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FOREWORD

The rapid recent growth of managed health
care, followed by the even more rapid proliferation of managed behavioral
health care organizations (MBHCOs), has had a dramatic and far-reaching
impact on the practice of psychiatry and the related mental health professions,
hospitals, and community based programs. Clinicians have experienced an
assault on the autonomy of their decision making, the confidentiality of the
treatment process, and anticipated levels of reimbursement for their work.
The trends away from long-term to short-term treatment, from individual to
group therapy, from hospital to day treatment, and from psychotherapy to
pharmacotherapy reflect a change process with a surprisingly fast pace.
Compounding the distress accompanying these shifts in the clinical practice
culture has been the arrival of the utilization reviewer: a person empowered
to intrude into the treatment relationship, to approve or deny coverage of
care, to decide whose hospitalization will be paid for and for how long, and
to decide how many outpatient visits will be reimbursed, for what kind of
therapy, and by which clinician. Were this intrusive authority not sufficiently
disconcerting, these reviewers also often require the clinician to fill out
complex forms, differing from one MBHCO to another, and these must be
completed and submitted to allow for discussions or arguments to take place
regarding authorizations for continued care, for diagnostic studies such as
neuropsychological testing, or for additional consultations.

As some individual clinicians find employment in staff model health
maintenance organizations or networks, including even some community
mental health programs, they encounter “capitation arrangements,” and
their discussions about utilization management shift from interactions with
external reviewers to feedback from colleagues. The concept of population
based requires us to scrutinize what services a patient should receive and at
what cost to the patient, the insurer, and society. Discussion about how most
expeditiously and least expensively to achieve desired therapeutic goals
must be addressed. What level and intensity of care are required? What is the
evidence to support the use of more expensive treatments, when less costly
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but equally effective alternatives exist? In contrast to the earlier fee-for-ser-
vice culture where we grew concerned about the possibility that excessive
amounts of care were provided to generate greater clinician and hospital in-
comes, we now discuss our ethical concerns about the danger of profits and
bonuses being tied to withholding of care.

In this new mix of forces has also been a sentiment of entitlement to ser-
vices among some patients, a feeling they have prepaid for them. At the same
time, the MBHCOs are responding to these requests for psychotherapy by
using the criteria of medical necessity to guide decisions about authoriza-
tion. As the controversy intensifies over what conditions and level of distress
meet the test of medical necessity, patients, clinicians, and policymakers
have all contributed their views.

Itis in the midst of these changes and conflicts that our suicidal patients
continue to present for evaluation and treatment. We know that suicide re-
mains an all too common cause of death, and we wish to see our patients
well and safely served. Suicide remains one of the 10 leading causes of death
in the United States and the third leading cause of death in adolescents, ac-
counting for 30,000 deaths annually in this country. And while suicide may
seem the only feasible course of action to a tormented, depressed, or psy-
chotic patient, we clinicians know that it is one of the more preventable
forms of death and that many survivors of suicide attempts are able to find
alternative ways to cope with the stresses that elicited self-destructive behav-
ior. It is at the intersection of managed care systems and psychiatric evalua-
tion and treatment of our most vulnerable and suicidal patients that this
book seeks to provide guidance and perspective.

When a MBHCO works well, the evaluation and referral process consid-
ers what is the best treatment match to help this patient most quickly
achieve symptomatic relief and behavior change. It asks should this patient
see a male or female therapist? Would he or she be better treated individu-
ally, as part of a couple or family, in a group alone, or in combination? Is a
psychodynamic or cognitive-behavioral modality most likely to be helpful?
Is the patient’s presentation likely to be dealt with in a general practice or to
require consultation and care with a subspecialist? Is pharmacotherapy like-
ly to be central, adjunctive, or unneeded? Can this treatment take place in
an office setting, or does it require a hospital, partial hospital, or acute resi-
dential program? Do the patient, clinician, and reviewer have a shared un-
derstanding about the treatment plan, insurance coverage, authorization
process, and the need and timing of treatment reviews and reauthorization
discussions.

A MBHCO may underserve a patient, failing to provide the care that is
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needed, but this is often a reflection of misunderstandings, inadequate com-
munication, inflexibility, or poor resolution of disagreements. Harried clini-
cians, feeling that they have too little time for patients and too many
procedural demands required to obtain authorizations for additional clinical
services, become increasingly frustrated. In this context, therapists can end
up joining with their patients in complaining about the MBHCO, treatment
decisions may be less well thought out, and dreaded outcomes may occur.
In those circumstances there are no happy participants. Clinicians, hospi-
tals, MBHCOs, and their legal and risk management departments approach
such occurrences with understandable trepidation.

In the first chapter of this book, John T. Maltsberger explores the risks
to suicidal patients when MBHCOs intrude into clinical decision making by
refusing admissions and pushing for early discharges. Evaluations may be
constrained, treatments may not yet be fully effective at the time of dis-
charge, and the hospital and program structure needed for safe recovery may
be denied or withdrawn too soon. Dr. Maltsberger emphasizes—and this
cannot be stressed too emphatically—that an initial thorough assessment of
a patient and formulation are made all the more crucial when treatment is
constrained to a shortened interval by managed care.

In the second chapter, Judith Feldman and Linda Finguerra explore the
provision of crisis assessments and care for suicidal patients in a managed
care practice. They underscore the importance of easily available, barrier-
free access to assessments and care for such patients to ascertain the danger
of self-harm and to clarify the appropriate level and locus of treatment re-
quired. They then review the difficult problem inherent in assessing the re-
peatedly self-harming patient with personality disorder. These authors
outline an approach to helping the suicidal patient in crisis by making use
of cognitive-behavioral strategies and the techniques described by Marsha
Linehan, under the rubric of dialectic behavior therapy (DBT), including the
development of new coping strategies, contingency planning, behavioral
analysis, and the search for available supports.

In Chapter 3, Patricia A. Harney reviews the role of brief hospitalization
and alternative programs such as acute residential care and day hospitals in
treating suicidal patients. She reminds us of the value of emergency rooms
and crisis services as consultants to patients, families, and therapists who are
all fearful of a lethal outcome. She underscores the importance at such times
for the ambulatory therapist of knowing whom to call in the managed care
system to access crisis assessments and evaluations for hospital levels of
care. Her discussion of partial hospital and acute residential care stresses the
value of these less regressive options for patients who can voluntarily agree
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to care at such treatment sites and who have fewer needs for medical super-
vision or for the secure environment of a locked hospital ward.

In Chapter 4, Alan Lipschitz draws our attention to the pressing public
health concern of adolescent suicide. He notes concern that brief inpatient
stays create intense pressures for the treatment staff to complete an evalua-
tion, including family assessment and involvement in treatment planning.
He observes that when admissions are too short, distressing, and costly, re-
admissions may follow. Here again, the value of multiple levels of care, in-
cluding home treatment and long-term residential care, is stressed. Lastly, he
notes with concern the disruption to the care process that can occur when a
family’s insurance changes and a child’s therapist is not on the new carrier’s
provider panel.

In Chapter 5, Ashok Bharucha addresses suicide risks in the elderly. Sui-
cide rates increase with age. With the aging of our population and the in-
creasing recruitment of seniors into managed care plans, there is a renewed
interest in training primary care physicians in the diagnosis and treatment
of depression. This is particularly important in light of studies that have
shown that such physicians often underdiagnose and undertreat depression
and that they may be uncomfortable asking questions about suicidal ide-
ation and intention. This chapter contains a wonderful menu of preventative
interventions to keep the elderly active, socially well supported, and depres-
sion free.

In Chapter 6, Richard I. Caplan explores the relationship between sub-
stance abuse and suicide. He notes both the high rate of suicide attempts in
substance abusers and the high percentage of people who attempt suicide
while intoxicated. He suggests that MBHCOs are advantageously structured
to screen populations for both substance abuse and depression in the con-
text of medical, pediatric, and obstetrical visits. He then addresses the famil-
iar and vexing problem of suicide assessments of intoxicated alcoholic
individuals and drug-addicted individuals and highlights the need to detain
patients for reevaluation until they are sober. He goes on to describe a broad
spectrum of services that are helpful in treating substance abusers. This is
followed by a discussion of the role of case managers in providing continuity
of care in a disorder known to be chronic and relapsing. We are reminded
that effective treatment of substance abuse disorders should not only reduce
the likelihood of suicidal outcomes but also improve patients’ general state
of health and well-being and decrease their overall health care costs.

In Chapter 7, James M. Ellison reviews the pharmacotherapy of depres-
sion and suicidality and the potential supports and constraints of MBHCOs.
Medication and electroconvulsive therapy (ECT) have come to play a crucial
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role in reducing suicidal mortality. The role of each class of medication is re-
viewed as well as their target symptoms and disorders. The risks, benefits,
and issues surrounding who does the prescribing and their level of expertise
are thoughtfully explored. This is increasingly relevant, because in many
managed care settings primary care physicians have begun to play a major
role in treating uncomplicated unipolar depression. Dr. Ellison also raises
concerns about the adequacy of visit lengths and frequency authorized by
MBHCOs, the large multimonth prescriptions patients receive to reduce
MBHCO costs and patients’ copayments, the use of restrictive formularies,
and the adequacy of outreach and follow-up for patients who miss appoint-
ments.

In Chapter 8, Catherine Keyes reviews risk management considerations
associated with the treatment of suicidal patients in managed care settings.
Areas of potential concern include ensuring diagnostic accuracy, choosing
the appropriate treatment, and monitoring shifting levels of risks. Other im-
portant decision points include when to use and to discontinue “specials” in
the hospital, the use of restraints, safety of patient rooms, adequacy of doc-
umentation of care, and arrangement for follow-up after discharge. Commu-
nication and careful passing of the baton of responsibility are also critical
care junctures. Lastly, she reminds us that since managed care companies
can be perceived as profiting from withholding care, documenting the rea-
sons for treatment decisions is of extreme importance.

In Chapter 9, Steve Stelovich provides a model for managing the after-
math of a suicide. He offers an elegant road map for dealing with the treating
clinicians, bereaved family and friends, other affected patients on a hospital
unit or in a group, and the medical care system supporting the treatment. He
then walks the reader through consideration of four processes affecting each
of these groups: 1) anticipation of such an event, 2) announcing or sharing
the news of a suicide, 3) assessing those impacted, and 4) seeing what can
be learned from reviewing the patient’s treatment.

In a helpful and concise first appendix, Dr. Maltsberger returns to offer
a model for assessing suicidal risk. He reminds us to review how the patient
managed past times of stress, to evaluate how vulnerable is the patient to
life-threatening affect, how available are sustaining resources, how present
and malevolent are fantasies about death, and, lastly, how compromised is
the patient’s capacity to reality test. Dr. Ellison provides an additional brief
appendix with concrete tips for the clinician who must understand a pa-
tient’s benefits and advocate for further services with an MBHCO.

In these times of rapid change in the structure of mental health service
delivery systems, this book describes how managed mental health may im-
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prove or impede the care of suicidal patients. It highlights the risks, con-
straints, and supports patients and therapists may uncover as they interact
with MBHCOs. The book provides timely advice and guidance. I hope it will
be one that you will want to keep at hand and refer to often, since it contains
the collected experience and wisdom of many thoughtful colleagues.

James Harburger, M.D.



CHAPTER |

Treating Suicidal Patients in the
Managed Care Environment

John T. Maltsberger, M.D.

The incursion of “managed care” into Amer-
ican medicine during the past 15 years has profoundly disrupted the care of
psychiatric and other patients. The thrusting of ever greater numbers of
patients into outpatient settings has been proposed as one of the factors
responsible for the dramatic 2.57-fold increase in the number of deaths from
accidental poisonings and medication errors in the United States between
1983 and 1993 (Phillips etal. 1998a), mediated perhaps through the increased
use of more powerful drugs on an outpatient basis, an increased average
number of doses prescribed per prescription (see also Chapter 7, this volume,
for discussion of this issue), and an increase in the number of illnesses consid-
ered treatable on an outpatient basis (Manasse 1998). We read reports of
suicides that seem to follow when managed care reviewers compel hospital
discharge through premature termination of insurance benefits (Schouten
1993; Sharfstein 1989; Westermeyer 1991). Furthermore, managed care
insurers commonly refuse to pay for partial hospital programs and thereby
deprive patients of the structure clinicians feel they need for safe recovery
(Lewin 1990).

Our patients and their caregivers suffer through a chaotic era. The lim-
ited time possible for inpatient workups and treatment, the decimation of in-
patient staff, and the rapid increase in rates of admission and discharge
demand greater familiarity with the principles of assessment and manage-
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ment, and increased efficiency in their use, if our patients are to be treated
as safely and intelligently as the times permit.

Constraints of space preclude a detailed discussion of the principles of
suicide risk assessment, but the reader may find the first appendix (see Ap-
pendix A) at the back of this book helpful. The fullest recent treatment of
this subject is that of Maris and colleagues (1992).

Diagnosis

Though diagnosis alone is never sufficient to settle questions of manage-
ment and treatment, at least it orients the busy clinician to some extent. Be-
cause the majority of suicides occur in the context of a major mental illness,
we may assert the general rule that ameliorating the suffering of persons
with these illnesses can be expected to diminish the risk of suicide. (“Major
mental illness” refers here to the so-called Axis I disorders as set forth in
DSM-IV [American Psychiatric Association 1994] and most recently in its
text revision, DSM-IV-TR [American Psychiatric Association 2000].) Cor-
rect diagnosis and the treatment appropriate for it is clearly a matter of early
priority.

Depressive lliness

All the principal investigations of diagnosis following suicide indicate that
major depressive illness is the most common and most highly associated di-
agnosis. Barraclough and colleagues (1974) reported this disorder in 74% of
deaths from suicide, Dorpat and Ripley (1960) in 28%, and Robins and co-
workers (1959) in 47%. In my opinion, it is virtually always present in
schizophrenic and alcoholic individuals who commit suicide and in suicidal
patients with borderline and other personality disorders.

Evidence is accumulating that the kind of depression that invites suicide
is comparatively more specialized than that defined by DSM-IV’s broad em-
brace. That is to say, some of the depressive indicia listed in that book appear
to be more deadly than others.

Shneidman has emphasized the importance of mental suffering in driv-
ing suicide, venturing to call it “psychache”; in fact, he says that psychache
causes suicide (Shneidman 1993). Though anguish (suffering in the mind,
psychache, psychic anxiety, mental agony, horror, terror) is commonplace in
depression, it is not listed with the discrete specificity it deserves among the
DSM-1V diagnostic criteria for that disorder. If it is among the criteria at all,
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it is lost in the mists of criterion A1, which refers to “depressed mood” as
though what constituted such an affective experience were fairly evident
(American Psychiatric Association 1994, pp. 320-321). It behooves examin-
ers to look closely into the level of mental anguish their patients experience.

Dictionaries define anguish as extreme pain, distress, or anxiety (see,
e.g., Mish 1983). Shneidman (1993) defines psychache, which I take for a
synonym for mental anguish, as follows:

Psychache refers to the hurt, anguish, soreness, aching, psychological pain
in the psyche, the mind. It is intrinsically psychological—the pain of exces-
sively felt shame, or guilt, or humiliation, or loneliness, or fear, or angst, or
dread. . . . When it occurs, its reality is introspectively undeniable. (p. 51)

Historically, it has been assumed that intense mental suffering of the
anxious, agitated kind is part of classical depression; Kraepelin recognized it
for a danger signal long ago (Kraepelin 1921, pp. 39, 95; see Maltsberger
1986). More recently, there has been a tendency to split anxiety states off from
depression and to treat them as a separate diagnostic group, as in DSM-IV.
Whether we think of patients’ anxiety as being comorbid with a depressive
disorder (the contemporary trend) or whether we understand the experi-
ence of painful psychic anxiety to belong, part and parcel, to the dysphoria
of major depression, clinically it is a bad sign.

Fawcett (1997) has brought home how important it is to seek out signs
of anxiety in depression, emphasizing the importance of anguish in suicide
risk assessment. In the first place, the presence of intense anxiety is closely
correlated with the severity of the overall depressive experience. The sever-
ity of psychic anxiety and the presence of panic attacks are significantly cor-
related with suicide within the first year of follow-up. Furthermore,
preliminary review (a “nonblinded” analysis) of some 75 inpatient suicide
records showed clear evidence of severe anxiety-agitation in 78% of the cases
in the week before suicide. Fawcett properly emphasizes that severe anxiety
once detected must be treated to reduce the risk of suicide.

Examiners should not assume they can correctly estimate the level of
mental suffering by inferring from a patient’s general appearance and behav-
ior. Specific direct inquiry is in order.

Case Example

A 25-year-old graduate student was admitted to the hospital in a severely
retarded state. He slumped in his chair, moved about very little, and an-
swered questions in monosyllables. There was no outward indication of
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agitation. Nevertheless, the patient was asked to rate his level of mental an-
guish from 0 to 5, where 0 would indicate no mental pain, and 5, such ag-
ony that he would have to dash screaming down the corridor or kill himself
to escape it. After a long pause, he replied, “Four and a half.” The next day,
still in a retarded state, he jumped in front of a delivery van as he was es-
corted to the cafeteria, only narrowly escaping injury.

Clinical experience indicates that a substantial degree of self-hate,’
when coupled with moderate to severe anguish, increases the risk of death
by suicide. In my opinion, the patient who evinces significant degrees of an-
guish, self-hate, and hopelessness all at the same time is suicidal, even if he
denies suicide on direct inquiry. While Fawcett and colleagues (1990) did
not find that hopelessness at the index admission of a large series of affective
disorder patients predicted suicide in the first year of follow-up, it makes
good clinical sense to regard patients who display anguish, self-hate, and
hopelessness at the same time with great concern.

Plainly, we need to know more than we do about which affective expe-
riences drive patients to suicide. Common sense suggests that mental an-
guish, the most painful aspect of depressive dysphoria, is likely to promote
suicide more than feeling numb, for instance. Surprisingly little empirical
work has been done to break down and characterize the dysphoria of major
depression, though Zanarini and colleagues (1998) have begun to sort out
the various components of dysphoria as experienced by borderline patients.
Using their Dysphoric Affect Scale, a device with which a given patient can
be rated on 50 different kinds of mental suffering, they have collected data
that provide an objective indication of the pervasiveness, great amplitude,
and multifaceted nature of the subjective pain of borderline patients.

Alcoholism

All the principal postmortem studies show many alcoholic persons in cases
of completed suicides—about a fourth of all suicides are accounted for by
this group (Barraclough et al. 1974; Dorpat and Ripley 1960; Murphy 1992;
Robins et al. 1959). Alcoholic persons in particular would appear to be vul-
nerable to suicide in the managed care environment because of their sensi-
tivity to loss and the danger they will experience excessively brief treatment
as an abandonment. In Murphy’s (1992) series of alcoholic patients who
committed suicide, 41% of the patients had experienced a personal loss

1Self-hate should be distinguished from low self-esteem. It is possible to hold oneself
in low regard without experiencing the malicious, malevolent scorn for oneself that
self-hate implies. Self-hate is a much more malignant state.
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within 6 weeks of their deaths. I suspect alcoholic patients, especially if de-
pressed, kept in the hospital long enough to “sober up” but discharged to
outpatient status with too limited a follow-up plan are at special risk for sui-
cide because they feel abandoned. Indeed, Phillips and colleagues (1998)
reported the finding of a 45-fold increase in deaths attributed to the combi-
nation of alcohol abuse and medication errors or accidental poisoning in the
United States between 1983 and 1993—an increase that coincided with the
rise of managed care and shifting of many services to outpatient settings.
The alcoholic outpatient is 112.8 times as likely to die from a medication er-
ror as are those who are neither outpatients nor alcoholic. To make matters
worse, the number of suicides due to alcoholism may well be greater than
estimates suggest, because it is likely that many such deaths are classified by
the coroners as accidental or due to medication error.

The treatment implication is obvious: Depressed patients, the alcoholic
ones especially, should not be discharged to outpatient care with prescrip-
tions that could result in death by accidental or intentional overdosing.
These people need extended partial care if a supportive interpersonal net of
family or friends is unavailable.

Psychoses

The other principal Axis I disorder found in a significant number of individ-
uals who commit suicide is schizophrenia.” The typical schizophrenic sui-
cide completer is a young man about 33 years old who has made a previous
attempt and who suffers from a superimposed depression. The patient is
likely to have experienced disruption of his personal life because of the cor-
rosive nature of the illness—for example, marital abandonment, threatened
or actual loss of other important relationships, loss of employment, rehospi-
talization, and the like. Severe relapsing episodes seem to predispose to
death by suicide (Roy 1986).

The examiner should systematically search for depression in schizo-
phrenic patients and, when it is discovered, treat it vigorously. Warnes
(1968) found that three-quarters of his series of schizophrenic patients who
committed suicide had depressive symptoms, a finding confirmed by Roy
(1982, 1986) and others. Patients with schizoaffective illness are particularly
at risk, with the frequency of their suicides rising to the level of patients with
major depressive episodes.

*Barraclough and colleagues (1974) had 3% representation of schizophrenic individ-
uals, Dorpat and Ripley (1960) 11%, and Robins and co-workers (1959) 2% in their
postmortem suicide series.
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Much has been made of the deadly augury of command hallucinations,
namely, auditory hallucinatory voices ordering the patient to kill himself, of-
ten in some specific manner (Yager 1989, p. 571). While each patient re-
quires individual study and evaluation, command hallucinations as such are
probably an infrequent cause of suicide (Roy 1982, 1986). But psychosis re-
mains a risk factor.

The dark prognosis implied by delusions in a patient with a depressive
illness probably has been exaggerated also (Roose et al. 1983). Robins
(1986) found that 19% of the 134 subjects who committed suicide were
probably psychotic at the time of death—35% of those with affective disor-
ders were delusional, as were 15% of the alcoholic subjects and all three of
the schizophrenic subjects.

While most students of suicide agree that delusions heighten the risk for
suicide, how significant a risk factor delusions may be is unsettled. Bear in
mind that if 35% of the subjects with affective disorder in Robins’s study
were delusional, the overall prevalence of delusions in patients with bipolar
disease is comparable: between 30% and 60% of patients with major affective
disorders will be found to have delusions (Goodwin and Jamison 1990,
p. 264).

Pitfalls and Snares

The hurried pace of the managed care environment invites certain typical
mistakes in the care of suicidal patients. Some of these will now be reviewed
from a clinical vantage point; further comment from a risk management
view is included in Chapter 8 of this book.

Inadequate History Taking

The hurry to get patients worked up and discharged as briskly as possible
makes it easy to overlook the fundamental requirement of good psychiatric
care: the taking of a good history. It has been long appreciated that history
obtained only from the patient is likely to be incomplete or incorrect. In the
current environment, to omit taking a history from family members or oth-
ers who know the patient well is very tempting. It remains essential to listen
closely to what those other than the patient have to say and to question them
carefully. This is particularly true in cases of treatment-resistant patients
who do not want the clinical staff to interfere in their plans for suicide, and
when there is psychosis. Failure to get a full history can sometimes lead to
misdiagnosis, and misdiagnosis leads to mistreatment.
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Case Example

A 23-year-old graduate student was admitted to an inpatient service mute,
accompanied by numerous notebooks filled with obviously psychotic ma-
terial concerning angels and devils. Though there was a strong family his-
tory of bipolar disorder, and the patient had had a prior depressive episode,
a hurried diagnosis of schizophrenia, catatonic type, was made. No history
was taken from the relatives. The diagnosis of depressive stupor [Hoch
1921] was never entertained.

Haloperidol was given and the patient soon seemed better. Noting that
the patient’s behavior was less bizarre, the staff allowed him to leave the
ward on a pass, not grasping that he was dangerously depressed. The pa-
tient left the area and hanged himself in a few hours.

If the initial history taking is too rushed or carried out in an unempathic
manner, poor rapport will result and the treatment will get off to a bad start.

Case Example

A suspicious and very depressed elderly patient withheld critically impor-
tant information from her admitting psychiatrist at the time of initial inter-
view. Later, when a consultant asked her why, she snapped, “He was firing
questions at me out of that little DSM book right and left just so he could
decide what pill to give me, and I couldn’t get a word in edgewise.”

Failure to Reexamine the Patient Carefully,
Especially Before Discharge

Although psychiatrists usually examine new patients carefully at the time of
admission, there is a tendency to rely on treatment team reports as discharge
approaches, sometimes omitting the vital final interview and mental state
examination. Psychiatrists may overlook the fact that much information re-
ported by the staff is based not on systematic interviewing but on casual cor-
ridor observation instead. The patient who appears much brighter after a
few days’ hospital stay may not be all that sunny in the privacy of his own
mind. Somebody needs to make sure of his mind before discharge.

It is well to compare what the patient tells the staff about the level of an-
guish, self-hate, and hopelessness (suicidality) with what he tells friends and
family.

Case Example

A 42-year-old woman told her inpatient psychiatrist and the nurses that she
was feeling much better and looked forward to leaving the hospital. At the
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same time, however, she told her outpatient therapist and her husband that
she expected to take her life soon and gave them detailed instructions for
the dispersal of her cremated body. No exchange of this critical information
took place. The patient was discharged and jumped off a high building.

Overlooking Suicidal Shifts in Recovering Patients

The first 6-12 months after discharge is statistically a period of high risk for
recovering depressed patients. When inpatient stays average between 5 and
15 days, it is impossible to anticipate and cope with sudden mental state
shifts that occur in these individuals except on an outpatient basis. Patients
who are recovering from psychotic depressions are particularly unpredict-
able. These patients are sometimes discharged from the hospital following
antipsychotic treatment that clears the psychosis but before depression has
lifted.

Furthermore, when a patient is treated with antidepressant medicines or
with electroconvulsive therapy for depression, a hypomanic upswing may
occur. Should such an upswing evolve into a mixed episode (American Psy-
chiatric Association 1994, p. 335), the suicide danger may increase (Malts-
berger 1997). When a paranoid psychosis masking a depression lifts, a
suicidal mental state sometimes effloresces (Allen 1967). Unless the outpa-
tient therapist receiving a recovering patient watches out for such develop-
ments, he may be taken unawares and lose a patient to suicide.

Case Example

A 50-year-old widow developed a paranoid psychosis with hypomanic fea-
tures after the death of her husband. Inpatient treatment resulted in the
gradual resolution of the excited and aggressive behavior, and an increas-
ingly quiet mental state supervened. The patient was discharged to be fol-
lowed as an outpatient, but she took a lethal dose of barbiturate a few days
later. (Berman et al. 1992)

Obviously, the burden of monitoring the patient closely for any of these
suicidal developments falls on the outpatient clinician. These patients must
be seen frequently enough after discharge so that changes of this nature may
be noticed and treated should they appear. In my opinion, psychotic and bi-
polar patients should be seen at least weekly for several months after dis-
charge and watched closely. Monthly sessions are too infrequent.

Reliance on “Contracts”

In some hospitals, the staff believe that getting the patient to enter into a
“contract” to do no self-harm (sometimes patients are even required to sign
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such a contract in writing) is an effective suicide preventative. This is simply
not so. While a patient should be encouraged to bring rising levels of distress
to the attention of staff and to try and let the nurse know if he is feeling more
self-injurious, a promise is by no means a guarantee. In fact, such contract-
ing can lull caregivers into a false sense of security. A patient who suddenly
feels overwhelmed with agony is likely to forget all about promises of this
nature.

Case Example

A woman with borderline personality disorder complicated by treatment-
resistant major depression was followed for a number of months as an out-
patient. At the end of each session her therapist made her promise that she
would not kill herself before their next meeting. She promised as required,
but one day when her doctor forgot to extract the usual promise, she went
home and made a serious suicide attempt.

Reluctance to Prescribe Electroconvulsive Treatment

Some depressed patients may require 6 weeks to respond to psychopharma-
cological treatment, and many do not respond until 2 weeks have passed.
Inpatient stays now last something like 10 days or less. Electroconvulsive
treatment (ECT) is usually followed by distinct clinical improvement after
the third session, if not sooner. If initiated early in the hospital stay, this ther-
apy will usually result in substantial improvement by the 10th day.

In the United States, at least, most psychiatrists still prefer to treat sui-
cidally depressed patients with drugs, even though such a course promises
slower improvement and, often enough, partial improvement. Patients are
sometimes discharged even before the drugs have had a good opportunity
to act.

ECT has repeatedly been shown to be effective. With modern anesthetic
and treatment techniques, it is very safe. Furthermore, ECT leads to briefer,
less expensive inpatient sojourns (Olfson et al. 1998). Indeed, when admin-
istered in a timely manner on an outpatient basis, ECT will make many hos-
pital admissions unnecessary.

ECT may well be the treatment of choice for patients with psychotic or
deeply suicidal depressions because its rapid effect interrupts the long
waiting period drug treatment usually requires—often a long stretch of time
during which the patient remains at risk. Obviously, there is much to recom-
mend ECT in the managed care era.

Prejudice against this treatment is deeply entrenched in this country,
and the psychiatric profession itself is not free of irrational negative bias. In
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some parts of the United States, ECT is hardly given at all (Hermann et al.
1995). Some psychiatric residency programs appear to offer little teaching
about this life-saving treatment; trainees in such systems perhaps never wit-
ness a treatment session (Salzman 1998).

Case Example

A 27-year-old dishwasher fell into a suicidal depression and developed the
delusion that his wife had a secret lover. She was worn out and had begun
divorce proceedings. The patient was prescribed antipsychotic and antide-
pressant drugs and appeared to improve over the next several days. He was
discharged on the fourth hospital day because his mental state seemed bet-
ter, though no detailed assessment was recorded in the chart. He killed
himself with a shotgun the same afternoon. ECT had not been considered.

Changing From One Clinician to Another

More often than not, the patient who is discharged from inpatient to outpa-
tient status loses the inpatient psychiatrist and must begin afresh with a new
doctor. Recently achieved emotional equilibrium based on the support of in-
patient staff is tenuous; losing that support on discharge can provoke a wors-
ening of symptoms. Discontinuity of care has been a problem in treating
suicidal patients for many years. These patients are particularly prone to feel
rejected, and a sense of abandonment can trigger suicide. The greatly in-
creased volume of patients passing through inpatient wards has aggravated
the problem. We have empirical evidence that patients with borderline per-
sonality disorder and alcohol and drug abuse problems may be lethally sen-
sitive to loss and rejection (Kullgren et al. 1986; Murphy 1992).

Discontinuity of care in the transition between inpatient and outpatient
status should be avoided whenever possible. When it is not possible, the out-
patient clinician should make every effort to meet his patient-to-be several
times in order to establish a therapeutic rapport before the protective inpa-
tient relationships are lost.

Case Example

A 35-year-old plumber was admitted to inpatient care because of depres-
sion and suicide threats. He was begun on antidepressant medicines. After
a few days, he left the hospital before the staff felt he was entirely ready, but
the psychiatrist did not feel he met the criteria for involuntary care. The pa-
tient was given an appointment to be followed at an outpatient clinic in a
week, but the patient did not know who he was to see there. He did not
keep the appointment and shortly afterward hanged himself.
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Miscommunication

It is obvious that many of the errors outlined here are sprouts that germinate
from miscommunication. The era in which the inpatient social worker came
to know each patient’s family or friends is long past. In the present treatment
environment, close communication from and to these important outsiders is
often neglected. The nodes where errors in communication are likely to oc-
cur are

1. at admission, when history taking is incomplete or faulty;

2. during the course of hospitalization when staff and the patient’s signif-
icant others need to be talking but are not;

3. when discharge is first planned, a time when full knowledge of the pa-
tient’s life and circumstances is needed but is lacking;

4. when aftercare needs careful arrangement but does not get it; and

5. when the staff fail to make sure aftercare plans have been followed
through.

Though the importance of good record keeping can hardly be exaggerated,
even the most meticulous record cannot substitute for oral discussion and
information exchange if patients’ treatment is to be carried through appro-
priately.

Conclusion

Good treatment of suicidal patients in the current era of managed care de-
mands careful attention to correct suicide risk assessment. Such assessment
rests first and foremost on careful history taking. Attention to correct diag-
nosis and the treatment of psychic pain that so typically accompanies major
mental illness is critically important. Scrupulous attention to matters of com-
munication between staff, between staff and those outsiders close to the pa-
tient, between staff and patient, and between staff and those responsible for
aftercare will go far in preventing needless suicides.
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CHAPTER 2

Managed Cirisis Care for
Suicidal Patients

Judith Feldman, M.D.
Linda Finguerra, R.N., C.S.

F or suicidal patients, their families, and their
treaters, “crisis” implies a time not only of danger but also of opportunity.
For the patient there is the opportunity to cry for help and to be heard, to
break through denial of illness or loss, and to receive support and to learn
more about his or her internal conflict or vulnerability. For the family, a crisis
provides the opportunity to communicate, to forgive, to forge new alliances,
and to reach new levels of understanding. For the clinician, treating a patient
through a suicidal crisis may strengthen the therapeutic alliance and allow
new material into the therapeutic arena. For all, successful navigation of a
suicidal crisis may lay the foundation for future treatment and, ultimately,
for the prevention of suicide.

Successful crisis management involves providing access to care, assess-
ing risk appropriately, providing immediate intervention, and laying the
groundwork for longer-term care. In this chapter, we outline the major is-
sues involved in providing access, assessing risk, making appropriate treat-
ment decisions, and providing immediate and long-term care to suicidal
patients in fee-for-service and managed systems. We discuss the special chal-
lenges and opportunities involved in caring for the chronically suicidal pa-
tient with a personality disorder. Finally, using the same framework, we
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describe an approach to crisis management that we have found effective
within our managed care setting.

Elements of Suicide Crisis Management

Access

A crisis care system should include rapid access to telephone triage and
counseling, ambulance and police services, medical emergency services, and
secure psychiatric crisis facilities. Around the country, a variety of suicide
“hotlines” and suicide prevention centers have emerged to provide such ser-
vices. Although there is some controversy about hotlines, suicide prevention
centers seem to have had a preventive effect on suicide. One descriptive
study (Lester 1993), for example, found an association between the presence
of suicide prevention centers in a state and negative changes in the suicide
rate from 1970 to 1980. Patients with suicidal ideation or intent may be able
to delay self-destructive action if they have prompt access to telephone or
face-to-face intervention (Morgan et al. 1993). Family members who discov-
er a patient in the act of a suicide attempt can turn to such services for im-
mediate guidance to help them intervene effectively.

Many patients who commit suicide have already received some psychi-
atric care. In one study of depressed patients (Fawcett et al. 1993), 50% of
individuals who completed suicide were in psychiatric treatment at the time
of the suicide, and 50% had seen a physician in the past month. In another
study (Roy 1982), 58% had seen a physician during the previous week. Oth-
er patients, however, may enter the mental health system for the first time
during a suicidal crisis and may not know how to get access to emergency
care. Strong suicidal urges may persist for relatively short periods of time,
even in patients with chronic suicidal ideation, so easily accessed, prompt
intervention may be needed to prevent acute self-harm.

Easy access to follow-up care may also have a preventive effect. A British
controlled trial (Morgan et al. 1993) demonstrated that patients who were
offered rapid access to on-call trainee psychiatrists after an episode of delib-
erate self-harm made fewer subsequent attempts and placed less demand on
medical services than did control subjects.

Assessment

We view the primary task of suicide crisis assessment as the need to deter-
mine the appropriate level of care for immediate treatment. To accomplish
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this task, crisis evaluation of a suicidal patient should yield a reliable esti-
mate of the likelihood of serious self harm. Many states use the phrase “like-
lihood of serious harm” in statutes that justify civil commitment for
psychiatric illness. A clinician evaluating a particular patient needs to eval-
uate an individual’s risk at that moment, taking into account the patient’s cur-
rent and past history, data provided by additional informants, psychiatric
diagnostic assessment, and relevant demographic factors that may heighten
risk.

Various methods and guidelines have been developed for this assess-
ment, including the dimensions of intent and lethality (Jacobs 1982), mea-
surement of hopelessness in depressed patients (Beck et al. 1990), a
multiaxial assessment framework (Risk Management Foundation 1996),
and the “formulation of suicide risk” (see Appendix B, this volume). Estab-
lishing a DSM diagnosis is helpful in this process because of the known as-
sociation of specific diagnoses with increased risk (see Chapter 1, this
volume), but patients of all diagnoses may commit suicide. Therefore, in this
chapter on crisis intervention, we focus more directly on the process of un-
derstanding the “suicide crisis” while keeping the psychiatric diagnosis in
mind as an additional factor that influences treatment decisions.

Structured rating scales may allow the evaluator and patient to quantify
suicide risk. Multiaxial rating systems such as the Patient Assessment Tool
(Harvard Pilgrim Health Care 1996) hold some promise but have not been
extensively tested for predictive value. In a prospective study of 1,958 de-
pressed outpatients (Beck et al. 1990), the Beck Hopelessness Scale score
was significantly related to eventual suicide.

Although as yet no published scale or guideline has been shown to pre-
dict future dangerousness accurately or to dictate a precise level of care,
some evidence suggests that trained emergency room clinicians do in fact ar-
rive at consistent decisions when evaluating dangerousness and the need for
civil commitment. In one study of 251 cases in public emergency rooms in
California (Segal et al. 1988), the investigators found that an independent
assessment that used an index of behavioral indicators (danger to self or oth-
ers, grave disability) and a concurrent measure of perceived dangerousness
predicted admission decisions of 70 clinicians.

Various authors (Jacobs 1982; Linehan 1993a) have stressed the need
for the clinician to examine his or her own responses to the patient, suggest-
ing that annoyance, hate, hopelessness, fear, pity, or indifference may make
it difficult for the clinician to assess dangerousness. These emotions may
also be used, by the trained psychotherapist, as a mirror of the experience of
the patient and may be helpful in understanding the patient and in forming
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an alliance. Whereas the subjective feeling of “risk” may alert a clinician that
a patient is in danger, a subjective feeling of “safety” or “good alliance” is not
necessarily to be trusted in an assessment of dangerousness.

Consideration of validated demographic risk factors can sharpen the ac-
curacy of suicide crisis evaluations (see Appendix A, this volume). One pro-
spective 10-year study of suicide risk in depressed patients (Fawcett et al.
1993) revealed two distinct groups of predictive variables. Those who com-
mitted suicide during the year following evaluation were characterized by
panic attacks, impaired concentration, agitation, moderate alcohol use, and
severe anhedonia. Those who completed suicide 2-10 years after evaluation
were characterized at entry by severe hopelessness and a history of suicide
attempts. What distinguished the patients who committed suicide as a group
from the those who did not were the former’s freedom from responsibility for
children and the presence of cycling affective illness, particularly when co-
morbid with drug or alcohol abuse.

Although Fawecett et al.’s findings were derived from a study of de-
pressed patients, we consider it prudent for the clinician to pay special at-
tention to symptoms of panic, agitation, alcohol use, and cycling affective
illness in any potentially suicidal patient. In addition, there is considerable
agreement that the presence of a serious psychiatric illness (Fawcett et al.
1993; Jacobs 1982; Roy 1982), a history of previous suicide attempts (Faw-
cett et al. 1993; Jacobs 1982), substance use disorders (Beautrais et al. 1996;
Fawcett et al. 1993; Jacobs 1982), or comorbidity (Beautrais et al. 1996) are
positive correlates of suicide risk. Patients with personality disorders who
complete suicide are almost always found to have current depressive syn-
dromes, substance use disorders, or both (Isometsa et al. 1996). Although
the classic demographic profile of a suicide completer as a male, over age 45,
living alone, not married, and unemployed remains valid (Fawcett et al.
1993; see also Appendix A, this volume), these statistical correlates should
not deceive the clinician into overlooking the significant risk of suicide
among adolescents and young adults (see Chapter 6, this volume).

Assessment of the chronically or repeatedly suicidal patient poses a spe-
cial challenge. These patients often meet the criteria for severe personality
disorders as well as substance use disorders (Ennis et al. 1985). They may
present repeatedly to emergency rooms and may be difficult to engage in
treatment, evoking feelings of dislike and frustration among clinicians (Bas-
suk and Gerson 1980; Ellison et al.1986). They often also engage in repeated
self-harming (termed parasuicidal) behavior (Kreitman 1976), such as cut-
ting, scratching, or burning themselves, making it difficult to assess imme-
diate risk against the background of chronic despair and self-injurious
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behavior. Though the clinician may feel safer or more prudent hospitalizing
such a patient, a hospitalization may purchase immediate safety at the ex-
pense of reinforcing maladaptive coping strategies. This can promote regres-
sion that will prove detrimental to long-term progress (Linehan 1993a).

The emergency use of a “no-harm contract” is more appropriately dis-
cussed as a tool of assessment (see Chapter 1, this volume) than of interven-
tion, because its most valuable use is in exploring a patient’s capacity to
participate in a therapeutic alliance. Stanford and colleagues (1994) re-
viewed the literature on these contracts from a diagnostic, therapeutic, and
medicolegal perspective. They concluded that the no-harm contract pro-
vides no reliable assurance that a patient will be safe from suicide. Its use,
indeed, can inadvertently give false reassurance to patient and clinician, in-
terfering with a more appropriate assessment and disposition process. It is
never legally binding, and sometimes it is entered into with patients who
lack competency to understand such an agreement in any case.

Immediate Intervention

The beginning of intervention is the assessment itself. An explication of the
factors leading up to the crisis, an inventory of environmental supports and
the patients ability to use these supports, and a discussion of impasses in
treatment can help the patient gain understanding and feel less over-
whelmed and helpless. Once the patient understands why she or he became
more suicidal, intervention should focus on concrete plans to cope with the
crisis. Clinician and patient together should discuss coping strategies; en-
gage family, friends, and therapist as appropriate; and make contingency
plans if suicidal impulses should reemerge. The patient’s ability to work with
the clinician on this plan may influence the decision about which level of
care is most appropriate.

In the context of a suicide crisis, immediate intervention includes med-
ical assessment and treatment, psychiatric assessment and treatment, and
disposition. The assessment and intervention processes may involve several
different levels of care depending on the clinical situation. Some suicidal cri-
ses, for example with a patient in a well-established psychotherapy, can be
handled safely with a telephone conversation. Some require a face-to-face
evaluation. Others (particularly in adolescent patients) may require a family
evaluation or the gathering of information from informants in addition to
the patient. The prescription of pharmacotherapeutic agents may be a part
of this immediate intervention (but is not the focus of this chapter; see
Chapter 7 for a fuller discussion) in the presence of psychosis, intolerable
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anxiety, agitation, noncompliance with a preexisting medication regimen,
toxicity from prescribed medications, or withdrawal symptoms following
use of recreational drugs.

The locus of assessment can be tailored to the patient’s individual needs,
following a general principle that higher-risk circumstances warrant more
intensive assessment settings. Any patient with a suspected overdose or al-
tered state of consciousness should be transported immediately (usually by
ambulance, since moving a confused or psychotic patient can be very haz-
ardous) to an emergency room for diagnosis and medical treatment. Patients
who have already attempted suicide should be assumed to need medical care
in an emergency room or intensive care unit in addition to a psychiatric as-
sessment.

For patients who do not require intensive medical stabilization or mon-
itoring, treatment modalities in immediate intervention may include obser-
vation, detoxification, medication, or intensive individual and/or family
counseling. This care may be given in an emergency room, a crisis center, or
an overnight holding area, or as a home-based intervention. Disposition may
involve admission to a locked hospital unit, a partial hospital program, an
outpatient setting, a shelter, or a residential treatment center. Unfortunately,
no clear guidelines are yet available to match specific patients, presenting
problems, risk factors, and psychosocial support systems to unique levels
and modalities of care.

Crisis clinicians are sometimes surprised to learn how few studies have
assessed the outcome effects of suicide crisis intervention. A recent pooled
analysis of controlled studies of suicide attempters showed no significant ef-
fect of psychosocial crisis intervention, guaranteed shelter, or treatment of
poor compliance on repeat suicide attempts. Cognitive-behavioral ap-
proaches, however, were shown in four studies to significantly reduce the
likelihood of future attempts (van der Sande et al. 1997). Further research
in this area is sorely needed.

Laying the Groundwork for Longer-Term Care

Successful navigation of a crisis is often the beginning of more definitive
treatment. For some patients, a suicidal crisis is the first contact with psy-
chiatric care. The suicidal patient may form a meaningful bond with the first
mental health professional who sees her. This clinician must be careful to in-
form the patient, therefore, whether he can continue with her treatment or
will refer her to another therapist. When referral is necessary, it should be
done with care. It is valuable to contact the referred patient subsequently to
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ensure that a follow-up appointment is kept and that the treatment plan is
experienced as satisfactory.

Whenever a suicidal patient is already associated with one or more men-
tal health providers, the crisis clinician should communicate with these on-
going treaters about his findings, including precipitants to the current crisis,
mental status, risk assessment, and recommendations for immediate and on-
going care. The crisis assessment can be a valuable consultation to the on-
going treatment team, and clinicians already familiar with the patient can
often shed light on the nature of an acute regression. A patient’s reluctance
to give consent for such communication may signify a problem in the treat-
ment or indicate the patient’s more general distrust of her caregivers.

A patient in ongoing treatment (often both psychotherapy and pharmaco-
therapy) will often return to her previous treatment relationship(s) after contact
with a crisis clinician to further address the issues which led to the crisis. The
crisis may have been precipitated by a perceived problem in the treatment rela-
tionship, ineffectiveness of a pharmacotherapeutic regimen, or difficulties with
side effects in the pharmacotherapy, leading to noncompliance and reemergence
of psychiatric symptoms. A suicide attempt may signify the patient’s experience
of a breach of trust between psychotherapist and patient, such as the patient’s
failure to reach out or the psychotherapist’s failure to respond in a way that
helped the patient feel attended to. Such a breach requires working through in
order to accomplish repair of the alliance.

The response of a clinician and treatment system to a patient in crisis
will set the tone for the patient’s expectations regarding the handling of fu-
ture crises. A patient who is always sent to a hospital will anticipate hospi-
talization. A patient who always receives extra sessions with her therapist
will anticipate extra sessions. Such contingencies may or may not be consis-
tent with the goals of other concurrent components of treatment and there-
fore should be considered carefully in each individual case.

While admission to a locked psychiatric unit with constant observation
is never completely effective in preventing a suicide, the safety and contain-
ment of a psychiatric hospital may be life-saving for some patients; however,
many patients will benefit from participating in less-restrictive treatment
plans. Not every patient who expresses suicidal ideation should be hospital-
ized. Patients with severe personality disorders often regress in an inpatient
setting when their abrogation of responsibility for their own safety is inad-
vertently rewarded and reinforced by intense clinical support and attention
(Maltsberger 1994). For patients with repeated crises, hospitalization may in
fact increase the likelihood of future behaviors that undermine more defini-
tive recovery.
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Case Example

A 37-year-old homosexual man with recurrent major depressive disorder
and a history of sexual trauma made a highly lethal suicide attempt after
precipitously leaving his partial hospital program. When he returned to the
partial hospital after an inpatient stay and later became suicidal, he was
hospitalized against his will by the partial hospital staff. The following year,
when he had another suicidal episode, he was reluctant to call the crisis
unit for fear he would be committed to the hospital—an experience he had
found distasteful and shameful. He did call, however. The clinician he met
with reviewed the onset of his suicidal ideation and helped him to trace it
back to a fight with his lover and his anger at his lover’s unwillingness to
make a commitment to him. The patient experienced relief at this realiza-
tion and stated that he no longer felt suicidal. After careful reassessment of
the patient, the crisis clinician felt that he could return home and be seen
the following day. When the patient reflected later on this crisis encounter,
he said, “I liked Laura’s approach; she doesn’t commit people, she talks to
them.” The crisis clinician clarified that sometimes she does commit peo-
ple, but talks to them first, and hopes that if a hospitalization is indicated,
it can be a voluntary one.

Managed Care

Treatment of the suicidal patient in a managed care system' may present
unique advantages but also poses unique problems. In a good managed care
system, care is well organized and coordinated, all levels of care are accessi-
ble, case management is used to ensure continuity of care, clinical infor-
mation is available as appropriate, and medical and mental health care

'"Managed systems are organized care systems that accept premium dollars and bear
financial risk for care. They either provide the care themselves or contract with delivery
systems who provide the care. The following terms are frequently encountered in
discussions of managed systems: IPA (independent practice association): a network
of primary care physicians, working in private offices, capitated for care of a population
of patients. Mental health services in an IPA are usually “carved out” to a mental
health management company. PPO (preferred provider organization): an insurance
product in which members are covered for care in a network of “preferred providers”
but may see a provider outside the network by paying more (higher copay, deductibles,
or more limited coverage). HMO (health maintenance organization): a managed care
company that accepts a capitation for its members and provides care through a closed
group of salaried clinicians working in buildings in organized departments. POS
(point-of-service): a PPO product in which members can decide at each point-of-
service whether to go to a preferred or nonpreferred provider. MEP (managed enti-
tlement plan): amanaged system thataccepts dollars from a federal or state entitlement
plan (Medicare, Medicaid) and manages the care using an IPA, PPO, or HMO.
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complement each other. In their efforts to conserve resources, however,
managed systems run the risk of undertreatment; furthermore, many of
these systems are large ones, in which some patients may “fall between the
cracks” or encounter bureaucratic roadblocks to care. In the following sec-
tion, we detail the benefits and alert the clinician to problems of a managed
system in providing suicide crisis care.

Access

If patients belong to a managed care plan (IPA, preferred provider organiza-
tion [PPO], HMO, point-of-service [POS] plan, or managed entitlement
plan [MEP]), they theoretically have automatic access to coverage for care.
Most managed care plans designate specific systems of access. These include
toll-free numbers, primary care “gatekeeping,” or a closed panel of providers
or crisis centers. Although these systems may help a patient determine
whom to call in a crisis, they may also be experienced as barriers to care if,
for example, the patient is put “on hold” too long by the access line or is un-
able to reach his or her or primary care physician. A staff model HMO, with
salaried providers and a “clinic” setting, will often have an emergency clini-
cian available during working hours and some combination of an on-call cli-
nician and a crisis center after hours. This kind of a system can facilitate
access to a skilled clinican but may also make it more difficult for a patient
in active treatment to access his or her own psychotherapist during a crisis.

An important advantage of a managed system is the availability of primary
care and emergency medical services for plan members and their families. Sys-
tems of access to medical care (including ambulance transportation) and
communication between medical and mental health clinicians can increase
the quality and efficiency of crisis care for suicidal patients. On the other
hand, a patient who belongs to an IPA or PPO may be in treatment with a
contracted clinician who sees the patient in a private office but must contact
the managed care company if the patient requires crisis care or hospitaliza-
tion. The clinician, attempting to secure more intensive treatment for a pa-
tient, may find himself or herself in an interaction with a utilization manager
who does not know the patient and may be advocating for a less intense, less
costly level of care. This situation, if well managed, could end up providing
helpful consultation to a clinician frustrated by the repetitive crises of a pa-
tient with a personality disorder. If the utilization manager is skilled, cre-
ative, and free to act on the basis of medical necessity, he or she may be able
to offer solutions not available to the office-based therapist (e.g., respite beds
and home care) in order to keep the patient out of the hospital. However, the
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managed care precertification process may serve as a bureaucratic barrier,
delaying care in an urgent situation. The situation is even more complicated
if the treating clinician is not affiliated with the managed care company. Laz-
arus (1993) presents a case series in which emergency care is delayed or
complicated by disagreements between outpatient clinician, emergency cli-
nician, and managed care representative. For helpful strategies in dealing
with utilization managers, see the discussion of clinical guidelines later in
this chapter and in Appendix B at the end of this book.

In providing access to care, an unmanaged system has the advantages
that a patient’s access to care is less restricted, more frequent emergency con-
tact with his or her own psychotherapist may be covered, and there may be
fewer barriers to hospitalization. A managed system has the advantages of
available case consultation, alternatives to hospitalization, case manage-
ment, coverage for crisis care, and better coordination with primary care
medicine. For suggestions on how to gain access to these resources, see the
discussion of clinical guidelines later in this chapter.

Assessment

A managed system of care that possesses an efficient system of records and
communication offers the possibility that information may be shared effi-
ciently between clinicians. This communication is enhanced by its limiting
the choice of designated hospitals and crisis centers available to its members.
Outpatient clinicians can phone or fax the appropriate crisis center to file
and update current information about a patient’s risk, current stressors, on-
going treatment plan, or behavioral contracts (see the discussion of clinical
guidelines later in this chapter). The clinician can be fairly confident that his
or her patient will receive crisis care at that crisis center, since it is the only
one authorized by the managed care system. In many managed systems, cri-
sis centers also have direct access to automated medical records. While each
suicide crisis situation must be assessed anew, the availability of clinical in-
formation is usually quite helpful in making an accurate assessment. In ad-
dition, expert or collegial consultations are often made readily available to
clinicians within an organized system. Many managed systems also have on-
call lawyers or forensic psychiatrists who may be helpful in a suicide crisis
evaluation (see the discussion of clinical guidelines later in this chapter).
Large systems of care may dilute clinical responsibility. A solo practi-
tioner who is managing a suicidal patient bears all the risk and all the anxi-
ety. Under these circumstances, it is possible that a solo practitioner would
be more likely to reach out to a patient. However, there are no studies yet
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demonstrating that suicidal patients in managed care systems receive less ag-
gressive outreach that those in fee-for-service care. This is an area worthy of
research.

Immediate Intervention

One of the fundamental tenets of managed mental health care is provision of
care in the least intensive, least restrictive setting appropriate to the clinical
situation. In order to conserve resources and provide optimal care of a pop-
ulation, a managed system of care will attempt to find this “least restrictive”
level for each patient as he or she presents for treatment. This has advantages
and disadvantages for the crisis care of the suicidal patient.

One advantage is that the managed system is quite likely to develop, or
to contract with, a fairly complete spectrum of services for its members. In
addition to inpatient and outpatient care, managed care systems may include
partial hospital programs, acute residential treatment centers, crisis centers,
holding beds, respite care, shelters, emergency foster care, and home assess-
ment and intervention services. Effective managed systems will have de-
veloped criteria for admission to each level of care and a utilization
management process for admitting patients and providing continuity as they
move from one level of care to another (see the discussion of clinical guide-
lines later in this chapter). The larger and better organized the system, the
more likely that specialists will be available to manage crises and provide the
appropriate modality of treatment. It is a great advantage to have child and
family therapists, behavior therapists, addictions specialists, and skilled cri-
sis clinicians available to intervene with patients in suicidal crises and to
consult with the clinicians who care for them on an ongoing basis.

Disadvantages of a managed system include the risk that a patient will
be undertreated, discharged too early, or placed in less restrictive levels of
care than are needed for adequate safety. The managed system as a whole,
however, must provide care, with fixed resources, to an entire population.
Therefore, the incentives are toward shorter treatment and less use of hospi-
tals when clinically appropriate.> Whether suicide risk from undertreatment

*This is a very complicated issue. A fee-for-service system of care is one in which cli-
nicians and hospitals receive more money the more care they give and a clinician’s
priority is the health and safety of the individual patient. A managed system is one in
which care must be given to a population within fixed resources and the clinician
must balance the responsibility toward the individual patient with the conservation
of resources for the covered population as a whole (Sabin 1994). In a for-profit managed
system, the organization may improve profits, at least in the short term, by providing
less costly care.
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is greater in managed care systems is an issue that demands further research.
An unpublished study suggests that the suicide rate in our specific managed
system (Harvard Community Health Plan) is no greater than that in the
community it serves (S. Stelovich, J. Harburger, personal communication,
1995), while Lurie and colleagues (1992) reported a suicide rate in a capi-
tated system that was 7% higher than the rate in a fee-for-service system.

For the chronically suicidal patient who may regress in the hospital, a
managed system may conceivably provide better care and more recovery
over the long term, since the incentives toward cost-containment will in-
crease the likelihood of placement in a less regressive outpatient setting. A
1997 study of clinician assessment of suicide risk of 241 patients on admis-
sion and discharge demonstrated that clinicians felt that hospitalization af-
fected variables related to short-term suicide risk but had little effect on
variables related to long-term risk (McNiel and Binder 1997). However,
there are no studies contrasting the short- and long-term outcomes of crisis
treatment of suicidal patients in managed versus unmanaged systems of
care.

Managed systems also offer the potential for using guidelines or algo-
rithms for utilization management and clinical decision-making (see, e.g.,
Risk Management Foundation 1996). Such guidelines or algorithms could
reduce variability and ultimately improve the quality of care. Kirstein and
co-authors (1975) presented a method to develop operational criteria for
utilization review of hospitalization of suicide attempters. Using multiple re-
gression analysis, the authors delineated four predictors for hospitalization:
suicide risk, thought disorder, serious intent, and major medical effects of
the attempt. Out of 274 charts reviewed retrospectively, only 51 were judged
to have shown undertreatment or overtreatment according to these criteria.

It is hoped that evidence-based clinical guidelines can be developed to
help managed systems make clinical decisions that would reduce cost with-
out affecting quality. Rissmiller and colleagues (1994) reviewed the litera-
ture on factors impeding cost-containment in the treatment of suicidal
patients and identified five: lack of a specific, cost-effective screening meth-
od to determine true risk of suicide; high number of parasuicidal patients;
revolving-door admissions of involuntary patients who become noncompli-
ant with treatment after discharge; discriminatory mental health benefits;
and providers’ fears of liability. The authors pointed out the low frequency
of completed suicides relative to attempts and ideation and emphasized that
most inpatients labeled “suicidal” are hospitalized unnecessarily. They rec-
ommended managing the care by reserving inpatient treatment for those of
high lethality (i.e., high risk at the time of assessment) or those with suicidal
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ideation plus other risk factors. Other patients could be treated within a ser-
vice network that would include partial hospitalization and outpatient alter-
natives. The clinician is still left with the difficult task of determining
whether the patient truly demonstrates “high lethality” at the time of assess-
ment.

Laying the Groundwork for Longer-Term Care

In a managed system, it is crucial to understand the meaning of a suicidal
crisis and the response of the treatment system to the crisis. Since patients’
anticipation of treatment derives from past experience, it is important to es-
tablish clear and consistent treatment plans. A plan needs to be responsive
to the short- and long-term needs of the individual patient while also taking
into account the constraints of the managed system. Provision of high-qual-
ity managed crisis care would necessitate a system that could 1) discriminate
the patient at current high suicide risk from the chronically suicidal or para-
suicidal patient with a personality disorder and 2) balance the wish for
immediate safety with the long-term goal of modifying behavior toward ap-
propriate, nonregressive self-management.

Case Example

A 35-year-old patient with posttraumatic stress disorder and parasuicidal
behaviors was frequently hospitalized as a consequence of her self-inflicted
cuts. During each admission she would regain control for several days but
then become more weepy and regressed, unable to get out of bed, clinging
to staff and terrified to leave the hospital. After she became a member of a
managed entitlement plan, her presentation at the crisis service led to a dis-
cussion with her managed care company. The insurer refused to authorize
another admission. Her psychotherapist contacted the insurer’s case man-
ager, saying he agreed with this decision in the long run but felt that it
might be dangerous to the patient to deny hospitalization altogether in the
middle of a suicidal crisis. After a discussion that included the psychother-
apist and crisis clinician, the patient was approved for a brief admission.
She accepted this and understood that a future goal was to reduce the reli-
ance on hospitalization as a means of intervening in her self-destructive be-
havior episodes.

Effective Managed Crisis Care

In this section, we outline the considerations for providing effective crisis
care within a managed system. These issues apply whether the clinician
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treating a suicidal patient is an independent vendor contracting for the man-
aged care of a population or a private practitioner with no managed care af-
filiations except through clients who are insured through an HMO, IPA, or
PPO. In either case, when the clinician is working with a patient who has a
history of suicide attempts, suicidal ideation, or parasuicide, he or she
should investigate at the beginning of treatment what services will be avail-
able to the patient should a suicide crisis emerge.

In order to provide effective managed crisis care to the suicidal patient,
the clinician needs to capitalize on the advantages of the managed system
(coordination, available alternatives, consultation and case management,
use of guidelines) and minimize the disadvantages (bureaucratic barriers to
care, potential undertreatment, dilution of clinical responsibility). In addi-
tion, an effective managed crisis system could incorporate clinical guidelines
and approaches that might be helpful in distinguishing the chronically sui-
cidal or parasuicidal patient from the patient in an acute, high-risk situation.

Access

In an effective managed system, patients presenting with a suicidal crisis
have immediate access to a skilled assessment and an intervention at the ap-
propriate level of care to ensure the most favorable and least costly short-
and long-term outcomes. Managed systems usually include emergency psy-
chiatric services that offer a full spectrum of treatment options (e.g., phone
triage, face-to-face evaluations, and holding bed capacity) and have the ca-
pability of averting unnecessary and prolonged inpatient stays.

Managed care systems concerned about quality improvement issues
need to be aware of delays in providing immediate access to emergency psy-
chiatric services, particularly when there is some question about an individ-
ual’s safety. As Lazarus (1993) pointed out, “[C]linicians and administrators
should err on the side of the patient rather than cost containment” (p. 1136).
An effective managed system sets standards for access to emergency care and
periodically measures and monitors trends in access. It also creates a culture
that emphasizes service to individual patients, rewarding clerical as well as
clinical staff for quick and empathic responses to patients in crisis.

Assessment

A well-integrated managed crisis system provides algorithms or protocols to
guide clinicians’ assessment of suicide risk. Validated rating scales, such as
the Beck Hopelessness Scale (Beck et al. 1990), or a more “home grown” in-
strument may be used to support the clinician’s assessment. An important
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strength of managed systems is the capacity for coordination of standards of
care among clinicians, within one site and across different sites, so that a
shared set of criteria for risk assessment can be agreed upon and applied con-
sistently. A crisis unit associated with Kaiser Permanente used an unvalidat-
ed 10-point lethality scale to assess patients who were entering the crisis unit
and found that the scale was able to predict which patients were sent home
and which were held overnight. When the scale was reapplied the next
morning, the score could distinguish those who were admitted from those
who were discharged to outpatient care (G. Manning, personal communica-
tion, 1993).

Acutely suicidal patients and chronically suicidal patients pose different
challenges. In the acute situation, the clinician must perform a careful sui-
cide assessment. If the clinician determines that hospitalization is necessary,
he or she must present a case to the case manager or reviewer to authorize
admission (see the discussion of clinical guidelines later in this chapter for
advice on negotiating this process). An adversarial situation may evolve in
which the clinician wants to provide more care and the reviewer wants to
provide less care. A more complicated situation is posed by the chronically
suicidal patient with a personality disorder. In this case, the same careful as-
sessment is called for, but a decision to hospitalize must be made in the con-
text of the effect of repeated hospitalization on long-term progress and
outcome.

Jacobs (1982), in writing about the evaluation and treatment of the sui-
cidal patient within an emergency setting, observed that “because the etiol-
ogy of a suicidal state is so varied, persons must be diagnosed on the basis
of how hard they have been hit, where they can obtain their support, and
why they want to live” (p. 364). Even when the patient is a familiar “repeat
visitor,” with multiple hospitalizations and a known chronic course, careful
assessment of the current suicide risk must occur before an inpatient hospi-
talization can be ruled out (Ellison et al. 1986).

Immediate Intervention

In an effective managed system, medical and mental health care are well in-
tegrated. The patient with urgent needs should be able to meet with an ap-
propriately specialized mental health clinician, at the proper level of care,
rapidly and conveniently as soon as medical dangers are assessed and/or
addressed. For the patient whose suicide attempt was seriously life threaten-
ing, medical or psychiatric hospitalization is an almost inevitable disposition.
For patients at lesser immediate risk, a well-managed system provides other
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levels of care (partial hospital, respite care, home-based services, intensive
outpatient treatment) and a consistent set of protocols to guide the clinician
in determining the appropriate disposition. The information-gathering and
transferring possibilities of a coordinated system allow for crisis centers to
be in possession of treatment information, including past dispositions and
outcomes, and to involve relevant care providers in the development of a
new disposition plan.

Laying the Groundwork for Longer-Term Care

For the acutely suicidal patient who returns after a crisis to his or her previ-
ous level of functioning, the managed system may offer no real advantage.
In fact, it may prove disadvantageous in encouraging time-limited or inter-
mittent care for those patients who may need an ongoing treatment relation-
ship. The promise of an effective managed system is in improvement of
ongoing care of the chronically and repeatedly suicidal individual.

Over the past several years, we have explored treatment approaches that
offer both patient and clinician an opportunity to understand more clearly
the dynamics that catapult a patient toward repetitive crises and suicidal be-
havior. We have found that incorporating cognitive-behavioral treatment
strategies into our treatment spectrum has helped with the management of
the chronically suicidal patient. Reinecke (1994) described a cognitive-
behavioral approach to crisis management of the suicidal patient. He empha-
sized that this orientation to treatment

is multidimensional and acknowledges the importance of behavioral, affec-
tive, social and environmental factors in suicide. Cognitive interventions
include rational responding, thought monitoring, cognitive distraction,
guided imagery, thought stopping, self instruction scaling, guided associa-
tion, reattribution and examination of idiosyncratic meanings. Behavioral
interventions are directed primarily toward developing coping skills, and
they include assertiveness or relaxation training, graded task assignments,
mastery and pleasure ratings, behavioral rehearsal, in vivo exposure and
bibliotherapy. (p. 85)

Recent reviews of the literature on psychotherapy of suicidal individuals
(Linehan 1997; van der Sande et al. 1997) suggest that cognitive-behavioral
approaches may decrease the frequency of suicide attempts and parasuicidal
episodes in some chronically or repeatedly suicidal patients. Especially
promising is dialectical behavior therapy (DBT), the systematized variant of
cognitive-behavioral treatment developed by Marsha Linehan for the treat-
ment of chronically suicidal patients with borderline personality disorder
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(see the section on clinical guidelines later in this chapter for a discussion of
coverage and authorization for DBT). Linehan conducted two randomized
clinical trials of DBT vs “treatment as usual” (Linehan et al. 1991, 1993)
which demonstrated that borderline subjects participating in DBT showed a
significant decrease in parasuicidal behavior and had fewer inpatient days
during the studied interval.

DBT is described by Linehan (1987) as a

biosocial theory that views parasuicide as problem solving behavior emit-
ted to cope with or ameliorate psychic distress brought on by negative emo-
tional events, self-generated dysfunctional behaviors, and individual
temperamental characteristics. Parasuicidal behavior occurs when the in-
dividual believes that an intolerable, inescapable life problem exists and
that parasuicide is the only or best possible solution; that is the parasuicidal
act is regarded as a potentially effective problem solving behavior. (p. 329)

The term dialectic, as it is used in DBT, refers to the balance and synthe-
sis of internal opposite poles related to thinking, emotions, and behavior.
Both patient and therapist use DBT techniques as a way of accepting where
the patient is in the moment while moving toward change. Treatment strat-
egies integrates cognitive behavior therapy elements with the Eastern con-
cept of mindfulness. This eclectic combination of tools helps patients acquire
skills that reduce self-injurious behaviors that interfere with treatment and
diminish the quality of life. DBT is an organized approach, using standard
elements and protocols. As such, it lends itself to an organized system of care
such as a clinic, hospital, or managed care setting.

DBT provides a framework for understanding repeated self-injurious
behavior as the patient’s learned, maladaptive way of coping with emotional
pain that the patient may perceive as unbearable. Recasting the patient’s vex-
ing behavior in this formulation reduces clinicians’ frustration and points
the way toward helpful interventions.

After obtaining relevant history, assessing the need for medical interven-
tion, and considering demographic risk factors that may alter treatment ap-
proaches, a clinician trained in DBT can intervene with a chronically suicidal
patient by using the following DBT elements: behavioral analysis, reinforce-
ment and teaching of new coping skills, and contingency management.

Behavioral Analysis

Behavioral analysis in DBT is a step-by-step assessment of a problematic tar-
geted behavior, focusing on all aspects and circumstances of the behavior,
including the antecedents and consequences. In DBT certain behaviors, par-
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ticularly in the first stage of treatment, are identified as problematic and
marked as areas where change is indicated. The hierarchy of goals during the
first stage of DBT treatment is 1) decreasing suicidal and/or parasuicidal be-
havior, 2) decreasing therapy-interfering behaviors, 3) decreasing behaviors
that interfere with quality of life, and 4) increasing skills. The patient and clini-
cian closely examine the problematic behavior, precipitants, consequences, and
solutions. In this collaboration, the patient is being asked to solve his or her
own problem rather than have the environment take over.
In a detailed DBT behavioral analysis, the patient is asked to

1. Describe in specific terms the PROBLEM behavior (what was said,
done, thought, or felt).

2. Describe the specific PRECIPITATING event that started the whole
chain of behavior.

3. Describe VULNERABILITY factors.

4. Describe in excruciating detail the CHAIN OF EVENTS that led up to
the problem behavior.

5. Describe the CONSEQUENCES of this behavior.

6. Describe different SOLUTIONS to the problem.

7. Describe in detail PREVENTION strategy for how patient could have
kept the chain from starting by reducing his or her vulnerability to the
chain.

8. Describe the REPAIRS that will be done to important or significant con-
sequences of the problem behavior.

The use of behavioral analysis, though time consuming, helps clinician
and patient to grasp more fully what factors led up to the suicidal behavior.
It also helps them to determine where to go from there, laying the ground-
work for appropriate disposition planning and follow-up treatment.

Application of Skills

Linehan (1993b) has described four areas of skills necessary to manage and
prevent self-injurious behaviors: mindfulness, interpersonal effectiveness,
emotion regulation, and distress tolerance. These skills are outlined in more
detail in Linehan’s publications, particularly the workbook that accompanies
her text (Linehan 1993b).

Clinicians working with chronically suicidal individuals should learn
the distress tolerance skills, in particular the crisis survival strategies. These
are techniques for helping the patient “hang on” in the face of intolerable af-
fect. They involve distraction, self-soothing, and acceptance.
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Linehan emphasizes in her writings that learning new skills in an emo-
tional state is very challenging and that generalizing those skills outside the
learning situation is even more difficult. Emergency psychiatric services can
use printed handouts from the Linehan skills workbook (Linehan 1993b) to
help patients learn these concepts and practice them. The crisis clinician and
patient can construct a personalized list of coping strategies for the patient
to take with her when she leaves.

Case Example

A patient diagnosed with posttraumatic stress disorder and borderline per-
sonality disorder who had been referred to the crisis service for suicidal ide-
ation and self-injurious behavior agreed to do a behavioral analysis.
Initially, she reported she had no idea why she cuts herself or feels suicidal.
The crisis clinician explained to the patient that it is often helpful to de-
scribe in detail the steps leading up to the self-destructive act. The patient,
after some attempts to change the subject, began to talk about the chain of
events that occurred before she noticed feeling suicidal. The precipitant re-
ported was feeling cut off by her therapist during a session. She then felt
increasingly overwhelmed, leading eventually to parasuicidal behavior.
The crisis clinician, aware that the parasuicidal behavior was the patient’s
attempt at managing her emotions, coached the patient around use of emo-
tion regulation, distress tolerance, and interpersonal effectiveness skills.
The patient, with support and validation, was able to begin exploring how
to commit to the practice of these skills when feeling overwhelmed.

Contingency Management

An effective crisis system should reinforce adaptive behaviors and extin-
guish problem behaviors. In most systems, the opposite occurs. Patients
who self-harm have instant access to high-intensity services; their calls are
never put on “hold” when suicide is threatened. These responses can inad-
vertently reinforce the suicidal behavior. Linehan (1993a) notes that chron-
ically suicidal patients are often under the influences of both operant and
respondent behavior. A challenge for any clinician is to respond in a way that
both “reduces the eliciting behaviors and minimally reinforces the behavior”
(Linehan 1993a).

In a formal DBT treatment contract, patients agree to work on self-harm
behavior. They are encouraged to call their therapist at any time, but before
they harm themselves. After self-harm, they cannot contact their therapists
for a brief time period (24-48 hours), though in most instances the patient
is aware of backup support. Furthermore, their treatment contract states that
a certain number of absences from group or individual treatment may mean
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termination. This means that being in the hospital puts their valuable treat-
ment in jeopardy.

For appropriately selected patients, a crisis unit should replicate these
contingencies whenever possible. Patients should get encouragement and
reinforcement for calling before self-harming. A call after a parasuicidal act
should elicit a brief dangerousness assessment and a behavioral analysis.

Case Example

A borderline patient told the crisis clinician that she cut herself the evening
she was discharged from the day hospital: “They didn’t understand how de-
pressed I was,” she said. “They just wanted me to get on with things. I was
so overwhelmed that I cut myself and I don’t see any point in living if I can’t
get support.” The usual scenario would involve a struggle between the
managed care crisis clinician’s attempts to “set limits” and “avoid regres-
sion” by sending the patient home, and the patient’s ever more desperate
attempts to show the clinician how miserable she is.

The dialectic approach, by contrast, would balance the crisis clinician’s
validation of the patient’s misery, fear, and feelings of abandonment with the
clarification that the patient had agreed to work on diminishing her self-
harm behavior and handle these feelings using her DBT skills. A behavioral
analysis would help clarify where the patient lost that focus, and what she
could have done to modify her emotions, tolerate her distress, or negotiate
more effectively for an acceptable discharge plan.

Clinical Guidelines

The following guidelines may be helpful to the clinician who is treating
a suicidal patient covered by a managed care system:

1. Get to know the crisis/case management/hospital admission system
covering your patient. Many managed systems will have an assigned
case manager for patients who have been hospitalized. If no case man-
ager has been assigned, you may wish to request one. Establish a work-
ing relationship with this person, if possible, before your patient is in
crisis. Find out how to alert the appropriate crisis center of an impend-
ing problem. Be available to the crisis clinician if your patient calls.

2. Ifyou are calling a managed care system for the first time to request an
admission, be aware that many systems use clerical personnel as first-
line contacts. Do not hesitate, when appropriate, to ask to speak with
a clinician.
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3. Use the language of medical necessity when asking for authorization for
admission. Most managed systems use a criteria set for medical neces-
sity of admission and continued stay. While the specific criteria set may
be proprietary and therefore not readily available to the clinician seek-
ing authorization of services, the overarching principle is that treat-
ment becomes medically necessary when lack of that treatment would
be likely to result in harm to the patient. For suicidal patients, the uni-
versal considerations are dangerousness to self or others and failure of
less intensive treatment settings to provide adequate protection. Ex-
plain your clinical reasoning rather than asserting your authority or
saying that you “know the patient best.” Be clear about the risks to the
patient if the treatment is not authorized. Be clear about your treatment
plan in the short-, intermediate-, and long-term and your plans for fol-
low-up after discharge.

4. Be willing to negotiate with the case manager or reviewer. Listen with
an open mind to the alternatives. There may be resources available
(respite beds, day hospitals, acute residential treatment centers) that
would serve as well as, or better than, a hospital, particularly if your pa-
tient is chronically and repeatedly suicidal.

5. If you disagree with the utilization manager about authorizing care that
you feel is necessary, there are several options: ask for a consultation,
ask for a “second level” review by a psychiatrist, ask for a forensic eval-
uation, or ask for an explication of the appeals process. Document your
disagreement with the reviewer and your attempts to appeal. Ultimate-
ly, you, the patient, the patient’s significant others, and the hospital may
need to confer about whether to hospitalize without coverage (pending
appeal) and bear financial risk, or not to hospitalize and bear medico-
legal risk (see Chapter 8, this volume, for a fuller discussion of this
issue).

6. If you feel that DBT may be helpful for your patient, discuss this with
the case manager and offer to work with the managed care company to
work out coding and coverage for these services. Point out that DBT is
an evidence-based treatment that has been shown to reduce hospital
days and that it is becoming the community standard of care for chron-
ically suicidal patients with borderline personality disorder. As a prec-
edent, be aware that one managed care company (Massachusetts
Behavioral Health Partnership 1998) has developed specific authoriza-
tion procedures and coding for DBT. A “unit” of treatment, coded as
90853D, is defined as 7 calendar days of DBT, including individual
therapy (60 minutes), DBT skills group (120-135 minutes), telephone
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consultation (15 minutes), and a consultation team meeting (60 min-
utes). Up to four units are authorized at a time. Reauthorization is de-
pendent on the use of a standardized assessment instrument.

Conclusion

The major tasks in suicide crisis management are to provide access to care,
assess suicide risk, provide immediate intervention, and lay the groundwork
for future treatment. Managed systems offer advantages of coordination,
consultation, clinical guidelines, and a full spectrum of services, but these
systems run the risk of undertreatment. A crucial element in assessment is
distinguishing between acute lethality and the chronic suicidal and self-
harm behavior of some patients with personality disorders. Too often, long-
term growth of such individuals is impeded by the regression caused by un-
necessary hospitalization for self-injurious behavior. Managed psychiatric
emergency services with holding bed capacity may increase their effective-
ness by implementing a screening and intervention process that draws on
cognitive behavioral and/or dialectical behavior therapy theory and tech-
niques. Such a service, supported by appropriate medical and psychiatric
evaluation and disposition options, provides appropriate access, guides as-
sessment, and facilitates disposition decisions. The acute intervention, fol-
lowing assessment of immediate risk, uses cognitive behavioral, skill-based
approaches to help the patient acquire skills for appropriate self-manage-
ment to lay the groundwork for longer-term growth and prevention of future
crises.
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CHAPTER 3

Managed Care,

Brief Hospitalization, and
Alternatives to Hospitalization in
the Care of Suicidal Patients

Patricia A. Harney, Ph.D.

C linicians' in outpatient and emergency
settings worry increasingly, in the current health care climate, about the avail-
ability of safe and meaningful care options for suicidal patients. As hospital
stays shorten, under the watchful eyes of managed care reviewers or admin-
istrators of capitated contracts, patients and clinicians feel growing pressure
to accomplish ever more given ever fewer days. Opportunities for trimming
services and cutting costs in outpatient care, too, have attracted the attention
of managed systems, so that outpatient clinicians can no longer take for

IThe focus of this chapter, alternatives to hospitalization, requires discussion of treat-
ment sites that are staffed primarily by nonpsychiatrist mental health professionals.
The generic term clinician will be used, therefore, with clarification when discipline-
specific tasks such as prescribing are discussed.
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granted the authorization of a number of sessions sufficient for initiating,
undertaking, and completing a treatment at the pace that might seem most
appropriate.

The spread of managed care, while limiting access to both inpatient and
outpatient services, has paradoxically provided fertile soil for the growth of
clinical programs with an intensity of care intermediate between inpatient
and outpatient. In some geographical areas, the continuum of potential clin-
ical services now includes a “continuous care” spectrum that includes par-
tial hospitalization programs, acute residential treatment placements, 24-
hour “observation” beds, and home-based services. Clinicians who work in
such settings® struggle to reconcile two opposing forces: the pressure to low-
er costs by limiting the use of clinical services and the pressure to make use
of the broadened range of options to provide quality care and promote risk
management. This chapter is intended as a guide for clinicians who have ac-
cess to different levels of care, to increase their familiarity with the processes
of triage, acute care evaluation with focal treatment planning, brief hospital-
ization, and choice of alternatives to hospitalization.

When Is Outpatient Care Too Little Care?

Outpatient therapists who treat suicidal patients often feel vulnerable and
isolated in their work. The fear that a patient in our care may harm himself
or herself fills us with distressing feelings about loss, death, lack of control,
and fears of incompetence. Further, we live in litigious times and cannot
help but worry that our patient’s death will be accompanied by serious legal
consequences even when appropriate care was rendered. The availability of
emergency services and inpatient units for backup to outpatient clinicians
who treat patients at high risk for suicide has long been an important source
of support for therapists who are engaged in this type of work.

Under current managed systems’ influence, a patient’s suicidal risk must
be imminent in order to justify authorization of intensive services such as
hospitalization. Therapists may not want to refer a patient for hospitaliza-
tion when they cannot be sure that the patient will be hospitalized. Patients

’The issues faced by clinicians in areas that have not yet developed continuous care
systems are worthy of a separate paper and beyond the scope of the present chapter;
however, the reader is referred to Chapter 2 and Appendix B of this book for prelim-
inary suggestions.
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might seem too vulnerable to go through an evaluation with an unfamiliar
clinician, especially one that would require a lengthy wait in an emergency
room, only to be followed by a denial of the services recommended by their
outpatient therapist. If the patient went to the emergency room only reluc-
tantly or involuntarily, such an outcome could damage a fragile therapeutic
alliance. If the emergency room clinician and/or the insurer deny acute care
services, the patient may return to outpatient treatment with a damaged al-
liance with his or her therapist.

To function effectively under such circumstances, clinicians need to be
knowledgeable about not only the assessment of suicide risk but also the ap-
propriate emergency triage process for each patient. This task might seem
overwhelming. Clinicians should remember, however, that the patient is
probably more overwhelmed by his or her crisis situation than the clinician
is by insurance regulations. Clinicians need to think carefully about how to
discuss the need for an acute care assessment with a patient. One should not
make definitive statements such as “You need to be in the hospital,” even
though the therapist should be prepared to appeal a denial of services that
seems unwarranted. Finally, clinicians must take care to communicate effec-
tively with emergency room clinicians. Because patients may communicate
only partial information to an emergency room clinician, outpatient clini-
cians should communicate as much appropriate information as possible to
the emergency room staff in order to ensure the most comprehensive assess-
ment and to make clear the reasons for and goals of hospitalization. The
presence of acute and serious danger typically confers on the therapist the
right to convey such information, but whenever possible the clinician
should acknowledge the treatment alliance by obtaining the patient’s in-
formed consent for such communications.

Triage in Managed Systems

Health plans vary greatly in their emergency triage protocols. Indemnity in-
surance covers medically necessary care in any emergency room. Some man-
aged health plans, on the other hand, designate specific facilities as the only
acceptable ones for dispensing services or evaluating patients for hospital-
ization. Other managed plans may employ a crisis or “screening” team that
will travel to emergency rooms in different geographical locations to assess
patients on site.

Some health plans have such specific requirements that the outpatient
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therapist needs to make several calls and the patient must speak with several
different clinicians prior to obtaining approval for an inpatient admission. In
one clinician’s experience, for example, a suicidal patient was required by
her health maintenance organization (HMO) first to see her primary care
physician for medical clearance, then to travel to a designated emergency
room, where a mobile crisis team employed by the HMO would meet her.
The outpatient therapist therefore spoke with three separate professionals in
the midst of this patient’s suicidal crisis: the primary care physician, the tri-
age nurse in the designated emergency room, and the HMO crisis clinician.
Not surprisingly, the patient found it difficult to navigate this system alone.
Needless to say, the therapist also donated several unreimbursed hours of ex-
tra clinical work that required rescheduling of other patients.

Sometimes, in a crisis of ambiguous severity, the safest course of action
is to send the patient to the nearest emergency room even without assurance
that there will be reimbursement for services by the insurer. When a patient
is in a particularly vulnerable state and is seen by the therapist as being at
very high risk to harm himself or herself, the therapist may decide that the
process of informing the patient of the requirements of his or her health plan
may increase the patient’s anxiety in a potentially dangerous way. If, for in-
stance, the patient has already harmed himself or herself, he or she should
be evaluated medically as quickly as possible. If the patient refuses outright
to seek additional assistance and is, in the clinician’s view, clearly at signifi-
cant risk for suicide, the clinician should involve the police or an ambulance
for escort to the nearest emergency room. Clinicians should know that po-
lice departments vary in their willingness to involuntarily detain and trans-
port a patient to an emergency room. Psychiatrists in many jurisdictions
have the authority to enlist police aid in involuntary commitment of a pa-
tient, while nonmedical mental health clinicians may need to involve the pa-
tient’s psychiatrist or primary care physician to initiate this process.

The risk that a suicidal patient will harm himself or herself may increase
during the time it takes to navigate a triage system to obtain emergency ser-
vices complicated by managed care gatekeepers. Access problems, for exam-
ple, were cited as one source of the 7% higher attempted suicide rate found
in a capitated plan compared with a fee-for-service plan (Lurie et al. 1992).?
Clinicians should not, therefore, delay necessary crisis treatment because of
insurance questions. Rather, it is most appropriate to find the immediate ser-

3The possibly contrasting finding of no increase in suicides within one managed care
plan, as noted in Chapter 2 of this book, may be explained by that specific plan’s
attention to access and the ready availability to its members of acute care.
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vices needed, even if this must involve a nondesignated facility, and to doc-
ument the reasons for doing so in sufficient detail so that the patient may
later be able to appeal for reimbursement on the basis of the acute medical
necessity of the treatment.

Therapists should communicate with the clinicians in the emergency
room in any way possible. Sending a patient over to the emergency room
without communicating the clinical information held by the outpatient ther-
apist compromises the assessment that takes place. Clinicians should com-
municate succinctly, focusing on information that is directly relevant to the
patient’s risk status. This information should include both the general demo-
graphic factors that are known to be associated with suicide (see Chapter 1,
this volume) and the specific psychodynamic and diagnostic factors that are
relevant to the individual patient’s risk.

What options are available to outpatient clinicians when they feel
strongly that their patients are at high risk for self- or other harm, when they
feel they cannot safely treat a patient on an outpatient basis without addi-
tional backup, and when the insurer denies authorization for an inpatient
admission? The outpatient clinician can (and actually must!) advocate for
additional care in a number of ways. First, he or she should consult with the
patient’s other mental health care providers—for example a prescribing psy-
chiatrist or nurse clinical specialist—to coordinate the effort to increase the
intensity of a patient’s care. Next, the primary care physician should become
involved, since he or she may have additional information about the patient
that could assist the clinician in either doing the outpatient work or making
a formal appeal of the denied authorization. Collateral informants are im-
portant sources of information in any crisis and are crucial in the care of
treatment of children or adolescents. With young patients, the outpatient
clinician should gather clinical data routinely from the patient’s family,
school, and any other collateral treater involved in the case. These consulta-
tions should be documented, because this information may allow the out-
patient clinician to make a stronger case for an increase in services and,
therefore, form the basis of an appeal. Finally, clinicians can contact the in-
surer directly and request an expedited response to their appeal. In some
states, such as Massachusetts, legislation has been considered that requires
insurers to respond to such a request with an expedited review process.

Not every patient who reports suicidal ideation will require hospitaliza-
tion. For intermittently or chronically suicidal patients, the outpatient ther-
apist may choose to work through some crises by making use of increased
outpatient supports. Intermittently or chronically suicidal patients often
receive services from several outpatient treaters: an individual therapist,
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a pharmacotherapist,” a primary care physician, and possibly a group thera-
pist. For many patients with intermittent or chronic suicidal ideation, hos-
pitalization is just one phase in a very long series of treatments. Outpatient
therapists therefore must formulate appropriate treatment goals regarding
suicide.

Triage-Oriented Formulation and
the Value of Focal Treatment Planning

The diagnostic process in crises must include both a syndromal diagnosis (DSM
Axis I and/or Axis II) and an assessment of the situational factors precipitating
an acute need for care. The concept of focal treatment planning has been in-
voked to describe the process of treatment for acute psychiatric problems. Sev-
eral elements are critical in the formulation of a focal problem (Bennett 1997;
Harper 1989, 1997). Three questions constitute the primary frame of inquiry:
Why now? (What brings the patient to this crisis now?), What now? (What is
it that the patient is willing and able to change?), and What next? (What treat-
ment is needed in order to assist the patient in the reduction of suicide risk?).
One also needs to address the issue of context: What will enable a patient to
manage feelings without acting on suicidal impulses outside of the hospital? Fi-
nally, one needs to consider the biopsychosocial factors that contribute to the
current crisis. Formulating the focal problem helps to assess the level of care
needed by a suicidal patient at a particular point in time. These issues will be ad-
dressed later in this chapter in the discussion of different levels of care.

*The use of this term, which is common parlance in clinical settings, does not indicate
an endorsement of the narrowed role served by psychiatrists in many agencies. There
isno unique credential for such arole, and serving narrowly as a “pharmacotherapist,”
“prescriber,” or “med backup” does not excuse the psychiatrist from conducting his
or her own thorough clinical assessment of each patient treated. Currently there is
much controversy over whether such narrowing of the psychiatrist’s role creates an
unacceptable risk of treatment fragmentation, and some authorities have even ques-
tioned this approach’s cost-effectiveness. Beitman (1996) and Goldman et al. (1998)
are currently the most persuasive opponents of “splitting” treatment; unfortunately,
their studies do not focus on suicidal patients, examine quality or outcome measures,
or take into account the complexity of the treatment often required. Beitman (1996),
for example, argued that a 20- to 30-minute psychotherapy/medication management
visit provided by a psychiatrist is less costly than the sum of costs for a 40- to 50-
minute psychotherapy visit with a nonphysician psychotherapist and a brief medica-
tion management visit with a psychiatrist. To conduct a 20- to 30-minute session with
a suicidal patient in which psychotherapy and medication issues are addressed, how-
ever, seems too little time for too much work and may outweigh the risk of potential
discontinuity in a treatment team approach.
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Because of their frequent exposure to suicidal patients, emergency
room, inpatient, or partial hospital program clinicians are particularly at-
tuned to the gradations of suicidality and are particularly aware of the treat-
ment decisions that must be made. Clearly, one of the largest risks is the
clinician’s failure to inquire about suicidality. A study of suicide assessment
at a college counseling center, for instance, found that 14% of the male pa-
tients and 22% of female patients reported that they had attempted suicide
in the past but that only half of these patients recalled having been asked
about suicide attempts in their intake interview at the counseling center
(Hahn and Marks 1996). A study by Malone et al. (1995) found a significant
discrepancy between the suicide data documented in a chart review of an in-
patient sample and data gathered by researchers using a semistructured sui-
cide interview with the same patient sample. Specifically, information about
the suicidality was far less often documented in the charts, even though re-
search interviews with the same patients revealed a significant degree of sui-
cidality among the sample. Documentation and assessment of suicidality by
outpatient clinicians may be even less thorough.

Most outpatient clinicians would not (and should not) work with pa-
tients in an outpatient setting who express a clear intent to kill themselves
within a specified, short-term time frame and who have a plan and means by
which to kill themselves. Such patients clearly meet commitment criteria if
they are unwilling to voluntarily admit themselves to a secure treatment set-
ting. Many hospitals admit suicidal patients only when they meet these cri-
teria. Hospitals may deny admission because insurance companies may not
authorize payment for services of patients who fall short of commitment cri-
teria. Patients who vary along any of these dimensions (intent, plan, means,
and time frame) therefore create a more complex treatment dilemma for out-
patient therapists. A patient who intends to kill himself or herself in the next
year, for instance, or a patient with a plan and means but no imminent in-
tent, would not be considered committable and therefore may not meet the
criteria for admission to an acute or subacute facility.

What are reasonable focal problems, then, that the outpatient clinician
can target for his or her work with a suicidal patient who does not meet in-
patient admission criteria? An outpatient clinician might identify a focal
problem with a suicidal patient as “risk of suicide as evidenced by frequent
suicidal thoughts and a wish to die.” Contributing factors might include bi-
ological factors such as a major depressive episode, psychological factors
such as an identification with a significant person who completed suicide,
and treatment factors such as unsuccessful medication trials. The focal prob-
lem should lead directly to treatment goals. Outpatient treatment for a pa-
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tient with the above-described focal problem may include obtaining a
psychiatric consultation to clarify diagnosis and understand the failure of
the previous medication trials, and exploring in psychotherapy the identifi-
cation with the deceased significant person.

The issue of “focal problems” is more complicated for the outpatient cli-
nician than for clinicians in acute or subacute programs because of the long-
er-term potential of the treatment relationship. Nonetheless, this concept
may be applied to outpatient work with suicidal patients. In fact, it may be
the purview of outpatient clinical work, not inpatient work, to reduce the
longer-term (but not acute) risk of suicide. A prospective study that exam-
ined clinicians’ estimates of patients’ short- and long-term suicide risk at ad-
mission and discharge found that clinicians’ estimates of short-term risk, but
not long-term risk, were significantly reduced over the course of a hospital-
ization (McNiel and Binder 1997). Continued risk and the management of
risk are problems that now fall within the treatment domain of outpatient
therapists. Results of this study imply, under the contemporary health care
system, that resolution of the short-term risk of suicide is the work of the
inpatient/subacute service and that resolution of the longer-term risk is the
work of the outpatient team.

Isolation and alienation are central dynamics in the experience of the
suicidal patient. One specific goal, therefore, that an outpatient therapist
may assist the patient in achieving is widening the use of social supports.
Suicidal patients may need to feel that they can reliably depend on their ther-
apists, but their therapists should not be the only persons on whom the pa-
tients depend. For chronically suicidal patients, the therapist can assist the
patients in identifying possible internal or external triggers for episodes in
which suicidal thoughts increase in frequency. Trauma survivors, for in-
stance, constitute a outpatient population at high risk. For this group of pa-
tients, feelings of anger, which may seem unacceptable to them, can trigger
suicidal feelings. Sometimes, patients have a surge of suicidal thoughts when
interacting with a particularly important person in their lives (e.g., a parent,
a perpetrator of violence). The patient may have a complex and idiosyncratic
relationship with the triggering stimulus, and the meaning of the stimulus
should be explored in the treatment to better understand how to alter the re-
lationship between the stimulus and the impulse to kill oneself.

Case Example

Marilyn is a 20-year-old college student who presented for psychotherapy.
She met the diagnostic criteria for major depressive disorder. Since her boy-
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friend ended their 6-year relationship 2 months ago, Marilyn has had per-
sistent thoughts of suicide. She saw her primary care physician soon after
the breakup, and he prescribed sertraline 100 mg/day and zolpidem tartrate
5 mg at bedtime on an “as needed” basis for sleep. He then referred her for
psychotherapy when her symptoms did not remit with medication.

Marilyn had made a suicide attempt in the previous year, also after her
boyfriend ended the relationship. They reunited after her suicide attempt.
As time elapsed since this second breakup, Marilyn became more hopeless
about a potential reunion. She struggled daily with suicidal thoughts that
were expressed in a passive manner. She wished, for instance, that she
would be shot accidently. On one occasion, she walked out alone at night
in potentially dangerous neighborhoods. A focal problem in her outpatient
psychotherapy was identified as her risk of self harm, as evidenced by
wishes to die and potentially (but not actively) dangerous behavior. The
termination of her relationship with her boyfriend was the context within
which her suicidal feelings emerged. Contributing factors included a pro-
pensity for depression. For several weeks, outpatient treatment was there-
fore focused on the feelings of worthlessness and projected rage that were
generated by the breakup. Marilyn also consulted a psychiatrist to review
whether the sertraline prescribed by her primary care physician was opti-
mal for her. Once she weathered this suicidal crisis and she became less fo-
cused on killing herself, Marilyn could focus on understanding the way in
which the breakup shattered her self-esteem and building ways of protect-
ing her esteem in the future.

The HMO to which Marilyn belonged authorized an initial eight visits
for psychotherapy. In order to receive authorization for additional visits,
the clinician was required to submit written documentation of mental sta-
tus, presenting problems treatment goals, progress toward treatment goals,
and rationale for continued care. Marilyn did not reveal the depth of her
distress until the fourth or fifth visit. She reported that she had kept these
feelings to herself until she felt that she knew the therapist “alittle” and un-
til she felt some sense of trust. In her request for additional visits, the cli-
nician described the focal problem, the precipitating events, and her
history. Although the paperwork required in submitting such reports was
burdensome, the focal problem organizational framework allowed for clear
communication of issues, treatment goals, and succinct updates in a man-
ner that was consistent with each preceding report.

In summary, outpatient therapists should consider carefully when to re-
fer suicidal patients for an evaluation of a higher level of care. The patients
intent, plan, means, and time frame are important elements in this assess-
ment. When patients are not at imminent risk but continue to have suicidal
thoughts and feelings, these concerns should take precedence in the out-
patient psychotherapy. Understanding the factors that exacerbate suicidal
thoughts and feelings, assisting patients in developing methods of coping
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with such distressing feelings, and helping the patient to decrease his or her
social isolation are just some of the issues that an outpatient therapist can
target in the treatment of a suicidal patient. The concept of focal treatment
planning assists therapists in organizing their clinical information in a man-
ner that expedites communication with outpatient utilization reviewers.

Brief Hospitalization

Clinicians who work on inpatient units often feel that they are required to
do more work in less time with ever more fragile patients. Often they must
reach a credible diagnosis and formulation, begin a medication, complete a
medical assessment, and monitor changes in both mental and physical func-
tioning in less than a week’s time. Because so many patients admitted to an
inpatient unit present with suicidal ideation, an inpatient clinician may have
difficulty in discriminating between higher- and lower-risk patients. The
large majority of suicidal patients seen by an inpatient clinician will not die
by suicide. This fact, combined with the pressures to maintain brief lengths
of stay, may numb inpatient clinicians to the potential risk of suicide. Clearly,
there is a need for assessment tools with strong predictive validity, though
these are not currently available.

Inpatient clinicians are required to conduct rapid but comprehensive as-
sessments upon admission and to develop disposition plans as soon as they
learn that a patient is on the units threshold. Family meetings need to be
held and conferences with collateral treaters need to be coordinated in light-
ening speed. Unless clinicians have a structured approach to their work,
they are at risk of feeling overwhelmed and working inefficiently. The great-
est risk faced by inpatient clinicians is the possibility of discharging a patient
too soon to a subacute or outpatient treatment setting, before resolution of
imminent suicide risk has been achieved.

Under current constraints, inpatient clinicians may find that their treat-
ment goals are often limited to arriving at a diagnosis and formulation, mak-
ing minor medication adjustments, and reducing a patient’s immediate or
short-term risk status in order to allow the patient to continue their thera-
peutic work in an outpatient setting. Use of a multidisciplinary treatment
team can help orient the clinical work, facilitate agreement on a suitable di-
agnosis, and monitor the effects of milieu and medications. Such teams offer
holding environments for clinicians working under the stress of these de-
mands. The other clinicians involved in the patient’s next level of care (e.g.,
outpatient therapist, partial hospital therapist) are important individuals
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with whom to communicate. Such inpatient admissions can be conceptual-
ized as “consultations” to outpatient treatment.

Managed care plans aim to admit suicidal patients to an inpatient psy-
chiatry unit only when risk is both great and imminent. Some patients have
made a potentially lethal attempt and express the wish to try again. Other
patients may not have made an attempt but may possess the desire, means,
and intent to do so and may be ready to take action within a specified, short-
term time frame. In such cases, the focal problem would be framed as “High,
or imminent risk of suicide as evidenced by recent suicide attempt, persis-
tent wish to die, and plan to attempt again.” In such cases, the clinician must
explore the precipitant(s) to the suicide attempt. What led this patient to at-
tempt suicide now? What life events have stressed the person beyond his or
her capacity to bear psychic distress? What new-onset psychiatric or medical
diagnosis may be relevant? The clinician also must address “What now?”—
what in the patient’s life needs to change in order for the death wish to trans-
form into a will to live. Finally, the clinician needs to explore what the pa-
tient needs in order to maintain the change—in other words, what does the
patient need in order to maintain a will to live, even during times when he
or she might rather die? Under current constraints, the inpatient clinician
might hope only for enough change to reduce the imminence of the patient’s
risk, such that the patient could be stepped down to a lower level of care.

Case Example

Janet, a 17-year-old woman, was admitted to an adolescent inpatient unit
after a potentially lethal overdose. Upon admission to the inpatient unit,
Janet expressed regret that her attempt was not successful. A verbally gifted
former honors student whose grades had fallen dramatically over the past
6 months, Janet could say little about her thoughts, feelings, and experi-
ences that may have preceded her attempt. She identified as the only stress
the fact that her boyfriend had recently ended their relationship. Feelings
of rejection were certainly prominent in her presentation. She didn’t feel,
however, that her disappointment at this breakup accounted fully for her
despair. She denied any other life difficulties. The only clue to family dys-
function was evidenced in Janet’s comments that her mother slept most of
every day.

In a family meeting, Janet’s mother presented as extremely depressed.
Discussion in several family meetings revealed that Janet felt neglected by
her mother and was unable to sustain feelings of self-worth in the course
of disappointments. Over time, Janet’s acute suicidality diminished as she
became more aware of her desire for greater connection with her family.
Early in her inpatient admission, the unit psychiatrist chose not to pre-
scribe medication until Janet was more fully known. After a week on the
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unit, Janet was more forthcoming about her own depression, and a medi-
cation trial was initiated (sertraline 100 mg/day). Although her imminent
risk of self-harm attenuated, she expressed great concern about her dis-
charge and worried that “things at home would be the same.” At this point,
Janet was ready for a step-down to partial hospitalization, where she could
take responsibility for her safety and feel assured that her parents would be
required to continue to address these issues intensively.

Janet’s stay on the inpatient unit and then in the partial hospital pro-
gram was longer than average, and the utilization reviewer for her HMO
was concerned about her potential for regression. The partial hospital cli-
nician felt that Janet’s family was not responding to treatment as quickly as
she would have hoped. The clinician persuaded the reviewer that the sever-
ity of Janet’s overdose, her own positive progress in treatment, and her fam-
ily’s very limited progress warranted a longer length of stay until more
intensive supports could be identified to use following her discharge from
the program. Without such supports, Janet would return to a similarly ne-
glectful home situation that could precipitate another suicide attempt. A
school counselor was then able to place Janet in a therapeutic program
within her school district that modeled some of the features of the partial
hospital program. Thus, a more structured and supportive school environ-
ment might compensate partially for the family’s slow progress.

Partial Hospitalization

The partial hospital clinician’s role may be the most complex in the contin-
uous care system. When patients are referred from inpatient units, the par-
tial hospital clinician must gather information from that admission as well
as from the outpatient clinician. Overall coordination of care following dis-
charge from the partial hospital program often falls to the partial hospital cli-
nician, who must integrate information obtained from outpatient treaters
with information obtained from the inpatient clinicians in order to facilitate
the best discharge and aftercare plan.

Partial hospital patients are often in a fragile state. Even though they
may not be imminently suicidal, they may be still be on the brink of serious
self-harm. Careful work is therefore required to ensure a patient’s safety after
hours and on weekends. Further, the partial hospital milieu is often less in-
tensively supervised than the inpatient milieu. The potential anxiety felt by
the partial hospital clinician may be greater than that experienced by inpa-
tient clinicians, because the partial hospital clinician does not have the as-
surance afforded other clinicians by the 24-hour surveillance.

Advantages to the partial hospital clinician are that partial hospital ad-
missions may be somewhat longer than inpatient stays and therefore may al-
low for greater opportunity to understand better the dynamic factors that
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contributed to the crisis. This understanding can then be used to reduce sui-
cide risk.

Case Example

Renee is a 16-year-old girl who had been in outpatient psychotherapy with
the same therapist on a weekly basis for about 9 months. She had been in
psychotherapy in the past, at ages 12, 14, and 15, with several different
therapists, but after a period of time she typically refused treatment. Her
parents rarely followed through with recommendations for family treat-
ment. Nine months was the longest period of time that Renee ever worked
with a therapist.

Renee was initially seen for a crisis evaluation when she was 12 years
old and then a number of times intermittently. Her health plan’s capitated
contract designated a specific hospital for Renee’s assessment and care, and
each time Renee entered a crisis, she was seen at that same facility. The hos-
pital maintained a small team of clinicians to meet with patients in crisis
who were part of the capitated population. On this team, Renee was as-
signed a particular clinician, so that each time she was evaluated in crisis,
she was evaluated by the same clinician. Although Renee refused to meet
with her outpatient therapist, she developed a working alliance with her
crisis clinician, who in turn developed a good relationship with Renee’s
parents. The crisis clinician, then, was able to develop a formulation with
which to understand Renee’s frequent crises.

Her parents felt controlled by her emotional outbursts, and they fre-
quently requested hospitalization for her. She had been diagnosed with at-
tention-deficit disorder at age 12 and was seen every few months by a
psychiatrist who prescribed methylphenidate 10 mg bid. By age 15, she had
also been diagnosed with bipolar II disorder and was prescribed divalproex
1,500 mg/day. She was extremely argumentative with authority figures and
often threatened to kill other people, although she had never been physi-
cally aggressive. On one occasion, at age 13, she carved her favorite rock
singer’s name into her leg. Her parents were concerned about this self-
destructive behavior and again requested hospitalization. In a crisis evalu-
ation, Renee denied any self-destructive intent when she cut herself. Once
again, outpatient treatment was recommended but not followed.

When Renee turned 16, her psychiatrist suggested psychotherapy
during a period of relative stability. This marked the first time that Renee
entered psychotherapy during a period of calm rather than of crisis. Renee
was offered a choice of therapists in the outpatient department of the hos-
pital where her psychiatrist worked. Renee actually had the option to meet
for psychotherapy with the crisis clinician she had worked with in the oth-
er capacity for several years. For the first time, Renee enjoyed meeting with
a therapist, and over time she began to assume more responsibility for her
self-control. She demonstrated considerable insight, commenting at times
about her desire for attention and her feeling that she would receive atten-
tion only if she were loud and disruptive. After a period of time, Renee
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missed several psychotherapy sessions. Both her mother and the therapist
were lax in rescheduling appointments, and eventually a month passed
from the last time Renee was seen.

Renee’s therapist received a call one night from Renee’s mother, who
reported that Renee had overdosed on more than 20 pills and was in the
emergency room. The therapist consulted with the emergency room clini-
cian. During the crisis evaluation, Renee admitted that she had tried to kill
herself but felt sick and foolish afterward, and she felt convinced that she
would not attempt to kill herself again. At the end of the evaluation, the
emergency room clinician and the managed care reviewer recommended an
admission to a partial hospital program.

During her partial hospital admission, clinicians helped Renee focus
on understanding what went wrong. After a period of relative stability and
no history of suicide attempts, her current overdose was difficult to under-
stand. Renee commented that she had been feeling pretty well until her
boyfriend broke up with her. This breakup occurred at the same time her
best friend attempted suicide and was being treated on an inpatient unit
where Renee’s therapist worked. After several days in her partial program,
Renee admitted that she felt that no one was paying attention to her and
that she was jealous of the attention her friend was receiving. The fact that
her mother and therapist let appointments go by without being resched-
uled because Renee was stable led her to feel as if she needed to “take seri-
ous action” in order to be cared for. Once Renee was reconnected with her
therapist and they discussed these issues, Renee could be safely discharged
from her partial hospital program. She continued to remain stable in week-
ly outpatient treatment and to develop ways of communicating her needs
in a more proactive manner.

Renee’s partial hospital admission was brief, focused, and led to a posi-
tive outcome. Her admission to that level of care, as opposed to an inpatient
level of care, may surprise some because of the severity of her overdose. Her
therapist’s involvement in the crisis evaluation allowed for critical informa-
tion to be considered: that Renee had never attempted suicide in the past,
that Renee had previously identified that her disruptive behavior was often
connected to a wish for attention, and that she had been doing well in psy-
chotherapy before she dropped out of treatment. Timely communication be-
tween the outpatient therapist and the crisis clinician assisted in identifying
the appropriate level of care and the focal problem for treatment. Renee’s
case also attests to the need for longer-term, outpatient psychotherapy for
patients who are at risk for self-destructive behavior and for utilizing higher
levels of care.

Renee’s case involved the use of a range of services within one facility:
outpatient, inpatient, partial hospital, and crisis intervention. Her case il-
lustrates some advantages of a capitated system that relies on the use of a
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designated facility. There was continuity of care in her relationships with cli-
nicians over the course of several years and across different levels of care.
The formulation that evolved over many clinical encounters led to an accu-
rate assessment of Renee’s need for partial hospital treatment during the
most recent crisis. (Clinicians who did not know Renee may have recom-
mended a higher level of care after her overdose.)

There are also disadvantages to using a designated facility, however. If
clinicians in one facility develop a shared formulation of a patient, they may
miss important information that might have been detected by a consultant
outside the facility. In addition, the designated facility system restricts pa-
tient choice. Patients who are dissatisfied with the care they receive at a des-
ignated facility may face a lengthy process to get approval for care elsewhere.
Or, they may be asked to change treaters outside the mental health system
(e.g., a primary care physician) in order to affiliate with their preferred des-
ignated facility in order to receive mental health care.

Acute Residential Treatment

Acute residential treatment involves 24-hour care that typically is not con-
tained within a locked facility. The availability of psychiatric and nursing
staff varies, and staffing is leaner than on an inpatient unit. Patients admitted
to acute residential settings must maintain responsibility for their safety be-
cause of the relatively lower degree of clinical supervision available. Acute
residential programs are maintained either in the community as free-stand-
ing agencies or in affiliation with hospitals as part of a broader continuum
of care. Reimbursement for this level of care remains variable, and a number
of insurers do not pay for acute residential treatment.

Acute residential treatment units were developed for patients who may
be at acute risk of self or other harm if they continue to live in their current
situation. Acute residential settings provide containment and an environ-
mental intervention in a less costly manner than an inpatient admission.
Clinicians typically work with patients in order to step down quickly to
a partial hospital level of care. In the case of some children and adolescents,
stability that is achieved only at this level of care may suggest the need for
a longer-term placement in a residential school.

A study by Sledge and colleagues (1996a) compared the efficacy of day
treatment with a residential component and inpatient treatment on the
symptoms and psychiatric functioning of patients in need of acute psychiat-
ric treatment. Only patients who required one-on-one supervision in the
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first day of treatment, those who were intoxicated, and those who required
24-hour medical attention were excluded from the study. In a randomized
design, patients were assigned either to an inpatient program or to the day
treatment with residential services. No differences in outcome were found.
Treatment offered in both settings appeared equally effective in reducing
psychiatric symptoms and in improved functioning. In addition, the inves-
tigators compared the costs of both programs (Sledge et al. 1996b). Inpatient
treatment costs approximately 20% more to deliver services than day treat-
ment with residential service. Cost savings of the day treatment/residential
service was especially high for patients with affective disorders. Costs to op-
erate the inpatient program were significantly greater than costs to operate
the day treatment/residential program. The direct service costs of the two
programs were similar.

Another study that compared acute residential treatment and inpatient
treatment also found that both programs succeeded in reducing psychiatric
symptoms but that the average length of stay in the acute residential pro-
gram was greater than in the inpatient program (Fenton et al. 1998).

Case Example

Don is a 26-year-old man who had been diagnosed with bipolar mood dis-
order at the age of 19. During his depressive episodes, he hears hallucina-
tions commanding him to commit suicide. He was first hospitalized at age
19 following a serious suicide attempt. With medication (most recently di-
valproex 500 mg tid and risperidone 2 mg bid) and outpatient psychother-
apy, he has been able to complete a bachelor’s degree while living at home
with his mother.

Several events have precipitated relapse over the years. Early in the
course of his illness, Don was intermittently compliant with his medica-
tion. Noncompliance typically resulted in relapse and eventual hospitaliza-
tion. In the last few years, Don has developed a greater understanding of
his illness and manages his medications well. External stressors, however,
sometimes precipitate an exacerbation of depressive symptoms and suicid-
al ideation.

Don’s therapist referred him for an emergency psychiatric evaluation
when his mother was near death from cancer. Don was well known to the
emergency screening team at this time. Although his therapist made the re-
ferral, Don wanted assistance, knowing that his mother’s death would dis-
rupt much of the stability he had achieved. He would require significant
support to cope with the immediate loss, as well as support to adjust to the
differences he would experience in his life without his mother’s presence.
His suicidal preoccupations revolved around the notion that he would join
her in death. He had demonstrated a good ability to make use of therapeu-
tic support, however. Although he was at some risk of suicide given his
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history and current status, the emergency room screening clinician recom-
mended an admission to an acute residential program in order to offer Don
the containment and support he needed while reinforcing his ability to
maintain some independence. During his 2-week admission, Don received
support through his mother’s death and funeral service and obtained assis-
tance in implementing an alternative living plan so that he did not return
to his home alone. Support and assistance in creating a new living situation
constituted the focal problems of his admission.

Economic factors have encouraged the development of acute residential
programs. In addition to potentially providing a cost-effective alternative to
inpatient care, such programs offer a liberating alternative for patients with
long histories of repeated hospitalization who may feel that a readmission to
an inpatient unit would constitute failure. Don viewed his admission to the
acute residential program as a temporary respite rather than a repetition of
inpatient care that he had received many times in the past.

Observation/Holding Beds

Observations beds, also referred to as holding beds or 24-hour beds, serve a
number of purposes in providing alternatives to hospitalization. They allow
clinicians to evaluate an at-risk patient for an extended period of time in or-
der to determine whether an inpatient admission is necessary. They also of-
fer temporary respite to patients who regress quickly during an inpatient or
partial hospital admission. Patients who require alternative home place-
ments can be admitted to an observation bed while clinicians coordinate the
necessary disposition.

One study investigated whether the use of observation beds actually di-
verts inpatient admissions (Gillig et al. 1989). In this study, inpatient admis-
sions at two psychiatric units at different medical centers were compared.
One had the capacity to hold patients for 24 hours before deciding disposi-
tion; the other did not. Results revealed that the emergency service with an
observation bed capacity had lower hospitalization rates (36%) than the unit
without this capacity (52%). Of the patients admitted to an observation bed,
46% were admitted to an inpatient unit, and 50% returned home. The re-
maining patients were referred to a supervised group home. Of the patients
who were not admitted to the inpatient setting after placement on the obser-
vation bed, 7.5% were hospitalized within the next 30 days. Clinicians in the
study cited the ability to assess suicide potential as the most common reason
for using the 24-hour bed. Other less commonly cited reasons included
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assessing dangerousness to others, gathering additional history, ensuring
medical stability, and linking with alternative placements.

Case Example

Sarah is a 20-year-old woman who lives with her parents while she attends
a local college. She has met the criteria for major depressive disorder of
moderate severity with recurrent episodes. During her late adolescence,
she made potentially lethal suicide attempts on two separate occasions. Af-
ter each attempt, she was admitted to an inpatient unit. Outpatient psycho-
therapy had helped her develop an understanding of her suicidal impulses,
which included a recognition of the self-punitive, masochistic introjects
that supported her suicidality. She experienced a reduction in the frequen-
cy of her suicidal ideation over the course of her 2-year psychotherapy, and
she developed ways of soothing herself that were not self-punitive.

In the context of anticipating her therapists’ extended vacation, how-
ever, Sarah became increasingly depressed and suicidal. She kept these feel-
ings to herself until the week before her therapist’s leave. The therapist was
understandably worried and wanted to make sure that Sarah’s safety was
addressed. In the session prior to the therapist’s leave, Sarah was unable to
discuss the meaning of these feelings and potential ways of coping with
them. The therapist was so concerned that she recommended an evaluation
for an inpatient admission. Although Sarah agreed to the evaluation, she
was vehemently opposed to a readmission. Her past history and the inten-
sity of her current despair, however, concerned the evaluating clinician.
The managed care utilization reviewer recommended an overnight admis-
sion, to which Sarah, the evaluating clinician, and her therapist agreed.

Sarah took the admission as an opportunity to discuss her anger to-
ward her therapist, and she began to examine the way in which aggression,
in addition to self-punishment, was related to her suicidal thoughts. She
also had the opportunity to participate in developing an alternative dispo-
sition. Sarah’s awakening insight to another aspect of her internal dynamics
and her participation in this planning demonstrated her ability to take re-
sponsibility for her safety. Her participation in planning the alternative dis-
position also increased her compliance, which might not have developed if
she had been hospitalized against her will.

Conclusion

Over the past two decades, the care of suicidal patients has been significantly
altered by the pressure to decrease or divert inpatient psychiatric admis-
sions. Such changes have the potential to benefit or harm the patients in-
volved. The burdens on clinicians who care for these patients in all levels of
care have increased. Patients sometimes get caught in the crossfire between
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clinicians’ frustrations with the managed mental health care system and
their desire to deliver adequate care.

A number of alternatives to inpatient hospitalization have been devel-
oped in an attempt to reduce or divert inpatient psychiatric admissions. Ac-
cessing these systems during a patient’s suicidal crisis requires great skill,
preparation, and knowledge on the part of the clinician. The treatment alter-
natives have the potential benefits of reducing unnecessary restrictions on
the part of patients and allowing patients greater autonomy in their care.
Treatment alternatives are often cost-effective as well. At the same time, a
complex, continuous care system, with many points of communication in-
volving many more professionals than ever before, creates opportunities for
communication breakdown and time delay. Unfortunately, such breakdowns
and time delays can result in the suicidal patient’s acting out his or her im-
pulses. Clinicians, managed health care administrators, and policymakers
need to continue to review this system so that patient care remains the pri-
mary objective.
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CHAPTER 4

Suicidal Adolescents in
Managed Care

Alan Lipschitz, M.D.

The managed care revolution is imposing
new models for adolescent treatment at a time when teenage suicide remains
a major public health problem. Suicide is the third leading cause of death
among adolescents, after automobile accidents and homicides (National
Center for Health Statistics 1994). It is an especially serious problem for
adolescent boys, who commit suicide nearly five times more frequently than
girls.

Suicide rates in the United States are low during childhood, rise sharply
at puberty, and rise still higher in the elderly (Bell and Clark 1998; Hendin
1995). Teenagers account for 14% of the U.S. population and 16% of the sui-
cides (Bell and Clark 1998; Hendin 1995). Among adolescents, suicide
attempts are far more frequent than completed suicides, and 80% of all self-
inflicted injuries occur in adolescents between the ages of 15 and 19 (Cen-
ters for Disease Control 1991, 1996; Guyer et al. 1989; Pfeffer et al. 1986).

Nearly 10% of all adolescents report attempting suicide at some time.
The more serious suicide attempts occur less frequently: 5% of adolescents
are injured in their suicide attempt, and about one-third of those individuals
seek medical attention for the injury (Bell and Clark 1998; Centers for Dis-
ease Control 1996). Thoughts of suicide are even more common: nearly a
quarter of the high school students surveyed reported that they had thought
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seriously about suicide during the previous year, and 20% had formulated
a suicide plan (Bell and Clark 1998; Centers for Disease Control 1996).

The adolescent suicide rate began to climb in 1956, plateauing in 1994
with a peak prevalence of 32 suicides per 100,000 male youths 20 years of
age. However, among black male adolescents, the suicide rate continues an
alarming rise. Historically, black adolescents had lower suicide rates than
whites, but from 1980 to 1995 the suicide rate for black adolescents ages 10
to 19 years more than doubled, from 2.1 to 4.5 per 100,000. During these
years, suicide became more frequent among all American teenagers, but its
disproportionate rise in black teenagers narrowed the black-white gap as the
rate among black teenagers rose from 40% to 70% of the white teenagers’
rate. This effect was most pronounced among black male adolescents in the
15- to 19-year-old cohort: their suicide rate increased 146%, compared with
the 22% rise for white males in this age group (Centers for Disease Control
1998). This rising rate of suicide among black male teenagers has been at-
tributed to social stresses or death certificate inaccuracies, but a more com-
plex explanation is certainly necessary, since the suicide rate among black
female adolescents changed little over these same years (Bell and Clark
1998).

Evaluating the Suicidal Adolescent

In all age groups, suicidal thoughts and attempts are among the strongest
predictors of suicide completion. Suicidal thoughts and attempts occur so
frequently in adolescents that these are only weak predictors of suicide in
this age group, so determining an adolescent’s suicide risk requires an indi-
vidualized assessment of the adolescent’s risk factors, stressors, and feelings
about suicide (Restifo and Shaffer 1997). Other factors may raise the adoles-
cent’s suicide risk.

Substance Abuse Disorders and Other Psychiatric llinesses

Psychiatric autopsy studies find that 95% of the adults who commit suicide
had a substance abuse problem or other psychiatric illness. Studies find
comparable prevalences in cases of adolescent suicide, with major depres-
sion and impulsive behaviors the most common psychiatric findings (Brent
et al. 1993; Fowler et al. 1986; Rich et al. 1990; Shaffer et al. 1996b).

In one psychiatric autopsy study of teenagers who commited suicide,
substance abuse increased the odds of suicide nearly sixfold, making it the
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third strongest risk factor (behind “previous suicide attempt” and “depres-
sion”). Studies find that 30%—-60% of adolescents who commit suicide
abused drugs or alcohol (Clark 1993; Shaffer et al. 1996b). Some studies
have even suggested that the increase in adolescent alcohol use over the last
30 years is responsible for the parallel rise in adolescent suicide (Brent et al.
1987).

Psychodynamic Factors

Clinical evidence offers no support for broadly attributing all suicides to
abandonment by a loved object or to inward deflection of murderous im-
pulses. However, when these dynamics can be identified in individual cases,
they serve as important foci for psychotherapeutic efforts. Modern studies
find that many adolescent and adult suicide attempters cherish similar fan-
tasies: that suicide enables reunion with a lost loved-one, or provides re-
venge on one’s critics, or offers rebirth as a new person, cleansed of one’s
sins, entering a world free of the old frustrations (Hendin 1991).

Family Factors

Suicide is much more frequent in certain families. Studies on twins unequiv-
ocally demonstrate a genetic predisposition to suicide, but the increased fre-
quency of suicide in certain families is likely to be multifactorial. Family
chaos during childhood, poor communication with parents, and conflicts
with family members also raise the suicide risk for adolescents. Family his-
tories of mood disorder, aggressive conduct, and substance abuse have also
been associated with an increase in adolescent suicide attempts. It is not yet
clear whether the vector transmitting suicide through a family from genera-
tion to generation is a genetic predisposition, concomitant high-risk Axis I
and Axis II psychiatric diagnoses, disruptions in the early childhood envi-
ronment and parent-child relationships, or a combination of all these influ-
ences (Bell and Clark 1998; Greenhill and Waslick 1997).

In the United States, adolescence is a time when most people separate
from their families and forge their own ways in the world. The loss of the
family’s support and the challenge to succeed as an independent adult can
be stressful for even highly capable adolescents (Lipschitz 1990).

Gun Access

Firearms are the suicide method used most often by adolescents and adults
in the United States. The presence of a gun in the home increases the risk of
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suicide, regardless of whether it is a long gun or a handgun, locked away or
kept accessible. A gun in the home is far more likely to be used for suicide
than for self-defense (Brent et al. 1987).

Acute Precipitants

The most common stressors precipitating adolescents’ suicides are episodes
of humiliation, discipline for misdeeds, arguments, or the loss of romantic
relationships (Gould et al. 1996; Shaffer et al. 1988). Hopelessness is a
strong risk factor for suicide, independent of its association with depression.
Other intense and intolerable emotional states—anxiety, anger, despair—
have been reported to occur immediately before and during suicide (Green-
hill and Waslick 1997; Hendin 1995).

Imitation

Adolescents are particularly susceptible to suicide imitation or “contagion”:
committing or attempting suicide after exposure to suicidal behavior or sui-
cide. Contact with family members who die by suicide is a risk factor for
committing suicide, but the risk extends to people outside the family, and
clusters of imitative suicides have followed newspaper and television reports
of a suicide in the community. This “contagion” phenomenon is especially
strong in adolescents who are exposed to news reports that foster imitative
suicide, and the Centers for Disease Control has issued recommendations
for structuring news reports to reduce the risk of contagion (Centers for Dis-
ease Control 1994).

Speeding Patient Evaluations

Assessing the forces driving adolescents to suicide, planning their treatment,
and managing their care require integrating these risk factors in a compre-
hensive, individualized evaluation. The warning in Chapter 1 of this vol-
ume—that the need for thorough assessment can conflict with managed care
pressures to shorten treatments—is of special importance with adolescents,
where alliance formation and the need to obtain information from collateral
informants are critically important (King 1995).

Suicidal patients tax a hospital’s ability to provide prompt assessment,
treatment, and discharge planning. Shortened inpatient stays pressure hos-
pital staff members to gather data quickly from patients, their families, and
their current and previous therapists in order to promptly construct a for-



Suicidal Adolescents in Managed Care

mulation of the patient’s predisposition and the stressors that precipitated
the suicide threat or attempt that led to admission. The acceleration of this
assessment and treatment process stimulated by managed care especially
burdens the staff of inpatient units where children and adolescents are treat-
ed, since these patients formerly received the most extended evaluations and
the longest hospital stays.'

Most patients admitted to psychiatric hospitals initially improve in the
hospital’s structured milieu, bolstered by its empathic support, warmth, and
respite from family and outside stressors. These “nonspecific therapeutic
factors” help restore the patients’ morale and counter suicidal patients’ des-
perate sense that suicide offers the only possible relief from their troubles.
Making explicit these nonspecific factors that improve the patient’s health is
precisely the art of inpatient psychiatry. Formerly, the clinician’s understand-
ing of the patient slowly unfolded over the weeks or months of an extended
hospital stay; now, abbreviated stays make the therapist responsible for a
more vigorous, active evaluation of the issues troubling a patient, so that
prompt interventions can target the patient’s specific problems. The patient’s
therapy must uncover and change the stressful factors in his or her life, if
recovery is to be sustained outside the hospital’s protective setting.

Suicidal patients are the patients most jeopardized by premature dis-
charge from hospitals that do not fulfill their responsibility to ensure that
staff in the ward or emergency room promptly gather, organize, and use the
necessary data to formulate a thorough evaluation and provide individual-
ized treatment. Expedited evaluations and shortened stays put much pres-
sure on the therapist who assesses the patient’s suicide risk. The therapist
has to be able to promptly recognize and address the patient’s acute and
chronic suicide risk factors: psychosis, substance abuse, impulsivity, imita-
tion, losses, despair, and past attempts. These factors cannot be considered
in isolation; the therapist must weave them into a formulation that accounts
for how the patient’s acute symptoms emerge from the impact of recent stres-
sors on his or her premorbid state.

The managed care company shares with the hospital and the therapist
this responsibility for prompt and thorough patient evaluation. Paralleling
the hospital’s monitoring of its clinical staff, the managed care company
must monitor its case managers to make sure that they follow inpatient treat-

Psychiatry residents training in 1999 refuse to believe that in 1977, during my own
training, a child’s parents were not re-interviewed during the first week of the child’s
psychiatric hospitalization and medication was deliberately withheld for 4 weeks to
allow observation, the gathering of a thorough history, and an individualized com-
prehensive diagnostic formulation.
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ments closely and frequently enough to ensure that treatment progresses
productively. When oversights by the case manager and the therapist allow
delays in evaluation or treatment, the managed care company must still re-
main responsible to continue approving whatever treatment remains neces-
sary. Consistent delays by a hospital’s staff are matters for the managed care
company to review with the hospital administration. The managed care
company may be tempted to disapprove tomorrow’s stay because of yester-
day’s omission, but premature discharge cannot be a patient’s punishment
for institutional delays.

Evolving Treatment Models

Treating adolescent patients under managed care imposes new responsibili-
ties on the therapist, the treating institution, and the company managing the
insurance benefit. Therapists and institutions who treat patients have long
been held responsible for meeting professional and legal standards, but they
now face new, additional requirements. Managed care companies are respon-
sible for meeting standards set by accrediting organizations, and increasingly
their corporate clients require proof that they truly manage care and do not
simply deny payments (i.e., proof that they direct patients to competent pro-
viders and shape patient care into effective treatment). Therapists who treat
patients need to understand these responsibilities in order to minimize the
stress on themselves, their patient, the patient’s family, and the managed care
company.

Managed care has reformed the behavioral treatment of adolescents
more radically than any other branch of psychiatry. Adolescent treatment,
especially adolescent inpatient treatment, has always been a prime focus for
managed care’s efforts to curtail inpatient stays. In the 1980’s, at the dawn of
the managed care era, insurers and their clients—the employers who pur-
chase health insurance for their employees—noted that a small number of
patients consumed the lion’s share of the benefits they paid out, and that
many of these patients were adolescents hospitalized in extended, multiyear
stays in remote long-term facilities. These extended stays were used to mod-
ify teenagers’ disruptive behavior patterns, to reform substance abusers, or
simply to give adolescents with special needs a more responsive classroom
experience than their local school districts could provide. A milieu therapy
model predominated, treating patients respectfully in an environment re-
inforcing desirable conduct, and helping them integrate these positive val-
ues thoroughly enough to overcome temptations to relapse after return to
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home. This corrective emotional experience is no longer credible as a tech-
nique for treating adolescent psychopathology, but such an empathic, sup-
portive, and gently corrective milieu can improve adolescent’s self-image
and help them accept treatment.

Into this cloistered treatment environment managed care abruptly in-
truded the requirement that treatment be “medically necessary.” Some man-
aged care programs imposed criteria for “medical necessity” that asserted an
heroic, procedure-oriented model of inpatient treatment. They reserved hos-
pitalization for patients on the brink of causing serious harm or for patients
who required procedures too dangerous to be performed outside the hospi-
tal. Few adolescent inpatients fulfilled these novel criteria, and hospitals that
specialized in extended treatments were emptied.

Responsible Care

Providers and facilities dispensing milieu treatment received fewer patient
referrals, while managed care companies that simply disallowed their “un-
necessary” hospital days faced high rates of relapse and rehospitalization
and growing protests from their clients. These poor outcomes spurred the
evolution of a new phase in managed care that emphasizes “responsible
care.” In this treatment model, the managed care company, the treating in-
stitution, and the treating provider are jointly responsible for providing pa-
tient treatments. This model is replacing unilateral treatment criteria and
adversarial case management; instead, the managed care company collabo-
rates with willing treatment programs and providers who internalize the
clinical standards of managed care.

Case Example

When she was 13 years old, Randi began secretly making fine, shallow ra-
zor cuts on her left forearm. Initially, she experienced no intent to kill her-
self; however, as the months went by, she began to consider suicide more
frequently. At the age of 15, she cut her neck superficially after an argument
with her stepmother, and she threatened to kill herself. When she was ad-
mitted to the hospital, she bonded well with her therapist, and within a few
days she said that she no longer wished to commit suicide. The chaotic re-
lationship between her stepmother and her father, however, was expected
to provoke relapse if she returned home.

Before the days of managed care, a patient like Randi would be retained
in the round-the-clock treatment milieu of the acute care hospital until she
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improved enough to function with the support of one or two outpatient
therapy sessions each week. This practice is now giving way to an earlier but
more gradual step-down, as inpatients transition through less intensive “lev-
els of care.” In a typical program, patients begin to attend a “partial” or “day”
hospital program for 5 hours each day, while still residing on the inpatient
unit. After discharge from the inpatient unit, patients continue to attend the
partial hospital program for a few weeks, then transition to a 4-hour inten-
sive outpatient program for 3 days—or evenings—each week, until they can
be managed in treatment with an individual therapist.

Formerly, a patient like Randi, if her home is not ready to receive her,
would be retained in the hospital, even if her clinical condition no longer re-
quired the continuous ministrations of an acute care psychiatric hospital.
While awaiting discharge, she would be sent home on passes to test the sta-
bility of her improvement. In the early days of managed care, the managed
care company would simply deny approval for these days of the patient’s
continued stay in the hospital, and the hospital would either “eat” the cost
of the additional days, bill the patient or parents or another payer, or pe-
remptorily discharge the patient home. Rapid rehospitalization often fol-
lowed these discharges, with neither the hospital nor the managed care
company accepting responsibility for the poor outcome. Collaboration be-
tween the managed care company and hospital allows a different approach,
where the company’s case managers use frequent concurrent case reviews to
ensure that the hospital staff advances the patient’s discharge plan—and con-
current alternative discharge plans as well—from the time of her admission.
If her home is not ready to receive her, the hospital is pressed to investigate
whether some relative could take the patient temporarily, or whether the pa-
tient could be sent to live in a less costly setting, such as a group home, while
her individual and family treatment continues.

Interpolating day hospital programs, group homes, and transitional liv-
ing facilities as temporary waystations between the hospital stay and the out-
patient treatment is a novelty for many hospitals, which formerly reserved
these resources for patients who required extended stays after lengthy hos-
pitalizations. When stays were long, patients facing discharge were especial-
ly traumatized by the losses and stresses of separation and by the need to
once again evolve relationships with a new therapist and new staff. Some-
times this transition was impeded when members of the treatment staff com-
municated their dire conviction that life ahead in the step-down program
would be relatively impoverished and bereft of the enrichments hospitals
provide to patients.

Now that such transfers are commonplace, collaborating hospitals ac-



Suicidal Adolescents in Managed Care

cept a responsibility to facilitate successful step-downs. Transitioning pa-
tients is easiest when inpatient programs share patient information with
linked partial hospital programs and when extensive communications and
good liaison cross these levels of care. In well-integrated systems, treatment
programs providing different levels of care share therapists and other staff
members, with the same therapist treating the patient as inpatient, day hos-
pital patient, and outpatient. The best partial hospital programs accept
patients while they still reside on the inpatient unit and allow them to in-
creasingly attend partial hospital program groups in lieu of the therapeutic
activities of their inpatient ward. Patients then gradually transition from be-
ing an inpatient to being a partial hospital program patient who sleeps at
home or in a group home.

Integrating these levels of care was a cherished goal of the community
psychiatry movement, but it was unattainable while hospitals narrowly fo-
cused on filling their beds and maintaining a high occupancy rate. It took
the managed care revolution to convince inpatient facilities that filling beds
cannot be their primary objective; in the current environment, the hospital
best serves its own interests by reducing its length of stay and appropriately
transitioning patients to lower levels of care. Shortening inpatient hospital-
izations while maintaining or raising care quality has been the central prin-
ciple of managed care, as well as its single biggest cost-reducing measure.
Health insurance typically covers 30-60 days per year of inpatient psychiat-
ric treatment. To receive patients from managed care companies, hospitals
that routinely held patients for this entire period have managed to reduce
their average length of stay to a week or less.

In the more evolved collaborations, the hospital is not paid a per diem
rate, but receives from the managed care company a flat “case rate” for treat-
ing each inpatient. These case-rated hospitals—which receive a fixed sum to
treat each patient—suffer a direct financial penalty when inpatient stays are
extended. In business jargon, the inpatient hospital shifts from a “profit cen-
ter” to a “cost center.” These hospitals bear the responsibility for providing
ready access to the lower levels of care, contracting with community facili-
ties, day hospitals, transitional residences, drug rehabilitation programs, and
other facilities to give priority to accepting discharged inpatients and pa-
tients diverted from inpatient admission by prompt enrollment in one of
these less intensive levels of care. This new payment paradigm reverses the
traditional role of the managed care company: it no longer polices every case
to reduce overutilization, but instead audits cases to ensure treatment qual-
ity and to guard against underutilization.

To further this flexibility, many managed care plans allow the exchange
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of inpatient benefit days for days of outpatient treatment in partial hospital
programs; typically each inpatient benefit day can be “flexed” for 2 days of
partial hospital treatment. Shortening inpatient stays helps reserve patients’
benefits to cover these less intensive treatments.

Drug Rehabilitation

Managed care has similarly shortened substance abuse treatment of adoles-
cents (Larson et al. 1997). Residential drug rehabilitation programs, which
were dominated by milieu cure models before managed care, have largely
been replaced by 12-Step programs and relapse prevention efforts that have
restructured drug rehabilitation around specific recovery tasks and the be-
havioral analysis of drug use. The once-universal 28-day rehabilitation stay
is virtually extinct, replaced by a treatment period tailored to the patient’s
needs.

Drug rehabilitation programs that collaborate with managed care plans
have learned to transition their patients to 12-Step programs and communi-
ty programs that help patients maintain sobriety. This has been a difficult ad-
justment for programs that retain patients long stable in sobriety, providing
a broad psychotherapy in the name of relapse prevention. Some patients may
not need this extended rehabilitation treatment; others who could benefit
from exploratory psychotherapy cannot receive it effectively within the con-
fines of the concrete treatment that drug rehabilitation programs provide.
Under the new paradigm, a rehabilitation program initially succeeds in help-
ing the patient become sober and stay sober, then refers the patient else-
where for whatever more general psychotherapeutic services are necessary.

Dual Diagnosis Creep

Major depression, anxiety disorders, and many other psychiatric illnesses
occur more frequently in patients who abuse substances. Recognizing and
treating these disorders may be essential to the patient’s sobriety; however,
anxiety and depressive symptoms that are secondary to substance abuse of-
ten remit during the first weeks of sobriety (Brown et al. 1995; Davidson
1995). Treatment guidelines generally urge clinicians to curb their enthusi-
asm for identifying and treating concurrent psychiatric illnesses: “The acute
and chronic pharmacological effects of abused substances can mimic most
psychiatric symptoms. It is important, therefore, that the clinician observe
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the patient during a period of abstinence, or have a valid report of symptoms
during a period of abstinence, before making a diagnosis of comorbidity”
(Buckstein 1997, p. 144S).

While it may be tempting to label patients as “dual diagnosis” or “MICA”
(mentally ill chemically dependent) in order to secure approval for higher
levels of care, this “diagnosis creep” can mislead patients into attributing
their difficulties to other psychiatric illnesses rather than to substance abuse
disorders. Primary substance abusers in recovery embrace the straightfor-
ward mandate to bear one’s affects without recourse to exogenous chemicals;
however, recovering MICA patients treated with psychopharmacotherapeu-
tic drugs must learn to distinguish their “bearable” affects from others that
warrant pharmacotherapeutic management. MICA patients must also battle
the seductive fallacy that pharmacological treatment of their underlying di-
agnoses will relieve their substance abuse without a struggle to maintain
sobriety. The promotion of medical models and pharmacological cures for
substance can foster addiction to prescription medications, transform alco-
holic individuals into alcoholic sedative abusers, and mislead therapists and
patients into denying the need for abstinence from abusable substances.

Adolescence is the time when many chemically dependent patients be-
gin their drug abuse careers. Confronted with adolescent patients exhibiting
both mental health and substance abuse problems, therapists must mobilize
all their diagnostic acumen to assess if the substance abuse is sufficiently lar-
val to be treatable in psychotherapy, or if it has metamorphosed into the ma-
lignant form that requires formal drug rehabilitation treatment. Although
this determination can be difficult or impossible, many managed care com-
panies now authorize patients to receive either psychotherapy or drug/alco-
hol rehabilitation, but not both. Patients who abuse substances may be
authorized to receive only two or three individual psychotherapy or family
therapy sessions, with these focused on the need to begin attending drug re-
habilitation treatment.

To prevent this curtailment of psychotherapy, a clinician may be tempt-
ed to minimize the importance of an adolescent’s periodic intoxications,
misidentifying these as efforts to self-medicate another psychiatric disorder
that might remit with psychotherapy, thus eliminating the patient’s need to
rely on substance abuse. Substance abuse may begin as self-medication, but
as it evolves it becomes autonomous, persisting even when the underlying
mental diagnosis remits. Therapists who treat adolescents can be seduced by
the hope that the substance abuse was “nipped in the bud” and that the teen-
ager need not commit to sobriety or attend drug rehabilitation. These pitfalls
are marked by danger signs like the therapist excusing the patient’s contin-



Treatment of Suicidal Patients in Managed Care
ued substance use as “only on weekends,” “
fering with school work.”

For adolescents who can not remain sober, with their sobriety confirmed

age appropriate,” or “not inter-
)

by family members and by “clean,” witnessed, urine toxicology screens, psy-
chotherapy—with or without concurrent psychopharmcotherapy—does
not suffice. These adolescents require a dedicated drug/alcohol rehabilita-
tion treatment before, or concurrent with, their psychotherapy/pharmco-
therapy treatment. It is a catch-22: patients who can stop using intoxicants
may not have to, but those who cannot stop definitely must if psychotherapy
is to succeed. If the patient with a mental health problem cannot stop using
intoxicants, the substance abuse is a part of his or her mental health prob-
lem—or may be provoking most of his or her mental health problem—and
must be treated explicitly.

Medication Versus Talking Cures

Pharmacotherapy provides clearer standards for therapeutic dose, frequency,
and purity than does psychotherapy, yet the difficulty of providing effective
psychotherapy does not warrant the tilt toward pharmacotherapy that per-
vades the clinical criteria and review practices of many managed care com-
panies. This preference can be explicit in rules specifying that, for example,
major depressive disorder can be treated with medication alone but not with
psychotherapy alone; or it can be embedded in the practice of peremptorily
approving drug treatments while closely scrutinizing psychotherapies.

This bias is especially irrational in treating patients with conditions for
which psychotherapy and pharmacotherapy are similarly effective (e.g., in
treating patients who have forms of obsessive-compulsive disorder [OCD]
that are responsive to behavior therapy) (Frances et al. 1997; Greist 1996).
Evidence-based treatment protocols for such patients would favor behavior
therapy alone or in combination with pharmacotherapy: patients treated
with only pharmacotherapy relapse more frequently once treatment ceases,
whereas the improvement persists in many patients who receive behavior
therapy and learn to resume their behavior therapy practices, without a ther-
apist, at the first sign of relapse (March and Leonard 1996).

The therapist who is seeking approval for a course of such behavior
therapy has to understand how to use the managed care company’s proce-
dures. Most managed care companies will approve a few sessions for an ini-
tial evaluation and treatment. The behavior therapist who is treating the
patient with OCD should use these sessions to demonstrate the efficacy of
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this treatment, citing the patient’s objective signs of improvement to support
the request for continuing the behavioral treatment. If that request is denied,
the therapist is responsible to appeal the denial (see Chapter 8, this volume).
In such cases, the therapist should ask that the appeal be heard by a psychi-
atrist who is certified in adolescent or child/adolescent psychiatry.

Geographic Cures

Another revolutionary managed care practice is the ban on “geographic
treatment”—the treatment of patients at facilities remote from their homes.
Why send your child far away for treatment? Parents may prefer an ac-
claimed treatment facility, or hope to distance the adolescent from “bad com-
pany,” or may distance themselves from the treatment with an attitude of
“send him back when he’s fixed.” Whatever the motivation, family evalua-
tion and family therapy are usually essential in treating adolescents, and
managed care companies routinely insist that adolescents be treated close to
home, with parents and other family members attending regularly scheduled
sessions for evaluation and family therapy (Bukstein 1997). Yet it is a mis-
take to exclude all geographic treatments; sometimes a patient already locat-
ed in a remote location is best treated there in situ.

Case Example

A 17-year-old was sent by his family to live in Israel, hoping this would cure
his drug dependence, but it persisted. In Israel he was admitted to a drug
rehabilitation program that incorporated a strong religious focus as a spir-
itual component. It was medically necessary for him to be treated in a res-
idential drug rehabilitation program, the nearest in-network facility was
6,000 miles away, and the cost of his treatment per day was inexpensive by
United States standards, so his stay was approved, his care was managed,
and he did well.

Managed care companies should respond more flexibly when students
develop an episode of mental illness while attending college far from home.
Colleges are reexamining their tradition of automatically sending home stu-
dents who develop significant psychiatric symptoms while in school. Al-
though the school eliminates its own risk by sending the student home, it is
wiser to assess this on a case-by-case basis, since the student sent home may
become embroiled in exactly the same family cauldron that generated his or
her pathology and impedes recovery. The managed care company must be
prepared to treat college students where they attend school. In college com-
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munities, it is best to use practitioners familiar with mobilizing support sys-
tems in the academic setting: sometimes, for example, patients can be sent
out on passes to attend class while temporarily residing in the college infir-
mary (Lipschitz 1990).

Medical Necessity

Managed care companies uniformly authorize only treatments that are
“medically necessary,” but this term has radically different meanings to doc-
tors and to insurers (Rosenbaum et al. 1999). Within the insurance industry,
commercial insurers, Medicare, and the various Medicaid programs use dif-
ferent definitions of “medical necessity,” and its meaning varies from state to
state, depending on court rulings, state regulations, and local administrative
decisions (Bergthold 1995; Simon 1997). Most commercial insurers use a
similar definition, specifying that a treatment is medically necessary when:

1. The patient has a psychiatric illness that a) is described in DSM-IV
(American Psychiatric Association 1994) and b) is severe enough to
impair the patient’s functioning; and

2. The treatment provided a) is the treatment most likely to be effective
for this condition, b) has the goal of improving the condition or pre-
venting its worsening, and c) is provided in the least restrictive envi-
ronment, so that the level of care corresponds to the severity of the
behavioral impairment.

Treatments are commonly rejected when the managed care company judges
that the patients illness is not severe enough or that the treatment does not
meet these criteria. Many companies, for example, will approve pharmaco-
therapy for generalized anxiety disorder or major depression but deny
approval for psychotherapy for these conditions, asserting that pharmaco-
therapy is the treatment more likely to be effective.

Like most managed care standards and practices, this model of medical
necessity initially evolved in managing the treatments provided to employ-
ees of large corporations. Managed care companies channeled these patients
into treatments that ameliorated their acute crises and restored them to their
previous level of function. These treatments focused on patients’ objective
signs of impairment and sidestepped their underlying character styles and
chronic behavior patterns. This approach implicitly posited the patient’s
characteristic long-term behavior as their healthy, desirable, “normal” state.
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This focus on the symptoms currently pressing in the here and now helped
the patient and the therapist avoid digressing into areas the insurer consid-
ered less relevant to the immediate medical needs of the patient. Pursuing
this pragmatic agenda also reassured prospective patients who feared that
psychiatric treatment could compel a global reexamination and reevaluation
of their lives.

Although this narrow treatment focus often succeeded with the corpo-
rate employees who were the prototypical managed care patients, managed
care organizations have gradually recognized that patients who have more
severe, chronic, and persistent impairment may require broadening the
scope of treatment efforts. Suicidal thoughts, threats, or acts are often recur-
ring symptoms of a chronic and persistent illness that is marked by remis-
sions and exacerbations. Patients who were once suicidal may continue to
need treatment after remission of their acute objective signs of suicide risk.
However, the therapist cannot hope to demonstrate that the patient’s current
treatment is effective simply by citing symptoms the patient once presented
or stressors from the patient’s history. The therapist must show that the pa-
tient both has improved with treatment and is continuing to improve with
treatment. Therapists treating these patients must learn how to recognize
and report the signs that demonstrate that the patient is making progress in
the course of the therapy.

Excluded Conditions and Treatments

Managed care organizations typically exclude from coverage all treatments
that are not necessary for the psychiatric care of the patient, even though
these treatments may be mandated by courts, parole officers, schools, wives,
husbands, parents, employers, or employee assistance programs. Education-
al testing and remedial education are not covered by the patient’s medical
insurance, and the costs for these services are shifted to patients’ school dis-
tricts.

The list of exclusions varies from company to company, but mental
health insurance coverage typically excludes marital therapy, sex therapy;,
smoking cessation treatment, treatment of injuries resulting from military
combat (i.e., posttraumatic stress disorders due to military trauma), and a
smorgasbord of other conditions and treatments. The exclusions are listed
both in the provider manual distributed to participating treatment “provid-
ers” by the managed care organizations and in the plan benefit summary that
the insurance company gives to subscribers. Therapists starting treatment
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with any new patient should consult their provider manual or the patient’s
plan benefit summary in order to help plan the treatment. Therapists should
discuss with patients and their families any treatment restrictions resulting
from insurance limitations. Of course, it is important to present these re-
strictions in ways that do not undermine the patient’s confidence in the
treatment he or she receives from his or her provider.

Medical or Psychiatric?

Companies commonly exclude “medical” conditions from coverage in the
mental health benefit. Such “medical” exclusions can include attention-def-
icit/hyperactivity disorder; pervasive developmental disorders, including
autistic disorder and its subtypes; and Tourette’s syndrome. Although treat-
ment of these conditions is excluded, most companies will cover acute psy-
chiatric complications superimposed on these underlying illnesses. Case
managers are frequently unaware of this, and it is often useful to appeal their
denials of medical treatments.

Case Example

A 16-year-old girl who had never received psychiatric treatment was admit-
ted for an episode of acute mania that was attributed to corticosteroids ad-
ministered to treat a flare-up of her systemic lupus erythematosus. The case
manager denied coverage for the stay, but the facility appealed this deter-
mination, noting that she was receiving a psychiatric treatment provided by
a psychiatrist in a psychiatric inpatient unit. The managed care company’s
consultant psychiatrist reversed the denial and approved the treatment,
noting that the behavioral health insurance would not cover treatment of
the underlying medical condition, but would cover treatment of this acute
psychiatric complication.

Behavioral managed care companies will more often accept responsibil-
ity for approving treatment of a medically ill patient when the patient is giv-
en a psychiatric diagnosis and treated by a psychiatrist in a psychiatric
hospital. If the managed care company continues to assert that the disease
being treated is “medical and not psychiatric,” the therapist should present
the claim to the carrier of the patient’s medical insurance. If the medical car-
rier denies the claim, that denial should be appealed through its appeal
system. In equivocal cases, the medical directors of the plans providing be-
havioral and medical insurance will have to confer to decide which plan is
responsible for covering the treatment. This conference is more likely to oc-
cur if the therapist persists in appealing the case.
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Family Treatment

Treating families under managed care poses special problems. It is usually
essential for therapists who are treating children or adolescents also to eval-
uate the patients’ parents, and their continued couples therapy is sometimes
necessary (King 1995); however, many managed care plans entirely exclude
marital therapy from coverage. In presenting the case to the managed care
company, the therapist has to keep clear which family member is the focus
of the therapy. The therapist must carefully show that the couples sessions
are not marital therapy “for the couple,” but are actually dedicated to resolv-
ing issues that concern the child who is the designated patient. Of course,
sometimes treating the child requires treating a parent who is depressed, is
abusing substances, or has other problems. There is a hazard here if the ther-
apist undertakes to treat different members of the same family, designating
each as a primary patient: treating multiple members of the same family of-
ten triggers alarms in the managed care company, leading to detailed review
of the therapist’s practice pattern.

Insurers can produce a different problem when treatments they provide
to any dependent of a policyholder (“the subscriber”) trigger a letter to the
“subscriber” reporting the diagnosis, the treatment modality, the name of the
facility or therapist, and the number of days or sessions approved. This in-
formation can enter divorce proceedings and custody hearings. When the
subscriber should not be apprised of this confidential information, the ther-
apist should send the managed care company a written notice describing the
problem. The notice should inform them that the consent signed by the sep-
arated spouse authorizes disclosures to the insurer but explicitly prohibits
redisclosure to the policyholder or to other third parties, and that disclosure
of information to the policyholder would interfere with treatment, harming
the patient and preventing the patient from receiving necessary care.

The Chain of Appeals

Even when a managed care company withholds approval of a treatment—
because it is not medically necessary, the patient’s condition is “medical”
rather than psychiatric, or the disease or treatment is “excluded” from cov-
erage—the therapist is not absolved of the duty to provide proper treatment
(see Chapter 8, this volume). Courts in the United States continue to hold
the clinician—not the insurer—responsible for providing proper treatment
(Geraty et al. 1992).
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When a necessary treatment is denied by the managed care company,
the therapist is responsible for understanding the basis of the denial and ap-
pealing it (see Chapter 8). If the company denies approval of the therapist’s
treatment plan, the therapist should appeal the decision and notify the com-
pany if evaluation of the treatment plan requires subspecialty expertise that
most psychiatrists do not possess. Managed care companies are required to
provide these appeals quickly, within days. Companies must provide for at
least two levels of appeal after the initial denial. These appeals often succeed,
especially when the initial denial came from a case manager who was new or
not familiar with treatment standards. The appeal advocates for the patient
in a number of ways, not least because of court rulings that patients can ob-
tain judicial review of these decisions—and damages—only after they ex-
haust the appeals procedure offered by the insurance plan.

Children and adolescents can be alluring patients, and their parents’ in-
surer or employer may be willing to approve treatments that are excluded or
denied by their contracted managed care organization. While patients are re-
luctant to expose their own mental health or substance abuse problem in an
appeal to their employer, most parents feel less stigma about exposing their
childrens’ difficulties in order to have their treatments covered. Parents often
have been able to enlist their firm’s employee benefits office to advocate on
their behalf.

Other clinical circumstances, as well, may warrant involving the em-
ployee benefits office. Fostering a positive bond between patient and thera-
pist is an important element in psychotherapy, and this bond may be
sundered when a new managed care plan forces a patient to select a new
therapist from the limited “panel” of providers whom the plan recruits.
Some unfortunate patients have been forced to switch therapists as many
times as their employer switched managed care plans. Patients who are bat-
tered by such a succession of therapist switches should ask their employee
benefits office to instruct the managed care company to enroll their current
therapist in the managed care network so that the treatment can continue
without setback.

Appeal to the employee benefits office is also warranted when the ben-
efit has been exhausted while the treatment remains effective and medically
necessary. This request for providing “extracontractual benefits” is particu-
larly compelling when the therapist can show that giving this benefit reduces
the cost to the insurer or the employer: for example, when approving con-
tinued outpatient treatment in a day hospital program prevents a relapse re-
quiring a costly inpatient stay, or when the cost of mental health treatment
demonstrably prevents greater medical care expenses.
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Case Example

A 15-year-old boy who was dependent on insulin for control of unstable
juvenile-onset (type 1) diabetes exhausted his annual mental health benefit
of 30 outpatient treatment sessions. Without additional sessions, he was
likely to require more frequent medical readmission for diabetic ketoacido-
sis. His medical insurer had contracted with an independent “carve out”
managed care company to manage behavioral health treatments, and this
company was not authorized to extend benefits beyond the 30 sessions.
When the patient exhausted his outpatient benefit, the managed care com-
pany contacted the medical insurer, who approved additional outpatient
sessions, exchanging these for the patient’s unused psychiatric inpatient
benefit days.

The New Responsibilities

The past 40 years have brought unprecedented advances in the scientific
understanding of suicide and its risk factors. Yet these same 40 years have
witnessed a marked increase in adolescent suicide, an increase that still con-
tinues unabated among black male teenagers. Managed care has now entered
this deteriorating situation, radically transforming the treatment of those pa-
tients who carry the highest suicide risks.

Managed care accepted two sometimes conflicting missions: to control
costs and to improve the outcome of treatment. Behavioral managed care pro-
grams have succeeded in cutting the costs of care, but many are only beginning
to attempt to improve the quality and outcome of the treatments they manage.
These evolving missions have imposed a new structure on patient treatment, a
structure that is itself imperfect and evolving. In the early days of managed care,
patient treatments “fell between the cracks” as therapists, managed care organi-
zations, and treatment institutions each asserted parochial models of treatment.
The ensuing imbroglio clarified each one’s responsibility for ensuring that the
patient receives necessary care. Therapists learned that they cannot treat patients
in vacuo, confident that good and necessary treatments will gain retrospective
approval, and then fulminate indignantly when their services go unreimbursed
(see the addendum to this chapter for tips on avoiding this outcome). Managed
care companies found that they cannot impose novel models of illness and treat-
ment and expect that patients will be either cured or silenced. Treating institu-
tions are learning that they cannot decrease utilization and raise treatment
quality simply by mandating staff to work faster. These errors were widespread
in the first enthusiasms of the managed care revolution, and patients suffered as
a result.
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If it is mishandled now, this continuing revolution could further raise
the suicide rate—if the exigencies of managed care drive therapists, facili-
ties, and insurers to the wholesale curtailment of necessary admissions and
stays, heedless of the consequences. Yet the managed care revolution holds
a potential for good that is equally revolutionary: insurers can promulgate
evaluation standards and treatment procedures that incorporate emerging
scientific advances, and providers can respond by more effectively evaluat-
ing patients, formulating behavioral treatments, and speeding transitions to
lower levels of care.

This rosy scenario requires that the participants stay focused on improv-
ing treatment outcomes while accepting new, broader responsibilities for
patient care. For therapists, this means hastening patient evaluations by con-
tacting collaterals; understanding which treatments are covered under pa-
tients’ benefits; delivering clear, focused presentations of targeted treatments
to gain approval by managed care companies; and appealing erroneous de-
nial decisions. For treating institutions, ensuring good outcomes means su-
pervising the pace and quality of patient evaluations and treatments,
coordinating staff contacts with managed care companies, and providing
ready connections to step-down levels of care. For managed care companies,
it means ensuring that a well-trained professional staff utilizes authoritative
criteria to closely monitor and actively manage the quality and pace of treat-
ment. Accepting these new tasks and new roles will be essential if we are to
improve the care of suicidal adolescents in particular and the quality of be-
havioral care in general.
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Addendum: Ten Tips for Treating Suicidal
Adolescents in Managed Care

1. Perform a rapid initial evaluation to construct a provisional treat-
ment plan. Few managed care plans approve extensive evaluation of
the patient before beginning treatment; most authorize only one or two
evaluation sessions. These insurers may approve further sessions after
they receive a report that describes the patient’s symptoms and diag-
nosis and outlines the expected treatment plan. As a first report, it is
understood that the plan it describes is provisional and temporary and
that it will evolve as the therapist uncovers new information. This ini-
tial report should include any important uncertainties and conditions
to rule out, and it should specify the information that will be obtained
in order to resolve the diagnostic and therapeutic uncertainties.
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2.

Promptly gather data from the patient’s family members and previous
therapists. Managed care’s emphasis on rapid assessment and prompt
treatment planning makes it essential that contact with the patient’s
collaterals and previous therapists occur early in the treatment. Be sure
to check the diagnoses that were given to the patient, the patient’s ad-
herence to treatment recommendations, and the patient’s response to
specific medications and to other treatments.

Evaluate suicide risk factors. Use the information provided by the pa-
tient, his or her family members, and other therapists to assemble a
careful history of the patient’s suicidal thoughts and acts (see Appendix
A, this volume, for a further discussion of evaluating suicide risk). Be
sure to address the following questions:

¢ Which stressors have provoked suicidal thoughts, impulses, and be-
haviors?

e What methods did the patient use in suicide attempts, and how le-
thal were these?

¢ How readily were the patient’s suicide attempts discovered by oth-
ers?

¢ What premonitory signs heralded these suicide attempts, and how
did the patient and his collaterals respond to these warnings?

¢ Has another person’s suicide provided a model for imitation?

e What has been the patient’s attitude toward suicide? Is it seen as a
means of revenge? reunion? rebirth?

¢ What dangerous elements are present in the patient’s current situa-
tion? Is the patient facing some painful humiliation or loss?

¢ Does the patient have access to guns, pills, or other lethal tempta-
tions?

Focus the treatment report to speak the language of managed care.
Managed care companies review the patient assessment and treatment
plan in order to determine if the patient’s condition requires treatment,
if the patient is receiving the correct treatment, and if the patient could
be treated with a less frequent (“less intensive”) treatment. This review
requires a very specific report that carefully addresses these issues, like
the closely focused reports that are used to decide if patients are dis-
abled or competent to prepare a will or stand trial. It is neither neces-
sary nor useful to present a broad biopsychosocial analysis of the
patient. Be sure your report targets the patient’s dangerous behaviors
and thoughts, objective signs of illness, and impairments in the pa-
tient’s function.
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5. Why now? It is a managed care credo that treatment must focus on the
"Why now?” Did some acute event precipitate the patient’s worsening?
Look carefully in the patient’s history to find some recent development
that preceded the exacerbation of the patient’s symptoms. In presenting
the case to the managed care company, distinguish between the pa-
tient’s chronic, interepisode behaviors and his or her acute deteriora-
tion. Be careful to show that the treatment primarily addresses the
patient’s acute deterioration while strengthening the patient’s defenses
and altering his or her environment to limit recurrences.

6. Determine the potential seriousness of the patient’s symptoms. What
is the worst possible outcome to anticipate and avoid? When the pa-
tient has been stressed in the past, how severe were the behavioral
symptoms that developed? Did he or she become suicidal? psychotic?
unable to function at school? The potential seriousness of the patient’s
symptoms is one factor that enters into the insurer’s determination of
whether treatment is "medically necessary” to forestall or prevent re-
lapse.

7. Show that continuing treatment is necessary, that it has been effec-
tive, and that it continues to be effective. Historical data are not suffi-
cient to establish that the patient currently requires the proposed
treatment: that the patient once sustained some trauma or in the past
had some symptoms suggests that the patient may be at risk of devel-
oping symptoms, but this historical information does not show that
treatment is necessary now. Patients’ symptoms may initially respond
to treatment or partially remit but then plateau and not improve further
as the treatment continues. The treatment continues to be necessary
when the patient continues to have symptoms that require treatment
and when these symptoms improve as treatment continues. To show
that the current treatment is necessary, describe how the former symp-
toms improved with treatment and how the remaining symptoms now
continue to improve.

If the patient is receiving a maintenance treatment that is not expect-
ed to further reduce his or her symptoms but is necessary to prevent re-
lapse, it is necessary to show that this treatment is provided at the
lowest intensity of care that suffices to prevent the patient’s worsening.
To demonstrate this most effectively, show that efforts to provide less
intensive treatment have led to the patient’s worsening and loss of his
or her gains.

8. Plan early to step down the intensity of the treatment. The first phase
of treatment may require much effort to organize a clear picture of the
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10.

patient’s symptoms, gather history, establish diagnosis, present a treat-
ment plan to the patient and family, and determine whether the treat-
ment is effective. Stabilizing the patient during this initial phase may
require an intensive level of outpatient or inpatient treatment. How-
ever, once the patient clearly is improving with treatment, the treat-
ment intensity can often be reduced: outpatients may be seen less
frequently, and inpatients may be stepped down to lower levels of care.
With time, as their improvement slows and their condition plateaus,
the treatment goal shifts away from improvement and toward mainte-
nance of the gains that were achieved and relapse prevention. This main-
tenance phase usually requires a still lower intensity of treatment.

The therapist should anticipate these step-downs and should pre-
pare the patient well in advance. Patients should be transitioned from
inpatient units when they are well enough to be treated in day (“par-
tial”) hospital programs; they can no longer expect to continue inpa-
tient treatment until they improve enough to be treated with a weekly
or biweekly visit to a psychiatrist’s office. Outpatients should expect to
transition to shorter and less-frequent sessions as they improve. When
a patient shows that he or she cannot be safely stepped down to a less
intensive treatment, be prepared to justify this to the managed care or-
ganization by detailing the signs that are preventing or delaying the
step-down and by describing the specific hazard of prematurely reduc-
ing the intensity of the patients treatment.

Know the exclusions and limitations of the patient’s insurance plan.
Before submitting the authorization request, look through the manual
that the plan gives to mental health treatment providers or the summa-
ry of benefits booklet the plan gives to patients. Make sure the treat-
ment meets the managed care organization’s definition of "medical
necessity.” Be certain that you are not requesting treatment for some di-
agnosis that is excluded from coverage. What are the limits of the cov-
erage? Does the patient have insurance benefits to cover the number of
treatment sessions or days that you expect he or she will require? If the
patient requires a treatment that is not covered, or will need more ses-
sions than their insurance allows, explain to the patient the limitations
of his or her insurance coverage. Plan with the patient what to do about
the noncovered sessions—whether the patient will pay you for them,
or go elsewhere to receive them at a lower cost, or do without.

Request an appeal when approval for medically necessary treatment
is denied. If the managed care organization denies approval for a treat-
ment you consider medically necessary, request an appeal. An appeal is
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not a waste of time: often, authorizations are denied by case managers
simply because they are given insufficient information to permit their
approving the treatment. Companies are contractually obligated to re-
solve requests to appeal denials of ongoing treatment rapidly. If the
therapist does not appeal the denial, lawsuits and other avenues of re-
dress are usually closed to patients.



CHAPTER 5

Suicide in the Elderly

Ashok Bharucha, M.D.

The emergence of managed health care
delivery systems in the United States has posed significant clinical challenges,
particularly in the area of mental health. A powerful mandate for effective
use of resources has inevitably led to concerns about the rationing and quality
of mental health care provided by current insurance plans. The scarcity of
systematic outcome studies for most psychiatric interventions, on the other
hand, has undermined the ability of policy-makers to design cost-effective,
research-based treatment protocols that emphasize the health gains per dollar
spent. Indeed, the reconciliation of efficient resource needs with the provision
of effective treatment is the daunting task faced by managed care organiza-
tions.

Some of the most complex interactions between economic, social, and
clinical forces in mental health care must be considered in a discussion of
late-life depression and its dire potential outcome of suicide. Many managed
care organizations have sought to control costs by assigning the manage-
ment of patients with major depressive disorders to primary care clinicians
or by making them the gatekeepers to mental health specialists. Although
this strategy may prove to be advantageous to those individuals who are re-
luctant to seek help from mental health specialists and addresses the poten-
tial problem of overestimation of psychopathology by specialists, current
literature on major depression and suicidal behavior calls for caution rather
than enthusiasm about this approach and stresses the need for further eval-
uation of this model of mental health care delivery. For example, the diag-
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nosis of depression is said to be missed in no less than half of depressed
patients in the general medical setting (D. Goldberg et al. 1982; Kessler et al.
1985a, 1985b; Nielsen and Williams 1980; Schwab et al. 1967; Seller et al.
1981; Sheperd et al. 1966; Wells 1985). Furthermore, even accurate diagno-
sis in primary care settings is often followed by inadequate doses and dura-
tion of antidepressant treatment (Katon et al. 1992; Wells et al. 1994).
Extending the argument, the communication of suicidal thoughts is report-
ed to be significantly less common in the primary care setting than in the
psychiatric setting (Isometsa et al. 1994a; Murphy 1975)—a point of great
clinical relevance in the management of patients with late-life major depres-
sion and suicidal behavior.

The impact of managed health care delivery systems on the manage-
ment of late-life depression and suicidal behavior is reviewed here in the
context of what is known about the epidemiology, biology, and pathology as-
sociated with late-life suicide. The detection and management of mood dis-
orders, the most common antecedent to late-life suicide, are addressed as the
salient points of intervention. Preventative strategies focusing on psycho-
education, community outreach, and liaison with suicide prevention centers
are also discussed as cost-effective, quality-of-life enhancing methods to be
systematically studied and, it is to be hoped, supported by managed care or-
ganizations.

Epidemiology of Suicide

Suicide ranked as the ninth leading cause of death in the United States in
1992, with 30,484 deaths and a suicide rate of 12.0 per 100,000 population
according to the mortality statistics of the National Center for Health Statis-
tics (NCHS) (Kochanek and Hudson 1995). The suicide rate was highest
among those over the age of 65 years (19.1 per 100,000) and remarkably
high in the 75-84 years age group (22.8 per 100,000) (Kochanek and Hud-
son 1995). As a context for comparison, the elderly (65+ years) constituted
12.6% of the U.S. population in 1992 and yet accounted for 20.2% of the sui-
cides, whereas those in the 15-24 year age group constituted 14.2% of the
population and committed 15.4% of the suicides (McIntosh 1995b).
Demographic analysis of these data reveals four crucial variables corre-
lated with late-life suicide rates: sex, race, marital status, and method of sui-
cide attempt. Of these, disparity along gender lines is the most striking, with
U.S. males completing suicide four times as often as females in 1992 (McIn-
tosh 1995b). The addition of Caucasian race as a demographic factor further
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amplifies the risk to 22,126 deaths by white males in that year (Kochanek
and Hudson 1995). Whereas the suicide risk for white males is incremental
with advancing age, that for Hispanic, African, and Native Americans is re-
ported to peak by early adulthood and decline thereafter (McIntosh et al.
1994). With the exception of the high-risk group of young widowers, the
suicide rate in each marital category is also noted to be higher in the elderly
(McIntosh et al. 1994). Finally, the elderly, both male and female, are more
likely to use firearms as the method of suicide than younger individuals. In
1992, 68.7% of elderly suicides were completed with firearms, compared
with approximately 60% of all U.S. suicides (McIntosh 1995b). Males used
firearms seven times more frequently than did females, while females out-
numbered males in using solid or liquid poisons (McIntosh 1995b).

Although the overall suicide rate for the U.S. adult population has re-
mained relatively stable since World War 11, the trend of late-life suicide is
notable for a decline by more than 50% from the Great Depression to the
lowest recorded rate of 17.1 in 1981 (McIntosh et al. 1994). McIntosh spec-
ulates the diminution to be primarily a result of fewer suicides by males, spe-
cifically white males; a larger cohort of women; and period effects such as
increased political and social activism, economic security, and medical/
psychiatric advancements (McIntosh et al. 1994). In contrast, however,
the 1980s witnessed an alarming rise of 20% in the elderly suicide rate
(McIntosh et al. 1994). Because older Americans constitute an increasingly
larger portion of the total population, this increased suicide rate implies
large increases (as much as 40%) in the absolute number of late-life suicides
(McIntosh et al. 1994). While improved data collection and reporting has
been thought to account for some fraction of the recently reported rise in
late-life suicide rates, the political and economic insecurity of the last decade
are likely more important factors as was the case during the Great Depres-
sion in the 1930s (McIntosh et al. 1994).

The prediction of the future suicide rates presents an enormous chal-
lenge given the multiple socioeconomic, political, and historical forces that
may impinge on the lives of older Americans (McIntosh et al. 1994). Not-
withstanding the period effects, it is well known that the suicide rates in
each age group have been higher for the “baby boomers” than did their prior
cohorts (Manton et al. 1987; McIntosh et al. 1994; Pollinger-Haas and Hen-
din 1983); furthermore, official suicide statistics reflect only those deaths
that in fact have been confirmed to be self-inflicted. As Osgood and Brant
(1990) point out, many elderly refuse food and medications and have “acci-
dents.” It is unclear what percentage of deaths attributed to other causes are
truly suicides. The problem is confounded further since only 20% of long-
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term care facilities record and report suicides (Osgood and Brant 1990).
However speculative the current data, the implications warrant the attention
of health care policy-makers.

By the year 2030, McIntosh predicted that Americans over the age of 65
years will make up 20% of the U.S. population and will account for a stag-
gering one-third of all U.S. suicides if current trends continue (McIntosh et
al. 1994). Future research on the epidemiology of late-life suicide should
focus on establishing 1) international classification criteria for suicidal
behavior and completed suicides, 2) the effect on late-life suicide rates of
limiting access to firearms, and 3) improving and standardizing the docu-
mentation of suicidal behaviors in long-term care facilities.

Biology of Suicide

The identification of individuals at high risk of suicide is a priority if preven-
tive and treatment measures are to be implemented. The limited value of de-
mographic and clinical parameters in predicting suicidal behavior has
propelled the current interest in identifying biological correlates of suicidal
behavior (Mann and Arango 1992; Pandey et al. 1995). Although the study
of the biology of self-injurious behavior was initially conceptualized through
an extension of biological research on depression, Winchel and colleagues
(1990) now argue for a reconceptulization of self-injurious behavior as a dis-
tinct entity on the following grounds: 1) stability of the suicide rate despite
new treatments for specific psychiatric disturbances, 2) occurrence of sui-
cide across a spectrum of psychiatric diagnoses, and 3) biochemical findings
correlated with suicidal behavior rather than with specific psychiatric diag-
noses.

In 1976 Asberg and colleagues reported a bimodal distribution of cere-
brospinal fluid (CSF) 5-hydroxyindoleacetic acid (5-HIAA) in their group of
depressed patients, of whom those with low CSF 5-HIAA concentrations
were significantly more prone to attempt suicide and to use more violent
means. Since then much of the research on the biological markers of suicidal
behavior has focused on dysregulation of the serotonergic system. Well be-
yond the scope of this chapter, a comprehensive review of the neuroendo-
crine and neurotransmitter studies of suicidal behavior can be found in a
paper by Bharucha and Satlin (1997). In the only study to date to investigate
the possibility of biological markers of suicidal behavior in the elderly, Jones
and colleagues (1990) reported significantly lower concentrations of CSF
5-HIAA and homovanillic acid (HVA) in suicidal than in nonsuicidal pa-
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tients and control subjects, while no significant differences were detected on
psychosocial, psychological, or behavioral measures.

Future progress in identifying biological markers of late-life suicide has
been hampered by the limited and often contradictory data on the effect of
aging on central nervous system (CNS) neurotransmitter systems and by the
difficulty in classifying many elderly deaths as suicide when passive means
are used. In addition, however, a number of complex methodological flaws
in biological research on suicide need to be addressed as outlined by van
Praag (1986): 1) differentiating self-mutilative from suicidal behaviors,
2) establishing a relationship between the lethality of attempt and the lethal-
ity of intent, 3) standardizing the timing of biological tests, 4) analyzing data
from past and recent suicide attempters separately, 5) classifying biological
test results according to the phenomenology of the suicidal behavior, and
6) specifying the degree of impulsivity versus premeditation just as the dis-
tinction violent versus nonviolent act has often been made.

Physical lliness and Suicide

A number of studies have investigated age-related variations in recent life
events preceding suicide (Carney et al. 1994; Conwell et al. 1990; Heikkinen
etal. 1995; Rich et al. 1991). While family, occupational, and financial prob-
lems seem to be a more common stressor in younger suicide victims, somatic
illness has been noted to be a more common stressor in elderly suicides, a
finding that is in keeping with earlier observations (Chynoweth et al. 1980;
Darbonne 1969; Dorpat et al. 1968; Jarvis and Boldt 1980; Kwan 1988; Rob-
ins 1981; Robins et al. 1959; Sainsbury 1955, 1962, 1963; Whitlock 1986).
More specifically, Rich and colleagues (1991) found medical illness to be the
most frequent stressor in suicide victims over the age of 80 years. Although
most studies lack age- and sex-specific control groups, there is also a prelim-
inary suggestion of higher rates of physical illness in older men who commit
suicide compared with older women who commit suicide (Chia 1979;
Chynoweth 1981; Dorpat et al. 1968; Heikkinen et al. 1995; Whitlock
1986). Paralleling the findings in suicide completers, physical illness is also
a common stressor in older suicide attempters (Kontaxakis et al. 1988; Lest-
er and Beck 1974; Lyness et al. 1992; Sendbuehler and Goldstein 1977).
The nature of the association between specific physical ailments and in-
creased suicide risk has been confounded by several methodological prob-
lems. Stenager and Stenager (1992) have classified these into the following
general categories: 1) type of investigation (autopsy vs. follow-up vs. epide-
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miological), 2) population investigated, 3) suitability of control groups,
4) epidemiological/statistical methods used, and 5) validity of suicide statis-
tics presented. In spite of the methodological limitations of the research, in-
creased suicide risk has been reported in both neurological and non-
neurological conditions. Mackenzie and Popkin (1987) reviewed the litera-
ture on suicide in the medical patient and reported the following CNS con-
ditions to be associated with an increased suicide risk: multiple sclerosis,
epilepsy, Huntington’s disease, traumatic spinal lesions, and cranial trauma.
The authors reported similar findings for non-CNS conditions such as peptic
ulcer disease, theumatoid arthritis, cardiopulmonary diseases, renal disease
requiring chronic hemodialysis, and chronic pain (Mackenzie and Popkin
1987).

The research findings assessing the risk of suicide in patients with ma-
lignancies have been inconsistent, with some supporting an association
(Campbell 1966; Farberow et al. 1963; Fox et al. 1982; Louhivuori and
Hakama 1979; Marshall et al. 1983; Whitlock 1978) and others refuting this
claim, particularly in hospitalized cancer patients (Bolund 1985a, 1985b;
Filiberti et al. 1991; Hietanen and Lonnqvist 1991). In summarizing the lit-
erature on the risk of suicide in patients with cancer, Mackenzie and Popkin
(1987) suggested that males with cancer are particularly vulnerable to sui-
cide as long as 5 years after diagnosis. Chemotherapy and nonlocalized dis-
ease as well correlate with higher risk (Mackenzie and Popkin 1987).

Psychopathology of Late-Life Suicide

According to 1989 statistics, only 3% of the total Medicare budget was con-
sumed by mental health services, of which less than 0.5% was spent on ser-
vices for noninstitutionalized elderly persons (Shea 1998; Sherman 1992).
Despite this relatively small expenditure for mental health services for the
elderly, the rising cost of health care has led even Medicare to provide man-
aged care options, the most common of which is the Medicare risk contract
(MRQ), in which capitated payments are made to health plans for their en-
rollees (Eisdorfer 1995). Indications are that as many as 80,000 Medicare
beneficiaries per month are subscribing to MRCs, with an expected growth
by year 2005 of 22%-29% of all eligible Medicare recipients (Colenda and
Sherman 1998; Eisdorfer 1995).

The impact of such a system of health care financing on the ability of the
elderly to access mental health services remains to be seen. Indeed, the true
health and fiscal advantages of managed care plans will only be realized to



Suicide in the Elderly

the extent that they effectively remove barriers to care such as limited refer-
rals to specialists, lengthy and cumbersome preauthorization procedures for
services, inattention to the transportation needs of the elderly, and the po-
tential fragmentation of medical and psychiatric care in managed care
“carve-out” systems (Colenda et al. 1998; Physician Payment Review Com-
mission 1997).

Historically, there has been an unfortunate separation in the provision
of general medical and mental health services in the United States. R. J.
Goldberg (1996) posits the following factors to be critical in leading to this
separation: a system of specialists fragmenting the care, persisting mind-
body dualism, differences in language and practice styles between mental
health and medical care providers, common geographic separation of mental
health programs from medical settings, stigma of mental illness, medical
providers’ general discomfort with mental health issues because of insuf-
ficient psychiatric training, and carve-out models of psychiatric care that
further bifurcate mental health services from medical care. The immense im-
portance of this artificial separation in the care of the elderly cannot be over-
stated in light of the fact that the vast majority of the mentally ill elderly
receive care from their primary care provider and typically present with so-
matic concerns (German et al. 1985).

Indeed, the phenomenology and etiology of somatic concerns in the eld-
erly can often be quite elusive as suggested by several reports of suicide vic-
tims whose autopsy revealed significantly less pathology than would have
been expected from the extent of the victim’s somatic preoccupations
(Lyness etal. 1992). Clearly, the individual’s perception of his or her physical
health may be greatly influenced by the presence of psychopathology
(Brown et al. 1986). Several studies have highlighted the fact that the major-
ity of suicide victims with serious physical illness also suffer from psychiat-
ric illness (Chynoweth et al. 1980, Conwell et al. 1991; Dorpat et al. 1968;
Robins et al. 1959), particularly mood disorders (Brown et al. 1986). Indeed,
Barraclough’s (1971) emphasis on the high prevalence of mood disturbances
in late-life suicide, including even first episodes of major depression, has
gained ample support over the last two decades (Carlson 1984; Clark 1991;
Conwell et al. 1991; Dorpat and Ripley 1960; Draper 1994; Nieto et al.
1992). Lyness et al.’s (1992) study of elderly suicide attempters suggests that
this finding is not confined only to suicide completers, because a vast major-
ity of the attempters in their study also had a major depressive syndrome.

The ability of managed care organizations to detect and effectively treat
major depression, then, is critical in limiting the well-documented function-
al impairment, morbidity, and mortality associated with the disorder (Acker-



Treatment of Suicidal Patients in Managed Care

man et al. 1988; Broadhead et al. 1990; Depression Guideline Panel 1993a,
1993b; Greenberg et al. 1993; Johnson et al. 1992; Katon and Schulberg
1992; Katon et al. 1986; Rice et al. 1990; Rodin and Voshart 1987; Wells et
al. 1989b). Although the growing reliance on primary care physicians to pro-
vide mental health care presents an opportunity to reach the 50% of patients
with psychiatric problems who receive care only in the general medical sec-
tor (Regier et al. 1978; Wells et al. 1986b), primary care physicians are re-
ported to detect depression in no more than half of their affected patients
(D. Goldberg et al. 1982; Kessler et al. 1985a, 1985b; Nielsen and Williams
1980; Schwab et al. 1967; Seller et al. 1981; Sheperd et al. 1966; Wells 1985).
Compounding this problem is the increasingly recognized functional im-
pairment due to even subthreshold depressive symptoms that often elude
the primary care physician’s examination (Berkman et al. 1986; Broadhead
et al. 1990; Coulehan et al. 1990; Johnson et al. 1992; Skodol et al. 1994).
Furthermore, preliminary evidence emphasizes the challenge for primary
care physicians not only of detecting major depression but also of providing
effective treatment (Eisenberg 1992; Hoeper et al. 1984; Ormel et al. 1991).

Isometsa et al.’s (1994b) recent examination of a sample representing all
suicide completers with current DSM-III-R major depression in Finland in
a 1-year period stresses precisely this need for improved detection, treat-
ment, and follow-up of clinically depressed patients. The authors reported
that a clear majority of these patients were either undertreated or received
no specific treatment for depression. Consistent with previous reports (Bar-
raclough et al. 1974; Chynoweth et al. 1980), only one-third received anti-
depressant therapy, with virtually all of these patients on subtherapeutic
doses. More aggressive somatic therapies, such as psychopharmacological
augmentation strategies or electroconvulsive therapy (ECT), as well as
broadly defined psychotherapy, were quite uncommon. Interestingly, how-
ever, the following sex-specific psychopathology and treatment differences
emerged: 1) although both males (67%) and females (88%) had psychiatric
histories, only 33% of the males were receiving psychiatric treatment at the
time of death as opposed to 65% of the females; 2) 44% of the males had psy-
choactive substance abuse or dependence problems compared with 8% of
the females; 3) males less commonly received antidepressants (21%, vs. 54%
of the females) or psychotherapy (16%, vs. 42% of the females); and, finally,
(4) only 9% of males and 27% of females had communicated suicidal intent
to both family members and treatment organizations. Age-specific findings
revealed high physical comorbidity and little psychotherapy received by the
“older age group” (>51 years).

A subsequent study by Isometsa et al. (1994a), using data from the same
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1-year sample, analyzed patient and treatment characteristics in the contexts
of psychiatric, medical, or no care. The authors reported the following sa-
lient findings: (1) three-fourths of the suicide victims with major depression
treated outside the psychiatric domain were men, whereas 65% of women
were in psychiatric care at the time of suicide; 2) suicidal intent was com-
municated by 59% of the patients in the psychiatric setting but only 19% in
the medical setting; 3) 60% of suicide completers in psychiatric care received
antidepressant therapy compared with 16% in the medical sector; but 4) the
vast majority of patients treated with antidepressants in both psychiatric and
medical settings received inadequate doses. Although these findings from
Finland await replication, they emphasize the need not only for increased
detection and adequate treatment of major depression but also for height-
ened awareness of the sex- and age-specific psychopathology and treatment
characteristics in the various treatment settings.

Bartels et al. (1997) recently examined age-related variations in the di-
agnosis of depression, treatment by specialty provider, and pharmacothera-
py in a cross-sectional chart review study of patients from six health
maintenance organizations (HMOs) in the United States. Although depres-
sion was identified with equal frequency in the younger (18-64 years) and
older (65+ years) age groups, the elderly were more likely to be treated with
benzodiazepines and less likely to receive selective serotonin reuptake in-
hibitor (SSRI) antidepressants—a point of great relevance in light of a recent
study which suggests that both psychiatrists and nonpsychiatric physicians
are more likely to achieve adequate antidepressant treatment with SSRIs
(Shasha et al. 1997). Benzodiazepines were the sole treatment for 16.1% of
older adults diagnosed with depression in this study (Bartels et al. 1997).
While both groups were referred to specialty mental health providers with
equal frequency, the elderly received fewer visits (Bartels et al. 1997).

Does the type of health care delivery system or payment plan affect the
detection rate of unipolar depression? Wells and colleagues’ (1989a) review
of data from the Medical Outcomes Study suggests that patients in the gen-
eral medical sector with prepayment plans are less likely to have their de-
pression detected or otherwise addressed during a particular visit than those
receiving fee-for-service care, supporting the similar claim of a previous
study (Wells et al. 1986a). In contrast, no such difference was correlated
with payment type among patients of mental health specialists. Interestingly,
the type of health care delivery system (single-specialty solo or small group
practice, large multispecialty group practice or a HMO) was not thought to
be influential in the detection of major depression. These findings must
clearly be understood within the context of the limitations of the Medical
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Outcomes Study outlined by Wells et al. (1989a): 1) observational design,
2) lack of control for clinician characteristics in the different practice orga-
nizations, 3) questionable generalizability of the findings from the sample
investigated, 4) awareness of all clinician participants that depression was a
condition of focus in the study, 5) controversial nature of the validity of di-
agnoses derived from the Diagnostic Interview Schedule, and 6) deficiencies
in the scope of the patient and clinician screeners for the sake of efficient
processing. In summarizing their results, the authors astutely questioned
whether improved detection of depression necessarily leads to optimal treat-
ment or, one step further removed, improved functional outcome.

From the standpoint of general health, Ware et al. (1996) recently mea-
sured differences in 4-year health outcomes for elderly and poor chronically
ill patients treated in a managed care system compared with a traditional fee-
for-service plan. Twice as many adults 65 years and older (54%) reported
their health had declined after 4 years in a managed care system compared
with age-matched control subjects in a fee-for-service plan. Furthermore,
only 22% of poor patients treated in the managed care plan, compared with
57% of age- and illness-matched patients in the fee-for-service plan, felt they
were in better health after 4 years.

Rogers and associates (1993), using data from the Medical Outcomes
Study, measured 2-year outcomes for adult outpatients with major depres-
sion under prepaid or fee-for-service financing. Defining limitations in role
and physical functioning with the Psychological and Physical Sickness
Scales, the authors noted new functional impairments, greater nonadher-
ence to antidepressant treatment over time, and greater switching of pay-
ment type in patients of psychiatrists who were initially enrolled in prepaid
care plans (average age 42 years) compared with those receiving fee-for-ser-
vice care (average age 41 years) over 2 years. In marked contrast to Wells et
al.’s (1989a) earlier findings, the outcome differences by payment type in the
psychiatric group were notably absent in depressed patients of other special-
ty groups. Although patients under the care of psychiatrists were psycholog-
ically sicker, the level of initial sickness was not felt to account for the
findings, implicating a primary role of the actual care received in the out-
come differences. Rogers et al. are continuing to scrutinize treatment differ-
ences in the Medical Outcomes Study to shed further light on outcomes for
depression by payment types.

Appropriate recognition and management of depressive disorders ap-
pears to be a crucial first step in curbing the late-life suicide rates. Although
a vast majority of the elderly who commit suicide are reported to be in the
midst of a depressive episode, the evaluation of suicide potential is made
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more difficult in this population by the fact that they are unlikely to have a
prior history of mood disorder (Barraclough 1971; Clark 1991; Conwell
1994; Conwell et al. 1991) or suicidal behavior (Carney et al. 1994; Chia
1979; Conwell et al. 1991; Lester and Beck 1974; Lonnqvist and Achte
1985). Given the greater intent to suicide (Conwell et al. 1991), poorer
physical health, and increasing social isolation (McIntosh et al. 1994), it is
not surprising that the ratio of attempted to completed suicide drops from
200-300:1 in the young (Curran 1987; MclIntire and Angle 1981; Parkin and
Stengel 1965) to 4:1 in the elderly (Parkin and Stengel 1965; Stenback
1980). More succinctly put, the first suicide attempt in the elderly may be
the last. However, some hope for identifying suicide potential is suggested
by the fact that as many as 75% of the elderly are said to have seen their pri-
mary care physician within 30 days prior to suicide completion (Clark 1991,
Conwell et al. 1991).

Prevention

Suicide in the elderly, ultimately, is not usually a response to one major fac-
tor; rather, it is the result of a failure of the sum of sustaining biological, so-
matic, psychological, and sociological elements. The preceding sections
have framed the most ominous demographic scenario as that of an elderly
widowed white male with a mood disorder, multiple medical problems, and
access to firearms. Although these features characterize many older adults
who complete suicide, comprehensive preventative strategies for this popu-
lation must begin with a thorough assessment of the unique aspects of each
individual patient. When properly channeled, such attention to detail con-
veys a degree of concern and empathy to the elderly, who otherwise often
feel neglected in a youth-oriented society and may therefore silence the
voice of their despair.

It has been widely reported that the elderly rarely use general suicide
hotlines or pursue mental health services (Dew et al. 1987; Felton 1982;
Gatz and Smyer 1992; German et al. 1985; Lasoski 1986; McIntosh et al.
1981; Osgood 1985; Redick and Taube 1980). To what extent, however, are
crisis prevention centers prepared to accurately assess the risk profile and
acuity of a situation and link the caller to further care, especially in light of
the conflicting reports of the effectiveness of such centers to date (Frankish
1994; Neimeyer and Pfeiffer 1994)? A recent survey of personnel in 321
American Association of Suicidology (AAS)-listed crisis prevention centers
in the United States and Canada examined the training, knowledge, and cur-
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rent practices relevant to prevention of suicide among the elderly (Adamek
and Kaplan 1996). The authors reported the following findings: 1) 35%—
45% of personnel in these centers felt they did not receive training specific
to elder or firearm suicide, 2) only 33% of volunteers/staff and 47% of pro-
gram managers correctly identified older adults as the age group with the
highest suicide rate, 3) 54% of volunteers/staff and 63% of program manag-
ers recognized guns as the most common method of suicide for older men,
but less than 10% of respondents also knew this to be true of older women;
and 4) fewer than one-third of respondents stated they would call the police
and fewer than one-fifth indicated they would initiate hospitalization in
managing a potential firearm suicide. Clearly, this survey suggests that per-
sonnel in crisis prevention centers need to be adequately trained in the rec-
ognition of age-specific risk profiles of potential suicide victims and the
implementation of interventions appropriate to the perceived acuity of the
situation. Fostering a joint psychoeducational collaboration between com-
munity crisis prevention centers and managed care organizations may in the
long term prove to be both clinically sound and cost-effective.

To address the lack of utilization of crisis prevention hotlines and men-
tal health services by older adults, several innovative programs have been
implemented. While there is a hope that they will also prove to be cost-
effective over time, data regarding this particular aspect are currently lacking
(McIntosh 1995a). In St. Louis, Missouri, Life Crisis Services has instituted
the Link-Plus component, a program that elicits referrals primarily from
medical and mental health personnel targeting the depressed elderly in cri-
sis. These individuals are then referred to the appropriate services with
ongoing telephone contact (McIntosh 1995a). In addition to such crisis
intervention methods, the Spokane Community Mental Health Center has
developed the Gatekeepers Program whereby community members who
routinely come in contact with older persons are instructed by local organi-
zations and businesses in the recognition of elderly at risk for self-harm
(MclIntosh 1995a). Following referral, an in-home evaluation is arranged,
leading to appropriate case management. A similar program now also exists
in Dayton, Ohio (McIntosh 1995a).

Respecting the salient needs of this population, the San Francisco Suicide
Prevention Center has organized the Center for Elderly Suicide Prevention and
Grief Related Services, which not only offers 24-hour crisis intervention, the
Friendship Line, but also meets the older adults where they are through the Ge-
riatric Outreach Program (McIntosh 1995a). Home visits, ongoing telephone
contact, volunteer assistance with moving, and networking within the local
agencies are among its primary functions (McIntosh 1995a).
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De Leo et al. (1995) modified the crisis intervention model in their
study of the Tele-Help/Tele-Check service. Tele-Help is an alarm system to
be activated for assistance, while Tele-Check consists of checking in with the
clients twice a week to assess their needs and offer emotional support. Only
one suicide was found among 12,135 elderly subjects over a 4-year study pe-
riod. These results are especially noteworthy because the population was
predominantly “old-old” (mean age 79 years) and was characterized by de-
mographic suicide risk factors such as low income, isolation, and potential
loss of autonomy. Medical, psychiatric, and substance abuse histories were
not systematically collected, however. Interestingly, the same authors report-
ed improved mood scores, fewer general practitioner home visits, and fewer
hospitalizations among participants of a previous study who used Tele-
Check for at least 6 months than were reported by those awaiting the service
or who had just been enrolled (De Leo et al. 1992). Although implicit in
their discussion, the cost-effectiveness of this program was not documented
with any specific data.

The success of crisis prevention models just summarized will depend to
a large extent on their ability to search for evidence of major depression and
to engage the depressed individuals in treatment. Indeed, there is a growing
recognition of the suffering and economic burden imposed by depressive
disorders, as indicated by the formulation of “Depression in Primary Care”
clinical practice guidelines by the Agency for Health Care Policy and Re-
search (Depression Guideline Panel 1993a, 1993b). A report indicating re-
duced frequency of elder suicide after systematic postgraduate education of
general practitioners on this topic lends some support for managing at least
the uncomplicated cases of major depression in the medical sector (Rutz et
al. 1989).

The primary care physician is in an opportune position to improve ge-
riatric mental health by attending to general geriatric care (Jorm 1995;
Rabins 1992). Optimal management of cardio- and cerebrovascular diseases,
chronic cardiopulmonary conditions, decline in special sensory functions,
rehabilitation of chronic disabilities, and effective pain management are like-
ly to reduce the demoralization and functional impairment that older adults
experience. Furthermore, a Canadian study suggests that of the elderly pa-
tients who present to a psychiatric emergency service with a chief complaint
of more than a month’s duration, the vast majority had previously seen their
primary care physician, usually more than once, for the same complaint
(Perez and Blouin 1986). Not only do elderly patients have 20% longer
emergency room visits, but they also use more hospital-based resources and
are more likely to use ambulances to get there (Baum and Rubenstein 1987;
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Beland et al. 1990, 1991). Earlier attention and appropriate management of
physical and psychiatric symptoms might avert the need for subsequent
costly emergency room services.

Primary care and mental health clinicians should become familiar with
the demographic factors correlated with increased suicide. Among elderly
patients, suicide risk is enhanced by the following factors:

* Age greater than 65 years

* Male

* White

* Presence of physical illness(es) or subjective sense of physical decline
e Current mood disorder

* Family or personal history of mood disorder or suicide attempts

* Psychosocial stressors

e Lack of social supports

* Access to firearms

* Threat of institutionalization

Recent reports have recommended broadening the scope of the screen-
ing process for depression or suicide risk in primary care or other settings
by using a depression questionnaire such as the Short Beck Depression
Inventory (Beck and Beck 1982), Zung Self-Rating Depression Scale (Zung
1965), General Health Questionnaire (Tarnopolsky et al. 1979), Inventory
to Diagnose Depression (Zimmerman and Coryell 1987), Medical Outcomes
Study Depression Screener (Burnam et al. 1988), PRIME-MD (Williams and
Spitzer 1992), Symptom Driven Diagnostic System (Blacklow et al. 1992),
or the short version of the Geriatric Depression Scale (Brody et al. 1995; But-
ler and Lewis 1995; Sheikh and Yesavage 1986). The cross-sectional pres-
ence of depressive symptoms should prompt the primary care physician to
elicit a longitudinal psychiatric history to inform treatment decisions or, if
clinically uncertain, refer the patient to a psychiatrist for further evaluation.
Table 5-1 offers some general suggestions for clinicians of any discipline
who are advocating for mental health care of the suicidal elderly in a man-
aged care organization. Of primary importance, in this author’s view, is the
clear documentation of objective indicators of risk and a willingness to ap-
peal when care is denied (see Appendix A, this volume).
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TABLE 5-1. Advocating for managed care services for the suicidal older adult:

10

tips for the clinician

1.

Collect and organize data from all relevant collateral sources (e.g., family, nursing
staff) prior to negotiating appropriate level of care.

. Offer objective data where possible rather than subjective impressions (e.g., sub-

ject eating only 25% of meals).

3. Document noncompliance with treatment(s) and refusal of food and water.

. Organize and provide a chronology of failed psychotropic medication trials,

summarizing doses and durations of treatments.

. Report presence and feasibility of suicide plan (if communicated); remember to

mention the infrequency with which the elderly communicate suicidal ideation.

. Document access to firearms.

. Report unstable medical conditions, decline in functioning, or change in behav-

ior, mood, or cognition.

. Communicate recent or pending psychosocial changes that may precipitate an

emotional crisis (e.g., therapist moving).

. Integrate all three elements of the biopsychosocial model in formulating the case.

10.

Firmly insist on timely appeal of treatment denial if the treatment is clinically
indicated.

Psychiatric consultation or referral should definitely be initiated when

suicidality, homicidality, or psychosis is suspected. In addition, psychiatric
consultation should be strongly considered in the following clinical scenar-
ios (Brody et al. 1995; Butler and Lewis 1995):

Atypical clinical presentation

Vague symptoms or multiple somatic complaints disproportionate to the
actual ascertained physiopathology

Comorbid psychiatric conditions (particularly personality disorders)
Polypharmacy

Complex medical history

Active substance abuse

Bipolar disorder

The availability of psychiatric consultants, however, provides only a partial
substitute for the development of primary care competence in managing ma-
jor depression and suicide risk, since a majority of relevant patients seek

treatment only in the general medical sector (Regier et al. 1978; Wells et al.
1986b).

Pratt and colleagues (1991) have developed a 3-hour community and
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professional education program on depression and suicide in later life that
is intended for families, older adults, and service providers. The workshop
combines an 18-minute slide show entitled The Final Course, a story of Mrs.
Murphy, aged 72, with lectures and individual and group activities and dis-
cussions. Participants are tested on a 12-item true-false knowledge test and
a 6-item behavioral intention scale that measures the likelihood of specific
actions participants would take in response to a depressed suicidal older per-
son. The authors reported that program participants showed significant
gains in knowledge and in their intent to take appropriate action in support
of a depressed person compared with a control group. Training primary care
physicians, medical and mental health specialists, ancillary support staff, pa-
tients, and families with such a workshop may prove to be clinically invalu-
able, and ultimately cost-effective, for any medical organization. A selection
of the available psychoeducational curricula formulated by prominent suic-
idologists and guidelines for the management of depressive disorders in the
primary care setting are listed in the references for the sake of brevity (Brody
et al. 1995; Butler and Lewis 1995; Depression Guideline Panel 1993a,
1993b; McIntosh 1987, 1995a; Osgood 1991).

Little is known about the tertiary prevention strategies that may be ef-
fective in dealing with the consequences of suicidal behavior, particularly in
the elderly (McIntosh 1995a). Identification and management of self-
induced illness from failed suicide attempts, and development of strategies
for intervening with family members of the suicidal elderly, remain to be sys-
tematically studied.

Conclusion

Suicide remains an unacceptably common alternative to suffering in the
lives of older Americans. Epidemiological trends forecast a further increase
rather than a diminution in the number of suicides in this population in the
foreseeable future. The urgent need for biomedical, psychosocial, and health
care delivery research addressing the salient features of late-life suicide can-
not be overly emphasized. From a biomedical perspective, future research on
geriatric suicidal behavior should focus on 1) further delineating the biolog-
ical correlates of suicidal behavior, with particular emphasis on the platelet
serotonin receptor studies; 2) elucidating the neurobiology of the aging
process and how it contributes to affective vulnerability; 3) clarifying the
complex interactions between the somatic and psychiatric illnesses; 4) identi-
fying personality traits that may confer vulnerability or resistance to suicide
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in late life; and 5) understanding age-related variations in the prevalence and
phenomenology of Axis I psychopathology in suicide victims. Of course, the
findings of such research can only be implemented within a health care de-
livery system capable of actively integrating biomedical and psychosocial
interventions.

The formidable clinical challenges posed by late-life depression and sui-
cide are experienced all the more acutely in an economic environment that
focuses on cost containment without sacrificing the quality of care. The di-
verse array of managed care organizations that have emerged have at their
core the following premises: 1) focus on preventative care, 2) initial detec-
tion and management of major depression by primary care clinicians, 3) in-
tegration of services via computerized records, 4) access as determined by
medical necessity to multiple disciplines, 5) active use of community re-
sources, 6) development of screening and treatment protocols, 7) medica-
tion accessibility and affordability, and 8) conduction of outcome studies to
inform future care.

Given managed care organizations’ emphasis on the local population’s
health and preventative care, strategies targeting early case identification
and reduction of morbidity and mortality are of particular interest. In regard
to late-life suicide, managed care organizations can play a pivotal role in im-
plementing the following primary prevention efforts: 1) early detection of
depression and provision of appropriate treatment; 2) early recognition and
treatment of medical problems; 3) education of the general public and health
care community about geriatric depression and suicide; 4) attention to the
financial, housing, and other psychosocial needs of the elderly population
by conducting in-home assessments, geriatric outreach (e.g., daily medica-
tion schedule calls), and advocacy with social services, families, and other
physicians; 5) support of access (and possibly provision of transportation)
to socialization programs such as senior day centers; 6) communication with
staff at long-term care facilities to identify and remedy problems early; and
7) advocacy of firearms control.

Secondary prevention strategies should focus on 1) educating the staff
of suicide prevention centers in appropriate recognition and triage of at-risk
elderly, 2) improving case-finding through use of structured interviews or
self-rating scales of depression such as those previously mentioned, 3) using
active outreach services such as calls to remind clients of daily medication
schedules and networking with social services, 4) involving families in treat-
ment planning, and 5) educating the primary care physicians about the dif-
ferential diagnosis of mood disorders, pharmacotherapeutic approaches,
psychosocial interventions, and appropriate referral decisions and use of
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specialists. The development of treatment and referral protocols may also as-
sist in designing outcome studies that are crucial to the long-term adoption
of an effective program.

Tertiary prevention strategies for dealing with the consequences of sui-
cidal and parasuicidal behavior have been poorly studied, particularly as
they relate to the geriatric population, and this has limited the ability to offer
cogent management guidelines. Clearly, self-induced illness from failed sui-
cide attempts should be promptly assessed and treated. Family and commu-
nity resources should be immediately mobilized to address the issues that
may have contributed to an individual’s decision to attempt suicide. In this
regard, a referral to a psychiatrist with regularly scheduled phone sessions
in between actual visits seems prudent until the acuity of the situation is
deemed to be low by the treatment team. More importantly, primary care
physicians need to contact and involve the families of suicide attempters/
completers to assess their emotional and medical needs, especially if they
were not involved in the patient’s treatment planning in the first place.

There are important caveats regarding managed care of the depressed
and/or suicidal elderly. The potential advantages of managed care organiza-
tions in limiting the morbidity and mortality of parasuicidal/suicidal behav-
iors in a cost-efficient manner are threatened by pressure to care for patients
with shorter visits, long intervisit intervals, reduced referrals to specialists,
emphasis on focal complaints, shifting service delivery to less well-trained
(and thus less costly) professionals, and potential preference for pharmaco-
therapy versus psychotherapy. Indeed, feedback mechanisms both from
within and from without the managed care organizations are necessary to
encourage the highest quality of care as these managed health care delivery
systems continue to evolve, spread, and provide care for an increasing pro-
portion of the elderly.
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CHAPTER 6

Substance Abuse and Suicidal
Behavior in Managed Care

Richard Caplan, M.S.W., M.P.H.

Substance abuse, so often a factor in parasui-
cidal and suicidal behavior, requires special attention during the process of
suicide assessment, treatment planning, and delivery of care. In this chapter,
I discuss issues that affect the care of suicidal substance abusers, with
emphasis on those enrolled in managed care systems. The term managed care,
as used here, embraces a wide variety of health care delivery systems that
share administrative and structural elements such as preauthorization of care,
utilization management, case management, and a limited benefit design.
I review the relationship between substance abuse and suicidality, address
the concerns that arise during different stages of care, and describe how a
managed care system can facilitate successful care with specific attention to
the risk of suicidal behavior. While the focus here is on managed care systems,
many of the issues discussed are also relevant to care in other systems of care.

Substance Abuse and Suicidality

Among the approximately 30,000 completed suicides that occur annually in
the United States, between 20% and 35% of completers had a history of al-
cohol abuse or were drinking shortly before their suicides (Secretary of
Health and Human Services 1990). Suicide attempts are 8-14 times as fre-
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quent as completed suicides (Petronis et al. 1990) and are far more frequent
among substance abusers than in the general population. Fifteen percent of
alcoholic men and 40% of alcoholic women, compared with 2.9% of the
general population (National Committee for Injury Prevention and Control
1990), are reported to have attempted suicide (Gomberg 1989; Kolozsi
1990). Suicide attempts by substance abusers are more lethal, too.

One of the key differences between those who attempt and those who
complete suicide is the presence of substance abuse (National Center for
Health Statistics 1991). The risk that an attempt will lead to a completed sui-
cide is estimated to be seven times greater among those with alcohol use dis-
orders compared with those without such disorders (Myers et al. 1984;
Petronis et al. 1990). In one study, the very high suicide completion rate of
25% was found among the known alcoholic or drug-addicted individuals
who attempted suicide (Miller et al. 1991).

Fully 70% of adolescent suicide attempts may be complicated by drug
and alcohol abuse and dependence (Miller et al. 1991). In one study, sub-
stance abuse was the most frequent characteristic of the adolescents who
attempted suicide (Miller et al. 1991). In view of such alarming data, the Na-
tional Institute of Mental Health has designated alcohol abuse as one of the
greatest risk factors for a suicide attempt in the adolescent population
(National Committee for Injury Prevention and Control 1990).

Far less is known about the effect that other recreational substances
have on suicide attempts or completions. Substances other than alcohol may
be less frequently used as a suicide method by those individuals addicted to
those substances. For example, although the prevalence of suicide attempts
among individuals addicted to opioids is estimated to be between 8% and
17% (Krausz et al. 1996), heroin overdose in and of itself is considered a rare
suicide method (Gottschalk et al. 1979). Studies on cocaine (Clark and
Sperry 1988) suggest that cocaine itself is not frequently the vehicle for sui-
cidal behavior but that the “crash” associated with cocaine withdrawal may
stimulate or exacerbate suicidal impulses. The greater prevalence of benzo-
diazepine use among women has been suggested to be one of the factors
responsible for women’s higher rate of suicide attempts. Since benzodiaz-
epines are so often used in combination with alcohol or other drugs, how-
ever, it is difficult to determine whether benzodiazepine overdoses imply
prior dependency, abuse, or merely use of these drugs as a means for suicide
(Michel et al. 1994). The relationship of suicide to tobacco use has been ex-
plored preliminarily. There is a suggestion that the use of cigarettes, perhaps
as a correlate of other psychiatric and substance abuse problems, may be a
marker for greater suicide risk (Hemenway et al. 1993).
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Alcohol and Suicidal Behavior

Although no unitary mechanism has been established to explain the rela-
tionship between substance abuse and suicide, alcohol appears to increase
suicide risk in a variety of clinically understandable ways. It impairs judg-
ment, affecting perception and interpretation of surrounding circumstances
and events in a way that may adversely influence a person’s choice of actions.
It counteracts appropriate inhibition, impairing ability to forego potentially
dangerous or self-destructive actions in favor of safer alternative behaviors.
It increases depression after a brief initial period of excitation and can exac-
erbate a mood disturbance already present, increasing the likelihood of sui-
cidal ideation or behavior (National Committee for Injury Prevention and
Control 1990). Excessive alcohol use and drug use also correlate with social
isolation. The waning of relationships other than those associated with sub-
stance use may mean limited emotional supports during times of crisis.
Family, friends, and co-workers who are part of an existing support network
may become increasingly unavailable as a person’s substance use progresses.
Finally, alcoholic individuals are far more likely than the general population
to carry a diagnosis of antisocial personality disorder, which in itself is a
strong risk factor for suicide attempts (Helzer and Pryzbeck 1988).

Other Drugs and Suicidal Behavior

For the cocaine-dependent substance abuser, the time of highest suicide risk
is during the “crash” phase of withdrawal, often the morning after a night of
intense abuse. At this time, the patient is exhausted, depleted, and often
filled with shame and guilt. This is the moment of greatest danger for self-
harm. The suicidal feelings of a cocaine abuser, however, are often transient
experiences that subside dramatically after a meal and some sleep. The for-
merly suicidal cocaine abuser, after a rest, may transform into a more coop-
erative individual, for the moment less intent on self-destruction.

Abusers of heroin and other opiates devote enormous energy to avoid-
ing the unpleasant consequences of drug withdrawal. An opiate abuser who
reaches the clinician’s office, therefore, is likely to be already in great distress,
experiencing the discomfort of a withdrawal made necessary by lack of
funds or unavailability of drugs. Such an individual’s primary concern is re-
lief from physical discomfort, nausea, or pain. Some patients in active opiate
withdrawal express suicidal or other dangerous intentions as part of an effort
to acquire more drugs. It is often best to avoid putting closure on a diagnos-
tic formulation of such a patient until after a treatment protocol for reducing
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withdrawal symptoms has begun. Once symptomatic relief has been provid-
ed with medication, an opiate abuser may become more communicative and
cooperative.

Unlike users of substances with more extreme and rapid effects, mari-
juana users ease into their dependence more gradually. As involvement with
marijuana increasingly absorbs the abuser, normal tasks of development and
socialization may be increasingly neglected. Marijuana users may dull inter-
nal conflict with intoxication that conceals the development of suicidal feel-
ings and defers the imminence of suicidal actions. The extended duration of
marijuana effects accounts for the infrequency and mildness of withdrawal
symptoms.

Some substance abusers pursue a pattern of indiscriminate polysub-
stance ingestion, swallowing any available prescribed or illicit pills alone or
in combination. Some easily obtained combinations—for example, fluoxe-
tine and dextromethorphan—can result in intense interactive effects. These
indiscriminate polysubstance users are often the most difficult to rehabili-
tate, and their risk for self-harm is among the most lethal. When presenting
for acute treatment, such abusers may actually be unable to determine what
pills they have ingested. Comorbid psychiatric illnesses, including not only
personality disturbances but also mood, anxiety, or psychotic disorders, are
often present.

Suicidal Substance Abusers in Managed Care

By the end of 1995, 161 million Americans, accounting for more then 60%
of the population, were enrolled in some form of managed health care. The
domination of mental health and substance abuse treatment by managed
care has been equally rapid. By the end of 1995, managed care systems con-
trolled the mental health and substance abuse benefits of nearly 142 million
people in both public and private sectors (Edmunds et al. 1997).

Though the quality of care delivered by such systems remains a subject
of active public debate, the components of managed care have the potential
for improving the effectiveness of treatment of substance abusers. While ac-
knowledging the potential problems in managed care, I discuss here ways in
which elements of managed care could improve the preventive care, acute
assessment and stabilization, follow-up, and rehabilitative care of substance
abusers under optimal circumstances. The examples used to illustrate this
discussion are composite cases that draw on clinical experience but disguise
patients’ identifying characteristics in order to preserve their anonymity.
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Substance abuse treatment comprises a series of stages. Primary preven-
tion requires intervention prior to actual substance abuse, and secondary
prevention implies the use of interventions that decrease the morbidity of
ongoing substance abuse. Acute assessment and stabilization become neces-
sary when intoxication impairs a person’s capacity to function appropriately
or to remain safe from the danger of harm to self or others. Reassessment,
once intoxication has cleared, allows determination of a more reliable diag-
nostic formulation and facilitates treatment planning. Even when further
episodes of acute assessment and stabilization are likely to be required as
a result of relapses, there is a very important role for rehabilitation interven-
tions in the follow-up care of substance abusers. Rehabilitative treatment
focuses on acquisition of behavioral skills to be used in the maintenance of
sobriety, the repair of damaged relationships, and the improvement of im-
paired functions.

Preventive Care

Substance abuse treatment is, despite clinicians’ and patients’ fears to the
contrary, an effective means of reducing substance abuse and secondary
morbidity (Gerstein et al. 1992; McLellan et al. 1992, 1994). The earlier sub-
stance abuse is diagnosed, the greater the likelihood of a successful outcome
of treatment (Zwick and Bermon 1992).

Managed systems of care are in many ways uniquely positioned to pro-
mote the early identification of substance abusers. Systems that effectively
integrate mental health/substance abuse services with primary care can im-
plement systems for the early identification of substance abusers and fa-
cilitate their referral into specialty care venues by training primary care
clinicians in assessment and diagnosis. Once a substance abuser is identi-
fied, substance abuse specialists can then work with primary care clinicians
or other mental health personnel to provide ongoing support and consul-
tation.

Advanced information systems, made necessary by the administrative
needs of large systems for the provision of care, also make conceivable the
systematic identification of patients who use large amounts of health care,
present medical symptoms or findings typically associated with substance
abuse, or receive excessive or duplicate abusable prescriptions. In time, health
care systems may develop systems for the automatic early identification of
individuals at risk or actively engaged in substance abuse much the way
credit card companies already detect and query customers whose financial
activities exceed expected levels.
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Acute Assessment and Stabilization

Assessment begins the moment a patient presents for care. Stabilization in-
volves attention to acute medical needs that require urgent care. Initial as-
sessment may occur through a phone contact or visit to an outpatient or
emergency room clinician. Medical stabilization is most usually handled in
an emergency medical or detoxification setting, though some partial hospi-
talization or inpatient psychiatric programs are able to offer limited stabili-
zation services.

When alcohol or drugs are present during a suicide assessment, an im-
mediate need is to determine the patient’s type and degree of intoxication.
The clinician must determine how intoxication will affect the validity of
further assessment and must decide, often immediately, whether emergency
medical intervention is required. When there is doubt regarding the patient’s
safety, more stringent measures should be chosen as a default because sur-
vival may be in jeopardy.

Some substance users seek help voluntarily, while others are forced to
find medical attention when drugs of abuse become unobtainable or when
the medical consequences of intoxication or withdrawal become intolerable.
Some seek help on their own initiative, while others are pressured to get help
by concerned significant others, law enforcement personnel, or employers.
During the initial assessment and stabilization phase of treatment, it is com-
mon for suicidal thoughts and behaviors to come to light. Assessing the sui-
cide risk of an unfamiliar and intoxicated person is very unreliable, but an
initial judgment of dangerousness must always be made nonetheless and can
be regarded as a point of reference for comparison during subsequent reas-
sessments.

As discussed in greater detail in Chapter 1 of this volume, any suicide
risk assessment must address at least the patient’s demographic risk factors,
previous self-destructive behaviors, current stressors and supports, and de-
gree of lethality and accessibility associated with current suicidal impulses,
thoughts, or plans. In addition, the clinician must attempt an accurate and
thorough assessment of substance use, including recent drug abuse patterns,
current and past treatments, and any history of current or prior self-destruc-
tive behaviors associated with substance abuse.

The intoxicated patient often is incapable or unwilling to provide suffi-
cient information. Furthermore, the mental status of an intoxicated patient
is in flux and may change dramatically as drug effects subside. For these rea-
sons, it may be necessary to detain a possibly suicidal patient until sobriety
allows more reliable assessment. In the meantime, existing medical and psy-
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chiatric records and information from other informants who are familiar
with the patient can be of vital importance (American Psychiatric Associa-
tion 1995).

Toxicology and other diagnostic studies are routinely considered and of-
ten a necessity in assessing an acutely suicidal substance abuser. Often it is
through such studies that the use of undisclosed substances or ingestion of
poisons is recognized. Quantitative blood levels can also facilitate the diag-
nostic and treatment planning process in overdose emergencies that require
medical interventions such as dialysis. When specific drugs or medications
included in the overdose are known, the laboratory can be alerted to include
these in their testing procedures, since not all recreationally abused drugs
are included in the routine toxic screen panels. Other blood tests, X rays, or
electrocardiography may be necessary to assess medical safety or identify
life-threatening consequences of substance abuse or concurrent disorders.
The medically unstable patient—for example, the profoundly intoxicated
individual—may require temporary transfer to a medical unit for monitor-
ing of vital signs or more intensive medical care.

The use of auxiliary informants should be handled with respect for the
patient’s confidentiality, but the presence of a life-threatening emergency jus-
tifies a clinician’s effort to seek additional information even without a pa-
tient’s specific consent. Indeed, when grave danger may threaten a patient’s
survival, it is far more risky to preserve confidentiality than to divulge what
is necessary in order to gather data from additional informants in order to
guide potentially life-saving treatment. Significant others or friends who
brought the patient to the emergency room, for example, may be able to con-
tribute valuable insights and information that will improve the patient’s as-
sessment and stabilization.

As discussed in greater depth in Appendix A of this volume, suicidal be-
havior or ideation may serve many goals beyond merely ending life. Some-
times the most important goals, objectives of which even the patient remains
only partially aware, must be inferred during careful assessment. Suicidality,
for example, can represent a covert request for additional or continued care,
an expression of anger at unfulfilled treatment expectations, a desperate mea-
sure for avoiding painful emotional experience, or a last-ditch response to life’s
immediate pressures when all available resources have been exhausted.

Especially among recidivists, suicidal behavior may serve as a plea for
further care. Substance abusers who have been repeatedly admitted for ob-
servation or detoxification may fear that only the threat of dangerous behav-
ior will open the door to further resources. Such a patient learns that the
words “suicide” or “homicide” evoke a rapid clinical response. Clinicians
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faced with the responsibility of assessing such a patient must be careful not
to communicate rejection, which will often lead the patient to escalate his or
her threats to a more strident level.

Case Example

The emergency room psychiatric resident on call was asked to evaluate
Arnold, a 68-year-old intoxicated man who threatened to kill himself if not
admitted to the hospital. Arnold admitted to recent abuse of codeine, but
denied use of drugs capable of inducing life-threatening withdrawal states.
Once he was medically cleared and assessed to be at low risk of dangerous
behavior, he was asked to make an appointment the following day in the
outpatient clinic. On his way out the door, he said angrily, “If I have to hurt
myself for you to take me seriously, I will!” Minutes later, he returned with
deep self-inflicted wrist lacerations that led to his admission.

Substance-abusing individuals with comorbid personality disorders
may demonstrate hostile transferential feelings toward their caregivers
through self-injurious behaviors. The patient who has formed a dependent
attachment to a health care provider may encounter disturbing, regressive
longings to be cared for and freed of life’s responsibilities. The perceived
promise of care and protection arouses expectations in some that cannot be
met within the realistic limitations of a health care system. When the inevi-
table disappointment arrives, suicidal behavior may result. The risk for such
behavior is amplified when alcohol or other drugs disinhibit the patients
usual level of self-restraint. Faced with such a patient, health care providers
must be especially careful to avoid promising what they cannot provide.

Case Example

Maryanne, a 19-year-old chronically suicidal adolescent, had a history of
sexual abuse, eating disorders, and cocaine dependence. Her initial in-
volvement with the mental health department of an health maintenance
organization (HMO) ushered in several months of hopefulness and happi-
ness, as she experienced consistent response to her needs and empathy
with her suffering. During the maternity leave of one of her clinicians, she
felt abandoned and betrayed. She expressed her outrage by resuming her
cocaine abuse, concluding a 2-week binge with a serious overdose of her
mother’s medications.

Some individuals with depression or anxiety disorders may turn to sub-
stances to relieve their symptoms. In these patients, suicidal behavior may
represent a self-medicating attempt to avoid suffering. Such people typically
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lack the developed capacity to endure and work through the pain of psychic
or physical distress. The clinician faced with such an individual must respect
the protective power of denial, a defense that can keep self-destructive feel-
ings at bay through avoidance of the intolerable experience of intense affect.
Even pleasurable feelings may be regarded as a threat, and some patients
may fear that their feelings can literally kill them—a fear unfortunately
borne out when suicide is the result.

Case Example

Gail, a 42-year-old alcoholic woman, was 18 months into her sobriety
when she met a man and quickly became sexually intimate. Since her entire
sobriety until that point had been experienced in isolation, her new in-
volvement evoked intense feelings. She experienced intolerable suicidal
ideation and had to be hospitalized. Her fear of intimacy and, consequently,
risk of abandonment were so great and her skills to deal with these feelings
were so limited that she seriously considered dying to be more tolerable
than working through her feelings.

Suicide, for some, serves as a final option for avoiding chronic pain, hu-
miliation, poverty, or other intolerable life circumstances. Once all other
possibilities are apparently exhausted, the risk of suicide escalates. People
with limited internal or external resources may reach the decision to attempt
suicide sooner than others with more options. Intoxication adds to the le-
thality of these patients’ choices by limiting the ability to assess realistic
choices. The clinician who assesses a patient in this type of scenario may be
able to protect the patient by identifying overlooked alternative behaviors.

Case Example

Susan, a 45-year-old unattached schoolteacher, had struggled with chronic
marijuana use, alcohol abuse, and the pain of progressive arthritis since she
was an adolescent. She lived an isolated life, with no friends and a toxic
family. When her absenteeism resulted in unwillingness of her school dis-
trict to renew her contract, she saw no other job possibilities. She had
enough money to stay in her apartment for another month or two, after
which she would be homeless without a source of income. Although Susan
was able to stop her use of marijuana and moderate her alcohol use, she
looked ahead at what she perceived to be the inexorable approach of pov-
erty and homelessness and concluded that suicide was her only option.

As discussed more broadly in Chapter 2 of this volume with respect to
all suicidal patients, managed care systems can facilitate assessment of the
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suicidal patient in a variety of ways. First, the availability of a designa