 The patient with a plan should be asked about the availability of means and/or whether 
there is a plan/intent to obtain any means (e.g., plan to purchase a gun).  

 As part of the evaluation, the interviewer should make a determination about the 
patient‟s attitude toward suicide, which may range from acceptance of its inevitability or 
desirability (ego syntonic) to ambivalence or rejection (ego dystonic). 

 The patient should be asked about barriers to suicide. What are the reasons for living 
and those for dying? How has the patient managed to evade the act of suicide thus far? 

 Is there anything different now or anticipated to be different in the near future? 

 Has the suicidal ideation been shared with anyone else besides the therapist? Who is or 
could be helpful in managing the ideation? This calls for the involvement of family 
and/or significant others. Family and/or significant others can assist in obtaining data 
about the patient and provide containment and feedback during treatment. Sometimes, 
suicidal communications may be made to family and/or significant others rather than 
to a health care professional. Optimally, as part of the safety plan, such collaboration 
should be with the patient‟s permission. 
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C. Assessment Tools 

1.  Suicide Intent Scale (SIS) 

The literature offers some helpful suicide assessment tools. Mieczkowski et al. and 
Spirito et al. reported their findings on suicide attempters by using the Suicide Intent 
Scale (SIS).9,10 The SIS is designed to evaluate various factors pertinent to suicidal 
intent associated with a previous suicide attempt. The SIS elicits both the subjective 
and objective aspects of suicide intent. 

Mieczkowski et al. reported that SIS scores of Lethal Intent were often at the highest 
end of the scale for suicide attempters who made serious suicide attempts. 
Additionally, those who completed suicide were found to have a higher score on the 
Objective Planning section of the SIS than those who attempted suicide. The authors 
indicated that Lethal Intent and Objective Planning sub-scales may be useful 
assessment tools for defining distinct components of intent. 

Spirito et al.‟s research revealed three factors noteworthy of consideration in 
assessing adolescent attempters:  

 The purpose, expectation of lethality, seriousness, ambivalence about living and 
the concept of reversing the attempt  

 The patient‟s isolation, timing, precautions against being discovered and acting to 
gain help 

 The degree of premeditation and planning.  

The authors explain that an adolescent‟s suicidal intentions “are not adequately 
explained by the SIS.” The authors suggest it may be useful to consider the 
subjective factors (expected outcome) and objective factors (planning activities), 
which have been shown to be specific to the adolescent population versus a total 
score when conducting assessments on adolescent suicide attempters.  

2.  Chronological Assessment of Suicide Events (CASE) 

Shea11 set out to reduce the number of poorly done suicide assessments by 
developing the Chronological Assessment of Suicidal Events (CASE) interviewing 
strategy. The strength of the interview strategy is that it is reliable regardless of how 
tired or overwhelmed the clinician may be, or how hectic the clinical environment. In 
the CASE interview, the clinician explores the following four regions in this order: 1) 
the presenting ideation and suicidal behavior; 2) any recent ideation and behaviors 
(over the preceding eight weeks); 3) past suicidal ideation and behaviors; and 4) 
immediate ideation and plans for the future.  

The clinician is invited to alter the format to meet the needs of the patient. The 
CASE approach is not characterized as a complete interview and should be used in 
conjunction with some other clinical interview, such as an initial or emergency room 
assessment.  
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3.  Beck‟s Scales 

Further assessment tools were outlined by Beck et al.,12 who identified three scales 
for assisting in the assessment for potential suicidality:  

 Scales for Suicide Ideation-Current (SSI-C),which attempts to measure current suicidal 
ideation  

 Scales for Suicide Ideation-Worst (SSI-W), which attempts to measure suicidal ideation 
at its worst point in the patient‟s life  

 Beck Hopelessness Scale (BHS), which attempts to measure the patient‟s level of 
hopelessness.  

The SSI-C is a 19-item scale used to evaluate the current intensity of the patient‟s 
attitudes, behaviors and suicidal plans. The SSI-W evaluates the level of suicidality at 
a given point in time of a patient‟s life. The interviewer is instructed to ask the 
patient to recall the approximate date and circumstances when they experienced the 
most intense suicidal ideation. The patient is asked to keep this experience in mind as 
he/she answers the 19-item scale. Beck reported that the SSI-C and SSI-W have 
moderately high internal consistency and good concurrent and discriminant validity 
for psychiatric outpatients. The BHS is a scale of 20 true-false statements designed to 
assess the extent of positive and negative beliefs about the future. Beck notes that in 
developing an instrument to measure suicidality, the test‟s sensitivity is more 
important than the specificity. In Beck‟s study, the SSI-W was found to be a 
significant predictor of eventual suicide. 

Although not as powerful as the SSI-W, Beck reports that when hopelessness is 
assessed over time, it may be a more accurate assessor than current hopelessness. 
Beck concludes that outpatients with high SSI-W scores who do not respond to 
therapy and have consistently high BHS scores are a particularly high-risk group for 
suicide. 

Beck‟s study provides examples of evaluation tools designed to assist the clinician in 
better assessing the degree of suicide risk. It is extremely important to note that no 
screening tool is an absolute determinant for suicide risk. At best, evaluation tools 
assist the clinician in the risk assessment of an individual patient. A key conclusion 
from Beck is that “the evaluation of a patient‟s risk for suicide should never be based 
on a score of a single scale.” 

4. Columbia Classification Algorithm of Suicide Assessment (C-CASA) 

 The Columbia Classification Algorithm of Suicide Assessment (C-CASA) is a 
classification system that utilizes a definition of suicidality derived from empirical findings 
on the phenomenology of suicidality and identified predictive and risk factors.75 In order 
to enhance interpretability of pediatric antidepressant trial data to be used in their risk 
analysis, the Food and Drug Administration (FDA) commissioned a study by Columbia 
University/New York State Psychiatric Institute investigators to classify all events that 
could represent suicidality. The C-CASA tool was developed for this purpose and was 
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subsequently used as the standardized suicidal rating system that provided data for the 
pediatric suicidal risk analysis of antidepressants conducted by the FDA. 

     The C-CASA tool has eight categories that distinguish suicidal events from non-suicidal 
events and indeterminate or potentially suicidal events and are grouped as follows: 

o Suicidal events – completed suicide, suicide attempt, preparatory acts toward 
imminent suicidal behavior and suicidal ideation 

o Non-suicidal events – self-injurious behavior, no suicidal intent and other, no 
deliberate self-harm 

o Indeterminate or potentially suicidal events – self-injurious behavior, suicidal 
intent unknown.  

The strength of the suicide classification system is in its ability to identify suicidal events 
comprehensively while limiting the over-identification of suicidal behavior. As a research-
based classification, it has been redesigned to a prospective version as the Columbia-
Suicide Severity Rating Scale (C-SSRS) for use in both clinical settings and during clinical 
research trials.76 In January 2008, the FDA notified drug makers that they would be 
required to study whether patients become suicidal during clinical trials. The FDA has 
adopted the C-SSRS for use by pharmaceutical companies in the systematic administration 
of a tool designed to track suicidal adverse events across a treatment trial in an effort to 
obtain better safety monitoring information and to avoid inconclusive results.77     

D. Assessing Risk Factors 

There is no certain way of predicting who will commit suicide. The assessment and 
weighing of risk factors alerts the clinician to those patients who should be monitored. In 
addition, the determination that a patient is at risk, whether or not ideation is present, 
shapes the treatment by introducing the objective of risk reduction. The following section 
details general risk factors and those associated with specific diagnoses. 

1. General risk factors 

The presence of more than one risk factor increases the risk of suicide. The presence 
of a mental disorder may be regarded as a necessary factor, in that more than 90 
percent of completed suicides are associated with the presence of such a disorder. 
Factors that may add increased risk for any patient with a mental disorder include:  

 The presence of depression 

 Recent or impending loss, such as a job or an interpersonal relationship (including 
that with a therapist) 

 Recent loss of a child, especially if child has committed suicide and/or dies during 
early childhood13 

 The presence of substance or alcohol abuse 
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 Access to guns 

 A psychiatric hospitalization within the past year, especially for patients admitted 
due to a suicide attempt or ideation;5 a history of impulsive or dangerous behavior, 
especially self-destructive behavior 

 Previous suicidal behavior or attempts; One study suggests that when an 
individual has made a deliberate act of self-harm his/her risk of death by suicide is 
as high as 66 times that of the general population in the first year after the act, and 
that the elevated risk continues over an extended period of time for as long as 20 
years after the act14  

 A history of physical or sexual abuse. 

 A family history of suicide 

 Social isolation, or 

 The presence of a concurrent medical disorder characterized by chronicity, poor 
prognosis, poor physical functioning and/or persistent pain.  

2. High-risk diagnoses 

Four diagnoses particularly associated with the risk of completed suicide are: 1) 
depression (primarily major depression, unipolar or bipolar, but including also the 
full range of depressive disorders listed in the DSM-IV-R); 2) alcohol or other 
substance abuse or dependence; 3) schizophrenia (all forms, including 
schizophreniform disorders); and 4) borderline personality disorder.  

With the exception of alcoholism, suicides tend to occur early in the course of most 
psychiatric disorders.1 The risk factors associated with these disorders appear to vary 
with the diagnosis. They should be assessed as part of the treatment planning 
process. 

a. Depression 

The most commonly associated diagnosis with suicide is depression. It is 
present in more than 60 percent of completed suicides (probably an 
underestimation of the true frequency). It is estimated that 15 percent of 
patients with major depression will eventually die by suicide. Counter intuitively, 
the severity of depression and the presence or absence of psychosis may not be 
good indicators of suicidal risk. Therefore, patients with any type of depressive 
disorder should be assessed for suicidal risk. The following factors have been 
found to increase risk and should be systematically queried and the response 
documented: 

1) The concurrent presence of anxiety  

 Anxiety, especially psychic (as opposed to somatic) forms  
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 Agitation and specific anxiety syndromes (obsessive-compulsive 
symptoms, though not necessarily meeting criteria for diagnosis of 
obsessive-compulsive disorder) 

 Turmoil (called by some “perturbation,”) especially when defensive 
breakdown is indicated 

 The physical symptom of akathisia, occurring either alone or as a side 
effect of certain medications,  may be characterized as  physical 
restlessness and the subjective urge to move. The subjective aspects of 
akathisia may dominate without any motoric abnormality and are often 
mistaken for other conditions. When present, such akathisia should be 
carefully evaluated and treated. It is this side effect, along with other 
activating symptoms that are postulated to be connected to de novo 
suicidal behavior due to antidepressants, if that indeed occurs, or a 
worsening of already present suicidal behavior.15 (Iqbal et al., 2007) 

2) Concurrent substance abuse or dependence 

 Alcohol problems in depression are associated with a worse depression 
course, an increased risk for relapse and decreased likelihood of 
recovery from depression, increased suicide/death risk, worsening social 
function and increased health care utilization.79  

 Current use or abuse, whether or not these appear to constitute 
self-medication. 

 Use of substances that promote disinhibition, which may increase the 
risk of impulsive acts or undermine judgment and restraint. Concurrent 
substance abuse in bipolar patients has been identified as a risk factor 
for attempts.16  

3) Command hallucinations 

 Hallucinations may be present in psychotic states and are thought to 
increase risk, though this has not been proven conclusively. (Bourgeois 
et al., 2004; Bertelsen et al., 2007; Nordentoft 2007)  

 The evaluator should ask whether the patient has received any signals or 
messages regarding self-harm. 

4) Rapid shifts in mood 

 Ask about fluctuations and lability of mood (e.g., from sadness to 
euphoria, irritability and anger). 

 There is some suggestion that patients with Bipolar II disorders, with 
hypomania alternating (or co-existing with) depression, and patients 
with rapid cycling bipolar disorder, may be at a higher risk.16  



 Managing The Suicidal Patient 

 

© 2000-2010 Magellan Health Services 
This document is the proprietary information of Magellan Health Services and its affiliates.    

12 

 Irritability or anger associated with impulsivity may indicate a patient 
especially prone to take (self-destructive) action. 

5) Certain aspects of the depressive diagnostic criteria appear ominous 

 Severe insomnia, especially global insomnia, along with states of severe 
hopelessness, may increase risk. Research has postulated that instead of 
hopelessness per se, it may be the elements of pessimism, a factor 
combining negative outlook with less reason for living, and the presence 
of aggressive/impulsive traits that may increase risk for a future suicide 
attempt. Therefore, psychotherapeutic techniques targeting pessimism 
may lower risk.6  

 Ask about these two symptoms in detail when they are present. Severe 
insomnia should be treated. 

6) The presence of or access to a firearm 

 Ask about access to firearms routinely. If a firearm is present, take steps 
to remove access during the episode of treatment and assess who is a 
safe person to restrict the patient‟s access to the gun(s). 

 Many suicides are impulsive, and national statistics indicate that more 
than half of all suicides are committed with guns, especially handguns.  

 Guns are especially likely to be associated with suicide in the young 
(adolescents) and in the elderly. 

7) Medication History 

 There is evidence suggesting that lithium discontinuation, especially if 
abrupt, leads to an increase in suicidal behavior, at least in the first year 
following lithium discontinuation.17,18 

 There is now  strong evidence that in patients with  mood disorders 
(i.e., unipolar depression, bipolar disorder, schizoaffective disorder, 
dysthymia and rapid cycling), maintenance lithium treatment is effective 
in the prevention of suicide, deliberate self-harm and death from all 
causes.17,19 (Cipriani et al, 2005; Baldessarini et al, 2006)  

8) History of past attempt 

A two-year prospective study of patients entering treatment with major 
depressive disorder revealed that the three strongest risk factors predicting 
a future suicide attempt were a history of a suicide attempt, cigarette 
smoking and the patient‟s subjective rating of the severity of their 
depression, as opposed to the clinician‟s objective rating of the severity of 
their depression.6  



 Managing The Suicidal Patient 

 

© 2000-2010 Magellan Health Services 
This document is the proprietary information of Magellan Health Services and its affiliates.    

13 

b. Alcohol/substance abuse or dependence 

Individuals who carry a primary diagnosis of alcohol abuse, with a pattern of 
drinking over many years, and have a degree of suicidality, are generally 
considered a chronic rather than acute suicidal risk. However, as many as half 
of completed suicides (and probably many events characterized as “accidents,” 
which may be covert suicides) involve drinking at the time of death.  

1)  Alcohol/drug use as self medication 

It has been found that alcohol use is often related to suicide and suicide 
attempts through its use as a self-medication for the relief of depression. 
Alcohol is thought to disinhibit impulses to suicide.20 Therefore, the 
clinician should routinely ask about substance abuse and depression as part 
of any suicide risk evaluation. In addition, inquiries about jeopardy with 
regard to important relationships and job, threats of incarceration or 
detention, or severe financial or other losses should be conducted. Positive 
and negative findings should be noted in the record. The presence of 
multiple risk factors in a given patient is highly significant. 

2)  Unrecognized withdrawal 

Dlugaez et al. reviewed 17 attempted or completed suicides by inpatients 
in the North Shore-Long Island Jewish Health System and noted that 
unrecognized or under-treated alcohol withdrawal on medical units was 
the single most common precipitant for the suicidal behavior.21 Thus, both 
the disinhibiting effect of intoxication and the agitation and anxiety of 
withdrawal can contribute to suicidality. 

3)  Cigarette smoking 

Another interesting finding being demonstrated in the literature is the 
finding of cigarette smoking heightening the risk of future suicide attempts 
in high-risk patients, e.g., patients with major depression and types I and II 
bipolar disorder.6 (Baethge et al., 2009) Although the reasons for this 
remain unknown, it has been demonstrated that cigarette smokers have 
lower serotonergic functioning and more aggressive/impulsive traits, two 
factors that may mediate this heightened risk.  

c. Schizophrenia 

Between 20 and 40 percent of patients with schizophrenia attempt suicide at 
some point in their lives. While it has been widely reported over the last 30 
years that this disorder carries a lifetime suicide rate of approximately 10 
percent, recent adjustment after meta-analysis currently estimates that 4.9 
percent of schizophrenics will commit suicide.80 Also, recent data analyzing 
standardized mortality ratios (SMR) for people with schizophrenia show that of 
all specific-cause SMRs, suicide was associated with the highest estimate: 12 
times greater than the general population.81 The risk for suicide is highest early 
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in the onset of the illness. Suicide is most likely to occur in the young patient 
with schizophrenia who has experienced a great decline in performance and, 
therefore, diminished expectations with regard to the future.  

Suicide often takes place during periods of remission, especially following 
hospitalization, rather than during acute psychotic states. A pattern of repeated 
exacerbations and remissions, and especially the occurrence of depressive 
symptoms, carries high risk. The clinician should be alert to the presence of a 
subtle or covert thought disorder and should ask patients with schizophrenia 
about: 

1) Dangerous behavior, perhaps under the influence of features of persisting 
delusions; e.g., overestimation of abilities, poor judgment in protecting self 
and excessive risk-taking. Noncompliance with medication may represent 
one form of such behavior. A study published in 2003 appears to support 
this latter risk factor.22  

2) Concurrent substance abuse (it may be important to ask others, as well as 
the patient). 

3) The presence of depression, which may center on the individual‟s response 
to having schizophrenia, as well as the family‟s response of 
disappointment and/or anger. Highlighting the importance of this aspect 
of the assessment is a Canadian study that noted poor ascertainment of 
depressive symptoms in the mental health records of many patients with 
schizophrenia who eventually committed suicide.23  While it is true that 
some patients may become depressed after recognizing and accepting their 
disorder, treatment-related changes in awareness are generally associated 
with a positive outcome relative to suicide risk. (Bourgeois et al., 2004)  

One study found that in those patients who had previously attempted 
suicide, current command suicide hallucinations were a significant risk 
factor for a subsequent attempt.24 (Bourgeois et al., 2004; Bertelsen et al., 
2007; Nordentoft 2007)  

d. Borderline personality disorder 

This over-inclusive diagnosis is most likely to be associated with parasuicidal 
rather than suicidal acts, but approximately 10 percent of patients who are 
diagnosed as borderline personality disorder eventually commit suicide, usually 
after many previous suicidal or parasuicidal acts. Those who commit suicide 
most commonly qualify for a concurrent Axis I diagnosis (depression, 
substance abuse) at the time of suicide. The fact that such patients often use 
suicide as a manipulative threat and tend to be litigious, accounts for a great 
many hospitalizations. For these patients, hospitalization should be considered 
for short-term stabilization rather than for a prolonged stay.  

According to Paris,25 many of these hospitalizations may be counter-
therapeutic, in that they may divert focus from developing new coping 
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mechanisms for exacerbations of chronic suicidality. Paris thus suggests that 
structured programs, such as partial hospital programs, may be a more 
appropriate level of care for many of these patients, to both address safety 
issues and allow for the development of new coping strategies. The APA 
Suicide Practice Guideline also notes, “For some patients, treatment in…an 
inpatient unit may foster dependency and a regressive, vicious cycle of 
intensifying suicidal thoughts requiring ever more restrictive care.”1 Similarly, 
Bateman et al., found that psychodynamic treatment that is rooted in 
attachment and cognitive theory while integrated into a partial hospital program 
improved outcomes (e.g., suicide attempts and hospitalization) for patients with 
borderline personality disorder. Researchers suggested that this type of 
intervention addresses difficulties with affect, impulse regulation and 
interpersonal functions which act as triggers for acts of suicide and self-harm in 
these patients. (Bateman et al., 2009) Suicide attempts are very common and 
may occur in an estimated 60 to 70 percent of patients with borderline 
personality disorder.82 Risk factors for suicidal behavior in patients with 
borderline personality disorder are as follows:  

 Prior suicide attempts 

 Co-morbid mood disorder 

 High levels of hopelessness 

 Family history of completed suicide or suicidal behavior 

 Co-morbid substance abuse 

 History of sexual abuse 

 High levels of impulsivity and/or antisocial traits. 

In a published clinical review of treatment, Oldham notes that despite the 
ability to identify meaningful risk factors in patients with borderline personality 
disorder, we cannot with certainty predict future suicidal behavioral in an 
individual patient. This is a problem that confronts clinicians in the treatment of 
all patient populations with potential suicide risk.82 As discussed in Section III, 
Assessing Suicide Lethality, use of the newly developed Columbia-Suicide 
Severity Rating Scale (C-SSRS) should assist providers in evaluating self-
injurious behavior and in distinguishing suicide attempts from non-suicide 
events in patients.75      

Despite these observations, the clinician should take suicidal threats in such 
patients seriously and develop a plan for containment, if indicated, and be 
mindful of the increased risk for the first month following discharge.5 

A two-year prospective study by Yen et al., examined the specific borderline 
personality diagnostic criteria that were most associated with suicidal behavior, 
defined in this study as any suicidal acts regardless of intent, and with suicide 
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attempts, defined in this study as any suicidal behavior with any intent to die and 
at least some mild medical threat.26 The findings indicate that affective 
instability was the borderline personality criterion most associated with both 
suicidal behavior and suicide attempts. DSM-IV-TR describes affective 
instability as “intense episodic dysphoria, irritability, or anxiety usually lasting a 
few hours and only rarely more than a few days.” 27  

Other criteria discussed in this study found to be risk factors for suicidal 
behaviors were identity disorder and impulsivity. Interestingly, the study also 
found that a history of childhood sexual abuse was a risk factor for suicide 
attempts, but not suicidal behavior. This led the authors to suggest that this 
nosology and differentiation between behavior and attempts is useful and may 
lead to identification of risk factors that are specific for attempts only. A major 
recommendation from these authors is that affective instability in borderline 
personality disorder patients should be assessed for and treated if present. 

E. Special Populations 

1. Age groups 

a.  Adolescents 

When assessing adolescent patients, the following information may prove 
useful: 

1)  Rates 

There is a vast amount of information available on adolescent suicide. An 
excellent review of this material can be found in the Practice Parameter for the 
Assessment and Treatment of Children and Adolescents With Suicidal Behavior, 
published by the American Academy of Child and Adolescent Psychiatry 
in July of 2001.28 Here it is noted that suicide attempts before adolescence 
are rare, but a sharp increase occurs between 13 and 18 years of age. In 
addition, the lifetime rate of some kind of suicide attempt or gesture for 
high-school-aged children is 3 percent to 15 percent. It is also noted that 
suicide is the third leading cause of death among 15 to 24-year-olds. The 
suicide rate peaks in the 20 to 24 age range, particularly in males. As in 
adults, the rate of completed suicide is greater in adolescent males, and the 
rate of suicide attempts is two to three times greater in female adolescents 
than in male adolescents.  

2)  Risk factors 

Major depression is the most significant risk factor in girls, with some 
studies indicating a 20-fold increase in risk. The next most significant risk 
factor is a previous attempt. In boys, a previous attempt is the leading risk 
factor, followed by depression, substance abuse, and disruptive behavior. 
Stressful psychosocial life events and low levels of communication 
between parents and children appear to be significant risk factors.  
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Personality characteristics associated with increased risk include poor self-
esteem or feelings of inferiority, underestimating one‟s own competence 
and a sense of responsibility for negative events.29 A family history of 
suicide also increases risk. Additionally, children with a history of physical 
and/or sexual abuse are at greater risk. Although not firmly established as 
a risk factor, self-mutilation frequently occurs in adolescent suicide 
attempters, and therefore should be assessed.30 

3)  Protective factors 

Some factors mitigating against suicidal behavior in adolescents include: 

 Fear of social disapproval 

 Positive survival beliefs, e.g., beliefs about one‟s purpose in life and 
ability to persevere 

 Having a reason for living. 

4)  Suicide attempters 

Management of adolescents who have recently attempted suicide is 
critically important since a prior suicide attempt is a strong predictor for 
eventual suicide completion.31 Adolescents often experience ongoing 
stress following a suicidal crisis, which can culminate in another suicide 
attempt. An essential aspect of the evaluation is reviewing the recent 
attempt thoroughly. An evaluation of the degree of impulsivity in the past 
attempt versus the degree of significant planning can be helpful in guiding 
the focus of treatment from targeting impulsivity to targeting underlying 
depression and hopelessness. Additionally, one cannot be reassured by a 
previous attempt with low lethality since the adolescent may have had a 
high expectation of death with significant intent to die. Stressors or 
precipitants should be identified and most often are found to be 
difficulties in interpersonal relationships with parents and/or friends.  

It is recommended that management include more frequent evaluations of 
ideation, intent and plans, since the presence of these factors in the 
context of continuing depression and hopelessness would present 
significant risk. One therapeutic technique that can aid the management 
process can be re-framing the suicide attempt as unsuccessful problem-
solving, which leads to working with the adolescent and family to develop 
more effective problem-solving skills. Additionally, parents should be 
given psycho-education about suicide and be counseled to increase 
supervision, take suicidal statements seriously, and limit access to any 
lethal means. The article that discusses these points includes a list of risk 
and protective factors as well as a sample information sheet for parents. 31  

b.  Elderly 
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The National Institute of Mental Health reported that the elderly, particularly 
older white males, have the highest suicide rate among all populations. Among 
white males ages 65 and older, risk goes up with age. White males ages 85 and 
older have a suicide rate six times that of the overall national rate.  

Reviewing the suicide risk of the elderly population, Conwell et al.32 found that 
older age was a significant indicator of more determined and planful self-
destructive acts, less violent methods and fewer warnings of suicidal intent. The 
authors report that intervention in the midst of a suicidal crisis may be more 
difficult in the elderly because they are less likely to give warning to others, 
being less likely to speak to anyone about their plans.  

However, since it has also been reported that somatic illness is a risk factor in 
the old elderly (ages 75 and older) and that over 70 percent of suicidal elderly 
see their primary care physician shortly before committing suicide, primary care 
physicians have a unique opportunity to detect suicidality in this age group. 
Particular attention should be paid to those old elderly who are both depressed 
and have somatic complaints, especially impaired vision.33 It also is reported 
that family conflict and loneliness are independent risk factors in the old elderly. 
Depression is not only under-detected in this age group, but under-treated as 
compared to the young elderly. 

In addition to the somatic complaints factor already mentioned, depression in 
the elderly is associated with specific physical illnesses, especially respiratory 
conditions, malignancy, diabetes and neurological conditions, such as stroke. 
Significantly, one study found that 78 percent of suicide completers were newly 
diagnosed with medical problems, such as malignancy, prostatitis or stroke, or 
had a need for surgery.34 Pain was also considered a major factor affecting life 
and comfort. These findings underscore the opportunity primary care 
physicians and other medical specialists have for early detection of depression.  

2.  Occupations 

a.  Physicians 

Numerous studies over the last 50 years have reported a higher incidence of 
suicide in physicians than in the general population. The risk ratio relative to the 
general population for male physicians has been reported to range from 1.1 to 
3.4, and for female physicians from 2.5 to 5.7. These gender-based relative risk 
ratios lead to equalization of the actual suicide rate in physicians between males 
and females. This is in contrast to the general population, which has a higher 
rate for males to females of 4:1.  

One large study reviewed self-report data from women physicians in the United 
States and found that female physicians did not have a higher rate of suicide 
attempts than the general female population.35 However, findings from a 
Finnish study indicated that Finnish female physicians have a higher completed 
suicide rate than the general female population.36 Another more recent meta-
analysis reported that physicians showed modestly higher (men) to much higher 
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(women) suicide rates than the general population. Therefore, these researchers 
recommended pursuit of further studies to explore potential risk factors (i.e., 
drug abuse, depression, additional strain on societal roles) and possible avenues 
of intervention. (Schernhammer et al, 2004)  

Factors commonly blamed for a higher incidence of suicide in physicians, such 
as long working hours and demanding patients, do not seem to contribute as 
much as the reluctance of doctors to seek care for themselves. One of the 
reasons for this is their concern about the impact on their practice of being 
labeled with a psychiatric diagnosis. Some states, many hospitals, and 
malpractice insurance carriers ask about a history of psychiatric diagnosis as a 
proxy for impairment or instability. Physicians should be encouraged to seek 
appropriate treatment, and bureaucratic or organizational barriers to care should 
be removed.37 

b.  Dentists 

There has long been a belief that dentists have a higher rate of suicide than many 
other professionals. One article cites the American Dental Association studies 
from the 1970s calling this conclusion into question. The author highlights a 
need for newer and less flawed research to quantify whether a higher relative risk 
exists for dental practitioners.38  

c.  Police Officers 

A study was published in 2002 that sought to validate the hypothesis that New 
York City police officers have a higher suicide rate than the general population. 
After analyzing data on police deaths in New York City between 1977 and 
1996, it was found that the rate in police officers was actually lower than in the 
general population.39 This may be related to the routine psychological screening 
of police candidates. An important exception to this finding was that female 
police officers were four times more likely to commit suicide than their female 
general population counterparts. This statistic loses some strength since the 
absolute numbers were small. Risk factors for female officers included marital 
problems, job suspension and alcoholism. Suggestions by the authors were for 
counseling programs and education to begin early in police training and to 
repeat them periodically throughout police officers‟ careers. This is seen as a 
way to overcome the stigma and other barriers standing in the way of police 
officers seeking counseling programs. 

 F. Cultural Factors 

It is of utmost importance that clinicians be educated, knowledgeable and sensitive 
to cultural differences among patients. Research is available regarding suicide risks 
associated with specific ethnic groups. Some key findings are provided here with 
respect to the Asian-American, Native American, and African-American 
communities, to assist clinicians in being attentive to these risks.  

1. Asian-American 
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Purcell studied suicide in the elderly Asian population. Key risk factors for this 
population are depression, physical illness and loss. Results from the study 
showed that the mean age for suicide was 75 years, with the highest completion 
rate in the 80 years and older category.34 Also, Asian and Pacific Islanders in the 
U.S. have one of the lowest suicide rates of ethnic racial groups in this country 
where the number died by suicide in 2006 was 5.7 per 100,000. (NIMH, 2009)  

The predominant method was hanging, followed by jumping, use of a firearm 
and poisoning. Almost half of the sample had seen a health care provider within 
six months of death. Seventy-nine percent of the sample committed suicide at 
home or on the surrounding property.  

Active depression was the most common psychiatric illness. Only 15 percent 
had contact with a mental health provider within one month of death. Fifty-
eight percent had a history of suicidal behavior. Fifty-three percent made one or 
more active attempts.  

Only 45 percent of the subjects who were prescribed antidepressants showed 
evidence of taking medication in the toxicology reports. In findings consistent 
with other literature, the authors found that males tended to use more violent 
means (hanging, firearm, jumping) than females.  

In Lester‟s article on Chinese-American suicidal behavior, the author found that 
Asian-Americans have a relatively low suicide rate compared to Caucasians.40 

For example, in 1980 the figures were 13.2 per 100,000 for Caucasians 
compared to 8.3 per 100,000 for Chinese-Americans. Asian-Americans used 
hanging much more often than Caucasians and firearms less often. Lester 
concluded that gender and age patterns seem to be affected strongly by 
ethnicity (older males more likely to suicide than females). The suicide rates and 
methods are also affected by the nation in which the Chinese live. 

Finally, in the Asian population, under-reporting is a distinct possibility, since 
suicide is viewed as “shameful.”  

2. Native American 

Conversely, in the Native-American culture, suicides have often been honored. 
The concern is that today‟s youth may seek attention and acceptance in their 
own suicides. Acculturation is a factor thought to contribute to the suicide rate. 
Resulting pressure from the dominant culture leads to a variety of changes in 
the non-dominant culture. American Indian and Alaskan Natives in the U.S. 
have one of the highest suicide rates of ethnic racial groups in this country 
where the number died by suicide in 2006 was 15.1 per 100,000. (NIMH, 2009) 
Native Americans who attempted or completed suicide reveal influential factors 
such as grief over loss, and quarrels with relatives and friends.41 Rarely is 
cultural conflict mentioned. Problems related to acculturation may raise the 
stress level so much that additional stressors now precipitate suicide. 

3. African-American 
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Research on African-American suicide has yielded some information about 
cultural-specific suicide risk factors. The combination of male gender, early 
adulthood and substance abuse may be associated with a greater risk for suicide 
among African-Americans. The 7.5 percent lifetime prevalence for suicide 
attempts among Caribbean black men was the highest among black Americans. 
However, non-Hispanic blacks in the U.S. have one of the lowest suicide rates 
of ethnic racial groups in this country where the number died by suicide in 2006 
was 5.0 per 100,000. (NIMH, 2009)  

Additional precipitants identified for African-Americans were depression, 
family dysfunction, interpersonal discord/marital conflict, acting 
out/delinquency, psychiatric disorders and homosexuality/AIDS.42 (Joe et al., 
2006)  

Conversely, the combination of strong religious beliefs, social supports and 
ethnic neighborhoods is purported to help reduce the effects of aging and 
poverty, thus reducing the suicide risk. In contrast to Caucasians, African-
Americans tend to under-report suicidal ideation. This suggests that clinicians 
should use caution when relying on patient self-reports of depression and 
suicidal ideation as predictors of suicidal behavior in African-American youth. 

4. Hispanic  

The overall rate of suicides among Hispanics is low at about half that of the 
U.S. population as a whole (4.9/100,000 versus 11/100,000). (NIMH, 2009) 
The majority of suicide deaths among all Hispanics occur in men ages 85 or 
older, followed by men ages 80 to 84, and those ages 75 to 79. For Hispanic 
women, most suicide deaths occur in the 50 to 54 age range, followed by 45 to 
49 and then 15 to 19.2 (Suicide Prevention Resource Center, 2005, NIMH, 
2009) Closer examination of suicide rates among Hispanics and the effects of 
immigration, assimilation, affluence, economic advantage and ethnic inequality 
have also been reported. These sociological findings showed that immigrants 
have a higher suicide rate overall than native-born Hispanics. Also, Hispanic 
immigrants living in areas with smaller immigrant populations had higher 
suicide rates than their native-born counterparts. The opposite was true for 
Hispanics living in areas with larger immigrant populations where natives were 
at a higher risk. (Wadsworth et al., 2007)    

Hispanic subpopulations differ in suicidal behavior. The majority of suicides in 
Hispanics occur in Mexican-American populations, followed respectively by 
persons of unknown Hispanic, Central and South American, Puerto Rican and 
Cuban origin.43 Suicide attempt rates are highest among those of Puerto Rican 
ethnicity and lowest among those of Cuban ethnicity. 43 (Wendling, 2005) There 
is evidence that adolescent Hispanic populations have a higher rate of suicide 
attempts than comparable non-Hispanic white populations.41 Risk factors for 
suicidal ideation and attempts in adolescent Hispanics are negative self-concept, 
derogation from parents and teachers, low social integration and low social 
support. 41  
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 Hispanic adolescent females appear to have twice the prevalence of suicide 
attempts compared to African-Americans or white non-Hispanic females.44 It 
has also been observed that suicide rates for these females are higher in the 
United States than in their countries of origin, suggesting a role for 
acculturation issues. It has also been observed that suicide attempts in this 
population typically occur in the context of progressively intense conflicts with 
the girl‟s parents over her romantic involvements in particular.  

Other risk factors cited include having families with absent or under-involved 
fathers, low cohesiveness, pervasive familial/marital conflict and violence, and 
low parental support and warmth. 

Among all Hispanic populations, culturally-based protective factors may 
operate to keep suicide attempts and completions at lower rates than the overall 
population.45 Specifically, moral objections to suicide, beliefs about 
responsibility to family, and mores regarding survival and coping may protect 
against suicide ideation, attempts and completions.45 In addition, among 
Mexican-Americans, being Mexican-born appears to protect against suicidal 
ideation and attempts compared with Mexican-Americans born in the United 
States.1 

G. Other Groups 

More recent research on the suicide risks for specific subpopulations have 
provided new information on vulnerabilities of these groups who may need 
special attention in the clinical assessment and treatment process. Some key 
findings are provided here with respect to lesbian, gay and bisexual (LGB) 
individuals, prisoners and people involved in bullying. 

1. Lesbian, Gay and Bisexuals 

King et al. conducted a large systemic review and meta-analysis of the 
prevalence of mental disorder, substance abuse, suicide, suicidal ideation and 
deliberate self harm in LGB individuals. Results from this study showed that 
LBG individuals are at higher risk for suicidal behavior, mental disorder, 
substance misuse and dependence than heterosexual individuals. Also, in 
comparison to heterosexuals, there was a two-fold excess in risk of suicide 
attempts over a 12-month period in both men and women, and a four-fold 
excess risk in gay and bisexual men over a lifetime. (King et al., 2008)  

The King study also revealed that depression, anxiety, alcohol and substance 
misuse were at least 1.5 times more common in LGB individuals. Additionally, 
LB women were at particular risk of substance dependence, while the lifetime 
risk of suicide attempts was exceptionally high in GB men.  

Another study examined specific family-rejecting reactions to sexual orientation 
and gender expression during adolescents as predictors of current health 
problems in LGB young adults. The research team of Ryan et al., surveyed 
white and Latino young adults and found that there was a clear link between 
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specific parental and caregiver rejecting behaviors and negative health problems 
in young LGB adults. (Ryan et al., 2009) 

Specifically, LGB young adults who reported higher levels of family rejection 
during adolescence were 8.4 times more likely to report having attempted 
suicide, 5.9 times more likely to report high levels of depression, 3.4 times more 
likely to use illegal drugs and 3.4 times more likely to report having engaged in 
unprotected sexual intercourse compared with peers from families that reported 
no or low levels of family rejections.  

Latino men reported the highest number of negative family reactions to sexual 
orientation in adolescence.      

2. Prisoners 

Suicide rates in prisoners are estimated to be eight times higher than in the 
general population. Recent research by Fazel et al. has shown that for prisoners, 
the strongest associations with suicide were recent suicidal ideation, being 
accommodated in a single cell, a history of attempted suicide, evidence of 
mental disorder or history of alcohol use problems and detainee or remand 
status. (Fazel et al., 2008) 

Researchers argue that since some of these associations include potentially 
modifiable environmental and clinical factors, they may be targeted in suicide 
prevention strategies for these individuals in custody.     

3. Victims, Perpetrators and Victim-Perpetrators of Bullying    

Bullying has become a serious problem for young people in all communities. 
The findings of a systematic review of studies by Kim et al. confirmed that there 
were positive associations between all bullying types and suicidal risks. The 
strongest risks were demonstrated for Victim-Perpetrators (aggressive victims), 
both in the general population of children and adolescents and in populations 
with specials needs (behavioral problems) or of LGB sexual orientation. (Kim et 
al., 2008)  

Authors recommended the inclusion of screening and monitoring of suicidal 
signs and symptoms in victims, perpetrators or victim-perpetrators in anti-
bullying programs since this may be an effective way of reducing suicidality in 
children and adolescents who have bullying experience. 

IV. MANAGING THE SUICIDAL PATIENT 

A. Do I manage my patient based on the theory of suicide? 

At present, there are two distinct theories of causation:  

 Suicide derives from an individual‟s potential, evoked by the development of a mental 
disorder, especially depression. This hypothesis, which is not proven, is based on data 
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suggesting certain common neurotransmitter and other biochemical features of 
successful suicides; or  

 Suicide is a symptom of a mental disorder, and the disorder is causative.  

The best answer at present is that neither biological nor genetic markers are of everyday 
clinical use, so the clinician should instead direct attention to the treatment strategies 
indicated in the following sections. 

B. General Recommendations 

An important distinction exists between the acute risk and the eventual risk of suicide. 
The presence of pervasive anxiety with depression, thought disorder with persecutory 
delusions and/or command hallucinations with schizophrenia should alert the clinician to 
the need for rapid symptom reduction and containment whether or not suicidal ideation is 
acknowledged.  

It is also significant, in the therapeutic relationship, to work to establish a strong 
therapeutic alliance between the patient and clinician. Developing and establishing this 
alliance could enhance the therapeutic engagement between clinician and patient thus 
enabling for the clinical intervention to reduce suicidal risk. 

C. General Treatment Strategies 

 Conduct a thorough assessment  

 Take steps to mitigate or eliminate identified risk factors  

 Strengthen barriers to suicide, and 

 Treat the associated disorder. 

D. Specific Treatment Strategies 

Suicide appears to occur when a mental disorder is present, intent develops and means 
become available. Additionally, help from mental health professionals, family or 
significant others, is unavailable or rejected. Specific treatment strategies that fall into the 
general categories noted above include the following: 

1. Arrange for the removal of the patient‟s access to weapons, especially guns. Assess, 
identify and work with a family member, friend or authorities in assuring that the 
weapon is removed.  

2. Address the abuse of substances in order to restore the patient to normal restraint 
and inhibition.  

3. Assist with the strengthening of social resources through active involvement of 
family/significant others in containment.  
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4. Vigorously treat anxiety or agitation associated with depression and/or thought 
disorder, if present. 

5. Assist the patient in planning and taking steps to stabilize job and family situations 
that are in jeopardy.  

6. Identify and address dangerous behavior that may represent suicidal intent.  

7. Make lethality an acknowledged and targeted issue. 

8. Evidence can be found in the literature supporting the particular efficacy of specific 
psychotherapies for suicidal patients, such as cognitive-behavioral therapy (CBT), 
interpersonal psychotherapy (IPT) and dialectical behavioral therapy (DBT). It is, 
however, generally acknowledged that most forms of psychotherapy may be useful, 
providing the therapist develops a strong therapeutic alliance with the patient and 
conveys a sense of optimism and activity.  

9.   Inform and involve the patient‟s primary care physician and other clinicians to 
increase coordination of care across settings. 

10. Employ family intervention to enhance effective family problem-solving and conflict 
resolution.  

11. Be aware that time-limited, home-based interventions have limited efficacy for 
children and adolescents without major depressive disorder.46 

E. When does suicidality require hospitalization? 

The benefits of hospitalization should be compartmentalized and the question divided 
into two parts. First, is containment necessary? Second, are the unique medical resources 
of a hospital necessary to provide the treatment? When both severity and imminence of 
suicidal risk are present, a hospital is usually required to provide safe treatment. This 
situation is usually an emergency requiring immediate containment and intensive 
psychiatric treatment with close observation.  

If hospitalization is selected as the safest and most appropriate level of care, it is 
important that discharge and aftercare planning is initiated quickly and that an outpatient 
follow-up visit is scheduled prior to the patient‟s discharge.47  

However, hospitalization by itself does not end the suicidal threat. One study of 
completed suicides in a hospital setting revealed that one common contributing factor was 
poor communication of the severity of the suicidality between the emergency or admitting 
department and the treatment unit.21 For hospitalization to achieve optimal containment 
and safety, it requires ongoing good clear communication between hospital units and 
between nursing shifts on each unit. 

When severity is present without imminence, such as when the patient is ambivalent or 
rejecting of suicide as an option, and help is accepted and supports are present, other 
forms of containment may be considered (psychosocial, chemical and/or structural). The 
APA Suicide Practice Guideline advises that “patients should be treated in the setting that 
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is least restrictive yet most likely to prove safe and effective,” and “the benefits of 
hospitalization must be weighed against possible negative effects,”1 The APA suicide 
guideline contains a table, reprinted in this document, that outlines criteria for 
consideration when deciding about appropriate levels of care for patients with suicide 
risk.1 For a detailed discussion of how the intensity and site of service should be 
determined, the clinician is referred to Table 1 in this document and to the Magellan 
Medical Necessity Criteria, which also address risk of self-harm in the Severity of Need 
section.48  

It is important to note that risk may fluctuate during an episode of care and such decisions 
call for continual review and updating. The patient must be aware that ongoing 
reassessment is available, even on an ongoing emergency basis. The patient needs to be 
instructed on how to access these services in a timely fashion. 



 Managing The Suicidal Patient 

 

© 2000-2010 Magellan Health Services 
This document is the proprietary information of Magellan Health Services and its affiliates.    

27 

Table 1. Guidelines for Selecting a Treatment Setting for Patients at Risk for Suicide or Suicidal Behaviors* 
 

ADMISSION GENERALLY INDICATED 
After a suicide attempt or aborted suicide attempt if: 

Patient is psychotic 
Attempt was violent, near-lethal, or premeditated 
Precautions were taken to a void rescue or discovery 
Persistent plan and/or intent is present 
Distress is increased or patient regrets surviving 
Patient is male, older than age 45 years, especially with new onset of psychiatric illness or suicidal thinking 
Patient has limited family and/or social support, including lack of stable living situation 
Current impulsive behavior, severe agitation, poor judgment or refusal of help is evident 
Patient has change in mental status with a metabolic, toxic, infectious or other etiology requiring further workup in a 

structured setting 
 
In the presence of suicidal ideation with: 

Specific plan with high lethality 
High suicidal intent 

 
ADMISSION MAY BE NECESSARY 

After a suicide attempt or aborted suicide attempt, except in circumstances for which admission is generally indicated 
 
In the presence of suicidal ideation with: 

Psychosis 
Major psychiatric disorder 
Past attempts, particularly if medically serious 
Possibly contributing medical condition (e.g., acute neurological disorder, cancer, infection) 
Lack of response to or inability to cooperate with partial hospital or outpatient treatment 
Need for supervised setting for medical trial or ECT 
Need for skilled observation, clinical tests, or diagnostic assessments that require a structured setting 
Limited family and/or social support, including lack of stable living situation 
Lack of an ongoing clinical-patient relationship or lack of access to timely outpatient follow-up 

 
In the absence of suicide attempts or reported suicidal ideation / plan / intent but evidence from the psychiatric evaluation 
and/or history from others suggests a high level of suicide risk and a recent acute increase in risk 
 

RELEASE FROM EMERGENCY DEPARTMENT WITH FOLLOW-UP RECOMMENDATIONS MAY BE POSSIBLE 
 
After a suicide attempt or in the presence of suicidal ideation / plan when: 

Suicidality is a reaction to precipitating events (e.g., exam failure, relationship difficulties), particularly if the patient’s 
view of the situation has changed since coming to emergency department 

Plan / method and intent have low lethality 
Patient has stable and supportive living situation 
Patient is able to cooperate with recommendations for follow-up, with treater contacted, if possible, if patient is currently 

in treatment 
 

OUTPATIENT TREATMENT MAY BE MORE BENEFICIAL THAN HOSPITALIZATION 
Patient has chronic suicidal ideation and/or self-injury without prior medically serious attempts, if a safe and supportive living 
situation is available and outpatient psychiatric care is ongoing 
 

*Reprinted with permission from American Psychiatric Association. (2003). Practice Guideline for the Assessment and Treatment 
of Patients with Suicidal Behaviors. 1 
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F. Should contracts for safety be used? 

Contracts for safety should not be used in the absence of a strong alliance with the 
patient, or in settings that do not provide the opportunity to monitor the patient over time 
(e.g., single session emergency care.) Contracts should never substitute for developing a 
safety plan. Contracts run the risk of communicating to the patient that the therapist does 
not want to hear about suicidal ideation or wishes primarily to protect him/herself against 
liability. The risk under such circumstances is that the patient will interpret the contract as 
a form of rejection.  

Contracts may be useful with some patients however, following a thorough evaluation and 
if based on evidence that the patient may be relied upon to honor them, as part of a 
general strategy of risk sharing. It should be noted that the routine use of contracting may 
create a false sense of security for the clinician and/or the patient.  

Shea reminds clinicians that safety contracts are no guarantee of safety.11 Safety contracts 
can act best as deterrents when there is a powerful bond between the patient and the 
clinician. The more concrete the contract (written versus oral), the more likely it is to 
serve as a powerful deterrent. The sense of commitment and trust in a long-standing 
relationship between patient and clinician may cause the patient to hesitate in breaking 
his/her word. However, the deterrent power of a safety contract made with a first-time 
patient is significantly less.  

Shea notes that it is best to avoid safety contracting with patients who exhibit agitated, 
psychotic or impulsive behavior, are intoxicated, or have characteristics that could increase 
the likelihood that the patient will be manipulative with regard to the safety contract, e.g., 
borderline and passive-aggressive personality characteristics.  

G. Prevention 

Although a primary purpose of this guideline is to assist with suicide prevention, this 
section reviews several key prevention points. 

Depression is a foremost risk factor for suicide. Suicide rates increase with age. Older 
Caucasian males have a suicide rate up to six times that of the general population. One 
approach to preventing depression is through grief counseling for widows and widowers. 
Participation in self-help groups appears to ameliorate depression, improve social 
adjustment and reduce the use of alcohol and other drug abuse. 

Primary care settings have been targeted to play a significant role in suicide awareness and 
intervention. Untreated/undiagnosed depression in primary care settings plays a 
significant role in suicide. As mentioned earlier in this guideline, more than 70 percent of 
older suicide victims were seen by their primary care physician within a month of their 
death, many with undetected depressive illnesses. Such data somewhat counters reports 
from the U.S. Preventive Services Task Force (USPSTF) in 2004 and 2009, which indicate 
a lack of published evidence to demonstrate the efficacy or harm of routine suicide 
screening in primary care in preventing suicide.49 (Williams et al., 2009) Nonetheless, 
Magellan believes the preponderance of clinical evidence from preventive medicine 
indicates the value for enhanced screening and detection of depression and suicidality in 
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the primary care setting. It has been observed that depression training for general 
practitioners reduces suicide. Also, weighting of risk factors in suicide prevention may be 
helpful to identify those persons who would warrant closer monitoring or more in-depth 
questions as to suicide potential. The APA guideline identifies these risk factors as 
“…being white male, being single, having a diagnosis of affective disorder, schizophrenia, 
or alcoholism; having made a previous suicide attempt; or having personality-disorder 
traits, such as manipulativeness and hostility.”1 

One study demonstrated the effectiveness of enhancing physician knowledge through 
treatment guidelines and telephonic or in-person care management in decreasing suicidal 
ideation and depressive symptomatology in the elderly in primary care.50 Detection and 
treatment strategies are also important for nursing home residents. 

A systematic review of suicide prevention strategies by Mann et al. provided further 
support on the effectiveness of primary care physician education in depression 
recognition and treatment in suicide prevention. This review also revealed findings from 
studies showing that restricting access to lethal methods reduces suicide rates (e.g., 
firearms in Canada and Washington, D.C., barbiturates in Australia, domestic gas 
detoxification in Switzerland and the United Kingdom, and vehicle emissions in 
England). Educating community and institutional gatekeepers (e.g., clergy, first 
responders, pharmacists, geriatric caregivers, employees of schools, prisons and the 
military, etc.) may also be effective in suicide prevention. This study describes gatekeeper 
education as instruction on suicide risk factors, policy changes to encourage help-seeking, 
availability of resources and efforts to reduce stigma. Mann noted that study findings to 
date on gatekeeper education show success in military institutions and therefore, more 
research is needed to determine its efficacy in other sectors of society.83 Similarly, a more 
recent systematic review on gatekeeper training as a preventative intervention for suicide 
showed that it positively affected the skills, attitudes and knowledge of gatekeeper 
trainees, but that further research was needed to determine if it can reduce suicide rates in 
a specific community. (Isaac et al., 2009) 

Suicide prevention is a much-sought-after therapeutic result. Kessler et al. offer some 
insight towards this outcome.51 The authors utilize data on prevalence and risk factors of 
attempted suicide from the National Comorbidity Survey (NCS). The results indicate the 
highest risks of initial suicide ideation, plans, and attempters are for individuals in their 
late teens and early 20s. The progression from ideation to first onset of a plan, from a plan 
to first attempt, and from ideation to first attempt without a plan, were all highest in the 
first year after onset of the earlier stage. However, risk of a first-time attempt lacking a 
plan was limited to the first year after onset of ideation. Risk of a first attempt was 
substantially higher when a plan was involved. The authors note that risk of an attempt 
among ideators with a plan was very high in the onset year of the plan and continued for 
many years.  

Co-morbidity was found to be a significant indicator of suicide attempts over the effects 
of individual disorders. The total number of disorders, rather than the type, was found to 
be the strongest indicator of suicide risk; however, patients with mood disorders remain at 
substantially higher risk than patients with any other disorders. The APA guideline 
presents a fairly detailed discussion of co-morbid disorders in Section B, VI, and the 
practitioner is referred to the APA guidelines for expanded specific information on the 
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role of co-morbid disorders on suicide risk.1 A study of 76 completed inpatient suicides, 
of which there are about 1,600 per year in the United States, pointed out that level of 
agitation and anxiety was more predictive of acute risk than demographic or prior history 
predictors or severity of current depressive affect.52 Neither suicide “contracts,” denials of 
suicidal ideation, nor 15-minute “checks” were preventive of suicide in this study. The 
authors recommended close attention to the level of agitation, and line-of-sight 
observation for severely anxious or agitated patients. 

A different aspect of suicide prevention was studied in New York by obtaining input from 
individuals with serious mental illness and a history of suicidal behavior in an effort to 
understand how this population copes with suicidal thoughts. (Alexander et al., 2009) In 
this study, 198 people engaged in Hope Dialogue, described by researchers as a “…1.5 hour 
conversation and workshop to examine techniques used by individuals to prevent a slide 
into darkness and despair.” Their results showed that participants‟ first responses included 
spirituality, talking to someone, positive thinking, using the mental health system, 
considering consequences of suicide to family and friends, using peer supports and doing 
something pleasurable. Researchers noted that while most subjects had access to formal 
therapeutic supports, “Only 12 percent indicated that they considered the mental health 
system a frontline strategy…instead more frequently relying on family, friends, peers, and 
faith as sources of hope and support.” Due to these results, this research group argues 
that prevention efforts should acknowledge these findings and develop more consumer-
driven tools into this aspect of care. (Alexander et al. 2009)    

H. Medication 

Prescribed medications should be those that are necessary to treat the associated disorder. 
For guidance, the clinician is referred to Magellan‟s other adopted guidelines on major 
depression,53 substance use disorders54 and schizophrenia55 respectively. The APA 
guideline contains a thorough discussion of the medication, ECT and psychotherapy 
management of the suicidal patient (sections A, IV, A-B; and B, VI, D-E.)1 Additionally, 
the clinician is referred to the APA guideline for the treatment of bipolar disorder,56 
specifically the sections on treating depressed or mixed states.  

As indicated above, anxiety or agitation associated with depression generally should be 
treated symptomatically. A full discussion of the use of medications or other somatic 
therapies for the treatment of the disorders associated with suicidality is beyond the scope 
of these guidelines. However, the following general recommendations are offered: 

1. Antidepressants 

The choice of antidepressant is based on its scientific support, the unique 
manifestation of symptoms, and the patient‟s past response to treatment (when 
known). Also the patient‟s current medical condition and associated medications 
should be considered for their potential impact on pharmacokinetics and 
pharmacodynamics, as well as to prevent serious side effects or harm to the patient 
(see Magellan‟s Major Depressive Disorder guidelines).53  

Since suicidal behavior frequently occurs in the context of major depression, 
following established guidelines for medication regimens for depression is indicated. 
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Conformance with HEDIS-based depression care guidelines, including rapid 
initiation of antidepressant medication therapy and at least three follow-up outpatient 
visits within the first 12 weeks of initiation, has been found to improve clinical 
outcomes.57 

Several classes of antidepressant medications are available, and the treatment 
generally begins with a non-MAOI agent. 

a) Selective serotonin reuptake inhibiting drugs (SSRIs), such as fluoxetine 
(Prozac), sertraline (Zoloft), paroxetine (Paxil), fluvoxamine (Luvox), and 
citalopram (Celexa), are considered front-line medications for the treatment of 
major depressive disorders. (Seuhs et al., 2008; Bhalia et al. 2010) Because of 
the lethality of tricyclic antidepressants (TCA) when taken in overdose, TCAs 
are not recommended as first choices in treating the depressed patient who is 
suicidal. When depression is associated with bipolar disorder, the first drugs of 
choice are usually mood stabilizers. 

Although SSRIs have been implicated by some studies to increase suicidal 
ideation, prompting an FDA Advisory on March 22, 2004, studies have not 
conclusively confirmed a greater risk with this drug or class of drugs.58, 59, 86, 87  
In a large systematic review of randomized controlled trials, Fergusson et al. 
examined data from 702 trials representing 87,650 patients revealing that 
patients taking SSRIs were twice as likely to attempt suicide as patients taking 
placebo in the trials. However, it is important to note that further analysis of 
these pooled data revealed no increase in risk when only the number of 
completed suicides of patients taking SSRIs was compared with those taking 
placebo. Also, no significant differences were noted in the risk of suicide 
attempt in patients taking TCAs compared with those taking SSRIs.84  

In 2009, a systematic review of clinical trials conducted by the U.S. Preventive 
Services Task Force corroborated these findings noting that treatment of 
adolescents with SSRIs was associated with a small absolute increase in risk of 
suicidality (i.e., suicidal ideation, preparatory acts or attempts) but no deaths 
occurred in the trials analyzed. These findings, along with other professional 
associations and expert panels who have reviewed SSRI treatment and suicide 
risk, continue to support the premise that overall, the risk/benefit for SSRI use 
in pediatric depression appears to be favorable with careful monitoring. (For 
more information refer to: Practice Parameter for the Assessment and Treatment of 
Children and Adolescents with Depression published by the American Academy of 
Child and Adolescent Psychiatry (AACAP) in 2007 and the Treatment and 
Ongoing Management Guidelines for Adolescent Depression in Primary Care (GLAD-PC) 
published by the North American Collaborative GLAD-PC Steering Group in 
2007). (Williams et al., 2009; American Academy of Child and Adolescent 
Psychiatry 2007; Cheung et al., 2007)  

Studies demonstrate that suicidality is reduced as depression improves with the 
use of SSRIs.86 The U.S. Surgeon General‟s Report indicated that in depressed 
adults, SSRIs were found to reduce suicidal ideation60,61 and to reduce the 
frequency of suicide attempts in patients without major depression who had 
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previously made at least one suicide attempt.62 More recently, two large meta-
analyses published in 2009 have also shown that risk of suicide associated with 
use of antidepressants is strongly age dependent. (Stone et al., 2009; Barbui et 
al., 2009) Reviewing all research data submitted to the FDA, Stone et al. 
confirmed that compared with placebo, the increased risk for suicidality and 
suicidal behavior among adults less than 25 years of age approaches that seen in 
children and adolescents. Here, the net effect seemed to be neutral on suicidal 
behavior but possibly protective for suicidal ideation in adults ages 25-64 and to 
reduce the risk of both suicidality and suicidal behavior for those 65 years of 
age or older. (Stone et al., 2009) While also finding association with age, Barbui 
et al. found that exposure to SSRIs decreased the risk of suicide by over 40 
percent among adults and decreased the risk by over 50 percent among elderly 
people. However, this research team found that exposure to SSRIs almost 
doubled the risk of suicide among adolescents. (Barbui et al., 2009)  

Researchers continue to analyze the meta-analytic findings of the association 
between use of antidepressants and increased suicide risk in order to understand 
more fully important factors relevant to this phenomenon. In this regard, Smith 
et al. reviewed FDA meta-analytic findings and results from the Treatment of 
Adolescents with Depression Study (TADS) trial and reported that an inverse 
relationship between multiple dose antidepressant half-life and the risk of 
suicidal ideation can be observed. Specifically, antidepressant medications with 
shorter half-lives are generally associated with greater risk of suicidal 
ideation/behavior. While these findings are tentative and need to be confirmed 
with further study, the author suggested possible potential mechanisms of 
antidepressants with shorter half-lives that may be relevant. These include more 
frequent, rapidly-occurring and intense discontinuation symptoms and an 
increased rate of initial serotonin blockage. (Smith, 2009)   

Another important study on the safety of antidepressants was conducted by 
White et al. using U.S. poison control data for 2000-2004. In their analysis, 
medical outcome differences of reported antidepressant overdoses were 
quantified using a hazard index (number of major or fatal outcomes per 1,000 
reported antidepressant ingestions). Amoxapine, maprotiline and desipramine 
had the highest hazard indices. Researchers reported that the tricyclic 
antidepressants, MAO inhibitors, maprotiline and bupropion were in the more 
severe half of antidepressants as ranked by the hazard index. In contrast, all 
SSRIs, the combined serotonin and norepinephrine reuptake inhibitors, lithium 
nefazodone, trazodone and mirtazapine had ranked in the less severe half of 
antidepressant categories and had low hazard indices. These findings should be 
helpful to prescribers who wish to be informed by such updated comparative 
overdose severity data in their clinical decision making. (White et al., 2008)       

Because of the questions raised, it is advisable to monitor patients closely for 
the emergence of suicidal ideation or agitation, especially in the initial phases of 
treatment and at times of dosage change.15, 63 This may be particularly important 
in treating children and adolescents.64 As with all drugs, it is recommended that 
patients be observed for side effects and treatment altered accordingly, and that 
quantities be limited in cases where overdose is a risk. 
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The psychiatric community has given attention to a recent epidemiological 
study by Gibbons et al. confirming that in both the United States and the 
Netherlands, SSRI prescriptions for youths decreased by approximately 22 
percent after the FDA and European Medicines Agency issued their warnings 
about a possible association between antidepressants and suicidal thinking and 
behavior.85, 87 In the Netherlands, the youth suicide rate increased by 49 percent 
between 2003 and 2005 and shows a significant inverse association with SSRI 
prescriptions. In the United States, youth suicide rates increased by 14 percent 
between 2003 and 2004, which is the largest year-to-year change in suicide rates 
in this population since the Centers for Disease Control and Prevention began 
systematically collecting suicide data in 1979. Researchers also noted that 
decreasing the number of SSRI prescriptions did not lead to increases in 
alternative antidepressant treatments (e.g., newer non-serotonergic-specific 
antidepressants and tricyclics) as expected.87  

b) Atypical antidepressants, such as bupropion (Wellbutrin and Wellbutrin SR), 
venlafaxine (Effexor and Effexor XR), nefazdone (Serzone), and mirtazapine 
(Remeron), vary in their action and effect. There is indication that most are 
effective in the treatment of refractory and/or severe depression. Several have 
the additional effect of being helpful when anxiety or agitation accompanies 
depression. They are effective alternatives to SSRIs, and can be used as 
frontline agents. (Seuhs et al., 2008; Bhalia et al. 2010) 

c) For the patient who experiences agitation associated with depression, early and 
limited use of anxiolytics is indicated. As with all drugs that may produce 
dependence, the use of benzodiazepines should be avoided in the patient with 
active chemical dependence and carefully monitored with all patients. 

2. Antipsychotics  

In the treatment of schizophrenic suicidal patients, the atypical or second generation 
antipsychotics (SGAs), such as clozapine, risperidone, olanzapine, and ziprasidone, 
have been shown to be effective in reducing positive, and to a lesser degree, negative 
symptoms in schizophrenic patients who fail to respond to typical neuroleptics. 
(Leucht, Corves et al., 2009; Leucht, Komossa et al., 2009)  

Meltzer reports that in using clozapine, there is a potential to decrease the mortality 
rate by as much as 85 percent.65, 66 (Saunders et al., 2008) It should be noted that 
there are also contrary findings in the literature.67 The clinician is thus urged to keep 
abreast of the ongoing literature on this possible risk-lowering effect of clozapine. 
Also relevant to the discussion on use of psychotropic medications, is a FDA Alert 
that clinicians should consider when treating elderly patients. Specifically, this FDA 
Alert was issued notifying healthcare professionals that both conventional and 
atypical antipsychotics are associated with an increased risk of mortality in elderly 
treated for dementia-related psychosis. (FDA Alert 6/16/08)      

3.  Lithium 
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Although there are many medications used successfully to prevent or diminish mood 
instability in patients with bipolar disorder, studies have noted that lithium treatment 
significantly reduces the rate of suicides and suicide attempts in such patients.18,19, 88 
It should also be noted that discontinuing lithium treatment is associated with an 
increase in suicide morbidity and mortality, particularly in the first 12 months.17 

4. Anti-convulsants 

Anti-convulsant drugs may be used as mood stabilizers in bipolar disorder. In 
January 2008, the FDA published the following Safety Information Alerts: 

[Posted 01/31/2008]89 FDA informed healthcare professionals that the 
Agency has analyzed reports of suicidality (suicide behavior or ideation) 
from placebo-controlled clinical studies of 11 drugs used to treat epilepsy 
as well as psychiatric disorders, and other conditions. In the FDA‟s 
analysis, patients receiving antiepileptic drugs had approximately twice 
the risk of suicidal behavior or ideation (0.43 percent) compared to 
patients receiving placebo (0.22 percent). The increased risk of suicidal 
behavior and suicidal ideation was observed as early as one week after 
starting the antiepileptic drug and continued through 24 weeks. The 
results were generally consistent among the eleven drugs. The relative 
risk for suicidality was higher in patients with epilepsy compared 
to patients who were given one of the drugs in the class for 
psychiatric or other conditions. Healthcare professionals should 
closely monitor all patients currently taking or staring any antiepileptic 
for notable changes in behavior that could indicate the emergence or 
worsening of suicidal thought or behavior or depression. The drugs 
included in the analyses include (some of these drugs are also available in 
generic form):  

carbamazepine (marketed as Carbatrol, Equetro, Tegretol, Tegretol XR) 

felbamate (marketed as Felbatol) 

gabapentin (marketed as Neurontin) 

lamotrigine (marketed as Lamictal) 

levetiracetam (marketed as Keppra) 

oxcarbazepine (marketed as Trileptal) 

pregabalin (marketed as Lyrica) 

tiagabine (marketed as Gabitril) 

topiramate (marketed as Topamax) 

valproate (marketed as Depakote, Depakote ER, Depakene, Depacon) 
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zonisamide (marketed as Zonegran) 

Although the 11 drugs listed above were the ones included in the 
analysis, FDA expects that the increased risk of suicidality is shared by all 
antiepileptic drugs and anticipates that the class labeling changes will be 
applied broadly.  

In conclusion, it is imperative for prescribers to be familiar with the overdose 
potential of antidepressants because of the high risk of suicidal behavior in 
depressed patients. Another important finding from the previously discussed 
comparative analysis of antidepressant overdoses by White et al. is that of the 
82,802 suicidal single-agent ingestions of identifiable antidepressants approved 
for use in the U.S.; cases occurred predominantly in females and peaked in 
teens. Additionally, peak fatal suicidal antidepressant ingestions occurred in the 
45-49 year old age group. Authors revealed that suicidal ingestions of the 
SSRIs, SNRIs, and other antidepressants peaked in teens, lithium in the 
twenties, tricyclics and tetracyclics in the thirties and MAO inhibitors in the 
forties. Their findings showed that there was a greater prescribing of more 
toxic and older antidepressants in older age groups. (White et al., 2008)    

I. Electro-Convulsive Therapy (ECT)  

ECT remains a viable option for the seriously depressed suicidal patient. Antidepressant 
drugs do not work quickly. ECT should be considered in all cases where a rapid response 
is essential.68 This principle continues to be supported in published data from a NIH study 
(Consortium for Research in ECT Continuation ECT Study) of a large group of severely 
depressed patients, most of whom were hospitalized, documenting a rapid reduction in 
expressed suicidal intent in patients treated with ECT. Researchers in this study 
recommended that evidence-based treatment algorithms for major depressive mood 
disorder should include dichotomization according to suicide risk, as assessed by 
interview. For patients at risk, ECT should be considered earlier than at its conventional 
“last resort” position. Researchers noted that this is particularly important when one 
considers the risk of suicide and the delayed efficacy of medications in severely depressed 
patients.78  

The primary indications for ECT are: 

 An urgent need for a rapid response, such as in the instances of imminent suicide, 
deteriorating physical condition, and/or intolerable suffering 

 Treatment alternatives are riskier than ECT 

 A history of superior response to ECT, and/or 

 The patient understanding the risks/benefits of ECT and has expressly requested this 
treatment. 

Secondary indications for ECT are: 
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 Demonstrable evidence of poor response to adequate pharmacotherapy or intolerable 
side effects, and/or 

 The patient‟s condition deteriorating to the point where the primary criteria for ECT 
are met. 

J. Psychotherapy 

There is a major role for psychotherapy in most cases of high suicidal risk. An attitude of 
empathic acceptance and allying with the patient‟s pain and sense of desperation may be 
regarded as ancillary to other methods of treatment and basic to the establishment of the 
necessary alliance. The therapist should not try to avoid the issue of suicidality, but rather 
contain and manage it in conjunction with the patient, significant others, and/or other 
helpers in his/her life structure, as indicated. It appears to be a significant factor to 
include family members and key support system people in the overall treatment “team.” 
Specifically, the family/significant others can be instrumental in limiting access to lethal 
medication and other means, as well as providing other ongoing support to the individual. 

Psychotherapy should focus on the suicide risk itself, as a prelude to reducing it and 
allowing for other treatment objectives to emerge. Often such therapy may be targeted 
and brief. These treatment recommendations must be distinguished from questions about 
the type and role of psychotherapy in the treatment of the underlying disorder. Research 
also has shown that individual cognitive-behavioral therapy (CBT) was very effective in 
the short and medium term for adults when the treatment was directly focused on 
reducing some aspect of suicidal behavior. (Tarrier et al., 2008)  

Depending on the patient‟s preferred mode of learning, suicidality may be contained and 
the patient engaged in the process of recovery from the associated disorder through 
behavioral, cognitive and psychodynamic forms of focused psychotherapy. It appears that 
a therapist who conveys a sense of optimism and activity may use most forms of 
psychotherapy successfully. In this regard, there have been published studies 
demonstrating significant improvements in suicidality for patients with borderline 
personality disorder who were treated with transference-focused psychotherapy, 
dynamically-informed psychotherapy or dialectical behavioral therapy. (Linehan et al., 
2006; Clarkin et al., 2007; McCain et al., 2009) 

K.  Combination Treatment – Medication and Psychotherapy 

Major depressive disorder has a point prevalence of 5 percent in adolescents and is 
associated with significant morbidity and family burden, as well as suicidal behavior and 
completed suicide.90 Recent research studies have been conducted to seek improvements 
in the treatment of depression in adolescents and suggest that combined treatment with 
medication and psychotherapy for suicidal patients may be beneficial in treating depressed 
adolescent patients with suicidal risk. However, clinical trials have shown mixed results in 
the treatment of depressed adolescents using the selective serotonin reuptake inhibitor 
(SSRI) or serotonin and norepinephrine reuptake inhibitor (SNRI) class of drugs and/or 
cognitive-behavioral therapy (CBT). 
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The Treatment for Adolescents with Depression Study (TADS) studied the effects of 
using fluoxetine (SSRI) or CBT alone or in combination. Combination therapy 
consistently showed superiority at all follow-up intervals. Suicide ideation decreased with 
treatment, but less so with fluoxetine therapy than with combination or CBT. Suicidal 
events were more common in patients receiving fluoxetine therapy (14.7 percent) than 
combination therapy (8.4 percent) or CBT (6.3 percent).90  

These findings differed somewhat from two other published reports. Results from the 
NIH-funded Treatment of SSRI-Resistant Depression in Adolescents (TORDIA) trial 
revealed that teenagers with difficult-to treat-depression, who do not respond to a first 
antidepressant medication, were more likely to get well if they were switched to another 
antidepressant medication with CBT rather than just switching to another antidepressant. 
These findings showed that for adolescents with depression not responding to an 
adequate initial treatment with an SSRI, the combination of CBT and a switch to another 
antidepressant resulted in a higher rate of clinical response than did a medication switch 
alone. However, a switch to another SSRI was just as efficacious as a switch to the SNRI, 
venlafazine, and resulted in fewer adverse effects. This study also confirmed that there 
was no advantage of the combination of CBT and medication over medication alone on 
the incidence of suicidal adverse events. Researchers in this particular study noted that 
suicidality does not necessarily subside when depression does.91  

Related findings also come from a report of a large British clinical trial that showed no 
difference in the treatment effects of SSRI and specialty clinical care alone than with SSRI 
and CBT together with specialty clinical care. On average, there was a decrease in suicidal 
thoughts and self harm. However, there was no evidence of a protective effect of CBT on 
suicidal thinking or action.92 It still remains to be determined which patient subtypes and 
clinical settings the combination of CBT and treatment with an SSRI will be most 
advantageous to adolescents with depression. (Vitiello, 2009)      

L. Risk Management 

Attention to risk management issues is important since a certain number of suicides will 
occur despite a clinician providing optimal care and management. According to one 
estimate, 50 percent of those who die by suicide have seen a mental health provider at 
some point.69 Novice clinicians experience higher rates of suicide among their clients than 
more seasoned clinicians.70 Sound risk management is not only good clinical practice, it 
can serve as a comfort in the event a practitioner experiences the death by a client to 
suicide71 and when documented adequately, as a legal defense against potential 
malpractice actions.71 

1. Documentation  

Clinical records should be a clear indicator of the thought process of the clinician, 
especially with regard to decisions made about managing lethality. The APA 
guidelines contain a table that highlights the factors to document in a risk assessment 
and the critical junctures at which such risk assessment should be documented, and 
states that risk assessment and documentation of findings is an ongoing process, not 
an isolated event.1   
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The initial assessment provides the first opportunity to demonstrate with the 
documentation that a complete risk assessment has been conducted and that, if 
indicated, a safety plan has been developed and implemented.11 In addition to the 
initial assessment, the documentation should provide clear evidence of the clinician‟s 
ongoing assessment of the patient‟s response to treatment, changes in the treatment 
plan, safety plan, and/or level of care with the rationale and potential impact on the 
patient‟s safety. The record should also include reference to interventions that were 
considered but not pursued, along with the rationale. 

Sound lethality assessments, as described above, including both lethal ideation and 
risk assessment, are important safeguards against later claims of negligence or lack of 
care. Contacts with family, other treatment providers, and the patient (phone calls 
and letters as well as sessions), responses to failed appointments, noncompliance 
with treatment requirements and impasses in treatment should all be documented.  

Improvements in clinical documentation can occur following systematic training in 
evidence-base suicide risk assessment. This has been demonstrated in a psychology 
and psychiatry training program where workshops included training on historical 
(past), clinical (present), risk management (future), core and protective risk factors 
for suicide and violence and medical-legal aspects of documentation of risk 
assessment. (McNeil et al., 2008) 

2. Collaboration and Issues of Confidentiality 

Consultation and/or collaboration with other helpers, as well as with the patient and 
his/her family/significant others, and communication among principals in treatment 
are critical elements of good treatment as well as good risk management. 
Consultation with a senior colleague is recommended in formulating and supporting 
an appropriate treatment plan for clients at risk for suicide.1  

Collaboration with the family after obtaining authorization from the patient should 
be ongoing. If circumstances warrant a breach of confidentiality, the clinician should 
weigh the risks and benefits of a breach. The clinician can make constructive 
responses to crisis situations that may not breach confidentiality but may still manage 
risk to acceptable levels; for example, listening to the patient‟s family members 
without making disclosures about the patient. Local and federal law may require 
disclosure of the patient‟s status to emergency personnel if necessary to assure the 
safety of the patient or others, and the clinician should be familiar with applicable 
laws and regulations. 

3. Assessment of Patient Competence and Ability to Collaborate 

Patients often fail to inform their therapists about suicidal ideation and behavior. 
Patients even may actively hide their suicidal intent from their therapists. Interview 
techniques are available that make it easier to elicit accurate information about 
suicidal ideation and intent with non-collaborative clients. For example, the therapist 
can exaggerate symptoms: “How many times this week did you think about suicide, 
20 or 30?”72 It may be important to review with the patient the subject of suicide 
risk, and the risks of not keeping the therapist informed.  
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Also, associated with this strategy should be an assessment of the patient‟s 
competence with regard to this issue: i.e., does he/she understand the risks of failing 
to keep the therapist informed? The result of this process should be documented in 
the record. When the patient‟s competence is in question (e.g., actively psychotic 
patients), other actions may need to be considered (e.g., hospitalization, 
guardianship). 

M. Post Prevention 

1.  The Family 

Following a suicide, it is sound clinical practice to maintain contact with the 
decedent‟s family and to offer (at least brief, supportive) services to survivors. When 
treatment beyond brief support is required, referral to another clinician should be 
considered. For family members, referral to a specialized support group can be 
helpful. Since requirements for confidentiality do not cease with the patient‟s death, 
the provider should limit the amount of information communicated to family 
members to only what is necessary. 

The brief supportive services should be guided by the need to facilitate grieving and 
decrease the risk of mood and anxiety disorders in the bereaved family members, 
particularly prepubertal children. This risk is further heightened in any family 
members who may have witnessed the suicide or had prior knowledge of the victim‟s 
problems and hence develop a degree of guilt. Helping counsel the remaining family 
members about their increased risk and being vigilant for warning signs is important. 
Major depressive disorder and post-traumatic stress disorder are two common 
disorders occurring in the bereaved and there is some evidence to suggest that the 
impact on family members can be long-term. 

2.  The Clinician 

According to the American Psychiatric Association, completed suicide is a prevalent 
occurrence and at least half of psychiatrists can expect to face the death of a patient 
through suicide with significant impact on the clinician.1 Clinicians who lose a patient 
to suicide frequently feel stress akin to that of losing a parent. Reviewing the 
circumstances leading to the suicide with an attorney and obtaining collegial support, 
such as consultation or supervision, are recommended to facilitate the clinician‟s own 
healing process.  

A study surveying therapists after patient suicides revealed that at least one third of the 
study population experienced severe distress.73 The four factors identified that linked to 
distress were failure to hospitalize a patient who then died, a treatment decision the 
therapist felt contributed to the suicide, negative reactions from the therapist‟s institution, 
and fear of a lawsuit. Two other notable findings from this study revealed that in 
retrospect, therapists who experienced distress wished they had involved the patient‟s 
family more in the treatment and communicated more with prior or concurrent treatment 
providers, among other regrets. These two findings underscore the importance of 
involving family or support system members when treating a patient with suicidal risk, as 
well as coordinating treatment with past and current providers.
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