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Learning Objectives 

• Learn about suicide frequency, demographics, methods 

• Review risk factors and protective factors for suicide

• Learn suicide prevention strategies 

• Learn how to assess for suicide risk 

• Learn how to create a treatment plan for a suicidal patient 



SUICIDE FREQUENCY, 
DEMOGRAPHICS, & METHODS 



10 Leading Causes of Death by Age Group, 
United States – 2014
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From 1999 through 2014, the age-adjusted suicide rate in the United States increased 24%, from 10.5 to 13.0 per 100,000 population, with the pace of increase greater after 2006.Suicide rates increased from 1999 through 2014 for both males and females and for all ages 10–74.The percent increase in suicide rates for females was greatest for those aged 10–14, and for males, those aged 45–64.The most frequent suicide method in 2014 for males involved the use of firearms (55.4%), while poisoning was the most frequent method for females (34.1%).Percentages of suicides attributable to suffocation increased for both sexes between 1999 and 2014.



Age-adjusted suicide rates, by sex: 
United States, 1999–2014

SOURCE: NCHS, National Vital Statistics System, Mortality.
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Suicide rates increased from 1999 through 2014, with greater annual percent increases after 2006.The age-adjusted suicide rate in 2014, 13.0 per 100,000 population, was 24% higher than the rate in 1999 (10.5) (Figure 1).The average annual percent increase in the age-adjusted suicide rate was about 1% per year from 1999 through 2006 but increased to 2% per year from 2006 through 2014.In 2014, the age-adjusted rate for males (20.7) was more than three times that for females (5.8).From 1999 through 2014, the percent increase in the age-adjusted suicide rate was greater for females (45% increase) than males (16% increase), resulting in a narrowing of the gender gap in suicide rates (as measured by rate ratios). The ratio of male to female suicide rates was lower in 2014 (3.6) than in 1999 (4.5).12/15/2016 U.S. Suicide Rate Surges to a 30YearHigh TheNew York Timeshttp://www.nytimes.com/2016/04/22/health/ussuicideratesurgestoa30yearhigh.html 1/5http://nyti.ms/212FMnrHEALTHU.S. Suicide Rate Surges to a 30YearHighBy SABRINA TAVERNISE APRIL 22, 2016WASHINGTON — Suicide in the United States has surged to the highest levels innearly 30 years, a federal data analysis has found, with increases in every age groupexcept older adults. The rise was particularly steep for women. It was alsosubstantial among middleagedAmericans, sending a signal of deep anguish from agroup whose suicide rates had been stable or falling since the 1950s.The suicide rate for middleagedwomen, ages 45 to 64, jumped by 63 percentover the period of the study, while it rose by 43 percent for men in that age range,the sharpest increase for males of any age. The overall suicide rate rose by 24percent from 1999 to 2014, according to the National Center for Health Statistics,which released the study on Friday.The increases were so widespread that they lifted the nation’s suicide rate to 13per 100,000 people, the highest since 1986. The rate rose by 2 percent a yearstarting in 2006, double the annual rise in the earlier period of the study. In all,42,773 people died from suicide in 2014, compared with 29,199 in 1999.“It’s really stunning to see such a large increase in suicide rates affectingvirtually every age group,” said Katherine Hempstead, senior adviser for health care12/15/2016 U.S. Suicide Rate Surges to a 30YearHigh TheNew York Timeshttp://www.nytimes.com/2016/04/22/health/ussuicideratesurgestoa30yearhigh.html 2/5at the Robert Wood Johnson Foundation, who has identified a link between suicidesin middle age and rising rates of distress about jobs and personal finances.Researchers also found an alarming increase among girls 10 to 14, whose suiciderate, while still very low, had tripled. The number of girls who killed themselves roseto 150 in 2014 from 50 in 1999. “This one certainly jumped out,” said Sally Curtin, astatistician at the center and an author of the report.American Indians had the sharpest rise of all racial and ethnic groups, withrates rising by 89 percent for women and 38 percent for men. White middleagedwomen had an increase of 80 percent.The rate declined for just one racial group: black men. And it declined for onlyone age group: men and women over 75.The data analysis provided fresh evidence of suffering among white Americans.Recent research has highlighted the plight of less educated whites, showing surges indeaths from drug overdoses, suicides, liver disease and alcohol poisoning,particularly among those with a high school education or less. The new report didnot break down suicide rates by education, but researchers who reviewed theanalysis said the patterns in age and race were consistent with that recent researchand painted a picture of desperation for many in American society.“This is part of the larger emerging pattern of evidence of the links betweenpoverty, hopelessness and health,” said Robert D. Putnam, a professor of publicpolicy at Harvard and the author of “Our Kids,” an investigation of new classdivisions in America.The rise in suicide rates has happened slowly over many years. Federal healthresearchers said they chose 1999 as the start of the period they studied because itwas a low point in the national suicide rate and they wanted to cover the full periodof its recent sustained rise.The federal health agency’s last major report on suicide, released in 2013, noteda sharp increase in suicide among 35to64yearolds.But the rates have risen evenmore since then — up by 7 percent for the entire population since 2010, the end of12/15/2016 U.S. Suicide Rate Surges to a 30YearHigh TheNew York Timeshttp://www.nytimes.com/2016/04/22/health/ussuicideratesurgestoa30yearhigh.html 3/5the last study period — and federal researchers said they issued the new report todraw attention to the issue.Policy makers say efforts to prevent suicide across the country are spotty. Whilesome hospitals and health systems screen for suicidal thinking and operate goodtreatment programs, many do not.“We have more and more effective treatments, but we have to figure out how tobake them into health care systems so they are used more automatically,” said Dr.Jane Pearson, chairwoman of the National Institute of Mental Health’s SuicideResearch Consortium, which oversees the National Institutes of Health funding forsuicide prevention research. “We’ve got bits and pieces, but we haven’t really putthem all together yet.”She noted that while N.I.H. funding for suicide prevention projects had beenrelatively flat — rising to $25 million in 2016 from $22 million in 2012 — it was asmall fraction of funding for research of mental illnesses, including mood disorderslike depression.The new federal analysis noted that the methods of suicide were changing.About one in four suicides in 2014 involved suffocation, which includes hanging andstrangulation, compared with fewer than one in five in 1999. Suffocation deaths areharder to prevent because nearly anyone has access to the means, Ms. Hempsteadsaid. And while the share of suicides involving guns declined — guns went frombeing involved in 37 percent of female suicides to 31 percent, and from 62 percent to55 percent for men — the total number of gun suicides increased..The question of what has driven the increases is unresolved, leaving experts tomuse on the reasons.Julie Phillips, a professor of sociology at Rutgers who has studied suicide amongmiddleagedAmericans, said social changes could be raising the risks. Marriagerates have declined, particularly among less educated Americans, while divorce rateshave risen, leading to increased social isolation, she said. She calculated that in2005, unmarried middleagedmen were 3.5 times more likely than married men todie from suicide, and their female counterparts were as much as 2.8 times more12/15/2016 U.S. Suicide Rate Surges to a 30YearHigh TheNew York Timeshttp://www.nytimes.com/2016/04/22/health/ussuicideratesurgestoa30yearhigh.html 4/5likely to kill themselves. The divorce rate has doubled for middleagedand olderadults since the 1990s, she said.Disappointed expectations of social and economic wellbeingamong lesseducated white men from the babyboomgeneration may also be playing a role, shesaid. They grew up in an era that valued “masculinity and selfreliance”—characteristics that could get in the way of asking for help.“It appears this group isn’t seeking help but rather turning to selfdestructivemeans of dealing with their despair,” Professor Phillips said.Another possible explanation: an economy that has eaten away at the prospectsof families on the lower rungs of the income ladder.Dr. Alex Crosby, an epidemiologist at the Centers for Disease Control andPrevention, said he had studied the association between economic downturns andsuicide going back to the 1920s and found that suicide was highest when theeconomy was weak. One of the highest rates in the country’s modern history, he said,was in 1932, during the Great Depression, when the rate was 22.1 per 100,000,about 70 percent higher than in 2014.“There was a consistent pattern,” he said, which held for all ages between 25and 64. “When the economy got worse, suicides went up, and when it got better, theywent down.”But other experts pointed out that the unemployment rate had been declining inthe latter period of the study, and questioned how important the economy was tosuicide.The gap in suicide rates for men and women has narrowed because women’srates are increasing faster than men’s. But men still kill themselves at a rate 3.6times that of women. Though suicide rates for older adults fell over the period of thestudy, men over 75 still have the highest suicide rate of any age group — 38.8 per100,000 in 2014, compared with just four per 100,000 for their female counterparts.Like the Science Times page on Facebook. | Sign up for the Science Times newsletter.12/15/2016 U.S. Suicide Rate Surges to a 30YearHigh TheNew York Timeshttp://www.nytimes.com/2016/04/22/health/ussuicideratesurgestoa30yearhigh.html 5/5A version of this article appears in print on April 22, 2016, on page A1 of the New York edition with theheadline: Sweeping Pain as Suicides Hit a 30YearHigh.© 2016 The New York Times Company



Suicide rates for females, by age: 
United States, 1999 and 2014

1Significantly higher than rates for all other age groups (p < 0.05).
SOURCE: NCHS, National Vital Statistics System, Mortality.
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Suicide rates for females were higher in 2014 than in 1999 for all age groups under 75 years.Suicide rates for females were highest for those aged 45–64 in both 1999 (6.0 per 100,000) and 2014 (9.8) (Figure 2). This age group also had the second-largest percent increase (63%) since 1999.Although based on a small number of suicides compared with other age groups (150 in 2014), the suicide rate for females aged 10–14 had the largest percent increase (200%) during the time period, tripling from 0.5 per 100,000 in 1999 to 1.5 in 2014.Percent increases in suicide rates since 1999 for females aged 15–24, 25–44, and 65–74 ranged between 31% and 53%.In contrast to other age groups, the suicide rate for women aged 75 and over decreased by 11% from 1999 through 2014, declining from 4.5 to 4.0 per 100,000.



Suicide rates for males, by age: United 
States, 1999 and 2014

SOURCE: NCHS, National Vital Statistics System, Mortality.
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Suicide rates for males were higher in 2014 than in 1999 for all age groups under 75 years.In both 1999 and 2014, suicide rates were highest among men aged 75 and over (Figure 3). In contrast to other age groups, the suicide rate for this demographic group decreased by 8%, from 42.4 per 100,000 in 1999 to 38.8 in 2014.Men aged 45–64 had the second-highest suicide rate for males in 2014 and the largest percent increase (43%) in rates, increasing from 20.8 in 1999 to 29.7 in 2014.While males aged 10–14 had the lowest suicide rate of all age groups, this group experienced the second-largest percent increase (37%) from 1999 through 2014 (from 1.9 to 2.6).
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Ages 10 to no upper limit April 2016 Suicide Rates for Females and Males by Race and Ethnicity: United States, 1999 and 2014 by Sally C. Curtin, M.A., and Margaret Warner, Ph.D., Division of Vital Statistics; and Holly Hedegaard, M.D., M.S.P.H., Office of Analysis and Epidemiology 
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Ages 10 to no upper limit April 2016 Suicide Rates for Females and Males by Race and Ethnicity: United States, 1999 and 2014 by Sally C. Curtin, M.A., and Margaret Warner, Ph.D., Division of Vital Statistics; and Holly Hedegaard, M.D., M.S.P.H., Office of Analysis and Epidemiology 



Other Groups At Risk 
• Veterans: 

– 2x more likely to suicide
– 18% of all U.S. suicides

• LGBT youth: 
– Attempt suicide 2-7x more than heterosexuals 
– 40+% transgender youth have attempted suicide

• Worldwide suicide rate highest amongst Eastern 
Europeans. 

VA Suicide Prevention Program Facts about Veteran Suicide July 2016
Marshall A. Suicide Prevention: An Unmet Need. Yale J Biol Med. 2016;89(2):205–213
www.CDC.gov Suicide Facts at a Glance  
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VA Suicide Prevention Program Facts about Veteran Suicide July 2016 LGBTQIA: According to a review article in the Yale Journal of Biology and Medicine, “SGM youth (10-24) face heightened risk for suicide and report greater odds of attempting suicide than their heteronormative peers.” Researchers found that “the odds of attempting suicide for lesbians, gay men, and bisexuals [are] approximately 2 to 7 times higher than the odds for heterosexuals.” Marshall A. Suicide Prevention Interventions for Sexual & Gender Minority Youth: An Unmet Need. Yale J Biol Med. 2016;89(2):205–213.Lancet Psychiatry. 2016 Nov;3(11):1039-1048. doi: 10.1016/S2215-0366(16)30304-2. Epub 2016 Sep 30.Time-varying associations of suicide with deployments, mental health conditions, and stressful life events among current and former US military personnel: a retrospective multivariate analysis.Shen YC1, Cunha JM2, Williams TV3.Author information��AbstractBACKGROUND:US military suicides have increased substantially over the past decade and currently account for almost 20% of all military deaths. We investigated the associations of a comprehensive set of time-varying risk factors with suicides among current and former military service members.METHODS:We did a retrospective multivariate analysis of all US military personnel between 2001 and 2011 (n=110 035 573 person-quarter-years, representing 3 795 823 service members). Outcome was death by suicide, either during service or post-separation. We used Cox proportional hazard models at the person-quarter level to examine associations of deployment, mental disorders, history of unlawful activity, stressful life events, and other demographic and service factors with death by suicide.FINDINGS:The strongest predictors of death by suicide were current and past diagnoses of self-inflicted injuries, major depression, bipolar disorder, substance use disorder, and other mental health conditions (compared with service members with no history of diagnoses, the hazard ratio [HR] ranged from 1·4 [95% CI 1·14-1·72] to 8·34 [6·71-10·37]). Compared with service members who were never deployed, hazard rates of suicide (which represent the probability of death by suicide in a specific quarter given that the individual was alive in the previous quarter) were lower among the currently deployed (HR 0·50, 95% CI 0·40-0·61) but significantly higher in the quarters following first deployment (HR 1·51 [1·17-1·96] if deployed in the previous three quarters; 1·14 [1·06-1·23] if deployed four or more quarters ago). The hazard rate of suicide increased within the first year of separation from the military (HR 2·49, 95% CI 2·12-2·91), and remained high for those who had separated from the military 6 or more years ago (HR 1·63, 1·45-1·82).INTERPRETATION:The increased hazard rate of death by suicide for military personnel varies by time since exposure to deployment, mental health diagnoses, and other stressful life events. Continued monitoring is especially needed for these high-risk individuals. Additional information should be gathered to address the persistently raised risk of suicide among service members after separation.FUNDING:Partly funded by the Naval Research Program.Suicide Risk Factors for Military PersonnelLancet Psychiatry; ePub 2016 Sep 30; Shen, et alNovember 17, 2016Addiction Medicine for November/December 2016Interpersonal Trauma, Mental Health Issues LinkedSuicide Risk Factors for Military PersonnelObesity, Problem Gambling Link ExaminedFormer Injectors’ Drug Use Habits ExaminedQuitting Smokers’ Extreme Responses EvaluatedStudy Compares 2 Methadone Treatment MethodsAlcohol Ad Exposure, Hazardous Drinking LinkedPost-Trauma Adjustment Disorder EvaluatedReduction in Nicotine May Reduce Cigarette SmokingPREV 2 of 9 NEXTThe increased hazard rate of death by suicide for military personnel varies by time since exposure to deployment, mental health diagnoses, and other stressful life events, according to a recent study. Researchers performed a retrospective multivariate analysis of all US military personnel between 2001 and 2011 (n=110,035,573 person-quarter-years, representing 3,795,823 service members). Outcome was death by suicide, either during service or post-separation. They found:The strongest predictors of death by suicide were current and past diagnoses of self-inflicted injuries, major depression, bipolar disorder, substance use disorder, and other mental health conditions.Compared with service members who were never deployed, hazard rates of suicide were lower among the currently deployed (HR 0.50) but significantly higher in the quarters following first deployment (HR 1.51) if deployed in the previous 3 quarters; 1.14 if deployed 4 or more quarters ago.��Citation:Shen Y-C, Cunha JM, Williams TV. Time-varying associations of suicide with deployments, mental health conditions, and stressful life events among current and former US military personnel: A retrospective multivariate analysis. [Published online ahead of print September 30, 2016]. Lancet Psychiatry. doi:10.1016/S2215-0366(16)30304-2.

http://www.cdc.gov/
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Percentages of suicides involving firearms and poisoning declined from 1999 through 2014, while suicides involving suffocation increased.For both females and males, about one in four suicides in 2014 were attributable to suffocation (includes hanging, strangulation, and suffocation), an increase from 1999, when fewer than one in five were by this method (Figure 4).The percentages of suicides attributable to firearms and poisoning were lower in 2014 than in 1999 for both females and males.Poisoning was the most common method of suicide for females in 2014, accounting for about one-third (34.1%) of all female suicides. This was a change from 1999, when firearms were the most common suicide method for women (36.9%), slightly more likely than poisoning (36.0%).More than one-half of male suicides (55.4%) in 2014 were firearm-related, although the percentage of suicides by this method was lower than in 1999 (61.7%).The most frequent “other” suicide methods in 2014 (not shown separately) for females were falls (2.8%) and drowning (1.4%). For males, the most frequent “other” methods were falls (2.2%) and cutting or piercing (1.9%).



Suicide and Primary Care 
• Prescribe most (62%) antidepressants

• See suicidal patients twice as often MHPs

• Most likely to see suicidal patients in month 
before death

• Only 20% see a MHP in the preceding 
month

McDowell et al Practical Suicide-Risk Management Mayo Clin Proc. 2011;86(8):792-800 
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Reference: CONCISE REVIEW FOR CLINICIANS PRACTICAL SUICIDE-RISK MANAGEMENT Practical Suicide-Risk Management for the Busy Primary Care Physician Anna K. McDowell, MD; Timothy W. Lineberry, MD; and J. Michael Bostwick, MD 



Suicide and Primary Care 
• Patients not asked about suicide 

• Suicidal thoughts, behavior inadequately assessed & managed

• Insufficient length of treatment

• Medications not adjusted often enough

• Comorbid alcohol problems unidentified and untreated

McDowell et al Practical Suicide-Risk Management Mayo Clin Proc. 2011;86(8):792-800 



RISK FACTORS FOR SUICIDE 



Risk Factors for Suicide 
• Prior suicide attempt(s)

– 5-6x more likely to make another attempt 

• Current psychiatric illness lifetime suicide risk
– 90-95% of suicides diagnosed with psychiatric illness –

strongest single predictive factor of suicide 
– Major Depression – 15%
– Bipolar – 15-25%
– Schizophrenia – 10-12%

• Following inpatient care – especially w/in 7 days of D/C
– 1/3 occur within 1 month of D/C

• Increased risk with substance use
McDowell et al Practical Suicide-Risk Management Mayo Clin Proc. 2011;86(8):792-800 



Demographic Risk Factors for Suicide 

• Caucasian
• Male – more likely to die by suicide 3:1
• Women – more likely to attempt suicide 4:1
• Increasing age (men>75) 
• Physicians
• Family history of suicide (1st degree relative 

who committed suicide increases risk 6x)
• Heritability of suicide is 30-50%

McDowell et al Practical Suicide-Risk Management Mayo Clin Proc. 2011;86(8):792-800 



Social Risk Factors for Suicide 

• Easy access to lethal means
• Barriers to mental health
• Smoker
• PTSD
• Chronic pain
• TBI
• Lack of social supports
• Living alone
• Divorced/chaotic home life 
• Occupational issues or 

unemployment
• Legal trouble/incarceration
• Cultural/religious beliefs
• Terminally ill

• Homosexuality
• Parental separation
• Abuse
• Bullying
• Local cluster of suicides/contagion
• Media glamorization 
• Direct and indirect exposure to 

suicidal behavior - especially in 
adolescents and young adults.



Warning Signs 
• Anxiety or agitation
• Impulsive or reckless actions
• Insomnia
• Increased alcohol or drug use 
• Increased or decreased sleep/insomnia 
• Dramatic mood changes 
• Threats to harm self
• Planning for suicide
• Talking/writing about suicide
• Hopelessness
• No purpose or reason for living 
• Rage, anger, seeking revenge
• Feeling trapped
• Social withdrawal
• Interpersonal loss or rejection/shame

McDowell et al Practical Suicide-Risk Management Mayo Clin Proc. 2011;86(8):792-800 
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Distinguishing between warning signs and risk factors is helpful clinically (Table 2). Warning signs are specific symptoms or behaviors that are acute or subacute in nature. They can be identified, explored further, and addressed with clinical and psychosocial interventions. Anxiety, psyochomotor agitation, sleep problems, poor concentration, hopelessness, social isolation, and excessive or increasing use of alcohol or drugs are all worrisome factors that can be modi ed with prompt interventions. severe psychic anxiety is particularly worrisome because of its prominent association with suicide in the hospital or immediately after discharge.Also concerning is the poor impulse control sometimes seen with exacerbations of such psychiatric illnesses as bipolar disorder or bipolar disorder.  Recent population-level research points to anxiety and impulse control disorders as an integral part of pro- gression to suicidal behavior associated with depression. Of patients hospitalized in psychiatric or other hospitals who died by suicide, only 20% endorsed suicidal ideation before their suicide, but 80% either endorsed or manifested severe anxiety or agitation.Clinically, asking patients if they feel like “jumping out of their skin” or that they “are going to explode” or have a feeling that they must “take action” or “do something” because they feel so restless inside is very helpful in eliciting reports of internal distress. Some patients denying these subjective symptoms may objectively demonstrate the increased motor movements or restlessness indicative of severe agitation or appear ruminative and overwhelmed.In any given person, suicide risk is not fixed but fluctuating,with periods of increased risk in response toprecipitating stressors. Sudden interpersonal losses orrejections—the death of a family member or a breakupof a relationship with a significant other—may trigger asuicidal crisis.



Anti-depressants and Suicide Risk  

• Higher risk of suicidal thoughts or attempts 
after:
– Initiation of treatment
– Discontinuation of treatment
– Dose changes 

• Indications for patient care:
– Monitor closely at the start of treatment
– Contact prescriber before stopping/changing med

www.fda.gov



Anti-depressants and Suicide Risk 

The benefits far outweigh the risks. 



Protective factors 
• No protective factors for those at high risk

• For low to moderate risk:
– Coping skills
– Distress tolerance
– Religious/spiritual beliefs
– Responsibility (kids, pets)
– Social support/family
– Parenthood, especially for mothers 
– Positive relationships (including with treatment 

team)
McDowell et al Practical Suicide-Risk Management Mayo Clin Proc. 2011;86(8):792-800 



PREVENTION 



Suicide is impossible to 
predict…

…but CAN be prevented, 
and risk can and must be 

assessed



Screen
• Screen for depression:

– PHQ-9 
• Score > 9 
• Explore more if question #9 is 1+
• Risk of suicide attempt or death  linearly 

related to response to question #9 

• Screen for substance use disorder:
– AUDIT (10 questions)

Presenter
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or a briefer 3-question version (AUDIT-C) that consists of the 3 consumption questions from the AUDIT. Developed by the World Health Organi- zation, the AUDIT and AUDIT-C are also free and have a strong research base. They are between 50% and 90% sen- sitive in picking up alcohol misuse, abuse, or dependence and approximately 80% speci c in ruling it out.�Scoring the audit Scores for each question range from 0 to 4, with the first response for each question (eg never) scoring 0, the second (eg less than monthly) scoring 1, the third (eg monthly) scoring 2, the fourth (eg weekly) scoring 3, and the last response (eg. daily or almost daily) scoring 4. For questions 9 and 10, which only have three responses, the scoring is 0, 2 and 4 (from left to right). A score of 8 or more is associated with harmful or hazardous drinking, a score of 13 or more in women, and 15 or more in men, is likely to indicate alcohol dependence. 



Other Screening Tools 

– Columbia-Suicide Severity Rating Scale (C-
SSRS)

– Suicide Assessment Five-Step Evaluation and 
Triage (SAFE-T)

– Collaborative Assessment and Management 
of Suicidality (CAMS)

https://www.integration.samhsa.gov/clinical-practice/screening-tools#suicide



Assess Risk
• Have a copy of:

– Your agency’s suicide protocol
– Safety plan template 

• Don’t worry (or stay late) alone
– Ask PCP or other colleague to assist you
– Curbside consultation if available 
– Review your checklist with a colleague 

• Assess for risk:
– Low
– Moderate
– High



Assess Risk 

• Suicide/SI is not a normal response to stress

• Consider that it is delusional to believe:
• Your loved ones are better off without you
• There is no chance for improvement
• Your life has no worth or meaning 



Assess Risk 
• NO psychiatric patient is zero risk! 
• That means, every psychiatric patient you see has 

SOME suicide risk – it is your job to assess what that 
risk is

• Assess motivation, don’t rely on just asking them about it
• Do not rely on SI/question #9 to determine risk:

• Previous attempts? 
• Gestures? 
• Recent or prior hospitalization, PHP, IOP, rehab? 
• Recent stressors, loss, grief? 
• Lack of supports? 
• Family history of suicide? 
• “I just want to sleep and never wake up, but I would never kill 

myself” is NOT a zero risk statement!



Assess Risk
• Ask every patient, every time 
• Do you feel hopeless? Like your life is meaningless? Like there 

is no reason to wake up in the morning? You would rather be 
dead or sleep and never wake up? 

• Do you have any thoughts of death or dying? 
• Do you have thoughts to harm or kill yourself?
• Do you have a plan to harm or kill yourself? If so, what is it? 
• Have you acted on this plan in any way? 
• Do you have access to a gun, knife, rope, medications, etc? 
• Have you ever intentionally harmed yourself?
• Have you ever attempted to kill yourself?
• Has anyone in your family attempted or completed suicide? 



Assess Risk
• If they can’t assure you of their safety, they are not safe 
• Ask for clarification
• “What will killing yourself solve?”
• “What’s stopped you from killing yourself so far?”
• “Have you taken any action or made any plans for suicide?”
• “How does your religion feel about suicide?”
• “How would this affect your loved ones? Your kids/pets?” 
• “What are your plans for the rest of the day/weekend?”
• “Do you have friends or family you can stay with?”
• “Who can we call to give you some support right now?”



Assess Risk
• Is the patient intoxicated? 

• Is there a brain injury or illness? 

• Is the patient agitated?

• Psychotic/delusional? Manic? 

• Sleep deprived?

• Impulsive? 



High Risk
• Moderate to severe depression
• Current mania
• Current psychosis
• Substance abuse in last month
• Suicidal intent
• Suicidal plan
• Severe anxiety/panic
• Severe anhedonia
• Hopelessness
• Insomnia
• Acute stressor/loss
• Veteran
• Impulsive (especially teens)



Moderate Risk
• Mild depression
• Current hypomania
• Dual diagnosis
• Moderate anxiety/panic
• Suicidal ideation
• History of suicide attempts/self-harm
• Family history of suicide
• Chronic severe pain
• Issues related to gender identity



Low Risk 

• Anxiety
• Depression in remission
• Bipolar in remission
• Psychotic disorder in remission
• Any other Axis I or II disorder 



Treatment Plan 
• Level of care

– High risk - same day psychiatric evaluation – inpatient, PHP, inpatient rehab
– Moderate risk – psychiatric evaluation/follow-up w/in 48 hours, urgent psych intake, IOP 
– Low risk - psychiatric evaluation/follow-up w/in 7 days
– Call patient immediately after missed appointments  

• Referrals
– Therapy
– Psychiatry
– Substance use treatment 

• Create a safety plan with the patient 

• Contact family
– Gather collateral information 
– Give family resources for local CMH/crisis numbers 
– Involve them in safety planning 

• Restrict means 

• Utilize collaborative care model for depression:
– Decreased suicidal behavior
– Faster time to treatment & remission of depression



Suicide Contract vs. Safety Plan 

• No-suicide contracts do NOT prevent 
suicide

• Safety plans can: 
– Warning signs
– Internal distraction
– External distraction
– Social support
– Access to care
– Restricting means 

Kelly and Knudson, 2000



Brown Stanley 
safety plan template



Restrict Means 

• Education about locking up firearms

• Medications (prescription and OTC)

• Knives, razors 

• Ropes, belts

• Roof, bridges 



Documentation
• Risk level and rationale
• Treatment plan and rationale 
• Safety/crisis plan
• Restriction of means 
• Collateral information collected 
• Follow-up plan
• Consultation



Case
45 y/o divorced, single, female, answers 2 on question 9 of PHQ-9 in 
your office today. 
• 4 weeks of depression after she was fired from her job
• SI past week: “Life would be easier if I were dead.”
• Endorses SI, denies intent, or plan “I just need to sleep.”
• No prior suicide attempts
• No firearms, or other lethal means 
• Looking forward to job interview on Monday
• Panic attacks and insomnia for past 2 weeks 
• On Lexapro 5mg daily, ran out 1 week ago
• No kids, no pets
• Lives alone 
• No plans for the weekend
• No substance use 



Sample Treatment Plan & 
Documentation 

• Risk:
– MODERATE  

• Risk level  based on your clinical judgment (how worried are you?)
• Acute thoughts of suicide in the past week 
• Currently denies any suicidal intent or plan
• Hopeful, future oriented (job interview Monday, 9am)
• No access to firearms, other weapons, or stockpile of meds 
• No history of suicide attempts 
• Judgement intact – no psychosis, TBI, intoxication, impulsiveness 
• Anxiety, insomnia
• Lives alone, no dependents, financial strain, no structure 



Sample Treatment Plan & 
Documentation 

• Declined voluntary hospitalization, no indication for involuntary as 
patient denies current suicide intent or plan 

• Spoke with patient’s sister, who remove razors from patient’s home; will 
stay with her over weekend. Discussed with sister to call 911 if 
concerned about patient’s safety. Also given local CMH contact 
information if needs more resources, wants to initiate hospitalization. 

• Safety/crisis planning done with patient, copy on her phone:
– Warning signs – getting weepy, urge to cut forearms
– Internal distraction – take a hot shower, play with cat, watch favorite 

movie
– External distraction – call sister or Mom 
– Social support – sister, Mom
– Access to care – call CMH, call crisis line, call clinic during business 

hours
– Restrict means – sister will remove razors from the home 



Sample Treatment Plan & 
Documentation 

• Plan discussed with PCP - Restart Lexapro 5mg/day to treat depression/anxiety; start 
hydroxyzine 10mg (max 50mg) as needed for anxiety/insomnia, give only enough pills to 
cover her to psychiatry appointment to reduce risk for overdose 

• F/up appointment with CM tomorrow, 12pm

• Urgent psychiatry intake scheduled for Friday at 1pm

• Pt’s chart flagged for PHQ9 and risk assessment 

• ER, 24/7 national suicide hotline info entered into patient’s cell: 1-800-273-TALK

• Referred patient to www.nowmattersnow.org
– Free DBT skills videos
– Videos of patients’ experiences 
– Support

http://www.nowmattersnow.org/


The End
Thank you for attending today.  We 

welcome you to watch the other webinars 
in this series.  They can be found at 

www.miccsi.org/training/upcoming-events

http://www.miccsi.org/training/upcoming-events
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