


Preventing 
Patient Suicide

Clinical Assessment
 and Management



This page intentionally left blank 



Washington, DC
London, England

Preventing 
Patient Suicide

Clinical Assessment
 and Management

ROBERT I. SIMON, M.D.
Clinical Professor of Psychiatry and Director, Program in Psychiatry and Law

Georgetown University School of Medicine, Washington, D.C.
Chairman, Department of Psychiatry, Suburban Hospital, 

Johns Hopkins Medicine, Bethesda, Maryland



Note: The authors have worked to ensure that all information in this book
is accurate at the time of publication and consistent with general psychiatric
and medical standards, and that information concerning drug dosages, sched-
ules, and routes of administration is accurate at the time of publication and
consistent with standards set by the U.S. Food and Drug Administration and
the general medical community. As medical research and practice continue to
advance, however, therapeutic standards may change. Moreover, specific sit-
uations may require a specific therapeutic response not included in this book.
For these reasons and because human and mechanical errors sometimes oc-
cur, we recommend that readers follow the advice of physicians directly in-
volved in their care or the care of a member of their family.

Books published by American Psychiatric Publishing, Inc., represent the
views and opinions of the individual authors and do not necessarily represent
the policies and opinions of APPI or the American Psychiatric Association.

Copyright © 2011 American Psychiatric Publishing, Inc.
ALL RIGHTS RESERVED

Manufactured in the United States of America on acid-free paper
14 13 12 11 10 5 4 3 2 1
First Edition

Typeset in Adobe’s Baskerville and Myriad

American Psychiatric Publishing, Inc.
1000 Wilson Boulevard
Arlington, VA 22209-3901
www.appi.org

Library of Congress Cataloging-in-Publication Data
Simon, Robert I.

Preventing patient suicide : clinical assessment and management / by 
Robert I. Simon. — 1st ed.

p. ; cm.
Includes bibliographical references and index.
ISBN 978-1-58562-934-3 (pbk. : alk. paper)
1. Suicide—Prevention. 2. Suicide—Risk factors. 3. Suicidal behavior—Risk

factors. I. Title.
[DNLM: 1. Suicide-—prevention & control. 2. Mental Disorders—complica-

tions. 3. Mentally Ill Persons—psychology. 4. Patients—psychology. 5. Risk
Assessment—methods. WM 165]

RC569.S557 2011
616.85′8445--dc22

2010026853

British Library Cataloguing in Publication Data
A CIP record is available from the British Library.

www.appi.org


Care more for the individual patient than 
for the special features of the disease.

William Osler (1849–1919) 

This book is dedicated to all clinicians who undertake 
the awesome responsibility of saving the lives of those 

despairing of living.
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Foreword

OF all the capabilities that psychiatrists (and all mental health prac-
titioners who treat patients with diagnosable psychiatric disorders)
must develop, the capacity to assess and manage suicide risk is both
the most essential and the most problematic. Essential in that the clini-
cian is in a position to effect whether the outcome is life or death, and
problematic in that it has been clearly demonstrated that suicide can-
not be reliably predicted in an individual, yet the psychiatrist (mental
health clinician) is expected to adequately assess and manage suicide
risk. In the face of this logical conundrum, Robert I. Simon, M.D., a
psychiatrist with vast experience in psychiatry and the law, addresses
this apparent contradiction with his discussion of the assessment and
management of suicide risk in this book.

Dr. Simon confronts the problem of appropriate suicide risk assess-
ment, as well as the legal issue of foreseeability, while at the same time
reviewing up-to-date clinical research that can maximize the effective-
ness of this crucial clinical assessment. He emphasizes the contempo-
rary issues of acute versus chronic suicide risk, patients whose risk is
converting from chronic to acute, and realistic clinical situations in
which assessment of suicide risk is difficult, while at the same time add-
ing his keen forensic perspective.

The author then considers management issues such as involuntary
commitment and, most importantly, the management of patients who
may be at high risk for suicide who do not meet local criteria for invol-
untary commitment—the patients we so frequently see in clinical prac-
tice. Again, a focus on chronic versus acute risk, as well as treatment-
modifiable risk factors for suicide, is woven into the discussion of prin-
ciples of clinical management of suicide risk.

Dr. Simon strikes a beautiful balance between the latest clinical in-
formation on suicide risk assessment and management, real clinical sit-
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uations that challenge the clinician, and the inevitable forensic issues
that are always present as the 800-pound gorilla in the room, as the cli-
nician navigates in an attempt to do what’s best for the patient.

Suicide prevention is the razor’s edge of psychiatry. We can never
know enough to be consistently successful in saving all our patients’
lives—we can never be sure when we have been successful—but it is
painfully obvious when we have failed in our efforts. This book is an
excellent guide to doing the best we can in the most difficult of clinical
situations.

Jan Fawcett, M.D.
Professor of Psychiatry

University of New Mexico School of Medicine
Albuquerque, New Mexico
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Preface

PSYCHIATRISTS cannot always prevent patient suicide, even
with the best of care. Nevertheless, it is a goal to be much desired.
What we can do and assuredly must do is to reduce suicide risk by tak-
ing the time and making the necessary effort to know and care for the
patient. This is not a radical idea. It is as old as the practice of medicine.
The “know thy patient” imperative is a core theme woven throughout
this book.

Knowing one’s patient is not an easy task, however, given the current
limitations on mental health benefits. Time is of the essence. Outpa-
tient visits are curtailed. High-risk, acutely suicidal patients are admitted
to inpatient units for short lengths of stay, some under 5 days. Stretched
staffs tend to rely on suicide prevention contracts, and risk assessment
checklists are commonplace. The medical record reveals many checked
boxes but little documentation. Documented, competent suicide risk as-
sessments are a rarity. 

In outpatient settings, suicidal patients are often treated in split-
treatment arrangements. Psychiatrists frequently see patients for brief
“med checks,” while therapists conduct their psychotherapy. Close col-
laboration is necessary to prevent the suicidal patient from “falling
through the cracks.” However, insurers do not pay for clinical time spent
in collaboration. And e-mails and video conferencing cannot provide es-
sential clinical data to properly assess and manage the suicidal patient.

Psychiatrists no longer have the privilege and luxury of treating
patients for many months or even years. The delivery of mental health
care will certainly change, though not necessarily for the better, in the
years ahead. Nonetheless, psychiatrists must continue to possess a rea-
sonable, “good enough,” working knowledge of their suicidal patients
in order to provide competent care, usually in close collaboration with
other mental health professionals. 
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This book reflects my clinical experience, the shared clinical expe-
riences of colleagues, and reliance on the evidence-based psychiatric
literature. I make no claim that it sets forth a standard of care by which
mental health professionals should be judged. It is written in the spirit
of collegiality and with the utmost respect for clinicians who daily un-
dertake the daunting task of assessing and managing patients at risk
for suicide, and often preventing their suicide.

Robert I. Simon, M.D.
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3

C H A P T E R  1

Suicide Risk 
Assessment

A Gateway to Treatment and Management

THE purpose of systematic suicide risk assessment is to identify
modifiable and treatable risk and protective factors that inform the pa-
tient’s overall treatment and management requirements (Simon 2001).
Suicide risk assessment is a core competency that psychiatrists are ex-
pected to acquire during their residency (Scheiber et al. 2003). It is a gate-
way to the treatment and management of patients at risk for suicide.

A standard of care does not exist for the prediction of suicide (Poko-
rny 1983, 1993). Suicide is a rare event. Efforts to predict who will com-
mit suicide lead to a large number of false positive and false negative
predictions. No method of suicide risk assessment can reliably identify
who will commit suicide (sensitivity) and who will not (specificity). Sui-

Adapted with permission from Simon RI: “Suicide Risk: Assessing the Un-
predictable” in the The American Psychiatric Publishing Textbook of Suicide Assessment
and Management. Edited by Simon RI, Hales RE. Washington, DC, American
Psychiatric Publishing, 2006, pp. 1–32.
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cide is the result of multiple factors, including diagnosis (psychiatric and
medical), psychodynamic, genetic, familial, occupational, environmen-
tal, social, cultural, existential, and chance factors. Stressful life events
have a significant association with completed suicides (Heila et al. 1999).
Patients are at varying risk for suicide, and their level of risk can change
rapidly. Thus, unless speaking generally, the “patient at risk for suicide”
is the preferred terminology rather than the generic “suicidal patient.”

Standardized suicide risk prediction scales do not identify which pa-
tient will commit suicide (Busch et al. 1993). Single scores of suicide risk
assessment scales and inventories should not be relied on by clinicians as
the sole basis for clinical decision making (see Chapter 10, “Suicide Risk
Assessment Forms: Clinician Beware”). Structured or semi-structured
suicide scales can complement, but are not a substitute for, systematic sui-
cide risk assessment (American Psychiatric Association 2003). Malone et
al. (1995) found that semi-structured screening instruments improved
routine clinical assessments in the documentation and detection of life-
time suicidal behavior. Oquendo et al. (2003) have discussed the utility
and limitations of research instruments in assessing suicide risk.

Self-administered suicide scales are overly sensitive and lack specific-
ity. Suicide risk factors occur in many depressed patients who do not
commit suicide. Although, occasionally, patients provide more informa-
tion on a self-administered scale than in a clinical interview, patients at
risk for suicide may not answer truthfully. Checklists cannot encompass
all the pertinent suicide risk factors present in a given patient (Simon
2009). The plaintiff’s attorney will point out the omission of pertinent
suicide risk factors on the checklist used to assess the patient who later
commits suicide. The standard of care does not require that specific psy-
chological tests or checklists be used as part of the systematic assessment
of suicide risk (Bongar et al. 1992; see Chapter 11, “Imminent Suicide,
Passive Suicidal Ideation, and Other Intractable Myths”).

Actuarial analysis reveals that most depressed patients do not kill
themselves. For instance, the 2002 national suicide rate in the general
population was 11.1 per 100,000 per year (Heron et al. 2009). The sui-
cide rate or absolute risk of suicide for individuals with bipolar and
other mood disorders is estimated to be 193 per 100,000, or a relative
risk of 18 times that of the general population (Baldessarini 2003). Thus,
99,807 patients with these disorders will not commit suicide in a single
year. The same actuarial analysis can be applied to other psychiatric dis-
orders. The suicide rate for schizophrenia, alcohol, and drug abuse is
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also 18 times the 2002 national suicide rate. On an actuarial basis alone,
the vast majority of patients will not commit suicide. Actuarial analysis,
however, is more useful in identifying diagnostic groups at higher risk
than in trying to predict the suicide of a specific patient (Addy 1992). Ac-
tuarial analysis does not identify specific treatable risk and modifiable
protective factors. The clinical challenge is to identify those patients with
depression at high risk for suicide at any given time ( Jacobs et al. 1999).

The standard of care does require that psychiatrists and other men-
tal health professionals adequately assess suicide risk when it is indicated.
Risk assessments that systematically evaluate both risk and protective
factors (see Figure 1–1 later in this chapter) should meet any reasonable
definition of “adequate.” Conceptually, it is a process of analysis and
synthesis that identifies, prioritizes, and integrates acute and chronic risk
and protective factors. Suicide risk assessment, based on current research
that identifies risk and protective factors for suicide, enables the clini-
cian to make evidence-based treatment and safety management deci-
sions (Fawcett et al. 1987; Linehan et al. 1983).

Professional organizations recognize the need for developing evi-
dence-based and clinical consensus recommendations to be applied to
the management of various diseases, including such behavioral states
as suicide (Simon 2002; Taylor 2010). The American Academy of Child
and Adolescent Psychiatry has published “Practice Parameter for the As-
sessment and Treatment of Children and Adolescents With Suicidal Be-
havior” (Shaffer et al. 1997). Also, the American Psychiatric Association
Work Group on Suicidal Behavior has developed a practice guideline
for the assessment and treatment of patients with suicidal behaviors
(American Psychiatric Association 2003).

Case Example

A 32-year-old single woman who works as a computer specialist is
brought to an urban community hospital department after impul-
sively ingesting an unknown quantity of aspirin tablets and then slash-
ing her arms with a knife. She is severely agitated, responding to
command hallucinations to kill herself. The patient became acutely de-
pressed and agitated following the break-up of a brief relationship, her
first “serious” intimate relationship. At age 16 years, the patient made a
few superficial scratches on her wrist with a razor, following a “disap-
pointment” with a young person she idolized from afar. During the
week prior to admission, she abused alcohol and methamphetamine.
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An admission drug screen is positive for these substances. The salicy-
late level is markedly elevated.

Upon admission to the psychiatric unit, the patient is placed on one-
to-one safety management. Her agitation and aggressive-impulsive
behaviors require placement in open-door seclusion with an attendant sit-
ting by the door. Nursing staff protocol requires that all patients be en-
couraged to verbally agree with or sign a suicide prevention contract. The
patient does not understand the purpose of the contract. Nevertheless,
she signs the contract. Psychiatric examination reveals a thought dis-
order, severe agitation, bizarre facial grimaces and mannerisms, confu-
sion, hopelessness, command hallucinations, flat affect, insomnia, and
inability to interact with the psychiatrist, unit staff, and other patients.

The psychiatrist and the psychiatric unit’s social worker speak with
the patient’s mother and siblings at the time of admission. The psychi-
atrist relies on the emergency exception to consent in speaking to family
members without the patient’s authorization. He learns that the patient’s
parents were divorced when she was 7 years old. She sees her father in-
frequently. The patient has a close relationship with her mother, older
brother, and younger sister.

There is no history of physical or sexual abuse. The mother reveals
that her daughter was a good student, excelling in mathematics. Her re-
lationship with coworkers is good. However, she has had few friends.
The patient holds strong religious beliefs. She is described by her siblings
as creative, artistic, and a loner. In the past, the patient has reacted to ma-
jor disappointments with depression and suicidal thoughts, sometimes ac-
companied by “strange” facial movements and grimaces. The family
history is positive for mental illness. A paternal uncle, diagnosed as a
“manic-depressive,” committed suicide with a shotgun 10 years ago. A re-
clusive maternal aunt has been diagnosed as a “chronic schizophrenic.”

The patient is living at home. The psychiatrist asks about guns in
the home. The patient’s brother states that there is a shotgun at home
used for skeet shooting. The brother agrees to remove the gun from
the home. A follow-up call by the social worker confirms that the gun
was removed from the home and secured in a safe place. The psychi-
atrist’s systematic suicide risk assessment of the patient on admission
is rated as high (see Figure 1–2 later in this chapter).

The psychiatrist makes a diagnosis of schizophrenia, disorganized
type, and substance abuse (alcohol and methamphetamine). He pre-
scribes an atypical antipsychotic medication, a benzodiazepine, for con-
trol of severe agitation, and a sleep medication. The psychiatrist will
consider a suicide reduction drug, such as clozapine for patients with
schizophrenia, if suicide ideation does not remit. In his initial suicide
risk assessment, the psychiatrist evaluates both acute and chronic risk
factors as well as current protective factors. He continues to assess the
patient’s acute suicide risk factors over the course of the hospitalization.
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On the day after admission, the patient is less agitated. She does
not require seclusion. On the third hospital day, command hallucina-
tions are indistinct. The patient is more communicative with the hos-
pital staff and other patients. By the fifth hospital day, the patient
states the command hallucinations “have gone away.” She is not agi-
tated. Suicidal ideation continues but without intent or plan. The pa-
tient’s bizarre facial grimaces and mannerisms observed on admission
are no longer present. Hopelessness and confusion diminish.

The patient attends all the assigned group therapies. She benefits
from individual and group supportive therapies. The patient develops
a therapeutic alliance with the psychiatrist and the treatment team.
Her affect, however, remains flat. Her thought processes are logical,
but abstracting ability for proverbs is impaired. Mild insomnia is
present. Concentration is poor. The patient willingly takes her medi-
cation, though she experiences mild to moderate side effects.

Utilizing evidence-based studies, the psychiatrist assesses the risk fac-
tors associated with an increased risk of suicide in schizophrenic patients.
These include a previous suicide attempt (robust “predictor” of eventual
completed suicide), substance abuse, depressive symptoms, especially
hopelessness, male sex, early stage in illness, good premorbid history and
intellectual functioning, and frequent exacerbations and remissions (Melt-
zer 2001). The psychiatrist has read the International Clozaril/Leponex
Suicide Prevention Trial (InterSePT) study, which indicated significant
risk factors for suicide in schizophrenic patients to include the diagnosis
of schizoaffective disorder, current or lifetime alcohol/substance abuse or
smoking, hospitalization in the previous 3 years to prevent a suicide at-
tempt, and the number of lifetime suicide attempts (Meltzer et al. 2003a).

A systematic suicide risk assessment is performed on hospital day 6
(see Figure 1–3 later in this chapter) and is compared with the admission
suicide risk assessment (see Figure 1–2 later in this chapter). Although
most of the acute psychotic symptoms have improved or remitted, sui-
cidal ideation continues. The overall risk of suicide is assessed at “mod-
erate” on day 6. The psychiatrist determines that the patient needs an
additional week of inpatient treatment. Because of the patient’s overall
improvement, the insurer authorizes coverage for 2 additional days af-
ter a doctor-to-doctor appeal. The psychiatrist’s experience indicates
that most patients at moderate suicide risk can be treated as outpatients.
The psychiatrist crafts an outpatient treatment plan based on the patient’s
clinical and safety needs. He understands that the decision to discharge
a patient is the psychiatrist’s responsibility. The psychiatrist’s decision
is not based on the insurer’s denial of benefits. An insurer’s denial of
benefits is not considered an acceptable justification for placing the pa-
tient at increased risk for suicide.

The patient’s postdischarge plan recommends once-per-week sup-
portive psychotherapy and medication management with the psychia-



8 Preventing Patient Suicide

trist. The patient is also referred to the hospital’s partial hospitalization
and substance abuse programs, which she will attend the day after dis-
charge. The patient is eager to return to work but agrees to remain on
sick leave for another 3 weeks. She recognizes the importance of ad-
hering to the follow-up care plan. The patient plans to pursue her ar-
tistic interests. Her mother and siblings are very supportive, which is a
major protective factor. The psychiatrist assesses other protective factors,
including the patient’s ability to form a therapeutic alliance, adherence
to treatment, treatment benefit, strong religious values, positive rea-
sons for living, and commitment to the follow-up care plan. The psy-
chiatrist’s discharge diagnosis is schizophrenia, single episode, in
partial remission, and substance abuse disorder (alcohol and metham-
phetamine).

Standard of Care
Each state defines the standard of care required of physicians. For ex-
ample, in Stepakoff v. Kantar (1985), a suicide case, the standard applied
by the court was the “duty to exercise that degree of skill and care or-
dinarily employed in similar circumstances by other psychiatrists.”
The duty of care established by the court was that of the “average psy-
chiatrist.” In an increasing number of states, the standard of care is that
of the “reasonable, prudent practitioner” (Peters 2000). The legal stan-
dard must be distinguished from the professional standard of “best
practices” (Simon 2005).

In a suicide case, the courts evaluate the psychiatrist’s management of
the patient who attempted or committed suicide to determine whether the
suicide risk assessment process was reasonable and the patient’s attempt
or suicide was foreseeable. An “imperfect fit,” however, exists between
medical and legal terminology. Foreseeability is a legal term of art. It is a
commonsense, probabilistic concept, not a scientific construct. Foresee-
ability is defined as the reasonable anticipation that harm or injury is likely
to result from certain acts or omissions (Black 1999). Foreseeability is
not the same as predicting when a patient will attempt or commit sui-
cide. It should not be confused with predictability, for which no profes-
sional standard exists. Foreseeability must also be distinguished from
preventability. A patient’s suicide may be preventable in hindsight, but it
was not foreseeable at the time of assessment.

Only the risk of suicide is determinable. The prediction of suicide is
opaque, but there is reasonable visibility for assessing suicide risk. When



Suicide Risk Assessment 9

contemporaneously documented, systematic suicide risk assessments
help provide the court with guidance. When suicide risk assessments
are not performed or documented, the court is less able to evaluate the
clinical complexities and ambiguities that exist in the assessment, treat-
ment, and management of patients at risk for suicide. In malpractice
litigation, the failure to perform an adequate suicide risk assessment is
often alleged along with other claims of negligence. It is rarely asserted
as the only complaint (Simon 2004).

Systematic Suicide Risk 
Assessment
Systematic suicide risk assessment identifies acute, modifiable, and
treatable risk and protective factors essential to informing the psychi-
atrist’s treatment and safety management of patients at risk for suicide
(see Figure 1–1 later in this chapter). It is easy to overlook important risk
and protective factors in the absence of systematic assessment. System-
atic suicide assessment helps the clinician gather important informa-
tion and piece together risk factors with which to construct a clinical
mosaic of the suicidal patient.

Suicide risk assessment is an integral part of the psychiatric examina-
tion, yet it is rarely performed systematically or, when performed, it is not
contemporaneously documented. Risk and protective factors may be
noted but without any analysis or synthesis. It is evident from the review
of quality assurance records and the forensic analysis of suicide cases in
litigation that the extent of suicide risk assessment usually is no more than
“Patient denies HI, SI, CFS” (homicidal ideation, suicidal ideation, con-
tracts for safety). Frequently, one finds no documentation of suicide risk
assessment or only the statement that the “patient denies suicidal ide-
ation.” Suicide risk assessment is a core clinical skill that informs the treat-
ment and management of patients at risk for suicide (Simon 2001). Often,
a talismanic “no-harm contract” replaces performing an adequate suicide
risk assessment. Laypersons could just as easily ask these same questions
and obtain a no-harm contract. Moreover, there is no evidence that sui-
cide safety contracts decrease or prevent suicide (Stanford et al. 1994).
The road to patient suicides is often strewn with safety contracts. In the
case example presented earlier in this chapter, systematic suicide risk as-
sessment supplants a reliance on a suicide prevention contract.
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Why so many psychiatrists, sued or not sued, fail to perform and
document adequate suicide risk assessments is discussed elsewhere (see
Chapter 12, “Quality Assurance Review of Suicide Risk Assessments:
Reality and Remedy”)? In inpatient settings, short lengths of stay and
the rapid turnover of seriously ill patients may distract the clinician from
performing adequate risk assessments. Also, the focus of clinical atten-
tion rapidly shifts away from knowing the patient to pressing discharge
planning.

Approximately 25% of patients at risk for suicide do not admit hav-
ing suicidal ideation to the clinician but do tell their families (Robins
1981). Hall et al. (1999) found that 69 of 100 patients had had only fleet-
ing or no suicidal thoughts before they made a suicide attempt. None of
these patients reported having had a specific plan before his or her im-
pulsive suicide attempt. Also, because this was the first attempt for 67%
of these patients, a prior suicide attempt did not exist.

Patients who are determined to commit suicide regard the psychi-
atrist and other mental health professionals as the enemy (Resnick
2002). Just asking the patient at risk for suicide about the presence of
suicidal ideation, suicide intent, and a suicide plan and receiving a de-
nial cannot be relied on by itself. If possible, family members or others
who know the patient should be consulted. Even when the patient is tell-
ing the truth, it is unwise to equate the patient’s denial of suicidal ide-
ation with an absence of suicide risk.

The Principles of Medical Ethics With Annotations Especially Appli-
cable to Psychiatry (American Psychiatric Association 2001) includes the
following statement: “Psychiatrists at times may find it necessary, in order
to protect the patient or community from imminent danger, to reveal con-
fidential information disclosed by the patient” (Section 4, Annotation 8).
Management of patients at high risk for suicide may require the breaking
of patient confidence and involvement of the family or significant others
(e.g., to obtain vital information, to administer and monitor medications,
to remove lethal weapons, to assist in hospitalization). Statutory waiver of
confidential information is provided in some states when a patient seri-
ously threatens self-harm (Simon 1992, p. 269). If the severely disturbed
patient lacks the mental capacity to consent, a substitute health care deci-
sion-maker should be interviewed. In a number of states, proxy consent
by next of kin is not permitted for patients with mental illnesses. If an
emergency exists, the emergency exception to patient consent may be in-
voked (Simon and Shuman 2007). Just listening to others without divulg-
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ing information about the patient does not violate confidentiality unless
the patient withholds consent for any contact with others. It may be pos-
sible to speak with others once a therapeutic alliance develops and the pa-
tient consents. The Health Insurance Portability and Accountability Act
of 1996 (HIPAA) permits psychiatrists and other health care providers
who are treating the same patient to communicate without expressed per-
mission from the patient (45 Code of Federal Regulations § 164.502). 

Observational information obtained from the psychiatric examination
may provide objective information about suicide risk factors, thus avoid-
ing total reliance on the patient’s reporting (see Chapter 4, “Behavioral
Risk Assessment of the Guarded Suicidal Patient”). For example, slash
marks on the arms or neck, or burns or other wounds, may be apparent.
The mental status examination may reveal diminished concentration,
bizarre ideation, evidence of command hallucinations, incapacity to coop-
erate, restlessness, agitation, severe thought disorder, impulsivity, and al-
cohol or drug withdrawal symptoms. The degree of irritability can be
rapidly assessed in patients with major depressive disorder and is corre-
lated with depression severity and suicide attempts (Perlis et al. 2005).

Suicide risk assessment bears an analogy to weather forecasting
(Monahan and Steadman 1996; Simon 1992). Determining the clini-
cian’s level of confidence in the available patient data is essential for the
treatment and management of suicide risk. Table 1–1 contains a suicide
risk assessment approach for data gathering that can be used by the cli-

TABLE 1–1. Suicide risk assessment data gathering: 
hospital admission

• Identify distinctive individual suicide risk factors.
• Identify acute suicide risk factors.
• Identify protective factors.
• Evaluate medical history and laboratory studies.
• Obtain treatment team information.
• Interview patient’s significant others.
• Speak with current or prior treaters.
• Review the patient’s current and prior hospital records.

Note. Modify for outpatient use.
Source. Adapted from Simon RI: “Suicide Risk Assessment in Managed
Care Settings.” Primary Psychiatry 7:42–43, 46–49, 2002. Used with permission.
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nician. The standard of care requires that the clinician gather sufficient
information upon which to base an adequate suicide risk assessment. The
assessment approach can alert the clinician to deficiencies in the data col-
lection.

Systematic risk assessment itself is an impetus to gather essential clin-
ical information about the patient. It reminds the clinician to consider
multiple data sources. When the clinical situation turns stormy, clini-
cians, like pilots, must rely on their instruments. Systematic suicide risk
assessment is that instrument in managing the suicidal patient.

Suicide Risk Factors
General risk factors such as a recent suicide attempt, hopelessness, or
family history of suicide apply across most clinical settings. Individual
suicide risk factors are unique and specific to the patient. The stuttering
patient who no longer stutters when suicidal is a classic example. Sui-
cide risk factors can be culturally determined, as is the case with shame
suicides in certain Far East cultures. Suicide risk factors occur under cer-
tain circumstances, as when individuals are jailed for the first time. Age-
related contagion effect is an important suicide risk factor for adolescents
who have been directly exposed to a completed peer suicide. Although
clinicians rely mostly on general suicide risk factors, individual, cultural,
and contextual risk factors must also be considered.

There is no pathognomonic risk factor for suicide. A single suicide
risk factor does not have adequate statistical power on which to base an
assessment. Suicide risk assessment cannot be predicated on the basis of
any one factor (Meltzer et al. 2003b); the assessment of suicide risk is
multifactorial. Moreover, a number of retrospective community-based
psychological autopsies and studies of psychiatric patients who have
committed suicide have identified general risk factors (Fawcett et al.
1993). Evidence-based general risk factors are applied to the clinical pre-
sentations of individual patients in concert with their unique risk factors.

Short-term suicide risk factors derived from a prospective study of
patients with major affective disorders were statistically significant
within 1 year of assessment (Fawcett et al. 1990). Short-term risk factors
included panic attacks, psychic anxiety, loss of pleasure and interest,
moderate alcohol abuse, depressive turmoil (mixed states), diminished
concentration, and global insomnia. Short-term risk factors were pre-
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dominantly severe, anxiety driven, and treatable by a variety of psy-
chotropic drugs (Fawcett 2001).

Suicidal ideation is a key risk factor. In the National Comorbidity
Survey, the transition probabilities from suicide ideation to suicide plan
were 34% and from a plan to attempt were 72% (Kessler et al. 1999).The
probability of transition from suicidal ideation to an unplanned suicide
attempt was 26%. In this study, approximately 90% of unplanned and
60% of planned first attempts occurred within 1 year of the onset of sui-
cidal ideation. Systematic suicide risk assessment should be performed
when the patient reports passive suicidal ideations (e.g., “I hope God
takes me” vs. “I’m going to kill myself”). Passive ideation can become
quickly active. Also, the patient may be minimizing or hiding active sui-
cide ideation. In passive suicidal ideation, the intent is to die by indirect
means (see Chapter 11, “Imminent Suicide, Passive Suicidal Ideation,
and Other Intractable Myths”).

When evaluating a patient’s suicidal ideation, the clinician should con-
sider specific content, intensity, duration, and prior episodes. Mann et
al. (1999) found that the severity of an individual’s ideation is an indi-
cator of risk for attempting suicide. Beck et al. (1990) determined that
when patients were asked about suicidal ideation at its worst point, pa-
tients with high scores were 14 times more likely to commit suicide com-
pared with patients having low scores.

Patients with major depression and generalized anxiety disorder have
higher levels of suicidal ideation when compared with depressed pa-
tients who do not have generalized anxiety disorder (Zimmerman and
Chelminski 2003). Comorbid anxiety and depression occur in over
50% of persons with nonbipolar major depressive disorders (Zimmer-
man et al. 2002). The combination of severe depression and anxiety or
panic attacks can prove lethal. A patient may be able to tolerate depres-
sion. When anxiety or panic is also present, the patient’s life may be-
come unbearable, dangerously elevating suicide risk. Anxiety (agitation)
symptoms should be treated aggressively while antidepressant medi-
cations are being given an opportunity to work. Many patients dem-
onstrate a significant antidepressant response within the first 1–2 weeks of
treatment (Posternak et al. 2005).

Time is on the side of patients at risk for suicide who are treated rap-
idly and effectively. For example, in patients with severe depression,
time works against them when treatment is delayed or ineffective. The
mental disorder often progresses and becomes entrenched. Secondary
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effects, such as work impairment and disrupted relationships, lead to
despair, demoralization, and an increased risk of suicide. Suicide re-
duction medications, such as lithium and clozapine, should be consid-
ered for bipolar and schizophrenia patients, respectively (Baldessarini
et al. 2006).

Long-term suicide risk factors in patients with major affective dis-
order are associated with suicides completed 2–10 years following as-
sessment (Fawcett et al. 1990). Information about long-term suicide
risk factors is derived from community-based psychological autopsies
and the retrospective study of psychiatric patients who have commit-
ted suicide (Fawcett et al. 1993). Long-term suicide risk factors include
suicidal ideation, suicidal intent, severe hopelessness, and prior at-
tempts. Suicide risk increases with the total number of risk factors, pro-
viding a quasi-quantitative dimension to suicide risk assessment (Murphy
et al. 1992).

Patients from diagnostic groups such as major affective disorders,
chronic alcoholism and substance abuse, schizophrenia, and border-
line personality disorder are at increased risk for suicide (Fawcett et al.
1993). Roose et al. (1983) found that delusional depressed patients
were five times more likely to commit suicide than depressed patients
who were not delusional. Busch et al. (2003) also indicated that there
was an association between psychosis and suicide in 54% of the 76 in-
patient suicides. In the Collaborative Study of Depression (Fawcett et
al. 1987), no significant difference in suicide rate was shown between
depressed and delusionally depressed patients. Patients that had delu-
sions of thought insertion, grandeur, and mind reading, however, were
significantly represented in the suicide group (Fawcett et al. 1987). Nu-
merous follow-up studies have not indicated that patients with psychotic
depression are more likely to commit suicide than patients with non-
psychotic depression (Coryell et al. 2003; Vythilingam et al. 2003). Re-
cent research indicates that suicide risk increases with the severity of
psychosis (Warman et al. 2004). Electroconvulsive therapy may pro-
duce rapid reduction of suicide risk in severely depressed patients whose
symptoms failed to respond to adequate drug trials.

Patients often display distinctive, individual suicide risk and pre-
ventive factor patterns. Suicide patterns may be identified from prior
exacerbations of suicidal ideation, suicidal crises, or actual attempts. Un-
derstanding a patient’s psychodynamics and psychological responses to
past and current life stressors is important. In the case example pre-
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sented earlier in this chapter, when the patient was depressed and at risk
for suicide, she displayed bizarre facial mannerisms. Some unusual pro-
dromal suicide risk factors can emerge when the patient becomes sui-
cidal; for example, the stuttering patient whose speech clears, the pa-
tient who compulsively whistles, and the patient who self-inflicts facial
excoriations. Most patients experience more common suicide risk pat-
terns, such as suicidal ideation, within a few hours or days following
the onset of early morning awakening. Knowing a patient’s distinctive,
prodromal suicide risk factors along with his or her psychodynamics is
very helpful in treatment and safety management. Strongly held values,
such as religious beliefs, and reasons for living can be significant pro-
tective factors.

Demographic suicide risk factors include, for example, age, gender,
race, and marital status. The suicide rates for white males over age 65
years are elevated. White males over age 85 years have the highest sui-
cide rates. Males commit suicide at a rate three to four times greater
than that of females. Females make suicide attempts at a rate three to
four times greater than that of men. Divorced individuals are at signif-
icantly increased risk for suicide compared with married individuals.
The suicide rate is higher among white individuals (with the exception
of young adults) than among African Americans. Demographic suicide
risk factors, though significant, only serve to supplement the assessment
of individual risk factors.

A family history of mental illness, especially of suicide, is a signifi-
cant suicide risk factor. A genetic component exists in the etiology of
affective disorders, schizophrenia, alcoholism and substance abuse,
and cluster B personality disorders. These psychiatric disorders are
associated with most suicides (Mann and Arango 1999). Genetic and
familial transmission of suicide risk is independent of the transmission
of psychiatric illnesses (Brent et al. 1996). Psychiatric illnesses are a
necessary but not necessarily sufficient cause of patient suicides. Pa-
tients with intractable, malignant psychiatric disorders that end in sui-
cide often have strong genetic and familial components to their
illnesses.

In schizophrenia, the completed lifetime suicide rate is 9%–13%.
The estimated number of suicides annually in the United States among
patients with schizophrenia is 3,600 (12% of total suicides). The life-
time suicide attempt rate is 20%–40%. Suicide is the leading cause of
death among persons with schizophrenia who are younger than age 35



16 Preventing Patient Suicide

years. Suicide is a risk in schizophrenia throughout the individual’s life
cycle (Heila et al. 1997; Meltzer and Okaly 1995); however, suicide
tends to occur in the early stages of illness and during an active phase
(Meltzer 2001).

In the case example presented earlier in this chapter, the patient’s sui-
cide attempt is directed by command hallucinations. The earlier psychiat-
ric literature indicated that command hallucinations accounted for
relatively few suicides in patients with schizophrenia (Breier and Astra-
chan 1984; Roy 1982). Nonetheless, an auditory hallucination that
commands suicide is an important risk factor, which requires careful
assessment. The patient needs to be asked: “Are the auditory hallucina-
tions that are commanding suicide acute or chronic, syntonic or dys-
tonic, familiar or unfamiliar voices?” It is important to find out if the
patient is able to resist the hallucinatory commands or if the patient has
attempted suicide in obedience to the voices.

Junginger (1990) reported that 39% of patients with command hallu-
cinations obeyed them. Patients were more likely to comply with hal-
lucinatory commands if they could identify the voices. Kasper et al. (1996)
found that 84% of psychiatric inpatients with command hallucinations
had obeyed them within the past 30 days. The resistance to command
hallucinations that dictate dangerous acts appears to be greater than
the resistance to commands to perform nondangerous acts (Juninger
1995). This is not as true for patients who have obeyed command hal-
lucinations dictating self-destructive behaviors. In a study of command
hallucinations for suicide, 80% of suicide attempters reported having
made at least one attempt in response to command hallucinations
(Harkavy-Friedman et al. 2003). Hellerstein et al. (1987) studied the con-
tent of command hallucinations and grouped them in the following
categories: 52% suicide, 14% nonviolent acts, 12% nonlethal injury to
self or others, 5% homicide, and 17% unspecified. Thus, 69% of com-
mand hallucinations dictated violence. Patients with auditory halluci-
nations that command suicide should be presumptively assessed at high
risk for suicide, requiring immediate psychiatric treatment and man-
agement.

Harris and Barraclough (1997) abstracted 249 reports from the med-
ical literature regarding the mortality of mental disorders. They com-
pared observed numbers of suicides in individuals with mental
disorders with those expected in the general population. The standard-
ized mortality ratio (SMR)—a measure of the relative risk of suicide for
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a particular disorder compared with the expected rate in the general
population (SMR of 1)—was calculated for each disorder by dividing
observed mortality by expected mortality. The authors concluded, “If
these results can be generalized, then virtually all mental disorders
have an increased risk for suicide excepting mental retardation and de-
mentia.”

Harris and Barraclough also calculated the SMR for all psychiatric
diagnoses by the treatment setting. The SMR for inpatients was 5.82,
and for outpatients was 18.09. Prior suicide attempts by any method
had the highest SMR, 38.36. Suicide risk was highest in the 2 years
following the first attempt. A correct diagnosis is essential. The SMR
for psychiatric, neurological, and medical disorders can be helpful to
the psychiatrist in assessing the risk of suicide for a specific diagnosis.

Baldessarini (2003) and colleagues found that the overall SMR for
bipolar disorder was 21.8. The SMR was 1.4 times higher for women
than for men. Most suicide acts occur within the first 5 years after the
onset of illness. The SMR for bipolar II disorder was 24.1, compared
with an SMR of 17.0 for bipolar I disorder and 11.8 for unipolar de-
pression.

The finding of a high SMR for prior suicide attempts is supported by
other studies (Fawcett 2001). Between 7%–12% of patients who make
suicide attempts commit suicide within 10 years, thus making it a sig-
nificant chronic risk factor for suicide. The risk of completed suicide is
highest during the first year after the attempt. Suicide rehearsals, behav-
ioral or mental, are common. Recent near-lethal attempts are frequently
followed within days by a completed suicide. Most suicides, however,
occur in patients with no history of prior attempts. The majority of pa-
tients who committed suicide had not communicated their suicide intent
during their last appointment (Isometsa et al. 1995). In a retrospective
study of 76 inpatient suicides, Busch et al. (2003) found that 77% of the
patients denied suicidal ideation as their last recorded communication.
Mann et al. (1999) found that prior suicide attempts and hopelessness
are the most powerful clinical “predictors” of completed suicide. The
rate of suicide completion during first attempts is high, especially among
males (62%; females, 38%) (Isometsa and Lonnqvist 1998). Previous at-
tempters (82%) used at least two different methods in attempts and com-
pleted suicides.

Research indicates that high risk factors associated with attempted
suicide in adults are depression, prior suicide attempt(s), hopelessness,
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suicidal ideation, alcohol abuse, cocaine use, and recent loss of an im-
portant relationship (Murphy et al. 1992). In youths, the strongest fac-
tors associated with suicide attempts are depression, alcohol or other
drug use disorder, and aggressive or disruptive behaviors. Weisman
and Worden (1972) devised a risk-rescue rating in suicide assessment
as a descriptive and quantitative method of determining the lethality
of suicide attempt.

Populations at Risk for Suicide
Practice parameters exist for the assessment and treatment of children
and adolescents with suicidal behavior (Shaffer et al. 1997). Risk factors
for adolescents include prior attempts, affective disorder, substance
abuse, living alone, male gender, age 16 years or older, and a history of
physical and/or sexual abuse. Adverse childhood experiences—for ex-
ample, emotional, physical, and sexual abuse—are associated with an in-
creased risk of attempted suicide throughout the lifespan (Dube et al.
2001). More suicidal women than suicidal men have experienced child-
hood abuse (Kaplan et al. 1995). Brent (2001) provides a framework for
the assessment of suicide risk in the adolescent that can be used to de-
termine immediate disposition, intensity of treatment, and level of care.

In adults over age 65 years, important correlates of late-life suicide are
depression, physical illnesses, functional impairment, personality traits
of neuroticism, social isolation, and loss of important relationships
(Conwell and Duberstein 2001). The suicide rate for men 85 years and
older is substantially higher (60 per 100,000) (Loebel 2005). Affective
disorder is the risk factor with the strongest correlation. Among older
adults, 41% saw their primary care physician within 28 days of commit-
ting suicide (Isometsa et al. 1995). Thus, primary care is an important
point of suicide prevention for elders at high risk.

Personality disorders place a patient at increased risk for suicide (Line-
han et al. 2000). The risk for suicide is 7 times greater in patients with
personality disorders than in the general population (Harris and Bar-
raclough 1997). Among patients who commit suicide, 30%–40% have
personality disorders (Bronisch 1996; Duberstein and Conwell 1997).
Cluster B personality disorders, particularly borderline and antisocial per-
sonality disorders, place patients at increased risk for suicide (Duberstein
and Conwell 1997). The presence of personality disorders, when comor-
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bid with bipolar disorder, is an independent suicide risk factor that in-
creases lifetime risk of suicide (Garno et al. 2005). In patients with bor-
derline personality disorder, impulsivity was associated with a high
number of suicide attempts, after substance abuse and a lifetime diagnosis
of depressive disorder were controlled for (Brodsky et al. 1997). In a
longitudinal study of personality disorder, a combination of border-
line personality disorder, major affective disorder, and alcoholism was
found in a fatal subgroup (Stone 1993).

Personality disorder, negative recent life events, and Axis I comor-
bidity were identified in a large sample of patients who committed suicide
(Heikkinen et al. 1997). Recent stressful life events, including work-
place difficulties, family problems, unemployment, and financial trouble,
were highly represented among patients with personality disorders.
Personality disorders and comorbidity of other factors, such as depressive
symptoms and substance abuse disorders, are frequently found among
patients who commit suicide (Isometsa et al. 1996; Suominen et al.
2000).

Gunderson and Ridolfi (2002) estimated that suicide threats and ges-
tures occur repeatedly in 90% of patients with borderline personality dis-
order. With the borderline patient, the clinician’s suicide risk assessment
should pay special attention to comorbidity, especially mood disorder,
substance abuse, prior suicide attempts or self-mutilating behaviors, im-
pulsivity, and unpleasant recent-life events. Self-mutilating behaviors
that commonly occur in borderline patients include cutting (80%), bruis-
ing (34%), burning (20%), head banging (15%), and biting (7%).

Although self-mutilation is considered to be parasuicidal behavior
(without lethal intent), the risk of suicide is doubled when self-mutilation
is present (Stone 1987). Retrospectively, it may be difficult or impossi-
ble to distinguish a nonlethal suicide gesture from an actual suicide at-
tempt. Suicidal intent is defined as the subjective expectation and desire
to die by a self-destructive act (American Psychiatric Association 2003).
For example, the clinician must consider intent, not just behavior. A
patient takes 10 aspirin tablets in the belief that it will result in death.
A patient taking 6 mg/day of a benzodiazepine who overdoses on 180
1-mg tablets may not have any intention to commit suicide and knows
that death will not likely occur. An aborted attempt occurs when the in-
tent to harm is interrupted and no physical harm results. Lethality refers
to the danger to life by a suicide method or act. O’Carroll et al. (1996)
provide definitions for a variety of suicidal behaviors.
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Psychiatrists have difficulty gauging the imminence of suicide. No
suicide risk factor(s) identifies imminence. Imminence defies definition;
it is not a medical or psychiatric term. Imminence is another word for
prediction. The patient who points a loaded gun at his or her head or
is perched on a bridge is a high-risk psychiatric emergency. But individ-
uals have been “talked out” of pulling the trigger or jumping. Persons
intent on committing suicide are usually ambivalent until the last mo-
ment. Suicide risk is in constant flux. It is imperative to identify, treat,
and manage the patient’s acute risk factors that are driving a suicide cri-
sis than to undertake the impossible task of trying to predict whether
or when a suicide attempt may occur. Imminent suicide creates the illu-
sion of short-term prediction (see Chapter 11, “Imminent Suicide, Pas-
sive Suicidal Ideation, and Other Intractable Myths”).

Impulsivity, a trait factor or predisposition usually associated with al-
cohol and substance abuse, is an important suicide risk factor requir-
ing careful assessment (Moeller et al. 2001). Impulsivity also has been
found in many suicide attempters with major depressive disorder,
panic disorder, and aggressive behaviors linked to the serotonergic sys-
tem (Pezawas et al. 2002). Simon et al. (2001), in a case-control study of
153 case subjects, found that 24% of the subjects spent less than 5 minutes
between the decision to attempt suicide and a near-lethal attempt.

Patients who harm themselves are more impulsive than the general
population. Patients who repeatedly harm themselves are found to be
more impulsive than patients who harm themselves for the first time
(Evans et al. 1996). Impulsivity can be both acute and chronic. A his-
tory of chronic impulsivity can become acute when heightened by life
stress, loss, and anxiety. Suicide attempts or violent suicide may often
result (Fawcett 2001). Mann et al. (1999) found that suicide attempters
with major depressive disorder have higher levels of aggression and im-
pulsivity than nonattempters.

Impulsivity/aggression can be assessed clinically by asking the patient
questions about violent rages, assaultive behaviors, arrests, destruc-
tion of property, spending sprees, speeding tickets, sexual indiscre-
tions, hostility, easy provocation, and other indicia of poor impulse
control (McGirr et al. 2009). A history of impulsive, aggressive behav-
iors toward self or others is a chronic risk factor for suicide (Brent and
Mann 2005).

“Shame suicides” can occur in individuals faced with intolerable hu-
miliation (e.g., scandal, criminal charges). A “shame suicide” may be an
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impulsive act in a narcissistically vulnerable person. However, it may
not be associated with a diagnosable mental disorder (Roy 1986).

A patient’s suicide risk may be exacerbated by problems caused by the
treater. Examples include cases in which the treater causes physical or psy-
chological impairment, exploits the patient, or displays incompetence,
indifference, negative countertransference, fatigue (“burnout”), or defi-
cient language skills (Simon and Gutheil 2004). To perform an adequate
suicide risk assessment, the clinician must be able to understand idiomatic
phrases and slang expressions. In one instance, a severely depressed, sui-
cidal patient with opioid dependence told the psychiatrist that she had
“gone cold turkey.” The psychiatrist, having limited English language
skills, proceeded to ask the patient if she had an eating disorder.

Suicide Risk Assessment 
Methodology
A number of suicide risk assessment models are available to the clinician
(Beck et al. 1998; Clark and Fawcett 1999; Jacobs et al. 1999; Linehan
1993; Mays 2004; Rudd et al. 2001; Shea 2004). Only a few methods can
be cited here. No suicide risk assessment model has been empirically
tested for reliability and validity (Busch et al. 1993). Clinicians can also
develop their own systematic risk assessment methods based on their
training, clinical experience, and familiarity with the evidence-based psy-
chiatric literature. The example of suicide risk assessment illustrated in
Figures 1–1, 1–2, and 1–3 represents just one way of conceptualizing system-
atic assessment. The model in Figure 1–1 is a teaching tool designed to en-
courage a systematic approach to suicide risk assessment. It should not be
used as a form or protocol to be applied in a robotic fashion. The use of
stand-alone suicide risk assessment forms is not recommended.

Suicide risk factors vary in number and importance according to
the individual patient. The clinician’s reasoned judgment is central in
identifying and assigning clinical weight to risk and protective factors.
A common error is to omit assessment of protective factors along with
risk factors. It is important to assess protective factors against suicide
to achieve a balanced assessment of suicide risk. As noted previously,
each patient has a distinctive suicide risk factor profile that should re-
ceive a high priority for identification and assessment. Protective fac-
tors tend to be more variable. The risk factor profile or prodrome tends
to recur during a subsequent psychiatric illness.
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Assessment factorsa Risk Protective

Individual

Distinctive clinical features (prodrome)

Religious beliefs

Reasons for living

Clinical

Current attempt (lethality)

Therapeutic alliance

Treatment adherence

Treatment benefit

Suicidal ideation

Suicide intent

Suicide plan

Hopelessness

Prior attempts (lethality)

Panic attacks

Psychic anxiety

Loss of pleasure and interest

Alcohol/drug abuse

Depressive turmoil (mixed states)

Diminished concentration

Global insomnia

Psychiatric diagnoses (Axis I and Axis II)

Symptom severity

Comorbidity

Recent discharge from psychiatric hospital

Impulsivity/aggression

FIGURE 1–1. Systematic suicide risk assessment: a conceptual
model.
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Clinical (continued)

Agitation (akathisia)

Physical illness

Family history of mental illness (suicide)

Childhood sexual/physical abuse

Mental competency

Interpersonal Relations

Work or school

Family

Spousal or partner

Children

Situational

Living circumstances

Employment or school status

Availability of guns

Managed care setting

Demographic

Age

Gender

Marital status

Race/ethnicity

Overall risk ratingsb

FIGURE 1–1. Systematic suicide risk assessment: a conceptual
model (continued).

aRate risk and protective factors present as low (L), moderate (M), high
(H), nonfactor (O), or range (e.g., L–M, M–H).
bJudge overall suicide risk as low, moderate, high, or a range of risk.
Source. Adapted with permission from Simon 2004.

Assessment factorsa Risk Protective
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Assessment factorsa Risk Protective

Individual

Distinctive clinical features (prodrome) H

Religious beliefs O

Reasons for living O

Clinical
Current attempt (lethality) H

Therapeutic alliance H

Treatment adherence L

Treatment benefit O

Suicidal ideation (command hallucinations) H

Suicide intent H

Suicide plan O

Hopelessness M–H

Prior attempts (lethality) L

Panic attacks O

Psychic anxiety O

Loss of pleasure and interest H

Alcohol/drug abuse H

Depressive turmoil (mixed states) O

Diminished concentration H

Global insomnia M–H

Psychiatric diagnoses (Axis I and Axis II) H

Symptom severity H

Comorbidity H

Recent discharge from psychiatric hospital 
(within 3 months)

O

Impulsivity/aggression M–H

Agitation (akathisia) H

FIGURE 1–2. Admission systematic suicide risk assessment:
case example.



Suicide Risk Assessment 25

Clinical (continued)

Physical illness O

Family history of mental illness (suicide) H

Childhood sexual/physical abuse O

Mental competency M

Interpersonal relations

Work or school L

Family M

Spousal or partner H

Children O

Situational

Living circumstances M

Employment or school status L

Financial status L–M

Availability of guns H

Managed care setting O

Demographic

Age M

Gender H

Marital status L

Race/ethnicity O

Overall risk ratingsb High

FIGURE 1–2. Admission systematic suicide risk assessment:
case example (continued).

aRate risk and protective factors present as low (L), moderate (M), high
(H), nonfactor (O), or range (e.g., L–M, M–H).
bJudge overall suicide risk as low, moderate, high, or a range of risk.
Source. Adapted with permission from Simon 2004.

Assessment factorsa Risk Protective
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Assessment factorsa Risk Protective

Individual

Distinctive clinical features (prodrome) O

Religious beliefs H

Reasons for living M

Clinical

Current attempt (lethality) H

Therapeutic alliance M

Treatment adherence H

Treatment benefit M

Suicidal ideation (command 
hallucinations)

M

Suicide intent O

Suicide plan O

Hopelessness L

Prior attempts (lethality) L

Panic attacks O

Psychic anxiety O

Loss of pleasure and interest L

Alcohol/drug abuse M

Depressive turmoil (mixed states) O

Diminished concentration H

Global insomnia L

Psychiatric diagnoses (Axis I and Axis II) H

Symptom severity L–M

Comorbidity H

Recent discharge from psychiatric hospital 
(within 3 months)

O

Impulsivity/aggression L

FIGURE 1–3. Discharge systematic suicide risk assessment:
case example.
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Clinical (continued)

Agitation (akathisia) O

Physical illness H

Family history of mental illness (suicide) H

Childhood sexual/physical abuse O

Mental competency L

Interpersonal relations

Work or school H

Family H

Spousal or partner L–M

Children O

Situational

Living circumstances M

Employment or school status H

Financial status M

Availability of guns O

Managed care setting L–M

Demographic
Age M

Gender L

Marital status L

Race/ethnicity O

Overall risk ratingsb Moderate

FIGURE 1–3. Discharge systematic suicide risk assessment:
case example (continued).

aRate risk and protective factors present as low (L), moderate (M), high (H),
nonfactor (O), or range (e.g., L–M, M–H).
bJudge overall suicide risk as low, moderate, high, or a range of risk.
Source. Adapted with permission from Simon 2004.

Assessment factorsa Risk Protective
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Malone et al. (2000) assessed inpatients with major depression for
severity of depression, general psychopathology, suicide history, rea-
sons for living, and hopelessness. The self-report Reasons for Living
Inventory was used to measure beliefs that may act as preventive fac-
tors against suicide (Linehan et al. 1983). The total score for reasons
for living was inversely correlated with the sum of scores for hopeless-
ness, subjective depression, and suicidal ideation. The authors recom-
mend including reasons for living in the clinical assessment and man-
agement of suicidal patients.

Protective factors against suicide may include family and social sup-
port, pregnancy, children at home, strong religious beliefs, and cultural
sanctions against suicide (Institute of Medicine 2001). Some families, how-
ever, are not able to be supportive for a variety of reasons. Religious affil-
iation was associated with less suicidal behavior in depressed patients
(Dervic et al. 2004). Severely depressed patients, however, may feel aban-
doned by God or may feel that God will understand, thus increasing their
risk for suicide. Survival and coping skills, responsibility to family, and
child-related concerns are protective factors (Linehan et al. 1983).

A therapeutic alliance between clinician and patient can be an impor-
tant protective factor against suicide (Simon 1998). The therapeutic alli-
ance is influenced by a number of factors, especially the nature and se-
verity of the patient’s illness. The extent to which the therapeutic alliance
can influence a patient may change quickly from session to session. It can-
not be assumed that a therapeutic alliance will be present and protec-
tive between sessions. Clinicians have been shocked and bewildered
when a patient with whom the clinician felt a strong therapeutic alli-
ance attempts or commits suicide between sessions. However, in a pa-
tient at risk for suicide, the absence of a therapeutic alliance should be
considered a significant risk factor.

Protective factors, like risk factors, vary with the distinctive clinical
presentation of the individual patient at suicide risk. An ebb and flow ex-
ists between suicide risk and protective factors. Protective factors are es-
pecially important for discharge planning. They are usually easier for
patients to talk about than risk factors, thus tending to be overvalued by
the patient or the clinician. Protective factors can be overcome by the
acuteness and severity of mental illness (see Chapter 7, “Patients at Acute
and Chronic High Risk for Suicide: Crisis Management”).

Figure 1–1 divides assessment factors into five general categories:
1) individual, 2) clinical, 3) interpersonal, 4) situational, and 5) demo-
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graphic. The practitioner ranks the risk and protective factors accord-
ing to the patient’s distinctive clinical presentation. Usually, acute,
high-risk suicide risk factors are a focus of continuing clinical attention.
“Acute” refers to the intensity (severity) and magnitude (duration) of
symptoms, such as early morning awakening versus global insomnia.
A high risk factor is supported by an evidence-based association with
suicide (see Chapter 7, “Patients at Acute and Chronic High Risk for Sui-
cide: Crisis Management”).

A dimensional scale of low, moderate, high, or nonfactor reflecting
the continuum of suicide risk is used. A final risk rating is a reasoned
clinical judgment based on the overall assessment of the risk and pro-
tective factor pattern. The overall risk assessment informs treatment,
safety management, and discharge decisions. The purpose of Figure 1–1
is to provide a conceptual model that encourages systematic suicide risk
assessment. Assessments can be made in a time-efficient manner after
thorough psychiatric examination and during continuing patient care.
A concise, contemporaneous note that describes the clinician’s suicide
risk assessment and clinical decision-making process is adequate (see
Table 1–2).

For instance, assessment factors can be rated as acute (the focus of clin-
ical attention) or chronic (long-standing, usually static risk factors). After
initial psychiatric examination and systematic suicide risk assessment, the
clinician can evaluate the course of acute suicide risk factors that brought
the patient to treatment. Modifiable and treatable suicide risk factors
should be identified early and treated aggressively. For example, anxiety,
depression, insomnia, and psychosis may respond rapidly to medications
as well as to psychosocial interventions. Impulsivity may respond to treat-
ment with anticonvulsants (Hollander et al. 2002) (Table 1–3). The clini-

TABLE 1–2. Sample suicide risk assessment note

• Suicide risk factors identified and weighed (low, moderate, high)
• Protective factors identified and weighed (low, moderate, high)
• Overall assessment rating (low, moderate, high, or range)
• Treatment and management intervention informed by the 

assessment
• Effectiveness of interventions evaluated

Source. Adapted with permission from Simon 2004.
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cian should also identify, support, and, when possible, enhance protective
factors. Psychosocial interventions can help mitigate or resolve interper-
sonal issues at home, work, or school. At discharge, a final systematic sui-
cide risk assessment allows comparison with the initial office visit or
hospital admission assessment to determine what is different.

Conclusion
Suicide risk assessment is a process, not an event. Suicide risk exists along
a continuum that can vary from minute to minute, hour to hour, and day
to day. Thus, assessments must be performed at several clinical junctures
such as change of safety status, removal from seclusion and/or restraint,
ward changes, prior to issuing passes, and at time of discharge. The sui-
cide risk assessment process that follows the course of acute risk factors is
illustrated in the case example presented earlier in the chapter. For outpa-
tients, systematic suicide risk assessment is critical to clinical decision-
making, especially regarding voluntary or involuntary hospitalization.

Patients with Axis I psychiatric disorders such as schizophrenia, anxi-
ety disorders, major affective disorders, and substance use disorders of-
ten present with acute (state) suicide risk factors. Patients with Axis II
disorders often display chronic (trait) suicide risk factors. Exacerbation
of an Axis II disorder or comorbidity with an Axis I disorder (including
substance abuse) may exacerbate and transform a chronic suicide risk
factor, such as impulsivity, into an acute risk factor. A family history of
mental illness, especially when associated with suicide, is an important
chronic (static) risk factor. The offspring of mood-disordered patients
who attempt suicide are at a markedly increased risk for suicide (Brent

TABLE 1–3. Modifiable and treatable suicide risk factors: 
some examples

Depression Impulsivity
Anxiety Agitation
Panic attacks Physical illness
Psychosis Situation (e.g., family, work)
Sleep disorders Lethal means (e.g., guns, drugs)
Substance abuse Drug effects (e.g., akathisia)

Source. Adapted with permission from Simon 2004.
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et al. 2002). In the Case Example, the patient’s aunt was diagnosed as
a “chronic schizophrenic,” and a “manic-depressive” uncle had commit-
ted suicide. Comorbidity significantly increases the patient’s risk for
suicide (Kessler et al. 1999). Suicide risk increases with the total num-
ber of risk factors, providing a quasi-quantitative dimension to suicide
risk factor assessment (Murphy et al. 1992).

Necessary (e.g., depression) and sufficient (e.g., situational) factors
provide another assessment parameter. For example, the patient with ma-
jor depression who also is experiencing a personal loss or work-related cri-
sis presents with both necessary and sufficient suicide risk factors.
Evaluating individual (e.g., distinctive or atypical suicide risk factors) and
situational (e.g., loss) parameters can also be useful in suicide risk assess-
ment. This parameter is a variant of the necessary and sufficient analysis.

Systematic suicide risk assessment encourages the gathering of rele-
vant clinical information. Malone et al. (1995) found that on routine clin-
ical assessments at admission, clinicians failed to document a history of
suicidal behavior in 12 of 50 patients who were identified by research as-
sessment as being depressed and as having attempted suicide. Fewer total
suicide attempts were clinically reported than were shown by data of sui-
cide attempts obtained by use of a comprehensive research assessment.
Documentation of suicidal behavior was most accurate on hospital intake
admission when a semi-structured format was used instead of discharge
documentation by clinical assessment alone. Malone and colleagues sug-
gested that use of semi-structured screening instruments may improve
documentation and the detection of lifetime suicidal behavior.

Systematic suicide risk assessment of the patient’s risk and protective
factors is a gateway to improved information gathering that informs the
identification, treatment, and management of patients at risk for suicide.

KEY CLINICAL CONCEPTS 

• Fully commit time and effort to the ongoing assessment, treat-
ment, and management of the patient at suicide risk.

• Conduct systematic suicide risk assessment to inform treatment
and management of patients at risk for suicide.



32 Preventing Patient Suicide

• Identify treatable and modifiable suicide risk and protective factors
early and treat aggressively. Delayed or ineffective treatment can re-
sult in a psychiatric condition becoming entrenched, causing patient
demoralization, hopelessness, and adverse life consequences. Con-
sider suicide reduction drugs such as lithium and clozapine in bipolar
patients and schizophrenic patients, respectively.

• Do not use suicide prevention contracts in place of conducting
systematic suicide risk assessments. Suicide risk assessment is a
process, not an event.

• Contemporaneously document suicide risk assessments. Doing so
facilitates good clinical care and is standard practice.
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C H A P T E R  2

Enhancing Suicide 
Risk Assessment 

Through Evidence-
Based Psychiatry

SUICIDE risk assessment is a core competency that psychiatrists
are expected to acquire (Scheiber et al. 2003). The purpose of suicide
risk assessment is to identify treatable and modifiable risk and protec-
tive factors that inform the patient’s treatment and safety manage-
ment. Evidence-based psychiatry can enhance suicide risk assessment
by diminishing reliance on lore, tradition, and unaided clinical impres-
sion. Acceptance of expert opinion solely based on respect for author-
ity is giving way to evidence-based medicine.

Patients at risk for suicide often confront the psychiatrist with life-
threatening emergencies. Most clinicians rely on the clinical interview and

Adapted from “Suicide Risk Assessment: Evidence-Based Psychiatry.” Gutt-
macher Award Lecture. Presented at the 158th Annual Meeting of the Amer-
ican Psychiatric Association. Atlanta, GA, May 21, 2005.
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certain valued questions and observations to assess suicide risk (Sullivan
and Bongar 2006). The psychiatrist, unlike the general physician, does
not have laboratory tests and sophisticated diagnostic instruments avail-
able to assess the suicidal patient. For example, in evaluating an emer-
gency cardiac patient, the clinician can order a number of diagnostic tests
and procedures such as electrocardiogram, serial enzymes, imaging, and
catheterization. The psychiatrist’s diagnostic instrument is systematic sui-
cide risk assessment that is informed by evidence-based psychiatry.

No suicide risk assessment method has been empirically tested for re-
liability and validity (Simon 2006a). The standard of care encompasses
a range of reasoned approaches to suicide risk assessment.

Utilizing evidence-based psychiatry is best practice. It is not, however,
a standard-of-care requirement. Moreover, the law does not require the
mental health professional to provide ideal, best-practice, or even good pa-
tient care; the clinician’s legal duty is to provide adequate patient care.

Sackett et al. (1996) define evidence-based medicine as “The conscien-
tious, explicit, and judicious use of current best evidence in making deci-
sions about the care of individual patients” (pp. 71–72). The method of
evidence-based psychiatry is described in a volume edited by Taylor
(2010). The preferred study designs for determining harm (risk) are co-
hort and case-control studies. Online evidence-based psychiatric informa-
tion sources include National Electronic Library for Mental Health
(comprehensive sources), Evidence-Based Mental Health (structured ab-
stracts), Cochrane Database of Systematic Reviews (systematic reviews),
PubMed (original articles), and PsycINFO (comprehensive sources).

Evidence-Based Suicide Risk and 
Protective Factors: Some Examples
In Table 2–1, examples of evidence-based suicide risk factors are ar-
ranged according to the hierarchy of supporting evidence. The hierar-
chy of evidence for studies of harm (risk) includes systematic reviews
(meta-analysis), the highest level of evidence, followed by cohort stud-
ies (prospective or retrospective) and case-control studies (retrospective)
(Taylor 2010). In a retrospective cohort study, a historical cohort is
identified through existing records for outcomes of interest at initiation
of the study. Dependence on existing records, however, raises questions
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of data quality (Taylor 2010). Non-evidence-based suicide risk factors
are based on case reports, case series, and, lastly, clinical opinion and
clinical consensus. Clinical opinion and consensus are important in sui-
cide risk assessment if buttressed by evidence-based studies. The exten-
sive suicide literature contains many well-designed studies regarding
suicide risk factors that are beyond the scope of this chapter.

Systematic Reviews (Meta-Analysis)

Psychiatric Diagnosis
Harris and Barraclough (1997), in a systematic review (i.e., meta-anal-
ysis), abstracted 249 reports from the medical literature regarding the

TABLE 2–1. Suicide risk and protective factors: examples of 
evidence-based studies

Suicide risk factors
Systematic reviews (meta-analysis)

Psychiatric diagnosis (Harris et al. 1997; Kessler et al. 1999)
Physical illness (Harris et al. 1994; Quan et al. 2002)

Cohort studies
Deliberate self-harm (Cooper et al. 2005)
Anxiety (Fawcett et al. 1990)
Child abuse (Brown et al. 1999; Dube et al. 2005)

Case-control studies
Violent threats: impulsivity and aggression (Conner et al. 2001; 

Dumais et al. 2005; Mann et al. 2008)
Melancholia (Grunebaum et al. 2004)
Comorbidity (Beautrais et al. 1996; Hawton and Zahl 2003)

Suicide protective factors
Case-control studies

Protective factors (Malone et al. 2000)
Religious affiliation (Dervic et al. 2004)
Reasons for living (Reason for Living Inventory) 

(Linehan et al. 1983)
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mortality of mental disorders. They compared the number of suicides
in individuals with mental disorders with the number of those expected
in the general population. The standardized mortality ratio (SMR) is a
measure of the relative risk of suicide for a particular disorder compared
with the expected rate in the general population (SMR of 1). The SMR
was calculated for each disorder by dividing observed mortality by ex-
pected mortality (see Chapter 5, “Psychiatric Disorders and Suicide
Risk”; Table 5–1).

The highest relative risk for suicide was associated with eating dis-
orders. The SMR for eating disorders was significantly higher than
the SMRs for major affective disorders and substance abuse. All psy-
chiatric disorders except mental retardation were associated with an in-
creased risk of suicide. Making an accurate psychiatric diagnosis—one
of the most important indicators of risk for suicide—is essential to com-
petent suicide risk assessment (Simon 2004).

Physical Illness

Physical illness, especially in the elderly, is associated with suicide risk.
Quan et al. (2002), in a systematic review, found that the psychiatri-
cally ill elderly with any of the following illnesses were more likely to
complete suicide than those without the illness: cancer, prostatic disor-
der (excluding prostatic cancer), and chronic pulmonary disease.

In a statistical overview, Harris and Barraclough (1994) identified a
number of specific medical illnesses that were associated with increased
suicide risk: HIV/AIDS, malignant neoplasms as a group, head and
neck cancers, Huntington’s chorea, multiple sclerosis, peptic ulcer, renal
disease, spinal cord injury, and systemic lupus erythematosus. Recogni-
tion of specific medical conditions that are associated with increased risk
of suicide aids the clinician’s suicide risk assessment.

Evidence-Based Studies

Cohort Studies

Deliberate self-harm. In a prospective cohort study of 7,968 delib-
erate self-harm patients, Cooper et al. (2005) found an approximately
30-fold increase in risk of suicide compared with the general population
during a 4-year follow-up period. Suicide rates were highest within the



Enhancing Suicide Risk Assessment 43

first 6 months after the initial self-harm. The authors underscored the im-
portance of early intervention following self-harm. Female patients were
at high risk for suicide.

Hawton and Zahl (2003) conducted a follow-up study of 11,583
deliberate self-harm patients who presented to a hospital between 1978
and 1997. The authors found a significant and persistent risk of sui-
cide. In this study, the risk was far higher in men than in women. In
both men and women, suicide increased markedly with age at initial
presentation.

Anxiety. Fawcett et al. (1990) identified short-term suicide risk fac-
tors, derived from a 10-year prospective study of 954 patients with ma-
jor affective disorders that were statistically significant for suicide
within 1 year of assessment. The risk factors included panic attacks,
psychic anxiety, loss of pleasure and interest, moderate alcohol abuse,
diminished concentration, global insomnia, and depressive turmoil
(agitation). Clinical interventions directed at treating the anxiety-
related symptoms in patients with major affective disorders can rap-
idly diminish suicide risk (Fawcett 2001).

Child abuse. An essential part of the psychiatric examination and
systematic risk assessment is inquiry about childhood abuse as a risk
factor for suicide. Dube et al. (2005) conducted a retrospective co-
hort study of 17,337 adult HMO members from 1995 to 1997. Com-
pared with individuals who reported no sexual abuse, men and women
who experienced childhood sexual abuse were more than twice as
likely to have a history of suicide attempts. In patients with suicidal be-
haviors, the clinician should ask about sexual abuse (Bebbington et
al. 2009).

Brown et al. (1999) studied a cohort of 776 randomly selected chil-
dren from age 5 years to adulthood over a 17-year period. Adolescents
and young adults with a history of childhood abuse were three times
more likely to become depressed or suicidal than individuals without
such a history. Childhood sexual abuse effects were the largest and
most independent of associated factors. The risk of repeated suicide at-
tempts was eight times greater when there was a history of sexual
abuse.

The nature and extent of childhood sexual abuse is associated with
the severity of suicide risk. Fergusson et al. (1996) followed a birth co-
hort of 1,019 males and females from birth to age 18 years. There was
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a consistent relationship between the extent of child sexual abuse and
risk of a psychiatric disorder. Individuals reporting there had been sex-
ual intercourse were at highest risk for psychiatric disorders and sui-
cidal behaviors.

Case-Control Studies

Violent threats: impulsivity and aggression. Violent threats or be-
havior toward others is a suicide risk factor. Clinicians more commonly
encounter patients who threaten violence against themselves. Vio-
lence, however, has a vector; it can be directed at oneself, at others, or
both, as in murder-suicide. Impulsive aggression is the response to
frustration or provocation with hostility and aggression.

Conner et al. (2001), in a case-control study, found that violent be-
havior in the last year of life was a significant risk factor for suicide.
The relationship was especially strong in individuals with no history
of alcohol abuse, in younger individuals, and in women. In the study,
753 suicide victims were compared with 2,115 accident victims. Vio-
lent behavior distinguished suicide victims from accident victims. The
findings were not attributable to alcohol use disorders alone.

Dumais et al. (2005), using a case-control design, indicated that
higher levels of impulsivity and aggression were associated with sui-
cide. In the study, 104 male suicide completers who died during an epi-
sode of major depression were compared with 74 living depressed male
subjects. Current (6-month prevalence) alcohol abuse/dependence and
current drug abuse/dependence disorders increased the risk of suicide
in individuals with major depression. Impulsive-aggressive personality
disorders and alcohol /substance abuse were independent predictors of
suicide in individuals with major depression.

In a retrospective study of 408 patients with mood, schizophrenia
spectrum, or personality disorders who externally directed aggression,
Mann et al. (2008) distinguished past suicide attempters from nonat-
tempters. The risk of future suicide attempts also increased in the ag-
gression group. McGirr et al. (2009) showed that the association of
impulsive-aggressive and Cluster B personality traits was a marker for
early-onset suicidal behaviors.

Melancholia. Do melancholic features associated with major depres-
sive disorder confer a higher risk of suicide attempts than in nonmelan-
cholic major depression? Grunebaum et al. (2004), in a case-control
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study, compared suicide attempts in 377 melancholic with nonmelan-
cholic patients. Melancholia was associated with more serious past sui-
cide attempts and increased probability of suicide attempts during
follow up. Although major depression is associated with a high risk of
suicide, melancholia is a less commonly recognized feature of major de-
pression that may further increase the risk of suicide attempts or com-
pletions (see Chapter 5, “Psychiatric Disorders and Suicide Risk”).

Comorbidity. Psychiatric patients often present with more than one
psychiatric disorder. For example, a bipolar patient may be diagnosed
with borderline personality disorder and substance abuse. Beautrais et
al. (1996) found that individuals who made serious suicide attempts
had high rates of comorbid mental disorders. In the study, 302 consec-
utive individuals who made serious suicide attempts were compared
with 1,028 randomly selected subjects. The risk of suicide increased
with increasing comorbidity—subjects with two or more disorders were
at 89.7 times increased risk for suicide than those with no psychiatric dis-
order. Comorbidity is an independent suicide risk factor.

Employing a case-control design, Hawton and Zahl (2003) as-
sessed 111 patients who attempted suicide (72 female and 39 male).
They found that more patients with comorbid disorders had made
previous suicide attempts and repeated attempts during the follow-up
period. Comorbidity of Axis I disorders and personality disorders was
present in 44% of patients.

In a national population survey of 5,877 respondents between 1990
and 1992, Kessler et al. (1999) discovered that a dose-response rela-
tionship existed between the number of comorbid psychiatric disor-
ders and suicide attempts.

Protective Factors: 
Reasons for Living
Malone et al. (2000) assessed 84 patients with a DSM-III-R diagnosis
of major depression. Of the 84 patients, 45 had attempted suicide and
39 had not. The depressed patients who had not attempted suicide
expressed more responsibility toward family, more fear of social disap-
proval, more moral objections to suicide, greater coping and survival
skills, and more fear of suicide than depressed patients who had at-
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tempted suicide. The authors concluded that the assessment of rea-
sons for living should be part of the assessment of patients at risk for
suicide.

The Linehan Reasons for Living Inventory (Linehan et al. 1983) as-
sesses the strength of a patient’s commitment not to die. The inventory
is a 48-item self-report measure that takes about 10 minutes to admin-
ister. A 72-item version is also available. Internal consistency is high. The
inventory’s test-retest reliability is moderately high for 3 weeks. The in-
ventory is sensitive to improvements in depression and hopelessness and
in suicidal patients with borderline personality disorder who are receiv-
ing treatment.

How important are religious beliefs for preventing suicide? Dervic
et al. (2004) assessed 371 depressed inpatients for religious affiliation.
Patients without a religious affiliation had significantly more suicide at-
tempts and more first-degree relatives who had completed suicide than
patients with religious affiliations. Unaffiliated patients were younger and
less often married, and fewer had children. They also had less contact
with family members. Patients with no religious affiliation had fewer rea-
sons for living, especially in the category of moral objections to sui-
cide. There was no difference in subjective and objective depression,
hopelessness, or stressful life events. The authors concluded that greater
moral objection to suicide and lower aggression level in terms of self-
harm in religiously affiliated patients may act as protective factors
against suicide attempts.

However, religious beliefs may not necessarily be a protective fac-
tor against suicide. In some patients, religious beliefs can be challenged
by severe mental illness. For example, a bipolar patient stated hope-
lessly that “God has forsaken me.” A devout, severely depressed pa-
tient hurled “blasphemous” insults at God. In a twist, religion became
a facilitating risk factor in a case in which a suicidal patient stated,
“God will forgive me if I kill myself.” Severe mental illness can over-
come a patient’s protective factors.

Clinical Experience and Consensus
Case reports, case series, and clinical consensus, though not evidence-
based, can aid suicide risk assessment. For example, in a systematic
review of the relevant literature, Hansen (2001) found that akathisia
could not be definitively linked to suicidal behavior. In individual
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cases, however, clinical judgment may determine that akathisia adds to
the patient’s total illness burden, thus potentially increasing suicide
risk. Evidence-based studies must be interpreted through the lens of
the clinician’s education, training, experience, and reasoned clinical
judgment.

Lore, tradition, myths, caprice, anxiety, defensiveness, and precon-
ceptions are some factors that can lead to uncritical acceptance and
perpetuation of substandard, pseudo-suicide assessments. Mental
health professionals must do more than merely ask patients if they are
suicidal and then record, “No SI, HI, or CFS” (no suicidal ideation,
homicidal ideation, or contracts for safety). Suicide risk assessment ne-
cessitates identifying multiple risk and protective factors that guide
treatment and management.

The so-called suicide prevention contract (SPC), also referred to as
a “no-harm” contract, is a classic example of misconception. The SPC
often masquerades as a protective factor, but it can be an iatrogenic
suicide risk factor. For example, the SPC can falsely reassure the clini-
cian, preempting adequate suicide risk assessments, and increasing the
patient’s risk for suicide (Simon 2004). No studies demonstrate that the
SPC is effective in preventing suicide attempts or completions (Stanford
et al. 1994). Clinician anxiety is unavoidable in the treatment of sui-
cidal patients; it is a reality of clinical practice. Evidence-based suicide risk
assessments can help increase the clinician’s comfort in treating and
managing suicidal patients.

Managed care settings can become a potential suicide risk factor, if
clinicians permit third-party payers to dictate short length of stays that
result in the premature discharge of suicidal patients. Safety contracts
are often relied on with severely mentally ill suicidal patients who are
rapidly treated and discharged, which compounds suicide risk.

Beyond evidence-based general suicide risk factors, patients at high
risk for suicide have individual, “signature” symptoms and behaviors
that are associated with suicide risk. Signature risk factors recur during
subsequent suicide crises. A patient’s distinctive suicide risk factor pat-
terns should receive high priority in the identification and assessment
of suicide risk. For example, a guarded, schizophrenic patient with a se-
vere stutter would speak clearly when at high risk for suicide. Once his
stutter returned, he was discharged from the hospital at low suicide
risk. This individual, specific behavior was repeated a number of times.
It was considered by the clinician to be a reliable behavioral indicator
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of suicide risk. The assessment of behavioral risk factors is important,
especially with guarded or deceptive suicidal patients (see Chapter 4:
“Behavioral Risk Assessment of the Guarded Suicidal Patient”). Em-
ploying evidence-based risk factors in suicide assessment is important,
but knowing a patient’s unique suicide risk profile is critical.

Conclusion
Suicide risk assessment is a core competency that psychiatrists are ex-
pected to possess. The purpose of suicide risk assessment is to identify
treatable and modifiable risk and protective factors that inform the pa-
tient’s treatment and safety management requirements. Unaided clin-
ical experience can lead to impressionistic, substandard suicide risk
assessments. The psychiatrist’s diagnostic instrument is systematic sui-
cide risk assessment that is informed by evidence-based psychiatry.

Clinician anxiety is unavoidable in the treatment of suicidal pa-
tients. Evidence-based suicide risk assessments can help increase clini-
cians’ confidence in their assessments. Ultimately, evidence-based
studies must be interpreted through the psychiatrist’s reasoned clinical
judgment.

KEY CLINICAL CONCEPTS

• Suicide risk assessment is informed by evidence-based psychiatry.

• Unaided clinical experience can lead to impressionistic, substan-
dard suicide risk assessments.

• Evidence-based suicide risk assessments can help increase clini-
cians’ confidence in their assessments.

• The preferred study designs for determining risk are cohort and
case-control studies.

• Evidence-based psychiatry enhances suicide risk assessment by
dispelling reliance on lore and tradition.
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C H A P T E R  3

Assessing and 
Enhancing Protective 

Factors Against 
Suicide Risk

SUICIDE risk assessment identifies counterbalancing modifiable
and treatable risk and protective factors that inform the clinician’s
treatment and safety management of the patient at risk for suicide. Al-
though the suicide literature frequently refers to protective factors,
much less is written about the systematic assessment of protective fac-
tors that support the suicidal patient’s life instincts (Lizardi et al. 2007).
Protective factors require the same thorough assessment as risk fac-
tors. An assessment in which only risk factors are considered is incom-
plete. It does not inform the clinician regarding the patient’s overall
suicide risk. Thus, suicide risk may be erroneously assessed as too
high, causing the clinician to be unduly defensive and restrictive in the
patient’s management. As a result, the opportunity to identify and mo-
bilize protective factors is compromised.
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A search of Google Scholar, PubMed, Medline, Cochrane Library,
Ovid, and the National Electronic Library for Mental Health using the
search term “suicidal patient protective factors” yielded relevant evi-
dence-based studies regarding protective factors against suicide risk.

The studies discussed ahead focus on internal and external protective
factor domains. However, both internal and external protective factors
often coexist. Internal protective factors reflect the patient’s characterological
and psychological strengths (e.g., coping skills). External protective factors
identify the patient’s current life circumstances and relationships (e.g.,
family support). Internal protective factors often improve with treatment
but usually take time. External protective factors are often amenable to
current management. Protective factors vary with age, gender, race/eth-
nicity, culture, and other demographic factors.

Linehan et al. (1983) developed the Reasons for Living Inventory
(RFLI), a self-report instrument that identifies protective factors against
suicide. The RFLI consists of six subscales: 1) survival and coping beliefs,
2) responsibility to family, 3) child-related concerns, 4) fear of suicide,
5) fear of social disapproval, and 6) moral objections to suicide. Reliability
and validity for the RFLI have been established. Survival and coping be-
liefs, responsibility to family, and child-related concerns were most useful
in differentiating between suicidal and nonsuicidal groups.

Malone et al. (2000) assessed 84 inpatients with major depression.
Of these, 45 had attempted suicide. The depressed patients were ad-
ministered the RFLI. Depressed patients who had not attempted sui-
cide (n=39) expressed more sense of responsibility toward family, more
fear of social disapproval, more moral objections to suicide, greater
survival and coping skills, and greater fear of suicide than did de-
pressed patients who attempted suicide. The authors concluded that
the evaluation of reasons for living should be part of the suicide assess-
ment of patients.

Dervic et al. (2004) assessed 371 depressed inpatients according to
religious or nonreligious affiliation. Unaffiliated patients made signifi-
cantly more suicide attempts, had more first-degree relative suicides,
were younger, were less frequently married, less often had children,
and had fewer contact with family members.

Oquendo et al. (2005) addressed protective factors as a function of
culture. Patients (N=460) with major depression, bipolar disorder,
and schizophrenia were evaluated regarding depression and lifetime
suicidal behaviors. On the RFLI, Latinos scored higher than non-Latinos
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on the survival and coping beliefs, responsibility to family, and moral
objections to suicide. The authors posited that Latinos may espouse cul-
tural values that protect against suicidal behavior.

Borowsky et al. (2001) reviewed data from the National Longitu-
dinal Study of Adolescent Health, conducted in 1995 and 1996. A na-
tionally representative sample of 13,110 students from grades 7 through
12 were interviewed 11 months apart. Protective factors against sui-
cide attempts were determined in African American, Hispanic, and
white girls and boys. Perceived family connectedness was significantly
protective for all youth. For girls, emotional well-being was also pro-
tective for all racial/ethnic groups. Grade point average was an addi-
tional protective factor for all boys. High parental expectations for
school achievement, more people living at home, and religious beliefs
were protective for some of the boys. Available counseling services at
school and parental presence at key times during the day were protec-
tive for some girls, but not for boys.

Shenassa et al. (2004) used data from the 1993 National Mortality
Followback Survey sample of 22,957 deaths, representing 2,215,000
people, to analyze the protective effect of safer firearm storage prac-
tices. Individuals who stored their firearms locked or unloaded or both
were less likely to complete suicide by firearms. The study demonstrated
that the strongest protective effect of such practices occurred among sui-
cide victims who engaged in impulsive suicidal behaviors.

In a case-control study of adolescent suicides and accessibility to fire-
arms at home, Brent et al. (1991) compared 47 suicide victims from a
consecutive case sample with two inpatient control groups, 47 patients
who had attempted suicide, and 47 who had never been suicidal. Method
of storing firearms did not differ in suicide association among the three
groups, so that even guns that were locked or separated from ammuni-
tion were associated with firearm suicides. Guns were twice as likely to
be found in the homes of adolescents who completed suicide as in the
homes of suicide attempters. The availability of guns in the home, in-
dependent of storage method, increased the suicide risk among ado-
lescents. Removing guns from the home reduces the risk of suicide and
enhances the patient’s protective environment (for detailed discussion,
see Chapter 9, “Gun Safety Management of Suicidal Patients: A Col-
laborative Approach”).

Marzuk et al. (1997) determined the risk of suicide during preg-
nancy by analyzing autopsy reports of all female residents of New York
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City, ages 10–44 years, who completed suicide between 1990 and 1993.
The race-adjusted standardized mortality ratio for suicide was 0.33,
only one-third of the expected rate. The authors concluded that de-
spite the mood swings and stresses of pregnancy and childbirth, preg-
nant women have a significantly lower risk of suicide than women of
childbearing age who are not pregnant.

Fawcett et al. (1987), in a prospective study of 954 patients with
major affective disorders, found an association between persons com-
pleting suicide and persons not living with a child under age 18 years.
Thus, living with a child who is under 18 years old acts as a protective
factor against suicide if the patient does not have a psychotic depres-
sion (Fawcett 2006). Much depends, however, on the parent-child re-
lationship and the mental health of the child.

General and Individual 
Protective Factors
No protective factor is absolute. The acuteness and severity of mental
illness can nullify protective factors. Moreover, evidence-based studies
identify general protective factors that may not apply to individual pa-
tients. For example, Dervic et al. (2004) found religious affiliation to
be a protective factor against suicide. However, the devout, severely
depressed patient may feel abandoned by God or feel that God will un-
derstand and forgive suicide. The fact that a protective factor is evi-
dence-based does not ensure its applicability to a specific patient.
Evidence-based protective factors cannot be applied in a stock fashion.

The protective factors identified by the RFLI in the Linehan et al.
(1983) study and replicated by Malone et al. (2000) represent internal
core character and personality traits that perfectionist, high-function-
ing, successful individuals often possess. When such individuals be-
come depressed, they often despair over the loss of highly valued
coping and survival skills; they feel hopeless and are at high risk for
suicide.

As part of a systematic suicide risk assessment, the RFLI can assist
the clinician in determining the severity of the patient’s depression and
the patient’s response to treatment. Protective factors such as survival
and coping skills, despite being enduring traits, may be temporarily dis-
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abled by severe depression or other psychiatric disorders and medica-
tion side effects. Electroconvulsive therapy (ECT) can produce tran-
sient confusion, disorientation, and memory deficits.

Patients may emphasize protective factors while minimizing risk
factors for a variety of reasons (e.g., to maintain denial or to obtain an
early discharge from the hospital). Protective factors are easier for pa-
tients to talk about, thus tending to be overvalued by the patient and the
clinician. In addition, the clinician may assume that the patient wants
to get well and is cooperative (Resnick 2002). 

General protective factors require further scrutiny. Protective factors
are varied, often in ways that the clinician can only learn from evalu-
ating the individual patient (e.g., pets, pictures of loved ones). Protec-
tive factors cannot be accepted at face value. An assumed protective
factor, on further examination, may be a stealth suicide risk factor
(e.g., suicide prevention contract). In another example, family support
may be insufficient or actually destructive. Some families or family mem-
bers are sicker than the patient. “Family connectedness” (Borowsky et
al. 2001) is a general protective factor, but it lacks specificity and mean-
ing unless it is further evaluated. Having a child at home who is under
18-years-old is an evidence-based general protective factor (Fawcett
2006; Veevers 1973). However, having an impulsive, acting-out, drug-
abusing adolescent under age 18 years can also be a significant risk fac-
tor for suicide.

Clinical lore holds that pregnant women rarely complete suicide.
Pregnancy, however, may not be a welcomed event for some women.
Also, women with prior or current mental illnesses who become preg-
nant are often at increased risk for depression and suicide. Pregnancy
is not an absolute protective factor. The Marzuk et al. (1997) study men-
tioned previously showed that pregnant women still completed sui-
cide, though at one-third the expected rate.

Restoring and Enhancing 
Protective Factors
Restoring and enhancing internal protective factors (e.g., character,
personality, psychological defenses) occur as consequences of effective
treatment of the patient’s psychiatric disorder. Inpatient discharge and
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follow-up planning are informed by the current status of protective fac-
tors. In the outpatient treatment of the patient at risk for suicide, an
opportunity usually exists to improve internal coping and survival
skills. Depending on the type of treatment, external protective factors
may not be engaged directly (e.g., involving family). Enhancement of
external protective factors is a treatment and management issue.

In the inpatient setting, external protective factors (e.g., relation-
ships, life situations) can often be enhanced concurrently, thus allow-
ing time for internal protective factors that lower suicide risk to be
reestablished. As noted earlier, Brent et al. (1991) showed that guns in
the home, even when locked or stored separately from ammunition,
were associated with firearms suicide. Simon (2007) proposed that pro-
tection against gun suicides can be enhanced by designating a willing,
responsible family member or other third party who would remove all
guns from the home, car, or workplace, separate the ammunition, and
secure the guns in a place outside the home where they are unknown
to the patient. The designated responsible person then calls the clini-
cian or designee to confirm that the gun safety management plan has
been properly executed, before the patient is discharged.

Ordinarily, family and community support are important protective
factors, but this cannot be assumed. For inpatients, interviews are essential
to determining family members’ capacity to provide genuine support.
Psychoeducation and referral to community mental health programs can
provide treatment continuity and “connectedness.” Following a brief in-
patient hospital stay, some patients will maintain a positive transference to
the institution that can be a protective factor against suicide.

Experience teaches clinicians that a therapeutic alliance with the pa-
tient is a protective factor, although no evidence-based research supports
this clinical consensus. Clinicians are shocked and bewildered when a pa-
tient with whom they believed a therapeutic alliance existed attempts or
completes suicide between outpatient sessions. Like all protective factors,
the therapeutic alliance does not afford absolute protection. It can be in-
fluenced by many factors beyond the clinician’s knowledge or control.
Moreover, the therapeutic alliance may not develop during short length of
hospital stays, in limited outpatient sessions, or during brief, infrequent
medication management appointments. Thus, the clinician may place un-
warranted reliance on an assumed therapeutic alliance.

The suicide prevention contract has gained wide acceptance, al-
though no studies demonstrate that it is an effective protective factor in
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preventing suicide (Stanford et al. 1994). When utilized as a substitute
for competent suicide risk assessment, it can become a suicide risk factor.

Conclusion
No suicide risk management is complete without thorough assessment
of protective factors. Protective factors that are identified require close
scrutiny. Having a family may not necessarily be protective. Families,
like individuals, may be dysfunctional and unsupportive of the pa-
tient. Mobilization of protective factors is an essential aspect of treat-
ment and safety management of the suicidal patient.

KEY CLINICAL CONCEPTS

• A dynamic interplay exists between risk and protective factors.

• Protective factors should be systematically assessed, as are suicide
risk factors.

• Any protective factor(s) can be overcome by the severity of the pa-
tient’s mental illness.

• General evidence-based protective factors should alert the clini-
cian to inquire about whether the patient has any uniquely indi-
vidual protective factors.

• Restoring and enhancing protective factors form an essential ther-
apeutic intervention for the patient at risk for suicide.
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C H A P T E R  4

Behavioral Risk 
Assessment of the 
Guarded Suicidal 

Patient

PSYCHIATRISTS and other mental health professionals are
trained to assess patients by direct observation and examination. Ob-
servational data can identify behavioral suicide risk factors that inform
treatment and safety management, thus avoiding total reliance on pa-
tient reporting.

Identification of behavioral suicide risk factors is an important
component in the systematic suicide assessment of all patients at risk.
Patients evaluated in the emergency department or admitted to the
psychiatric unit are often at heightened risk for suicide. Time is of the
essence in busy emergency rooms and on inpatient units where lengths

Adapted with permission from Simon RI: “Behavioral Risk Assessment of the
Guarded Suicidal Patient.” Suicide and Life-Threatening Behavior 38:517–522, 2008.
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of stay are short. Behavioral risk factors can facilitate early identifica-
tion of the guarded suicidal patient.

A search of Google, Google Scholar, PsycINFO, Cochrane Library,
PubMed, Medline, Ovid, CINAHL (Cumulative Index to Nursing
and Allied Health Literature), and ERIC databases, using the follow-
ing search terms and their variations, “behavioral suicide risk assessment”
and “guarded suicidal patient,” yielded no results.

The Guarded Suicidal Patient
Patients are often guarded and evasive in their initial and subsequent en-
counters with a psychiatrist or other mental health professional, without
necessarily having the conscious intent to deceive the clinician. For exam-
ple, some patients are initially frightened, embarrassed, denying, mini-
mizing, and defensive. The Chronological Assessment of Suicide Events
(CASE) approach is a practical interviewing strategy for eliciting valid sui-
cide ideation, especially with the guarded suicidal patient (Shea 1998).
The guarded, deceptive suicidal patient, however, intentionally attempts
to conceal active suicidal ideation, intent, or plan from the clinician (Si-
mon 2006b). The patient who is determined to complete suicide views the
psychiatrist or mental health professional as an enemy (Resnick 2002).

Isometsa et al. (1995) found that the majority of patients who com-
pleted suicide did not communicate their suicide intent during their fi-
nal appointment. In a retrospective study of 76 inpatient suicides, Busch
et al. (2003) indicated that 77% of the patients denied suicidal ideation
in their last recorded communication. Approximately 25% of patients
at risk for suicide do not admit suicidal ideation to clinicians but do tell
their families (Fawcett et al. 1993). A study by Robins (1981) of 134 sui-
cides showed that 69% communicated suicide intent to a spouse and
50% to a friend, but only 18% to a mental health professional, within 12
months of suicide.

Patients at high risk for suicide often communicate their suicide in-
tent only to the most important persons in their lives, but not necessarily
to the psychiatrist, even after direct questioning (Fawcett et al. 1990).
However, patients at mild to moderate risk for suicide usually commu-
nicate their intent to physicians or to other family members. The major-
ity of patients who commit suicide do not communicate their intent
during their last therapeutic appointment (Isometsa et al. 1995).
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The assessment of the guarded suicidal patient should include, when
possible, input from significant others. If the patient refuses to provide au-
thorization, the clinician can still call and just listen, without revealing con-
fidential information about the patient, unless the patient withholds
consent for any contact with others. In some instances, an emergency ex-
ception to confidentiality may exist (Simon and Shuman 2007). Moreover,
the Health Insurance Portability and Accountability Act of 1996 (HIPAA)
permits psychiatrists and other “health care providers” who are treating
the same patient to communicate without expressed permission from the
patient (45 Code of Federal Regulations §164.502).

The guarded patient may admit to having had suicidal intentions
prior to being evaluated but denies it during his or her evaluation.
Some guarded patients deny being suicidal, even though other sources
of information indicate that the patient is at high risk for suicide (e.g.,
emergency room evaluation, treaters, hospital transfer records, signif-
icant others, police). Although not directly observed by the clinician,
classic behavioral suicide risk factors, such as the patient making a
will, giving away valuable possessions, placing his or her life in order,
or leaving a suicide note, may be described by significant others.

If there is sufficient time, routine psychological testing and suicide
scales can be helpful in assessing the guarded suicidal patient. Sullivan
and Bongar (2006, p. 193) caution that “[s]uicidal ideation and ele-
vated suicide risk are often present in patients whose initial presentation
may not trigger a suicide inquiry.” They also observe that “patients often
disclose more information regarding suicidal thoughts and behaviors
on self-report measures than during clinical interviews.”

A common aim of the deceptive, guarded suicidal patient is to avoid
hospitalization or to obtain an early release from the hospital. When con-
fronted with involuntary hospitalization, the guarded suicidal patient may
sign a voluntary admission form but then aggressively press for an early
discharge. Some guarded suicidal patients elope or sign out against medi-
cal advice. Once they leave the hospital, they attempt or complete suicide.

Evidence-Based Behavioral 
Risk Factors for Suicide
Evidence-based behavioral suicide risk factors can be arranged according
to a hierarchy of evidence (Table 4–1). Systematic reviews (meta-analysis)
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are the highest level of evidence, followed by cohort studies (prospective),
and case-control studies (retrospective) of risk (Gray 2004). Table 4–1 lists
behavioral suicide risk factors along with supporting studies. Non-
evidence-based behavioral suicide risk factors are derived from case re-
ports and case series, and, lastly, from clinical opinion and clinical consen-
sus. Clinical opinion and clinical consensus are important in suicide risk
assessment, especially when combined with evidence-based studies.

Assessing Behavioral 
Suicide Risk Factors
Assessing behavioral risk factors informs the clinician’s initial and on-
going treatment and management of the guarded suicidal patient. Sev-
eral of the behavioral suicide risk factors listed in Table 4–1 are respon-
sive to treatment and management. Behavioral suicide risk factors not
only apply to the inpatient psychiatric unit but also to other clinical set-
tings (e.g., emergency room, outpatient).

Deliberate self-harm is frequently a visible suicide behavioral risk
factor with a high association with suicide attempts or completions (Coo-
per et al. 2005; Hawton and Harris 2007). Fawcett et al. (1987) identified
“short-term” suicide risk factors derived from a 10-year prospective
study of 954 patients with major affective disorders that were statisti-
cally significant for suicide within 1 year of assessment. The observable
risk factors included psychic anxiety, diminished concentration, global
insomnia, and depressive turmoil (agitation). Irritability often observed
in patients with major depressive disorder is also correlated with depres-
sion severity and suicide attempts (Perlis et al. 2005). In a systematic re-
view, Hansen (2001) found that akathisia, often confused with agitation,
was not associated with increased suicide risk.

Agitation is a sentinel behavioral risk factor. Fawcett (2007, p. 670)
provides the following excellent description of agitation: “Agitation
can frequently be estimated by observing the patient fidgeting, wring-
ing hands, moving, picking while seated, or at more severe levels by
pacing, moaning or pounding doors and walls all the way to assaulting
behavior.” Agitation in extreme forms might look like extreme irrita-
bility but, generally, agitation shows more of a motor component ( Jan
Fawcett, M.D., personal communication, October 23, 2007).
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TABLE 4–1. Behavioral suicide risk factors: hierarchy of 
evidencea

Systematic reviews (meta-analysis)
• Suicide attempts (Harris and Baraclough 1997)
• Substance abuse/intoxication (Harris and Baraclough 1997)
• Eating disorders (Harris and Baraclough 1997)
• Physical illness (Harris and Baraclough 1994)

Cohort studies
• Depression (Fawcett et al. 1990)
• Manic and mixed states (Fawcett et al. 1990)
• Psychosis (Warman et al. 2004)
• Panic attacks (Fawcett et al. 1990)
• Anxiety (Fawcett et al. 1987)
• Agitation/irritability (Fawcett et al. 1990; Perlis et al. 2005)
• Global insomnia (Fawcett et al. 1990)
• Melancholic features (Grunebaum et al. 2004)
• Symptom severity (Murphy et al. 1992)
• Diminished concentration (Fawcett et al. 1990)
• Hopelessness (Beck et al. 1990)
• Deliberate self-harm (Cooper et al. 2005; Hawton and Harris 

2007)

Case-control studies
• Violent threats or behaviors (Connors et al. 2001)
• Impulsive aggression (Dumais et al. 2005)
• Physical illness, elderly (Quan et al. 2002)

Case reports or case series
• Akathisia (case reports)
• Isolation/inpatient (Simon and Gutheil 2002)
• Absence of therapeutic alliance/inpatient (Simon and Gutheil 2002)
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Harris and Barraclough (1997), in a systematic review, determined
the standardized mortality ratio (SMR) for psychiatric disorders. The
SMR is a determination of the relative risk of suicide for a particular dis-
order compared with the expected rate of suicide in the general popula-
tion. Psychiatric disorders with the highest SMR included eating
disorders, affective disorders, substance abuse, and schizophrenia. A
psychiatric diagnosis can sometimes be inferred from the behavioral pre-
sentation of the patient (e.g., anorexia, catatonia, mania). At the initial as-
sessment of the guarded suicidal patient, the clinician may observe
behaviors associated with a diagnosis. Diagnostic clarity, however, is of-
ten difficult to achieve. Behaviors may be associated with one or more
diagnoses. For example, agitation may be observed in schizophrenia, bi-
polar disorder, major depression, anxiety disorders, and other diagnoses.

Some patients may have individualized “signature” behaviors that
are associated with the risk of suicide; for example, a schizophrenic pa-
tient who stuttered would be at increased risk of suicide when he
stopped stuttering (Simon 2004). Similarly, an obsessive patient would
display an annoying hum when at increased risk for suicide. However,
no psychiatric studies identify stuttering or humming as risk factors
for suicide. Only the clinician with a thorough knowledge of the pa-
tient can discover such highly reliable suicide risk factors.

No single behavioral risk factor in Table 4–1 is, by itself, pathogno-
monic for attempted or completed suicide. Pattern recognition of behavioral

Clinical opinion or clinical consensus
• Individual “signature” suicide risk behaviors
• Absence of treatment alliance
• Concealment of lethal objects
• Suicide rehearsal
• Nonadherence to treatment
• Signing out against medical advice
• Elopement attempt
• Contemporaneous suicide note
aObservable behaviors and conditions.

TABLE 4–1. Behavioral suicide risk factors: hierarchy of 
evidencea (continued)
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suicide risk factors is necessary. For example, a sudden, unexplained
improvement in the patient at high risk for suicide may reflect a deep
sense of peace or even happiness, based on a final decision to complete
suicide (e.g., the “smiling” suicidal patient). Nonetheless, in such a case,
the behavioral suicide risk factor pattern usually remains unchanged,
belying the rapid improvement.

Case Example

A 38-year-old, severely depressed physician is admitted to a psychiat-
ric unit after he purchased a gun and left a suicide note for his wife
stating, “Please forgive me. I have finally found the peace and happi-
ness I always craved.” He is placed on one-to-one arm’s length safety
precautions.

The patient remains seclusive, “cheeks” his medications, and
avoids staff and other patients. On the second day of hospitalization,
he fashions a noose from bed sheets (rehearsal). When confronted by
staff, the patient states, “I just want to get my wife’s attention.” He
gives the same reason for leaving a suicide note. Despite recent mari-
tal turmoil, his wife remains supportive, but the patient is indifferent
to her visits. The patient continues to deny suicide ideation, intent, or
plan. He remains severely depressed, agitated, and unable to sleep.
His demeanor exhibits hopelessness and despair. The patient is placed
on constant visual observation by the staff after being assessed at high
risk for suicide.

On the fifth day of hospitalization, the patient’s mood and agita-
tion improve, but his appetite and sleep have not improved. He takes
medication reluctantly and has not developed a therapeutic alliance
with the psychiatrist or the clinical staff. Based on improved mood
and decreased agitation, the patient’s observation level is reduced to
15-minute checks. A few hours later, his roommate discovers the pa-
tient attempting to hang himself with a bed sheet and calls to the staff.
The patient sobs, “All I want is peace. Let me die!” He is placed again
on one-to-one arm’s length safety precautions and reevaluated.

Is the sudden or rapid improvement of a patient at high risk for suicide
genuine or is it feigned? In the Case Example, the patient is feeling re-
lief because of his decision to complete suicide. The patient displayed
a sudden improvement in mood and agitation, without a substantial
improvement in other behavioral risk factors.

Behavioral assessment is not a substitute for a systematic assessment
of suicide risk and protective factors that encompasses clinical, interper-
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sonal, situational, and statistical (demographic) dimensions (Simon
2006b). The behavioral risk assessment should be integrated into a
systematic suicide assessment when more information about the patient
becomes available.

Inpatients
The admission of guarded patients at high risk for suicide, combined
with brief hospital lengths-of-stay, makes rapid behavioral risk assess-
ment essential for initial treatment and management decisions. Simon
and Gutheil (2002) described a recurrent behavioral pattern observed
on the inpatient unit in which the guarded suicidal patient is with-
drawn, usually nonadherent to the treatment plan, pressing for early
discharge, staying in the hospital room, and avoiding unit activities.
The guarded suicidal patient readily agrees to a suicide prevention
contract—even signing such a document if it is proffered. The patient
tries to avoid the psychiatrist and unit staff. He or she is amazingly adept
at “disappearing” on the psychiatric unit, especially when the psychia-
trist arrives.

Observable protective factors include adherence to treatment, en-
gagement with staff and other patients, and participation in unit activ-
ities (e.g., group therapies). The guarded suicidal patient may “play
the game,” superficially cooperating with the staff to obtain an early
release from the hospital and to complete suicide. Protective factors, if
present, may not become fully evident until additional history is ob-
tained from collateral sources (e.g., significant others, treaters, treat-
ment records). 

It may not be possible to determine the level of suicide risk (low,
moderate, high) of a guarded patient based solely on behavioral risk
factor assessment. The purpose of behavioral suicide risk assessment
is to identify and treat the guarded patient at high risk for suicide in
time-limited situations (e.g., emergency room, psychiatric inpatient
unit, outpatient settings). Behavioral risk factors are assessed in the
“here-and-now.” They are essential components of real time, formal
suicide risk assessment. No evidence-based research identifies “short-
term” or “imminent” risk factors that can predict when, or even if, a
patient will attempt or complete suicide (Simon 2006a).
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Emergency Patients
The guarded suicidal patient presents special assessment problems for
the emergency room (ER) physician and the crisis counselor. The guarded
patient vehemently denies suicidal ideation, suicide intent, or a suicide
plan. While in the ER, the patient may be able to conceal most, if not all,
behavioral suicide risk factors. Family members or police who accom-
pany the patient to the ER often describe behavioral risk factors that ne-
cessitated bringing the patient to the ER.

If the ER patient is receiving outpatient treatment, the patient’s
therapist may not be available to provide essential clinical information
to the ER clinician, especially during the early morning hours, when
suicide crises frequently occur. Behavioral suicide risk assessment can
assist the clinician make admission or discharge decisions from the
ER, especially when information about the patient is sparse. For ex-
ample, individuals seen in the ER who are seeking hospital admission
for shelter and food often declare that they are “suicidal,” but do not
demonstrate discernible behavioral suicide risk factors. They are often
unaccompanied.

Outpatients
An outpatient at risk for suicide may deny suicide intentions because
of fear that the clinician may seek hospitalization. Unlike the inpatient
clinician who is assisted by the treatment team, the outpatient clinician
is often hampered by having had a limited number of sessions with the
patient and less opportunity to observe the patient or receive reports
from others. Although the clinician providing long-term outpatient
treatment “knows” the patient, observation of behavioral suicide risk
factors is largely limited to the therapy sessions. The psychiatrist who
sees a patient briefly and infrequently for medication management has
the least opportunity to observe behavioral risk factors, even though
he or she is no less responsible for assessing the patient’s risk for sui-
cide (Meyer and Simon 2006). In split-treatment arrangements, close
collaboration with treating therapists regarding patients’ risk for sui-
cide should be standard practice.
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Conclusion
Assessing behavioral suicide risk factors is an essential component of
systematic suicide risk asssessment. Most psychiatric disorders have
accompanying behavioral symptoms that can assist clinicians in as-
sessing the guarded suicidal patient. Behavioral assessment is not a
substitute for systematic suicide risk assessment. Collateral sources of
information must be obtained. 

KEY CLINICAL CONCEPTS

• Observational data can be used to identify behavioral suicide risk
factors that inform treatment and safety management, thus avoid-
ing total reliance on patient reporting.

• Identification of behavioral suicide risk factors is an important
component in systematic suicide assessment of all patients at risk.

• Behavioral risk factors can facilitate early identification of the
guarded, deceptive suicidal patient.

• Patients may disclose more information about suicidal thoughts
and behaviors on self-report measures than during the clinical in-
terview. However, self-report measures should not displace com-
petent suicide risk assessment.

• The assessment of the guarded suicidal patient should include,
when possible, input from significant others.
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C H A P T E R  5

Psychiatric Disorders 
and Suicide Risk

IN the United States, more than 90% of suicides are associated with
mental illness (Harris and Barraclough 1997). Psychiatric diagnosis is an
important—if not the most important—suicide risk factor. Every psychi-
atric disorder except mental retardation is associated with suicide risk
(Table 5–1). Mann et al. (1999) proposed the stress-diathesis model of
suicide behavior. For suicide to occur, a trigger (mental illness) and a pre-
existing vulnerability to suicide behaviors must be present.

Major depressive disorder, bipolar disorder, schizophrenia, and
substance abuse disorder are associated with high suicide risk (Amer-
ican Psychiatric Association 2003). In the Harris and Barraclough
(1997) study, eating disorders had the highest standardized mortality
ratio (SMR). Franko and Keel (2006) found high rates of suicide in pa-
tients with anorexia nervosa. Suicide rates were not as elevated with
bulimia nervosa.

Patients with personality disorders are at seven times greater risk
for suicide than the general population (Harris and Barraclough 1997;
see Chapter 1, “Suicide Risk Assessment: A Gateway to Treatment and
Management”). Cluster B personality disorders, especially borderline
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TABLE 5–1. Mental and physical disorders and mortality

Disorder SMRa

Eating disorders 23.14
Major depression 20.35
Sedative abuse 20.34
Mixed drug abuse 19.23
Bipolar disorder 15.05
Opioid abuse 14.00
Dysthymia 12.12
Obsessive-compulsive disorder 11.54
Panic disorder 10.00
Schizophrenia 8.45
Personality disorders 7.08
AIDS 6.58
Alcohol abuse 5.86
Epilepsy 5.11
Child and adolescent disorders 4.73
Cannabis abuse 3.85
Spinal cord injury 3.82
Neuroses 3.72
Brain injury 3.50
Huntington’s chorea 2.90
Multiple sclerosis 2.36
Malignant neoplasms 1.80
Mental retardation 0.88
aStandardized mortality ratio (SMR) is calculated by dividing observed
mortality by expected mortality.
Source. Adapted from Harris CE, Barraclough B: “Suicide as an Outcome
for Mental Disorders.” British Journal of Psychiatry 170:205–228, 1997.
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and antisocial personality disorders, place patients at increased risk for
suicide (Duberstein and Conwell 1997). Cluster B traits and impulsive
aggression represent significant risk factors for suicide (McGirr et al.
2009). Unemployment, financial problems, family discord, and inter-
personal conflicts and loss increase suicide risk in persons with person-
ality disorders (Heikkinen et al. 1997).

Individuals with narcissistic traits or personality disorder are vul-
nerable to “shame suicides” when faced with intolerable humiliation
arising from events such as scandals, business failures, or criminal
charges (Simon 2004). The diagnostic criteria for personality disor-
ders are not as robust as those for Axis I mental health disorders. Semi-
structured assessment instruments can support but not take the place
of clinical assessment. The diagnosis of a personality disorder usually
requires a series of interviews, in contrast to Axis I disorders, which
can often be diagnosed at the initial evaluation. When performing an
initial multiaxial psychiatric evaluation of the patient, clinicians often
record Axis II as “deferred.”

Under Axis III physical disorders, the following conditions are asso-
ciated with increased risk of suicide: AIDS, epilepsy, spinal cord injury,
brain injury, Huntington’s chorea, and cancer (American Psychiatry As-
sociation 2003). Other physical illnesses associated with increased risk in-
clude head and neck malignancies, peptic ulcer disease, systemic lupus
erythematosus, chronic hemodialysis-treated renal failure, heart disease,
prostate disease, and chronic obstructive pulmonary disease.

Short hospital lengths-of-stay; 30-minute initial evaluations, followed
by 10-minute “med checks” in split-treatment settings where psychiatrist
and therapist neither know nor call each other. Limited numbers of psy-
chotherapy sessions often do not provide sufficient time for the clinician
to make the diagnosis of personality disorders. The clinician should,
whenever possible, review prior treatment records and/or make calls to
former or current treaters. These measures may reveal the diagnosis of a
preexisting personality disorder. The clinician must spend sufficient time
with the patient to develop a diagnosis and differential diagnosis.

Comorbidity
Comorbid psychiatric diagnoses increase suicide risk (Henriksson et
al. 1993). Most common comorbidities include major depression, bor-
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derline and antisocial personality disorders, and alcohol and other
substance abuse disorders. Psychiatric comorbidity is an important
risk factor for suicide attempts in patients with borderline personality
disorder, especially depression (Black et al. 2004). Patients with major
depression and generalized anxiety disorder had high levels of suicidal
ideation compared with depressed patients without generalized anxi-
ety disorder (Zimmerman and Chelminski 2003). In this study, 93% of
patients who committed suicide had one or more Axis I diagnoses. Severe
depression and anxiety combined markedly elevate suicide risk. Isometsa
et al. (1996) found that all individuals with a personality disorder who
had committed suicide had received at least one Axis I diagnosis. A di-
agnosis on Axis II was made in 31% of cases, and at least one diagnosis
on Axis III was made in 46% of cases.

Kessler et al. (1999), in a population survey of 5,877 individuals, found
a dose-response relationship between the number of disorders and sui-
cide attempts. The total number of disorders, not the types of disorders,
was determinative. Regarding suicide risk assessment, careful attention
should be given to all current and past psychiatric diagnoses as well as
current Axis III physical conditions and disorders.

DSM-IV-TR Specifiers 
and Suicide Risk
DSM-IV-TR (American Psychiatric Association 2000) provides sever-
ity and course specifiers for a number of psychiatric disorders, including
major depressive disorder, single episode, and severe with melancholic
features. Severity specifiers are mild, moderate, and severe. The course
specifiers are in partial or full remission or prior history. The depres-
sive episode can be either single or recurrent. Melancholic feature specifier
criteria are available.

Suicide risk increases proportionately with illness severity reflected
in the level of treatment (American Psychiatric Association 2003).
Whether major depression is a single episode or recurrent episodes
also has significance for suicide risk. In younger patients, suicides tend
to occur early in the illness course (Hoyer et al. 2000). Recurrent ma-
jor depression entails serious suicide risk. Major depression recurs in
40%–50% of cases (Spijker et al. 2002). With each recurrence, severity
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and duration of illness may increase, and each recurrence tends to pre-
cede more frequent recurrences (Kendler et al. 2000). The depression
can become more refractory to treatment. Hopelessness and demoral-
ization, combined with loss of employment and impaired relation-
ships, further elevate suicide risk. Feature specifiers such as psychosis
or melancholia also add to suicide risk.

Diagnostic accuracy is essential to competent suicide risk assess-
ment. Evaluation of specifiers (severity, course, features) provides ad-
ditional important data regarding suicide risk, as discussed in the next
section. Multiaxial psychiatric diagnosis identifies comorbidities
among Axis I, II, and III; the assessment of stressors that are present
in patients at risk for suicide (Axis IV); and the level of functional im-
pairment, with its psychological, social, and occupational dimensions.

Suicide Risk Associated 
With Melancholic Features 
of Major Depressive Disorder: 
An Example
Suicide risk is increased in patients with major depressive disorder
with melancholic features compared with patients with major depres-
sive disorder. Grunebaum et al. (2004) compared suicide attempts as-
sociated with melancholic versus nonmelancholic major depression in
377 patients who were consecutively enrolled in the depression protocols
of two university hospitals. Of these, 151 participants (40%) met DSM-IV
criteria for melancholia. The investigators found that melancholic pa-
tients had more serious suicide attempts and increased probability and
lethality of future attempts. Patients without melancholia usually did
not require psychiatric hospitalization as frequently as melancholic
patients.

McGrath et al. (2008), using a STAR*D protocol, found that 23.5%
of outpatients met the DSM-IV criteria for melancholic symptom fea-
tures. These patients were significantly more likely than study participants
without melancholic features to have made prior suicide attempts and
were judged to be a suicide risk at the time of study entry. The finding
that approximately one-quarter of patients with major depression met
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DSM-IV specifier criteria for melancholic features is consistent with
other studies (Khan et al. 2006). Study participants who met criteria for
melancholic features demonstrated higher depression severity scores,
greater Axis I comorbidity (mainly anxiety and substance use disorders),
and a lower likelihood of remission rate with treatment by a selective
serotonin reuptake inhibitor (SSRI).

Melancholia
Leventhal and Rehm (2005) found that melancholic depression is qual-
itatively different in symptomatology than nonmelancholic depression.
The distinction is supported by biological (“endogenous”) factors, per-
sonality traits, unresponsiveness to treatment, and increased risk of sui-
cide. Khan et al. (2006) found that sociodemographic and other external
factors usually are not as prominent as occurs with nonmelancholic de-
pressed patients. They concluded that genetic or biological factors play
an important role in the development of melancholic symptoms.

DSM-IV-TR lists the following specifier criteria for melancholic
features:

A. Either of the following:
• Loss of interest or pleasure in all, or almost all, activities
• Lack of reactivity to pleasurable stimuli

B. Three (or more) of the following:
• Distinct quality of mood (e.g., different from bereavement sad-

ness)
• Depression worse in the morning
• Early morning awakening (at least 2 hours before usual awak-

ening)
• Marked psychomotor retardation or agitation
• Significant anorexia or weight loss
• Excessive or inappropriate guilt

DSM-IV-TR lists a number of clinical and biological markers asso-
ciated with melancholic depression:

• Psychomotor changes nearly always present (observable)
• Less likely to have a premorbid personality disorder
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• Less likely to have a clear precipitant
• Less likely to respond to a trial of placebo medication
• More frequent as inpatients than outpatients
• Less likely to occur in milder compared with more severe major de-

pressive episodes
• More likely to occur in patients with psychotic features
• More frequently associated with laboratory findings:

– Dexamethasone nonsuppression
– Elevated cortisol concentrations in plasma, urine, and saliva
– Alteration of sleep EEG profiles
– Abnormal asymmetry on dichotic listening tasks 

Suicide Risk
Next to eating disorders, major depression is the psychiatric disorder
most frequently associated with suicide (Harris and Barraclough 1997).
As noted, melancholic features substantially increase suicide risk
(Grunebaum et al. 2004). Concurrent psychosis, comorbidity, and the
lower likelihood of remission also increase the risk of suicide. McGrath
et al. (2008) found that melancholic features were associated with signif-
icantly reduced remission following treatment with an SSRI.

The diagnosis of melancholic features can be missed for a variety
of reasons. A lack of diagnostic rigor may not distinguish between mel-
ancholic and nonmelancholic depression. Moreover, clinicians may
not consider the increased risk of suicide associated with melancholic
features.

Clinical settings can also influence diagnosis. Shortened inpatient
lengths of stay may not allow time for correct diagnosis, especially
when clinicians treat patients for brief periods of time. In partial hospi-
talization programs, allied mental health professionals may not place
sufficient emphasis on diagnosis, focusing more on patients’ psycholog-
ical dynamics and interpersonal relationships.

Melancholic patients are less frequently treated in outpatient settings.
Thus, clinicians may have less experience in diagnosing this condition.
Split treatment, in which the psychiatrist sees patients infrequently for
only 10 or 15 minutes and a psychotherapist who provides therapy, may
not allow for a sufficient time to make the correct diagnosis, even after
an initial 45-minute or 1-hour evaluation. Moreover, the diagnosis of
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melancholic features may only become apparent over time. Close col-
laboration and communication between psychiatrist and therapist can
facilitate accurate diagnosis (Simon 2004). All patients diagnosed with
major depression should be carefully assessed for melancholic features.

The diagnosis of melancholic features can also be overlooked be-
cause of symptom overlap between melancholic and nonmelancholic
core depression. Melancholia, as a specifier, does not have the categori-
cal diagnostic clarity of a stand-alone psychiatric disorder. In addition,
the A criteria of melancholic features (loss of pleasure in all, or almost
all, activities, and lack of reactivity to usually pleasurable stimuli) are di-
mensional expressions of severe depression, whereas the B criteria are
categorical. The core feature of melancholia is the severity of depres-
sion, a dimensional criterion that can be difficult to assess diagnostically.

Treatment and Management
The elevated suicide risk associated with melancholic patients requires ac-
curate diagnosis, systematic suicide risk assessment, and evidence-based
treatments. Melancholic patients respond more favorably to tricyclic anti-
depressants (TCAs) and monoamine oxidase inhibitors (MAOIs) than to
SSRIs (Angst et al. 1993; Peselow et al. 1992). In addition, electroconvul-
sive therapy (ECT) is also indicated for the melancholic patient, especially
if the patient is acutely suicidal and unresponsive to pharmacotherapy
(American Psychiatric Association 2006; Kim et al. 2006). Some melan-
cholic patients are responsive only to ECT.

If a patient diagnosed with major depressive disorder is not im-
proving despite aggressive treatment, the diagnosis should be revisited
to rule in or out melancholic features. With delay in treatment, the de-
pression can become entrenched, resulting in the patient experiencing
hopelessness, demoralization, and increased suicide risk. Delay may
also adversely affect the patient’s employment status and personal re-
lationships.

Conclusion
In the United States, greater than 90% of suicides are associated with
mental illness. While all psychiatric disorders except mental retarda-
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tion carry an increased risk of suicide, melancholic features of major
depressive disorder are associated with a higher risk of suicide. Stan-
dardized mortality ratios vary according to specific diagnoses. For ex-
ample, eating disorders and major depression have the highest SMRs.
Personality disorders have much lower SMRs. Comorbidity increases
suicide risk according to the number of mental disorders. DSM-IV-TR
specifiers further identify increased risk of suicide. Melancholic fea-
tures of major depressive disorder are associated with a higher risk of
suicide than major depression without melancholia. Diagnostic preci-
sion, with attention given to DSM-IV-TR specifiers, informs treatment
and management of the patient at risk for suicide. 

KEY CLINICAL CONCEPTS

• Every psychiatric disorder, with the exception of mental retarda-
tion, is associated with suicide risk.

• Psychiatric diagnosis is an important risk factor. Making the cor-
rect diagnosis is crucial.

• Comorbidity of Axis I, II, and III disorders increases the risk of suicide.

• It is important to consider DSM-IV-TR specifier criteria that may in-
crease suicide risk associated with the psychiatric disorder.

• The clinician must spend sufficient time with the patient to ac-
quire enough information for a reasonable diagnosis and differen-
tial diagnosis.
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C H A P T E R  6

Sudden Improvement 
in Patients at High Risk 

for Suicide

Real or Feigned?

A patient admitted for treatment to a hospital is expected to improve.
But sudden clinical improvement in patients assessed as being at high
risk for suicide poses a dilemma: is this a valid though rapid result of
treatment, a decision to die that brings relief, or a deception aimed at
rapid discharge? Moreover, is the patient glad, ambivalent, or disap-
pointed about surviving a suicide attempt? Such a development chal-
lenges the psychiatrist’s clinical acumen. Malpractice cases make clear
the seriousness of the problem.

Typically, this conundrum arises on inpatient units, although it also
occurs in other clinical settings. The psychiatrist and the treatment

Adapted with permission from Simon RI, Gutheil TG: “Sudden Improve-
ment in High-Risk Suicidal Patients: Should It Be Trusted?” Psychiatric Services
60:387–389, 2009.
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team must determine not only whether the suicidal patient’s improve-
ment is real or feigned, but also whether any improvement is durable
enough to sustain the patient’s safety after discharge.

The patient at high risk for suicide often makes a near-lethal suicide
attempt prior to admission or even while on the psychiatric unit. Multi-
ple suicide risk factors may be present; protective factors are minimally
operative or absent.

The psychiatrist’s approach to such patients is based on systematic
suicide risk assessment. Complicating that assessment is the fact that
the length of stay on most psychiatric inpatient units is brief: in some
cases, 4–5 days or less. The usual treatment goal in such settings is
rapid stabilization and reduction of suicide risk. Discharge planning
begins at admission. Because the clinical focus is on returning psychi-
atric inpatients to the community as soon as possible, the patient at
high risk for suicide who evinces sudden, unexpected improvement fits
in all too well with this treatment model. Thus, the extent of the persist-
ing risk can be easily overlooked.

Real Improvement
Many psychiatric inpatients at high risk for suicide do improve rapidly
shortly after admission. Improvement can mean that the patient is no
longer at acute high risk but remains at chronic high risk for suicide at
discharge, requiring comprehensive postdischarge planning (see Chap-
ter 7, “Patients at Acute and Chronic High Risk for Suicide: Crisis Man-
agement”). Patients at acute high risk for suicide cannot be expected to
pose no risk at discharge. Most patients at moderate risk for suicide are
treated as outpatients. The structured milieu, the initiation of treatment,
the effects of medications, the safety measures provided, and the peer
interactions can promote rapid improvement. Anti-anxiety, antipsy-
chotic, and sleep medications can be effective within minutes or hours;
a good night’s sleep can result in rapid improvement in the patient’s clin-
ical condition. Apart from medications, psychosocial interventions—es-
pecially group therapy—decrease anxiety, reduce isolation, improve
reality testing, provide needed support, and shorten the hospital length
of stay (Simon 2004). Detoxifying substance abuse patients can reduce,
often dramatically, high suicide risk.

The improving patient usually gives the staff permission to speak
to persons who know the patient. This source of additional information
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may or may not corroborate the patient’s account of illness. The treat-
ment team observes whether the patient adheres to treatment recom-
mendations and conforms to unit policies. The patient displays real
improvement by attending group meetings, socializing with other pa-
tients, and being visible on the unit.

Most patients at high risk for suicide show gradual, often halting
improvement. Real improvement can be rapid but is not often sudden
and unexpected. Basic indices of improvement occur in sleep, appetite,
symptom reduction, treatment adherence, and socialization. Real im-
provement is a process, even when rapid. Although the feigning suicidal
patient will try to mimic real improvement, the imitation falls short of
clinical credibility.

Feigned Improvement

Case Example

A married, middle-aged businessman, admitted with depression and
suicidal preoccupations, is aloof and distant on the ward. In a short
time, he begins to interact with staff and attend groups and occupa-
tional therapy, all indicia of improvement. Plans are made for his dis-
charge. A team member expresses serious doubts about this plan,
given that the patient told him in the middle of the previous night that
he was still seriously desperate and hopeless. Confronted, the patient ad-
mits a plan to hang himself immediately after discharge. The discharge is
canceled. After 2 weeks of treatment and adjustment of medication,
the patient’s halting improvement becomes genuine, and a discharge
with prompt follow-up (e.g., partial hospitalization and psychiatrist
appointment) is planned.

The patient at high risk for suicide who feigns improvement by de-
nying suicide ideation, intent, or plan often displays contrary behaviors
and attitudes that belie denials (Simon and Gutheil 2002). His or her
true intent is to obtain release from the hospital as soon as possible, or
to wait out a short length of stay, while planning to complete suicide
shortly after discharge.

A near-lethal suicide attempt usually precedes inpatient admission or
occurs on the psychiatric unit. As a measure of the seriousness of the sui-
cide attempt, the patient will have left notes to family members, made a
will, and put financial matters in order. It is not unusual for the patient



86 Preventing Patient Suicide

to state that he or she is disappointed in not completing suicide. Once
admitted, the patient may display a spectrum of signs—from subtle to
overt—that indicates persisting suicidal intent, despite denials. Typical
signs include disturbed eating and sleeping patterns that remain un-
changed; averted gaze; and poor personal hygiene and disheveled ap-
pearance. The patient is isolative, spending most of the time in the
room. He remains seclusive, with only minimal or superficial contact
with the staff and other patients. The patient attends group therapy spo-
radically, participates minimally, or not at all. He refuses permission for
the staff to speak with family members. At the time of admission, ap-
proximately 25% of patients at risk for suicide deny having suicidal ide-
ation to the clinician but do tell their families (Robins 1981).

In addition, it is difficult for the psychiatrist and other members of
the treatment team to form a therapeutic alliance, ordinarily a power-
ful protective factor against suicide, with the patient (Goldblatt and
Schatzberg 1992; Havens 1967; Maltsberger 1986). Many psychiatric
inpatients, even within a short length of stay, are able to form some
level of therapeutic alliance with the clinical staff or hospital facility. Ad-
herence to the medication regimen and to unit rules is tenuous in patients
at risk. Medications, when taken, can energize the patient, creating the im-
pression of improvement but without diminishing underlying hope-
lessness and suicide intent.

First-time-hospitalized, high-achieving, high-functioning, ambitious pa-
tients, who become depressed and are unable to work or to work pro-
ductively, are often at high risk for suicide (Simon and Gutheil 2002).
The reality of having a mental illness is mortifying. It is viewed as a per-
sonal failing and is experienced as a devastating narcissistic injury. Such
patients, who are often professionals, are highly defined by their work.
Before committing suicide, many of these previously high-functioning
patients gradually withdraw from important relationships, much like pa-
tients who are terminally ill and are preparing to die. The patient’s first
hospitalization usually indicates the onset of severe depression and sig-
nificant suicide risk. The patient applies considerable pressure on the cli-
nician and unit staff for an immediate discharge, stating, “I don’t belong
here with these crazy people” or “I will lose my job and family if I stay
here.” Most mental health professionals are high functioning, making it
easy to identify with such patients and to minimize their suicide risk.

When patients feign being “no longer suicidal,” fundamental change
does not occur in the severity of their clinical condition, behavior, and
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attitude. Although the patient may occasionally laugh, for example,
while playing a game on the unit, he may be only momentarily dis-
tracted from depression, suicidal preoccupations, and intent. This levity
should not be construed as improvement, in the absence of other clinical
indicia of improvement. Feigned improvement is usually sudden and
surprising. It is not a gradual process but an unexpected event that can
occur at any point during inpatient hospitalization.

Suicide Risk Assessment
The patient who is determined to commit suicide considers the psychi-
atrist and clinical staff the enemy (Resnick 2002). They stand in the
path of the patient’s suicide intent. Tragic consequences can ensue
from the simplistic assumption that every suicidal patient wants help
and will cooperate with treatment. In addition, the absence of protec-
tive factors is an indication of continuing high suicide risk. Individual,
“signature” risk factors, if known, can provide solid clinical guidance
(e.g., the stuttering patient who, when at high risk for suicide, speaks
clearly). The clinician must trust his or her suicide risk assessment, if
not the patient. Initial blanket distrust of the patient will likely doom
any hope for a therapeutic alliance. Finally, the therapeutic alliance
may fail because of cultural differences and misunderstandings.

A situation frequently occurs in the emergency department, where
a “patient” fakes being suicidal. The magic words, “I am suicidal,”
open the door to hospitalization, food, and shelter. Unless systematic
suicide risk assessment is performed, once on the psychiatric unit, the
faking sick patient behaves much the same as the patient faking well.
For example, the patient does not cooperate with inpatient policies, re-
mains seclusive, and is noncompliant with treatment recommenda-
tions. Unlike the faking-well suicide patient, he attempts to extend his
hospital stay.

A clinical distinction should be made between the guarded and the
deliberately deceptive suicidal patient (see Chapter 4, “Behavioral Risk
Assessment of the Guarded Suicidal Patient”). Patients are frequently
guarded or evasive during their initial encounter with the psychiatrist
and staff. Guarded patients may not necessarily have the conscious in-
tent to deceive the clinician. For example, some patients are frightened,
embarrassed, denying, minimizing, and defensive rather than consciously
deceptive.
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When the clinician is conducting suicide risk assessments, behav-
ioral risk factors should be included (Simon 2008). Behavioral risk fac-
tors associated with suicide speak louder than the deceptive patient’s
words. Table 6–1 contains evidence-based behavioral suicide risk fac-
tors that do not require a patient’s cooperation to assess. For example,
the behavioral manifestations of most psychiatric disorders are usually
readily observable. Also, all psychiatric disorders, with the exception
of mental retardation, have accompanying suicide risk potential (Har-
ris and Barraclough 1997).

Gathering information from collateral sources is basic to compe-
tent suicide risk assessment of high-risk suicide patients who suddenly
improve. Family members are critical sources of information. When the
patient refuses to authorize discussion with family members, the clini-
cian can obtain valuable information by just listening without revealing
confidential information. However, some patients refuse to authorize
any contact with significant others. Under Health Insurance Portability
and Accountability Act of 1996 (HIPAA) regulations, physicians can
communicate with other physicians without obtaining the patient’s
prior consent.

In emergencies, the psychiatrist may need to obtain critical informa-
tion from collateral sources. He or she can try to persuade but not coerce
the patient to authorize release of information. Ethically, it is permissible
to breach confidentiality in order to protect the suicidal patient (Amer-
ican Psychiatric Association 2001). The emergency exception to obtain-
ing consent is another available option. The clinician should be knowl-
edgeable about federal and state statutes and the courts that define
“medical emergency” either narrowly or expansively (Simon 2004).
Prior treatment records, especially discharge summaries from other
hospitals, cannot usually be obtained quickly, but calls or e-mails to
previous treaters may provide critical clinical information about the
patient on an urgent basis. With the ubiquity of pagers and cell phones,
most clinicians can be reached quickly. A doctor’s call is usually re-
sponded to without delay. In an emergency situation, such as when a
clinician is treating a high-risk suicidal patient, an exception to maintain-
ing confidentiality exists both ethically and legally (Simon and Shuman
2007).

The treatment team is an essential source of patient information
24 hours a day, 7 days a week. The multidisciplinary team has a “thou-
sand eyes.” The patient’s current psychiatric record must be read care-
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fully. It inevitably contains vital behavioral and other information
regarding the patient’s risk for suicide (Simon and Hales 2006).

Iatrogenic sudden improvement (“miraculous insurance cures”) oc-
curs when the clinician inflates the patient’s suicide risk on admission
or subsequently to obtain additional hospital stay days. If the insur-
ance benefits are not approved, the patient suddenly “improves” and
is discharged. This situation is fraught with liability risk if the patient
attempts or commits suicide. A malpractice claim may be filed for neg-
ligent discharge.

When a patient is determined to commit suicide at the earliest op-
portunity, an apparently “real” improvement in his clinical condition
may occur. For example, “mood lightening” occurs, falsely reassuring
the staff that the patient is improving. Medications are taken as pre-
scribed; social isolation ceases; and the patient attends and participates

TABLE 6–1. Some behavioral suicide risk factors

• Suicide attempt
• Psychiatric diagnosisa

• Substance abuse/intoxication
• Eating disorder
• Physical illness
• Depression
• Melancholic features
• Manic and mixed states
• Psychosis
• Anxiety
• Agitation/irritability
• Global insomnia
• Symptom severity
• Diminished concentration
• Violent threats or behaviors
• Impulsivity/aggression
aObservable manifestations.
Source. Adapted with permission from Simon RI: “Behavioral Risk Assess-
ment of the Guarded Suicidal Patient.” Suicide and Life-Threatening Behavior
38:517–522, 2008.
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in group therapy and other unit activities. However, the patient’s de-
sire to die and escape psychic pain remains unchanged.

The core symptoms of a psychiatric disorder usually remain un-
changed. For example, the vegetative symptoms of depression will per-
sist. In psychotic patients, thought disorder, hallucinations, and delu-
sions continue to lurk behind the patient’s sham improvement. The
patient may continue to restrict access to collateral sources of information.
And lethal implements may be secreted in the patient’s room or elsewhere
on the unit.

Psychiatric inpatients present along a dynamic continuum of truthful-
ness and deception, making it difficult to discern real from feigned im-
provement at any given time and in any given circumstance. A common
form of deception occurs when inpatients minimize their symptoms to
gain off-unit smoking privileges. Clear and unambiguous examples of
real versus feigned improvement among high-risk suicidal patients previ-
ously described are found only at the poles of the continuum. Because
many inpatients improve rapidly and are discharged, the high-risk sui-
cidal patient’s specious improvement can be very difficult—and, on occa-
sion, impossible—to distinguish from real improvement. Consultation
may help discern real from feigned improvement. The clinician should
“never worry alone” (T.G. Gutheil, personal communication, 2008).

Risk Management
The risk management problem posed by sudden unexpected improve-
ment and consequent suicide is captured in this excerpt from an actual
deposition in a case where suicide occurred:

Q: Have you ever heard the term “mood lightening?”
A: Yes.
Q: And what is your understanding as to what that means?
A: That once the person has decided that they are going to commit

suicide, that sort of like a burden has been lifted, and they’re
more comfortable.

Q: And it manifests itself in what appears to be a better mood on
the part of the patient?

A:  Yes.
Q:  And mood brightening is a sign and symptom of potential suicidality?

[emphasis added]
A:  Yes.



Sudden Improvement in Patients at High Risk for Suicide 91

As should be made clear from this excerpt, the clinician’s problem is dis-
tinguishing expected and desired improvement from signs of the deci-
sion to die. From a risk management viewpoint, the critical variables are
the presence of consistent signs of improvement absent the contradic-
tory signs listed in Table 6–1 and a consistency of the clinical picture of
the patient to all observers. If the patient’s progress presents any ambi-
guity about the process just noted, changes in level of observation
should probably be delayed to allow more extensive data gathering.

Because clinicians are human, even the most careful analysis may
fail. The subtlety of the signs of suicidal intent may simply preclude
their detection. On the other hand, patients genuinely improving may
nevertheless show sleep disturbance, agitation, or group avoidance for
reasons other than suicidal intent. Because informed clinical judgment
is the only viable resource for making such subtle distinctions (as well
as representing the antithesis of negligence), the treater’s clinical rea-
soning and suicide risk assessments must be carefully documented.

In the usual inpatient setting, the psychiatrist typically rests at the
top of a pyramid of staff. This implies both a pyramid of decision mak-
ing (final decisions) and of observational data (the psychiatrist as final
common pathway for information). Regrettably, psychiatrists do not
always review the entire chart or attend sufficiently to staff input. Even
more regrettably, some psychiatrists assume that only what the patient
tells the psychiatrist is true or important, discounting information from
other team members.

Most clinicians are familiar with patients who put on a “smiley face”
when speaking to the doctor but let their guard down with other team
members and admit their underlying despair, as in the Case Example.
This kind of selective candor also resembles how family members may
be taken into the patient’s confidence and may not hear the persisting
depression or suicidal intent. Such a familiar situation requires the
team leader to pay close attention to the observations of staff, who
have usually seen the patient not for a few minutes, but for an entire
shift.

Some clinicians may prefer to employ a variety of standardized
measures such as the Beck Hopelessness Scale, Hamilton Rating Scale
for Depression (see Chapter 10, “Suicide Risk Assessment Forms: Clini-
cian Beware”), or similar instruments. These measures cannot substi-
tute for systematic suicide assessment, but their use may at least attest
to the clinician’s efforts to deepen understanding of the patient and
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constitute an argument against negligence. Standard practice, however,
does not require that routine use of standardized measures be employed
in the assessment of suicide risk. “Know thy patient” is the imperative
measure.

Conclusion
The suicidal patient “faking good” is very difficult to identify when pa-
tients are hospitalized for brief stays. Improvement bias expects pa-
tients to stabilize quickly. For the most part this happens. But the
problem remains regarding how well do we know the patient. The fo-
cus of attention following psychiatric admission quickly shifts to dis-
charge planning. The feigning suicidal patient does not have long to
wait for discharge.

KEY CLINICAL CONCEPTS

• Spend sufficient time with the patient to do an adequate psychi-
atric evaluation and suicide risk assessment.

• Obtaining patient information from collateral sources is critical in
short length-of-stay hospitalizations.

• Sudden improvement, also known as “mood lightening,” can re-
sult from the patient’s resolve to complete suicide.

• Psychiatric inpatients are expected to improve quickly during a
short length of stay. Thus, feigned improvement may be over-
looked.

• Real improvement of the high-risk suicidal patient is a process,
even when it occurs quickly. Feigned improvement is an event.

• Behavioral risk factors help the clinician to assess suicide risk in the
guarded or dissimulating patient.
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C H A P T E R  7

Patients at Acute and 
Chronic High Risk 

for Suicide

Crisis Management

ALTHOUGH the acute and chronic high-risk suicidal patient is a
categorical paradigm, the severity of suicide risk is dimensional and
dynamic, affected by constantly changing risk and protective factors.
No bright line separates chronic from acute high suicide risk. Suicide
risk factors, such as depression and hopelessness, often overlap in patients
at acute and chronic high risk for suicide. 

The transition from chronic to acute can be gradual and nuanced or
alarmingly rapid. O.R. Simon et al. (2001), in a case-control study of 153

Portions of this chapter adapted with permission from Simon RI: Assessing and
Managing Suicide Risk: Guidelines for Clinically Based Risk Management. Washing-
ton, DC, American Psychiatric Publishing, 2004.
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case subjects, found that 24% spent less than 5 minutes between the deci-
sion to attempt suicide and the actual, near-lethal attempt. In the gradual
transition from chronic to acute high risk, early identification may allow
for aggressive treatment and management. Knowing the patient’s evolv-
ing symptoms, the prodromal “signature” suicide risk-factor profile, pre-
ceding a prior attempt(s) can alert the clinician to take quick action.

The patient at chronic high risk for suicide bears a certain similarity
to the cardiac patient at chronic high risk for a heart attack. For example,
the high-risk cardiac patient has hypertension, obesity, hypercholester-
olemia, angina or prior heart attack, diabetes, and a family history of
cardiovascular disease. If the patient has an acute myocardial infarc-
tion, which requires emergency intervention, and survives, the patient’s
status usually reverts to chronic high risk for another acute cardiac event,
even after appropriate treatment.

A patient at chronic high risk for suicide can become acutely sui-
cidal for a number of reasons, including resurgence of the psychiatric
illness, nonadherence to medication, resumption of substance abuse,
stressful life events, and loss of protective factors. These factors can
rapidly propel the patient from chronic high-risk status into acute high-
risk status. Emergency treatment may return the patient to chronic high-
risk status. For example, a severely depressed patient at acute, high risk
for suicide, whose adequate medication trials have failed, may respond
quickly to electroconvulsive therapy (ECT) with a reduction in depres-
sion and suicide risk.

The term acute describes the intensity (severity) and magnitude (dura-
tion) of the symptom. For example, sleeplessness can vary in severity
from early-morning waking to debilitating global insomnia; duration
can range from moments of hopelessness to unrelenting hopelessness
in a depressed suicidal patient (Fawcett 2006). A high-risk factor is sup-
ported by an evidence-based association with suicide. Once a patient is de-
termined to be at acute, high risk for suicide, immediate clinical
intervention is required to prevent suicide. Some patients remain at high
risk for suicide for periods of hours, days, weeks, or a few months (Fawc-
ett 2006).

Patients at chronic, high risk for suicide have acute suicidal crises
requiring emergency care. They are at risk for suicide over years, usu-
ally requiring long-term preventive treatment to reduce suicide risk
and relapses. Patients at acute, high risk for suicide display commonly
occurring state-related risk factors (Table 7–1).
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Patients who are chronically at high risk for suicide present with
commonly occurring trait-related risk factors (see Table 7–2). Chronic
(static) risk factors may include, for example, a family history of sui-
cide, prior attempts, childhood abuse, and a history of impulsive be-
haviors. As noted previously, suicide risk factors often overlap in acute
and chronic high-risk suicidal patients.

Clinicians in outpatient office practice often have the opportunity
to work with the patient over time, gathering data crucial to decision
making regarding the patient who develops a high risk for suicide. Cli-
nicians in emergency departments and inpatient units often do not
have the same time advantage for clinical understanding of the acute,
high-risk patient who walks in off the street. In this situation, clinicians
must be able to conduct and trust the suicide risk assessments that
guide their clinical decision making.

Clinical Management
The treatment and management of the acute or chronic high-risk sui-
cidal patient is a daunting clinical challenge. Most psychiatrists in clin-
ical practice have encountered or will encounter these patients. Every

TABLE 7–1. Acute high suicide risk factors

• Severe symptoms of psychiatric disorder
• Suicidal ideation
• Recent and past suicide attempts
• High lethality of current suicide attempt
• Substance abuse
• Hopelessness
• Global insomnia
• Panic attacks
• Agitation/mixed states (bipolar I or II)
• Comorbid anxiety and depression
• Painful physical condition or illness
• Recent loss

Note. There is no single pathognomonic suicide risk factor.
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case presents clinical nuances and differences that cannot be encom-
passed by a definitive set of management guidelines. General princi-
ples, however, are illustrated in the following case example, which
presents treatment and management issues in an outpatient setting.
Emergency department and psychiatric inpatient unit staffs, however,
have the most frequent contact with high-risk suicidal patients. Clini-
cians practicing in the emergency department and inpatient unit usu-
ally have more experience treating acute, high-risk suicidal patients.
They tend to receive more clinical, psychological, and physical sup-
port from other mental health professionals than outpatient clinicians
(Simon 2004).

Case Example

A psychiatrist has been treating a 35-year-old, single woman for 4
years, providing both psychotherapy and medication management.
The patient’s current diagnoses are Axis I major depressive disorder,

TABLE 7–2. Chronic high risk suicide factors

• History of suicide attempts (high lethality)
• Previous hospital admissions
• Cluster B, Axis II disorders
• Alcohol/substance abuse
• Impulsivity/aggression (self and/or others)
• Parasuicidal behaviors
• Comorbidity (Axis I and Axis II)
• History of child physical/sexual abuse
• Family history of suicide attempts and completions
• Family history of mental disorders
• Chronic physical pain
• Persistent hopelessness
• Chronic Axis I and Axis II disorders
• Recurrent depression
• Interpersonal loss

Note. Suicide risk factors often overlap in patients at acute and chronic
high risk for suicide (e.g., depression, hopelessness).
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severe, recurrent, and generalized anxiety disorder; and Axis II bor-
derline personality disorder. The patient was initially hospitalized at
age 17, after impulsively slashing her wrists. Severed tendons required
surgical repair. She had two subsequent brief hospitalizations for near-
lethal overdoses. The diagnosis each time was major depressive dis-
order, severe, recurrent. At each hospitalization, the patient admitted
unrelenting suicidal ideation with a specific plan. The last hospitalization
occurred 2 years ago, following a rejection by a male friend. The pa-
tient’s family is supportive, as are a number of friends.

The patient was sexually abused at age 8 years. Her mother was
treated for depression. An uncle committed suicide. The patient has
worked steadily as a librarian. Her relationships with men have been
fraught with unreasonable demands, followed by feelings of rejection.
Bouts of alcohol abuse have accompanied severe depression.

Until recently, the patient’s depression and anxiety responded to
antidepressant medication. She has a working alliance with the psychi-
atrist that becomes frayed during a crisis. The current, severe depres-
sion and anxiety followed loss of her job due to workplace cutbacks.
The patient is abusing alcohol again, feeling hopeless, and has intense
suicide ideation with a plan to jump from a nearby bridge. She also de-
scribes insomnia and irritability. The patient has not made a recent sui-
cide attempt.

The psychiatrist recommends immediate hospitalization, but the
patient adamantly refuses. Suicide risk assessment confirms that the
patient has rapidly moved from chronic-high to acute-high suicide
risk. The psychiatrist is faced with two options: immediate involun-
tary hospitalization or continuation of outpatient treatment. The pa-
tient’s refusal of voluntary hospitalization is initially managed as a
treatment issue. Asked why she has accepted hospitalization in the past
under similar circumstances but now refuses, the patient replies that
the loss of her job has been an essential source of self-esteem and sta-
bility. She says the loss is unbearable.

The psychiatrist now considers the risks and benefits of involuntary
hospitalization but feels such a course of action would doom the doctor-
patient relationship, leaving the patient bereft of a life-stabilizing rela-
tionship. Moreover, the patient will likely be discharged from involun-
tary hospitalization after a few days. This would further exacerbate her
illness and suicide risk. The state civil commitment standard for invol-
untary hospitalization requires that the patient be at “imminent” risk of
harm to self or others. This would be a difficult argument to make,
given that the patient is continuing to see her psychiatrist.

The psychiatrist considers the risks and benefits of the outpatient
option. He determines that the therapeutic alliance, though attenuated,
supports the plan. A phone consultation is obtained with a colleague
who agrees with the outpatient option. The treating psychiatrist rec-
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ommends that the patient be seen more frequently, her medications
adjusted, and a formal consultation obtained. The patient reluctantly
agrees.

The family provides support, as in past hospitalizations. The psy-
chiatrist feels that the patient’s family is a crucial protective factor. The
family joins the patient in a therapy session where a “We are in it to-
gether” strategy is implemented. Family members (parents, older
brother, and sister) are asked to be aware of symptom changes, which
should prompt a call to the psychiatrist. They are not asked to main-
tain a 24-hour vigil, which is unrealistic. The patient or family can
reach the psychiatrist by cell phone. The patient agrees to partial hos-
pitalization, with which she is familiar. The appointment is scheduled
for the day after discharge. The psychiatrist will see the patient briefly
each day, but longer, if necessary. A therapist trained in providing dia-
lectical behavior therapy (DBT), with whom the patient has consulted
in the past for suicide ideation, agrees to see the patient for brief, crisis
therapy. Regular phone contact will be maintained between psychia-
trist and therapist. The psychiatrist informs the patient that if the acute
suicidal crisis continues despite intensive treatment, the option of hos-
pitalization will be revisited. As a last resort, the psychiatrist knows
that if the patient remains unimproved after a few days and again re-
fuses hospitalization, the psychiatrist must pursue involuntary hospi-
talization. After a week of intensive treatment, the patient’s depression
and anxiety symptoms gradually improve. The patient reverts to
chronic, high suicide risk status, as her acute suicide risk factors abate.
The DBT will continue. The psychiatrist maintains careful, detailed
documentation throughout the patient’s suicide crisis, especially sui-
cide risk assessment and his clinical decision-making rationale.

Commentary
To hospitalize or not to hospitalize, that is the conundrum that psychi-
atrists often face with high-risk suicidal patients. The decision is con-
siderably more complicated when the need for hospitalization is clear
but the patient refuses the recommendation. The decisions that the
psychiatrist makes at this point are crucial for treatment and risk man-
agement.

Voluntary hospitalization is often a straightforward matter. The
psychiatrist, after systematic suicide risk assessment, determines that
the patient is at a level of suicide risk that requires hospitalization. As
in the Case Example, the risks and benefits of continuing outpatient
treatment are weighed against the risks and benefits of hospitalization. 
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If the patient agrees, arrangements are made for immediate hospi-
talization. The patient must go directly to the hospital, accompanied by
responsible persons. The patient should not stop to do errands, get cloth-
ing, or make last-minute arrangements. A detour can provide the pa-
tient with the opportunity to attempt or complete suicide. If the patient
is driven to the hospital, a safety locking mechanism under the sole
control of the driver may prevent the patient from jumping out of the
car. In some instances, psychiatrists have accompanied the patient to the
hospital. However, psychiatrists have no legal duty to assume physical
custody of the patient (Farwell v. Un 1990).

If the patient disagrees with the psychiatrist’s recommendation for
hospitalization, the refusal should be addressed as a treatment issue.
Often, the need for hospitalization is acute; thus, a prolonged inquiry
is not permitted. In addition, the therapeutic alliance may become
strained. It is this clinical situation that tries the professional mettle of
the psychiatrist. Consultation and referral are options for the clinician to
consider, if time and the patient’s condition allow. In the Case Example,
the psychiatrist calls a colleague for a brief phone consult. The psychiatrist
should never worry alone. Sleepless nights benefit neither the psychiatrist
nor the patient.

The psychiatrist may decide not to hospitalize a patient who is as-
sessed to be at moderate to high suicide risk. Protective factors may
allow continuing outpatient treatment. In such a case, a good thera-
peutic alliance will be present, the psychiatrist will have worked with
the patient for some time, and family support will be available. The psy-
chiatrist will determine that the patient’s suicide risk can be managed by
more frequent visits and treatment adjustments. Also, supportive fam-
ily members can help by providing observational data but should not
be asked to provide 24-hour, eyeball-to-eyeball supervision of the pa-
tient (see Chapter 8, “Safety Management of the Patient at Risk for Sui-
cide: Coping With Uncertainty”). Protective factors can be overwhelmed
by a severe mental illness. In contrast, a patient assessed as being at
moderate risk for suicide may need hospitalization when protective
factors are few or are absent.

The psychiatrist may determine that the patient at high risk for sui-
cide who refuses hospitalization does not meet the substantive criteria
for involuntary hospitalization. For example, the criteria may contain
the requirement that the patient must have made a suicide attempt
within a specified period of time. The psychiatrist’s options are to con-
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tinue to treat the patient and deal with the issue of hospitalization as a
treatment matter; see the patient more frequently; adjust medications;
obtain consultation; reexamine the therapeutic alliance; consider an
adjunctive, intensive outpatient program; refer the patient; or all of
these. The referral option may not be feasible until the patient’s
current suicide crisis has passed. Frustration and anger with the sui-
cidal patient can lead to abandonment of the patient (see Chapter 11,
“Imminent Suicide, Passive Suicidal Ideation, and Other Intractable
Myths”).

Involuntary hospitalization should be utilized as an emergency
clinical intervention, not as a defensive tactic to avoid malpractice lia-
bility or to provide a legal defense against a malpractice claim. Unnec-
essary hospitalization can worsen a patient’s psychiatric condition and
damage trust, which is important for future treatment. Although state
civil commitment statutes vary, the substantive legal criteria for invol-
untary hospitalization generally include severe mental illness and/or
dangerousness to self or others and the inability to provide for basic
needs (Table 7–3). Commitment statutes do not require involuntary
hospitalization of patients but are permissive

Psychiatrists have serious concerns about disrupting the patient’s
therapy by instituting involuntary hospitalization. Involuntary hospi-
talization also may jeopardize the patient’s occupation and personal re-
lationships. However, little or no therapeutic alliance exists when the
acutely mentally ill patient who is at high risk for suicide refuses hos-
pitalization. Discomfort or reluctance to involuntarily hospitalize a sui-
cidal patient based on the psychiatrist’s belief that it is coercive may
lead to avoidance of a necessary hospitalization. The compelling clin-
ical issues for the psychiatrist are patient treatment and safety. The
psychiatrist must be prepared to take a firm but clinically supportive
stand, if involuntary hospitalization is necessary. Ultimately, whatever
decision is made should be the result of a reasoned clinical judgment.

In some localities, when the patient requires involuntary hospital-
ization, meaningful psychiatric hospitalization does not exist. The pa-
tient will likely be discharged within a few days from an overcrowded
institution that grudgingly must accept another suicidal patient. More-
over, the patient’s outpatient treatment may end without the goal of
hospitalization having been achieved, thus creating the potential for
tragedy. As in the Case Example, the psychiatrist may justifiably de-
cide to treat the patient as an outpatient, in addition to making appro-
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priate adjustments in the treatment plan. Consultation in such a case
is advisable. The psychiatrist should carefully document suicide risk
assessments and the decision-making process.

Familiarity with state commitment laws and the availability of com-
munity emergency mental health services are necessities when suicidal
crises arise. A patient may be civilly committed only when statutorily
mandated criteria are met. Some clinicians labor under the mistaken
assumption that they commit the patient when signing certification pa-
pers. Civil commitment (involuntary hospitalization) is a judicial deci-
sion. The court or an administrative body may agree or disagree with
the clinician’s recommendation to involuntarily hospitalize the patient.

Familiarity with available emergency mental health resources en-
ables the clinician to act decisively. For example, many communities
have mobile crisis units that can assist the involuntary hospitalization
process. If a high-risk suicidal patient runs out of the office or emergency
department when confronted by involuntary or even voluntary hospi-
talization, the police or mobile crisis unit can be called. The mobile cri-
sis unit can petition for involuntary hospitalization, but it does not take

TABLE 7–3. Typical substantive and miscellaneous criteria for 
civil commitment

Substantive criteria
• Mentally ill
• Dangerous to self or others
• Unable to provide for basic needs
Miscellaneous criteria (in conjunction with one or more of the 

criteria above)
• Gravely disabled (unable to care for self, resulting in likely 

self-harm)
• Refusing hospitalization
• In need of hospitalization
• Danger to property
• Lacks capacity to make rational treatment decisions
• Hospitalization represents least restrictive alternative

Note. Criteria are statutorily determined, varying from state to state.
Source. Reprinted with permission from Simon and Shuman 2007.
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custody of the patient, which the police can do. Police willingness to assist
is dictated by their training and the availability of psychiatric facilities.
Police assistance varies among jurisdictions.

The fear of being sued can adversely influence the psychiatrist’s clin-
ical judgment about involuntary hospitalization. The most common
ground for a lawsuit involving involuntary hospitalization is the claim
of wrongful commitment, giving rise to a cause of action for false im-
prisonment. Other theories of liability include assault and battery, ma-
licious prosecution, abuse of process, and the intentional infliction of
emotional distress. However, the risk of being sued for involuntary hospi-
talization is low. Once the decision to involuntarily hospitalize the pa-
tient is made, the psychiatrist should try to discuss the reasons with the
patient in order to help preserve trust for future treatment.

States have provisions in the commitment statutes granting psychi-
atrists and other mental health professionals immunity from liability
when they use reasonable clinical judgment and act in good faith
(Simon and Shuman 2007). When the psychiatrist is petitioning for
involuntary hospitalization, willful, blatant, or gross failure to follow
statutory commitment procedures will not meet the good-faith provi-
sion. A malpractice suit for involuntary hospitalization of a patient is
unlikely when an adequate examination is performed, statutory require-
ments are followed, and the certification is free of malice.

Statutory commitment laws, as noted previously, are permissive,
leaving the decision of whether to involuntarily hospitalize a patient to
the discretion of the mental health professional (Appelbaum et al.
1989). However, malpractice suits alleging failure to involuntarily hos-
pitalize patients at risk for suicide have been filed against psychiatrists.
A suit against a psychiatrist for failure to involuntarily hospitalize a patient
is far more common than a lawsuit for certifying a patient. Careful docu-
mentation of suicide risk assessment, combined with the risk-benefit
analyses for and against involuntary hospitalization, represents good
clinical care and also provides a solid legal defense.

Circumstances may arise in which the psychiatrist feels uncertain
about involuntary hospitalization as the best clinical option for a pa-
tient at acute, high risk for suicide. A tension exists between the pa-
tient’s rights and the clinician’s duty to treat. The medical model is
outcome-driven, with a focus on patient and societal benefit. Civil lib-
ertarians express concern that the ends of preventing suicide may not
justify the means of involuntary hospitalization. Involuntary hospitaliza-
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tion is justified if it appears likely that the patient will receive treatment
and benefit from hospitalization (Stone 1976). Psychiatrists rely on
their training and clinical experience to determine the best treatment
disposition for their patients. When involuntary hospitalization is
sought, the courts usually temper clinical biases through legal scrutiny
in making the final decision.

The psychiatrist must not use the threat of involuntary hospitaliza-
tion to coerce a suicidal patient into accepting treatments or proce-
dures when he or she has no intention of petitioning for commitment.
Persuasion engages the patient’s reasoning ability to arrive at a desired
goal. Coercion circumvents the patient’s ability to reason and is under-
mined by manipulation (Malcolm 1992). When confronted with invol-
untary hospitalization, many patients opt for voluntary admission.

Involuntary hospitalization is a valid clinical intervention that may
prevent suicide for appropriate patients. Looking back, involuntarily
hospitalized patients may understand the necessity for hospitalization.
Some patients are appreciative of the care they received (Gove and Fain
1977; Spensley et al. 1980).

Discharging High-Risk Patients
Discharge planning begins at admission and is refined during the pa-
tient’s inpatient stay. Before the patient is discharged, a final post-
discharge treatment and aftercare plan is necessary (see Table 7–4).
Following discharge, suicide risk increases when the intensity of treat-
ment is decreased (Appleby et al. 1999).

The patient’s willingness to cooperate with discharge and aftercare
planning is a critical determinant in establishing contact with follow-
up treaters. The psychiatrist and treatment team structure the follow-
up plan so as to encourage compliance. For example, psychotic patients
at risk for suicide, who have a history of stopping their medications
immediately on discharge, may be given a long-acting intramuscular
neuroleptic that will last until they reach aftercare. Patients with comor-
bid drug and alcohol abuse disorders are referred to agencies equipped
to manage dual-diagnosis patients.

Patients require education about their mental disorders. Family
members should be similarly educated, when appropriate. One of the
goals of educating patients about their disorders is to encourage adher-
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TABLE 7–4. Discharge planning for inpatients at risk for suicide 

Risk-benefit analysis for both discharge and continued 
hospitalization

• Conduct systematic suicide risk assessments.
• Review patient’s course of hospitalization: What is different about 

the patient’s illness and life situation at the time of discharge?
• Spend sufficient time to have an adequate clinical understanding 

of the patient.
• Determine that patient has acclimated to therapeutic milieu, with 

sufficient time to develop meaningful relationships.
• Check whether sufficient time has elapsed to effectively evaluate 

the response to treatment.
• Arrange for patients at chronic risk for suicide to be seen in 

outpatient treatment soon after discharge.
• Consider a second opinion for difficult discharge decisions.
• Initiate gun safety management plan.
Support
• Determine whether patient is physically and emotionally able to 

obtain help.
• Inform patient of available mental health services.
• Determine whether support from family members or significant 

others is present. 
Status of illness
• Evaluate what symptoms remain unchanged that can be 

effectively treated as outpatient.
• Ensure that patient receives psychoeducation regarding illness.
• Construct a workable discharge plan formulated in collaboration 

with patient.
Medication adherence
• Reinforce importance of adherence with medication treatment.
• Discuss with patient whether current side effects can be tolerated 

and managed outside hospital.
Therapeutic alliance
• Assess patient’s capacity to work with mental health professionals.
Source. Adapted from Simon and Shuman 2007.
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ence to treatment and aftercare recommendations. Patients and their
families often complain that they were not told their diagnosis or edu-
cated about treatment.

Limitations exist on the ability of psychiatrists to ensure follow-up
treatment, a fact that must be acknowledged by both the psychiatric
and the legal communities (Simon 1998). Beyond stabilization of the
patient, the psychiatrist’s options in bringing about positive changes
may be limited or nonexistent. Also, the patient’s failure to adhere to
postdischarge plans and treatment often results in rehospitalization,
hopelessness, and greater suicide risk. Psychiatric patients at moderate
or moderate-to-high risk for suicide are increasingly treated in outpa-
tient settings. It is the responsibility of the psychiatrist and treatment
team to competently hand off the patient to appropriate inpatient af-
tercare. With the patient’s permission, the psychiatrist or social worker
should call the follow-up agency or therapist before discharge to pro-
vide information about the patient’s diagnosis, treatment, and hospital
course.

Follow-up appointments should be made as close to the time of dis-
charge as possible. The psychiatrist presented in the case example ear-
lier in this chapter is clearly familiar with the research regarding
postdischarge suicide, which often occurs on the first day after dis-
charge (Mehan et al. 2006). He schedules an appointment with partial
hospitalization for the next day following discharge. The patient
should have an actual appointment in-hand, or the attending psychia-
trist or hospital clinician may need to provide an interim follow-up ap-
pointment. Encouraging patients to make their own appointments,
while still in the hospital, fosters independent functioning. However,
some patients at discharge are too disorganized to make their own ap-
pointments. The patient should know whom to call or where to go if
an emergency arises before the first outpatient appointment. Homeless
patients at risk for suicide should be placed in aftercare programs
where follow-up is maximized. Consistent follow-up may not be pos-
sible for transient homeless patients. This limitation should be docu-
mented in the discharge note.

If the patient is being transferred to another facility, the assessment
of the patient’s current condition, including the patient’s risk for suicide,
should be communicated to the staff at the new facility. Written commu-
nication may be necessary: whenever possible, direct telephone conver-
sations (duly documented) with the new treaters may be more effective
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in communicating information about the patient. In a phone call, ques-
tions can be asked and explanations given. The failure to provide rele-
vant information to treaters who may be unaware of the suicide risk of
a transferred patient can create liability problems for the psychiatrist.
Abstracts from the psychiatric record and discharge summary should be
forwarded to the postdischarge treater in a timely manner.

Most discharges involve a complex process that must be tailored to the
patient’s individual treatment needs and circumstances. The decision to
discharge a patient is often more difficult than the decision to admit the
patient. A risk-benefit assessment at discharge weighs the risks and bene-
fits of continued hospitalization versus the risks and benefits of discharge.
A number of factors need to be considered and weighed in the risk-benefit
assessment, such as the discharge suicide risk assessment, the patient’s se-
verity of illness, the likelihood of compliance with follow-up care, the
availability of family or other support, and the presence of a substance
abuse disorder or other comorbid conditions. Documentation is essential.

The following are the two related critical questions to be asked in
a risk-benefit assessment: 

1. Has the patient improved sufficiently to function outside the hos-
pital, or is this discharge doomed to fail? 

2. What is different about the patient’s condition or life situation at
the time of discharge? 

In a study of inpatient suicide, Fawcett et al. (2003) reported that
“78% of the patients denied suicidal ideation or intent as their last com-
munication” (p. 18). When a patient denies suicidal ideation or intent,
systematic suicide risk assessment can help identify other clinical cor-
relates of suicide risk.

A well-reasoned, clearly documented risk-benefit note that explains
the psychiatrist’s decision making at the time of discharge will help
preempt second-guessing by a court, if the patient attempts or commits
suicide and a lawsuit is filed. Assessing the risk of suicide is a “here and
now” determination. Patients who are no longer at acute high risk for
suicide often remain at chronic high-risk. The discharge note should
indicate the acute suicide risk factors that have abated or remitted and
the chronic (long-term) suicide risk factors that remain. The discharge
note must also address the patient’s chronic vulnerability to suicide. For
example, the patient may become acutely suicidal again, depending on
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a number of factors, including the nature and cause of the psychiatric
illness, adequacy of future treatment, extent of adherence to treatment
recommendations, and unforeseeable life vicissitudes. Suicidal behav-
iors are the result of dynamic, complex interaction among a variety of
clinical, personality, social, and environmental factors whose relative
importance varies across time and situations.

Conclusion
The treatment and management of patients with acute and chronic
high risk of suicide is a daunting clinical challenge. The patient at
chronic high risk of suicide who is being treated as an outpatient and
becomes acutely suicidal presents the clinician with difficult choices.
Can the patient continue to be safely treated as an oupatient? If not,
will the patient accept voluntary hospitalization, or must the patient be
involuntarily hospitalized? Malpractice claims alleging failure to involun-
tarily hospitalize the acute high risk suicidal patient who attempts or com-
pletes suicide are relatively common.

The patient at acute and chronic high risk of suicide who is hospi-
talized also presents the clinician with difficult decisions regarding dis-
charge. Careful discharge planning is required. Transition to oupatient
treatment must be tailored to the clinical needs of the patient and the
available community resources. The patient may require appoint-
ments with outpatient treaters the day after discharge, if possible. Lit-
igation claiming negligent discharge is unfortunately common. 

KEY CLINICAL CONCEPTS

• The severity of suicide risk is dimensional and dynamic, constantly
governed by changing risk and protective factors. Thus, suicide
risk assessment is a process, not an event.

• Acute describes the intensity (severity) and magnitude (duration)
of symptoms; a high-risk factor is supported by an evidence-based
association with suicide.
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• No bright line separates chronic from acute high suicide risk. The
transition from chronic to acute can be gradual and nuanced or
alarmingly rapid. A patient’s current evolving symptoms and sui-
cide risk profile often display the symptoms and suicide risk profile
of prior suicide crises or attempt(s), thus alerting the clinician to
take quick action to prevent a suicide.

• Patients at chronic high risk for suicide can shift to acute high-risk
status, secondary to both internal and external stressors, such as
progression of illness, nonadherence to psychiatric treatment, or
interpersonal loss.

• Patients at acute high risk for suicide usually display a number of
state-related risk factors. Patients who are chronically at high risk
for suicide often display a number of trait-related and static risk
factors. But overlapping symptoms and risk factors are invariably
present between acute and chronic high risk suicidal patients.
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C H A P T E R  8

Safety Management of 
the Patient at Risk 

for Suicide

Coping With Uncertainty

FOR clinicians involved in the safety management of patients at risk
for suicide, the tension between providing safety and allowing freedom of
movement creates uncertainty. Clinicians also experience dissonance be-
tween the need to provide adequate supervision for patients at risk for
suicide and the denial of insurance coverage by third-party payers for
these services. The only true certainty is that effective treatment and
safety management of the suicidal patient require the clinician’s full
commitment of time and effort.

Adapted with permission from Simon RI: “Patient Safety Versus Freedom of
Movement: Coping With Uncertainty,” in The American Psychiatric Publishing
Textbook of Suicide Assessment and Management. Edited by Simon RI, Hales RE.
Washington, DC, American Psychiatric Publishing, 2006, pp. 423–439.
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After careful assessment, the safety management of the patient at
risk for suicide is an informed judgment call. The provision of absolute
safety is obviously an impossible task. Patients who are determined to
commit suicide will find a way. They view the clinician as their enemy
(Resnick 2002). Deception and lack of patient cooperation complicate
safety assessments (see Chapter 4, “Behavioral Risk Assessment of the
Guarded Suicidal Patient” and Chapter 7, “Patients at Acute and Chronic
High Risk for Suicide: Crisis Management”). However, unlike physi-
cians in other specialties, psychiatrists rarely encounter the death of a
patient except by suicide. There are only two types of practicing psy-
chiatrists—those who have experienced patient suicide and those who
will.

Like doctors in all medical specialties, psychiatrists will have patients
who die. This adverse outcome is inherent in the practice of medicine.
A patient’s death is a tragedy; however, it is not evidence, per se, of pro-
fessional negligence. Nonetheless, malpractice suits against psychiatrists
remain an occupational hazard. The treatment and safety management
of suicidal patients can be anxiety-provoking and fatiguing. Some clini-
cians limit the number of patients at risk of suicide under their care. Oth-
ers try to avoid treating suicidal patients altogether. Clinicians should
realistically assess their ability to tolerate the uncertainty inherent in the
treatment of suicidal patients.

Outpatients
A clinician’s ability to exercise control over outpatients at risk for
suicide, including those attending partial hospitalization programs, is
limited. In outpatient settings, patient safety is usually managed by
clinical interventions such as increasing the frequency of visits,
strengthening the therapeutic alliance, providing or adjusting medi-
cation, and involving family or other concerned persons, if the patient
permits. Voluntary or, if necessary, involuntary hospitalization re-
mains an option for suicidal patients at high suicide risk who can no
longer be safely treated as outpatients. Most suicidal patients at mod-
erate suicide risk and some selected patients at high risk are treated as
outpatients.

When to hospitalize a patient can be a challenging decision for the
clinician. The decision is considerably more complicated when the need
for hospitalization is clear but the patient refuses. The action that the
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clinician takes at this point is critical for the patient’s treatment and for
risk management. The clinician should not worry alone. Consultation
is always an option.

The clinician, after systematic suicide risk assessment, determines
that the patient requires hospitalization (see Chapter 7, “Patients at
Acute and Chronic High Risk for Suicide: Crisis Management”). The
risks and benefits of continuing outpatient treatment are weighed
against the risks and benefits of hospitalization, and the assessment is
shared with the patient. If the patient agrees, arrangements for imme-
diate hospitalization are made. The patient must go directly to the hos-
pital, accompanied by a responsible person. The patient should not stop
to do errands, get clothing, have dinner, or make last-minute arrange-
ments. A detour may provide the patient with the opportunity to at-
tempt or to complete suicide. If the patient is driven to the hospital, a
central safety-locking mechanism under the sole control of the driver,
if available, may help prevent the patient from jumping out of the car.
Suicidal individuals have jumped out of ambulances and other moving
rescue vehicles, resulting in death or serious injuries. An additional
passenger, preferably known to the patient, may be needed to accom-
pany the patient. In some instances, clinicians have accompanied the
patient to the hospital. The clinician, however, has no legal duty to as-
sume physical custody of the patient (Farwell v. Un 1990).

If the patient rejects the clinician’s recommendation for hospitaliza-
tion, the matter is immediately addressed as a treatment issue. Because
the need for hospitalization in such a case is acute, a prolonged inquiry
into the patient’s reasons for rejecting the recommendation for hospi-
talization is not feasible. Furthermore, the therapeutic alliance may be
strained. Consultation and referral are options for the clinician to con-
sider, if time and the patient’s condition permit. It is this situation that
challenges the professional and personal mettle of the clinician. The
failure to involuntarily hospitalize a suicidal patient who subsequently
attempts or completes suicide is a source of malpractice suits against
outpatient clinicians. The uncompensated time required, inconve-
nience, disruption of the clinician’s schedule, possibility of having to
make a court appearance, and fear of a lawsuit by the patient may dis-
suade the clinician from initiating involuntary hospitalization. State
commitment statutes grant clinicians immunity from liability when they
use reasonable judgment, follow statutory commitment procedures, and
act in good faith.
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Documenting the suicide risk assessment and the rationale for in-
voluntary hospitalization represents good clinical care as well as sound
risk management. When involuntary hospitalization is sought, psychi-
atrists should leave it to the courts to resolve uncertainty about com-
mitment. The clinician’s proper focus is the patient’s safety. For further
discussion of involuntary hospitalization, see Chapter 7, “Patients at
Acute and Chronic High Risk for Suicide: Crisis Management.”

Split Treatment
Collaboration and communication between psychiatrist and psychother-
apist in split-treatment settings are essential in assessing and managing the
patient at risk for suicide. The essence of collaborative treatment is effec-
tive communication. The operative principle is, “We are in it together.”

Psychiatrists and psychotherapists with split-treatment practices
may not take the time or may not have the time available to adequately
collaborate. For example, a psychiatrist who sees four patients for
medication management every hour, 8 hours a day for 5 days a week, will
treat 160 patients a week. Assuming the psychiatrist receives 20 patient
telephone calls a day from a patient base of 500, the psychiatrist will
receive 100 telephone calls a week, not including weekend calls. Ex-
tremely busy, high-volume medication management practices are com-
mon. How will the psychiatrist find the time to collaborate?

Collaboration takes time and effort. Communication is necessary
to prevent the suicidal patient from falling between the cracks of split
treatment (Gutheil and Simon 2003). Insurers, however, do not com-
pensate clinicians for time spent in collaboration. Clinical responsibil-
ities between psychiatrist and psychotherapist should be clearly
demarcated to prevent role confusion and uncertainty, potentially in-
creasing the patient’s risk for suicide. Responsibility for patient emer-
gencies should be clearly delineated. Adequate communication and
collaboration between psychiatrist and psychotherapist is standard prac-
tice, especially for patients at risk for suicide.

Inpatients
In the managed care era, only the severely mentally ill are admitted to
acute-care psychiatric facilities (Simon 1997). The purpose of hospital-
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ization is crisis intervention, patient safety, and stabilization (Simon
1998). The criteria for voluntary admission often exceed the substan-
tive standards required for involuntary hospitalization. Most patients
are acutely suicidal, violent toward others, or both. Hospitalization is
usually brief; the average stay in most short-term psychiatric facilities
is between 3 and 5 days. 

Patients who are potentially dangerous to themselves and others
may be prematurely discharged (Simon 1998). The rapid admission,
crisis management, and discharge of severely ill patients may not allow
an overburdened staff enough time to thoroughly evaluate the new pa-
tient. Brief safety checks made by a succession of mental health per-
sonnel may not provide the time necessary to develop a relationship
with the patient. Relying solely on a “promise” made or a no-harm con-
tract signed by the patient saying he or she will not attempt suicide con-
stitutes inadequate safety management (Simon 2004).

The level of supervision provided for patients at risk for suicide is de-
termined after systematic assessment of suicide risk (Simon 1998). Sui-
cide risk assessment is a process, not a single event, that gathers vital
information to reduce the uncertainty surrounding patient treatment
and safety management. Suicide prevention contracts should not be
used in lieu of adequate suicide risk assessment (Garvey et al. 2009).

The treatment team has emerged as an important provider of care
for psychiatric inpatients. Among its many advantages, the treatment
team has “a thousand eyes” to focus on the safety supervision of sui-
cidal patients. Nonetheless, the treatment team can develop blind spots
when communication among team members is faulty, thus increasing
the patient’s risk for suicide. Inpatient suicides tend to occur shortly
after admission, during staff shift changes, at meal times, when psychi-
atric residents finish their rotations, and after discharge (a few hours,
days, or weeks later) (Qin and Nordentoft 2005). A newly admitted,
severely mentally ill patient at significant risk for suicide who has not
been treated by and is unknown to the clinical staff should be placed
on suicide precautions according to the care needs of the patient. Pa-
tients who have made a serious suicide attempt just prior to admission
will likely require one-to-one visual or arm’s-length supervision.
Nurses can exercise their discretion to place patients on suicide precau-
tions or increase the precaution level if the psychiatrist cannot be reached
or until the psychiatrist has an opportunity to call or to examine the
patient. If suicide precautions are imposed by the nursing staff, the psychi-
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atrist should assess the patient prior to discontinuance of the precau-
tion and document the rationale for discontinuance or write an order
to continue the precautions. Nurses cannot lower or discontinue suicide
precautions.

Psychiatrists frequently receive phone calls from the nursing staff re-
questing a change or discontinuation of safety precautions regarding pa-
tients previously examined. Psychiatrists routinely make safety
management decisions by phone, based on adequate on-the-spot suicide
risk assessments performed by the clinical staff. A record of phone calls
should be kept to prevent “he said, she said” controversies in case the
phone call becomes a point of contention in a lawsuit.

Psychiatrists who admit inpatients during late-evening or early-
morning hours need to evaluate the patient in a timely manner. Some
psychiatric units allow psychiatrists up to 24 hours for the initial eval-
uation. This is unrealistic, given the severity of the illness at patient ad-
mission. Because of strict admission criteria, mostly patients at
significant risk for suicide are admitted. The psychiatrist is placed in the
difficult and legally exposed position of being responsible for the care
of an unexamined suicidal patient who attempts or completes suicide.

In the context of the psychiatrist’s initial evaluation of the newly
admitted patient, “timeliness” is a purposely vague term. Much de-
pends on the patient’s psychiatric condition and level of suicide risk,
as conveyed by the nursing staff. It is incumbent on the psychiatrist to
ask as many questions of the clinical staff as necessary to obtain an ad-
equate history upon which to base safety management of the patient.
Until the patient can be seen, telephone checks with clinical staff may
suffice. Patients who have made a serious suicide attempt leading to
admission should be seen as soon as possible. The clinician may de-
cide to see the patient at acute, high risk immediately after admission,
if necessary.

Observation Levels
Systematic suicide risk assessment of the patient at admission informs
the level of suicide precautions that must be taken. For example, does
the patient require one-to-one, arm’s-length, or close visual observa-
tion? Are safety checks every 15 or 30 minutes necessary, or is routine
unit observation (usually every 30 minutes or hourly) sufficient? Psychi-
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atrists should know the hospital’s definition of close observation, which
often varies among hospitals. It is usually easier to place a patient on
suicide safety precautions than it is to reduce or discontinue precautions.
Patients who are still on one-to-one or 15-minute safety observations
should not be immediately discharged. Before being discharged, the pa-
tient should be observed for a period of time after suicide safety precau-
tions are discontinued.

The usual practice is to initiate 15-minute checks on admission, with
adjustment of the safety management as necessary. Automatic 15-minute
checks, however, may not correspond to the patient’s safety require-
ments. Patients can and do kill themselves between 15-minute checks. A
patient who has made a near-lethal suicide attempt just prior to admis-
sion may require one-to-one supervision following the assessment.

High-volume admissions of acutely suicidal patients place a heavy
burden on inpatient staffs. Limitation of services is a reality in the cur-
rent managed care environment. Moreover, a patient determined to
commit suicide can do it on one-to-one safety precautions. Busch et al.
(2003), in a review of 76 inpatient suicides, found that 42 of these pa-
tients were on 15-minute suicide checks. In addition, 9% of patients
were under one-to-one observation with a staff member at the time of
suicide. They concluded that no specific suicide precautions are 100%
effective.

When a patient at high risk for suicide is identified, one-to-one su-
pervision may not be ordered, because insurance coverage for such
services might not be available. Moreover, the hospital staff, stretched
thin, may not be able to provide one-to-one patient supervision. The
patient or family may be unable or unwilling to pay out-of-pocket for
a “sitter.” The psychiatrist or clinical staff should not place a high-risk
patient in seclusion or restraint merely to obtain insurance coverage
for one-to-one supervision. The use of seclusion and restraint is governed
by strict clinical criteria and legal regulation. An acutely suicidal patient
placed in seclusion and/or restraints requires one-to-one supervision.
The temptation to obtain insurance coverage for such supervision by
resorting to the questionable use of seclusion and restraint should be
avoided.

Constant observation should be discontinued as soon as possible,
consistent with the patient’s safety requirement. The psychiatric unit
is not a jail. Although safety is a primary concern, the decision to em-
ploy close observation must be balanced against the psychological dis-
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tress it can cause the patient. For example, during close supervision,
privacy in the performance of natural functions is lost. The patient
cannot go to the bathroom or shower without the presence of an ob-
server. Patients often experience intense embarrassment and humilia-
tion that can increase hopelessness, depression, and suicide risk. Also,
constant observation by a stranger is unnerving and intimidating, es-
pecially to a paranoid patient.

During periods of peak activity on the psychiatric unit, sufficient staff
may not be available to provide one-to-one close observation. Without
violating patient freedom-of-movement regulations, staff may “zone” the
patient to an area in front of the nurses’ station or to a specific location
on the psychiatric unit where the patient can be kept under visual ob-
servation. Moreover, the clinical staff may not be able to provide time-
and labor-intensive safety precautions at 5- or 10-minute intervals.
Other patients are usually on suicide precautions. Five- or 10-minute
safety checks and documentation may be overlooked, with potential li-
ability consequences. If 5- to 10-minute checks are required, it may be
better to place the patient on constant visual observation or on one-to-
one arm’s-length observation, monitored by either a staff member or a
responsible, trained “sitter.” Video monitoring can be inconsistent be-
cause of distractions of the staff on a busy unit.

After adequate initial assessment and observation, the newly admit-
ted patient at risk for suicide who attends group meetings, socializes
with other patients, and is visible on the unit usually has 15-minute
checks discontinued. The patient is placed on standard ward supervi-
sion. In contrast, patients who are at high risk for suicide and are with-
drawn and isolative may require one-to-one close observation. The
persistently withdrawn, nonparticipating patient should be distinguished
from a newly admitted patient who is initially isolated and withdrawn,
but after a day or so feels more comfortable about being on a psychi-
atric unit. This adjustment occurs as the patient gradually establishes a
relationship with staff members and peers. Observation levels must be
flexible in order to accommodate patient needs. For example, a patient
with melancholic depression may need closer supervision in the morn-
ing, when depressive symptoms are often worse.

Patients who have decided to commit suicide, however, may actually
feel better or feign improvement. These patients usually “improve”
suddenly, often dramatically, in contrast to patients whose genuine
improvement is gradual but halting. In patients who have decided to
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commit suicide, core symptoms of psychiatric disorder (e.g., insomnia,
anorexia, restlessness, and other symptoms of anxiety and depression)
often persist. Distinguishing suicidal patients whose improvement is il-
lusory from patients who are actually improving is one of the most dif-
ficult evaluations that psychiatrists must undertake. Psychiatrists’
expectations that patients will improve while under their care can create
a blind spot in safety assessment and management (see Chapter 6, “Sud-
den Improvement in Patients at High Risk for Suicide”).

During peak periods of activity or shift changes on the unit, a sui-
cidal patient may take advantage of the staff’s distraction to attempt or
commit suicide. The multidisciplinary team must be able to maintain
consistent safety vigilance, even when it is stretched thin. If the psychi-
atric staff is understaffed or is overwhelmed by an influx of suicidal pa-
tients, temporary closure of the psychiatric unit to new admissions
may be necessary. Just a few agitated, high-risk suicidal patients can
fully occupy and quickly exhaust the clinical staff.

Imminent Suicide
Psychiatrists have difficulty gauging the imminence of suicide (Simon
2008). Imminence is not a psychiatric diagnosis. No risk factors iden-
tify imminence of suicide (see Chapter 11, “Imminent Suicide, Passive
Suicidal Ideation, and Other Intractable Myths”). Suicide risk can
vary by the minute, by the hour, or by the day. Patients are often con-
sidered to be at “imminent” risk for suicide when they are found to be
hiding lethal instruments or when they are vocal about committing
suicide at their first opportunity. Nonetheless, even suicidal individu-
als perched on bridges or with guns placed to their heads have been
dissuaded from committing an intended lethal act. Some of the two
dozen or so survivors who jumped from the Golden Gate Bridge
changed their minds after they stepped off the bridge. Of 515 indi-
viduals who had been restrained from jumping, 94% were still alive
many years later (Seiden 1978). It is imperative for the clinician to
carefully assess, treat, and manage acute high-risk factors that are driv-
ing a suicide crisis rather than to attempt the impossible task of pre-
dicting when or whether a patient will attempt suicide (see Chapter 11,
“Imminent Suicide, Passive Suicidal Ideation, and Other Intractable
Myths”).
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Intensive Care Unit 
(Critical Care Unit)
The patient admitted to an intensive care unit (ICU) after a suicide at-
tempt may be awaiting transfer to a psychiatric unit. In many hospitals,
“sitters” are required to constantly attend the patient. A patient may
seize an opportune moment to jump through an unsecured window in
an ICU or medical/surgical unit or to walk off the ICU unit. Untrained
“sitters” or family members rarely provide constant safety supervision.
They often assume that the patient is compliant rather than devious in
finding a way to commit suicide. They are reluctant to follow the sui-
cidal patient into the bathroom. The patient may be able to commit sui-
cide, usually by strangulation, while in the bathroom.

Medical/surgical units unintentionally provide many opportunities
for the patient to commit suicide with unsecured equipment and other
safety hazards. ICUs are not designed for the safety management of
the psychiatric patient at risk for suicide. Transfer of the patient to the
psychiatric unit should be a priority admission.

Seclusion and Restraint
The federal government’s Center for Medicare & Medicaid Services
(formerly the Health Care Financing Administration) (1999), The
Joint Commission (formerly the Joint Commission on Accreditation of
Healthcare Organizations [2001]), and most states have developed re-
quirements designed to minimize or avoid the use of seclusion and
restraint, wherever possible (Simon and Shuman 2007). Federal re-
quirements may be superseded by more restrictive state laws. Seclusion
is the involuntary confinement of a person alone in a room where the
person is physically prevented from leaving, or the separation of the
patient from others in a safe, contained, controlled environment. Re-
straint is the direct application of physical force to an individual, with
or without the individual’s permission, to restrict his or her freedom
of movement. Physical force may involve human touch, mechanical
devices, or a combination thereof. Use of these interventions presents
an inherent risk to the patient’s physical safety and well-being and,
therefore, must be used only when there is a high risk that the patient
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may inflict harm to self or others. Statutory language may include the
use of drugs in the definition of restraint (Simon and Shuman 2007). Se-
clusion and restraint should be used only as a last resort—and never for
the convenience of staff. The indications and safety precautions for se-
clusion and restraint should be thoroughly documented. Seclusion
and restraint should be used only when all other treatment and safety
measures have failed. In such circumstances, the overarching therapeu-
tic goal is to protect the patient’s safety and dignity.

Qualified staff members may initiate seclusion or restraint for the
safety and protection of the patient and staff; however, they must ob-
tain an order from the licensed independent practitioner as soon as
possible within 1 hour of initiation. Stringent requirements for face-
to-face evaluation of the patient within 1 hour of initiation and for as-
sessment, frequency of reassessment, monitoring, time-limited orders,
notification of family members, discontinuation at the earliest possible
opportunity, and debriefing with patient and staff members have been
defined by the Center for Medicare & Medicaid Services and The Joint
Commission.

More detailed indications and contraindications for seclusion and
restraint can be found elsewhere and are beyond the scope of this
chapter (American Psychiatric Association 1985). Seclusion and re-
straint may be necessary for the patient assessed at high risk for sui-
cide in order to prevent self-harm. If the patient can be engaged by the
staff shortly after admission, a nascent therapeutic alliance may de-
velop. Appropriate medications given at therapeutic levels often stabi-
lize the high-risk patient. If the suicidal patient is placed in seclusion
and restraint, direct observation is required, according to regulatory
and hospital policies. Seclusion rooms should have windows or audio-
visual surveillance capability (Lieberman et al. 2004). Open-door se-
clusion is preferable when clinically appropriate.

Freedom of Movement
There must be a rational nexus between patient autonomy in the hos-
pital setting and the patient’s diagnosis, treatment, and safety needs.
With patients at risk for suicide, standard safety precautions must be
observed, such as removal of shoelaces, belts, sharps, glass products,
and even pillowcases that can be used for suffocation. A thorough
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search for contraband on admission is standard procedure. Psychiatric
units are usually fitted, at a minimum, with non-weight-bearing fix-
tures and shower curtain rods, break-away bed linens, paper washcloths,
very short cords for electrical beds (properly insulated), cordless tele-
phones or telephones with safety cords, jump-proof windows, barri-
cade-proof doors, and closed-circuit video cameras. Plastic trash bags
should not be used. The most common and available method of com-
mitting suicide by inpatients is strangulation, which is usually accom-
plished by a bed sheet hooked up to the patient’s bed, door, or bathroom
fixtures. Safe installation of plumbing pipes for toilets and use of solid
ceilings are necessary to diminish the risk of hanging. The most dan-
gerous place on the psychiatric unit is the patient’s room, especially the
bathroom.

Determining safety precautions is complicated by court directives
that require highly disturbed patients to be treated by the least restric-
tive means (Simon 2000). In Johnson v. United States (1981), the court
noted that an “open-door” policy creates a higher potential for danger.
The court went on to say:

Modern psychiatry has recognized the importance of making every ef-
fort to return a patient to an active and productive life. Thus, the pa-
tient is encouraged to develop his self-confidence by adjusting to the
demands of everyday existence. Particularly because the prediction of
danger is difficult, undue reliance on hospitalization might lead to pro-
longed incarceration of potentially useful members of society.

The tension between promoting individual freedom and prevent-
ing self-injury introduces an inherent uncertainty in the safety manage-
ment of suicidal patients (Amchin et al. 1990). In malpractice suits, the
individual facts of the case and the reasonableness of the staff’s appli-
cation of the open-door policy are determinative.

Policies and Procedures
Hospital policies and procedures require the patient to be evaluated by
the psychiatrist within a specified period of time after admission.
Departures from policies and procedures by the psychiatrist deserve a
documented explanation. If the psychiatrist departs from the policies
and procedures and the patient is harmed, a malpractice suit filed
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against the psychiatrist may be difficult to defend (Eaglin v. Cook County
Hospital 1992). Official policies and procedures are consensus state-
ments that often reflect the standard of care. However, they may pro-
pound “best practices” rather than the “ordinarily employed” standard
care.

Departmental policy may require that a newly admitted patient
remain on the psychiatric unit for a specified period of time, usually
24 hours. It is prudent not to issue off-ward privileges to new patients
until their psychiatric evaluations are completed and safety needs de-
termined. Emergency admissions of patients often occur late at night
or in the early hours of the morning. Severely ill patients at high risk
for suicide should be examined by the psychiatrist within a reasonable
time after admission. The nursing staff has a duty to contact the psy-
chiatrist in a timely manner after a patient is admitted.

In the managed care era, unaccompanied off-ward privileges or
overnight passes for patients are a rarity. Staff-accompanied off-ward
passes for in-hospital diagnostic procedures occur frequently. Depend-
ing on the urgency of the patient’s medical problems and the level of
assessed suicide risk, adequate supervision must be provided. In some
cases, more than one staff member may be required to accompany the
patient.

Newly admitted patients who smoke will often pressure the staff
for a pass to go off-ward individually or with a smokers’ group. The
patient may reject a nicotine patch or inhaler. No off-ward pass should
be issued unless the patient is cleared to have a pass after adequate as-
sessment of suicide risk has been conducted and documented.

Premature Discharge
Patients leave the psychiatric unit against medical advice for a variety
of reasons. Some smokers leave if they are not allowed to smoke on
the unit. Patients with substance abuse disorders often sign out against
medical advice, sometimes in the middle of the night. Informal (pure
voluntary) and formal (conditional voluntary) admission policies de-
termine whether the suicidal patient who demands to leave can be
held for a period of evaluation. Purely voluntary patients cannot be
held against their will. Only moral suasion can be used to encourage
continued hospitalization. Just a few states continue to use informal
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admission procedures. In some hospitals, both psychiatric and ad-
dicted patients are admitted to the psychiatric unit. Patients admitted
for substance detoxification may be informal admissions, whereas psy-
chiatric patients on the same unit are formal admissions. Generally,
substance-abusing patients without a comorbid psychiatric disorder
cannot be held against their will, whereas substance-using patients
with comorbid psychiatric disorders usually can be held against their
will, if they are at risk for suicide.

The psychiatrist may not have had the opportunity to examine the
patient and perform a suicide risk assessment before the patient de-
cides to leave against medical advice. Reliance is placed on clinical staff
members to conduct an adequate suicide risk assessment and to in-
form the psychiatrist of their evaluation. Conditional voluntary pa-
tients at significant risk for suicide can be held for a specified period of
time for further evaluation. During the holding period, some patients
withdraw their requests to leave and decide to stay. Other patients at
low risk for suicide may be allowed to leave against medical advice or
may be involuntarily hospitalized, if they remain at acute, high risk for
suicide. The decision to release or retain a suicidal patient who signs
out against medical advice depends on the assessed level of risk (Ger-
basi and Simon 2003). Some patients at moderate to high suicide risk
are treated as outpatients, especially when a working therapeutic alli-
ance with an outpatient treater exists and other substantial protective
factors are present.

Acutely suicidal patients seen in the emergency department who
refuse hospitalization are usually confronted with making a choice be-
tween voluntary or involuntary hospitalization. Some patients opt for
voluntary rather than involuntary hospitalization, only to seek dis-
charge after a brief stay on the psychiatric unit. If the “revolving door”
patient is a conditional (formal) voluntary admission, he or she can be
held for further evaluation, as prescribed by state statute.

Suicide Warnings
The clinician has no legal duty to inform others that a patient is at risk
for suicide (Bellah v. Greenson 1978). The Tarasoff duty to warn and pro-
tect endangered third parties, which exists in a number of jurisdictions,
applies only if the threats of physical harm are directed toward others,
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not toward patients themselves (Tarasoff v. Regents of the University of
California 1976). However, in Gross v. Allen (1994), a 1994 California ap-
pellate court case, the court held that if a patient has a history of dan-
gerousness to self, the original caretaker is legally responsible for
informing the new caretaker of this history. The court applied a Tarasoff
analysis, extending the duty to warn and protect to threats of suicide.

Gross v. Allen does not appear to create a new duty for the psychia-
trist in the safety management of patients at risk for suicide. Clinicians
often communicate with new treaters after obtaining the patient’s per-
mission. Standard safety measures include communicating with signif-
icant others about the patient’s condition, attempting to modify
pathological interactions between the patient and family members,
and mobilizing family support (e.g., removing lethal weapons, poisons,
and drugs; administering and monitoring prescribed medications).
Good clinical practice may require that significant others be apprised
of the patient’s risk of suicide or even to include them in the treatment,
provided the patient agrees to such interventions. The patient, however,
may not grant permission for disclosure. The clinician simply listening to
others does not violate the patient’s confidentiality. The patient should
be informed of the telephone contact.

Principles of Medical Ethics With Annotations Especially Applicable to Psychi-
atry (American Psychiatric Association 2001) states, “Psychiatrists at
times may find it necessary, in order to protect the patient or the com-
munity from imminent danger, to reveal confidential information dis-
closed by the patient” (Section 4, Annotation 8). Some states provide
for statutory waiver of confidential information when a patient threat-
ens self-harm (Simon 1992).

Significant Others
Cooperation and support of significant others in the patient’s care are
essential. Significant others include family members (spouse, mother, fa-
ther, sibling, offspring, grandparent, other relatives) and nonfamily
members (roommate, friend, fiancé, other) (Dervic et al. 2004). The
family is often the patient’s main support and protective factor against
suicide. Postdischarge planning addresses the stability of the patient, the
stability of the family, and the nature of the interaction between patient
and family as important parts of the discharge risk-benefit assessment.
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There are potential problems, however, with families providing pa-
tient supervision. First, the interaction between the patient and the fam-
ily may be seriously impaired. Mentally ill patients frequently come
from families that display significant psychological impairment. More-
over, some members of the patient’s family may be more unstable than
the patient. Family members may dissuade the patient from taking nec-
essary medication because of their denial of the patient’s mental illness.
Disturbed families can become a risk factor for patient suicide. Educat-
ing the family about the patient’s illness may help decrease destructive
attitudes and behaviors that undermine the patient’s stability and safety.
Psychoeducation is important in postdischarge safety planning.

Family members are not trained to manage suicidal patients. Patients
who are intent on killing themselves may find ingenious ways to attempt
or commit suicide. Asking family members to keep a constant watch on
the patient usually fails. Most family members will not follow the patient
into the bathroom or be able to stay up all night to observe the patient.
Moreover, family members find reasons to make exceptions to constant
surveillance due to denial, fatigue, or the need to attend to other press-
ing matters. For example, one family who was told to keep the patient
under constant watch allowed her to drive to church alone. She drove
30 miles to a bridge and jumped to her death.

There is an important role for the family, but it is not as a substitute
for the constant safety management provided by trained mental health
professionals on an inpatient psychiatric unit. Early discharge of an
inpatient on the basis of reliance on family supervision can be precarious.
If an outpatient at suicide risk requires constant 24-hour family supervi-
sion, then psychiatric hospitalization is indicated. Families, however, can
be instructed to observe and report specific symptoms and behaviors
displayed by the patient that often precede suicide attempts. Family sup-
port of the patient and feedback about the patient’s thoughts and behav-
iors are appropriate, helpful roles. Family members who have a support-
ive relationship with the patient are often sensitive to important
reportable changes in the patient’s mental condition.

Therapeutic Risk Management
The fear of being sued can undermine patient safety management
when clinically indicated interventions are compromised by a clinician’s
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avoidant, defensive practices. The diffident, fearful clinician attempts
to avoid the inherent uncertainties in the safety management of suicidal
patients by adopting unduly defensive practices (Simon 1985, 1987).
An affirmative, full commitment to the patient’s care is lost. For exam-
ple, a clinician who fails to involuntarily hospitalize a litigious, treat-
ment-refusing patient at high risk for suicide, because he or she fears
being sued, increases his or her liability exposure if the patient at-
tempts or commits suicide.

Risk management is a reality of psychiatric practice, especially in
the assessment and management of patients at risk for suicide. Risk
management guidelines usually recommend ideal or best practices,
whereas the actual standard of care is ordinary or reasonable care.
Moreover, suicide cases are challenging, multifaceted, and nuanced,
making it difficult to provide precise assessment and management
guidelines.

Therapeutic risk management is patient-centered (Simon and Shu-
man 2009; see Chapter 13, “Therapeutic Risk Management of the Pa-
tient at Risk for Suicide: Clinical-Legal Dilemmas”). It supports the
treatment process and the therapeutic alliance. At a minimum, it follows
the fundamental ethical principle in medicine to “first do no harm.” A
working knowledge of the legal regulation of psychiatry enables the
practitioner to more effectively manage psychiatric-legal issues that fre-
quently arise with suicidal patients. Therapeutic risk management also
provides the practitioner with a significant measure of comfort that sup-
ports the clinician’s treatment role with patients at risk for suicide. De-
fensive practices that can undermine patient safety management are
reduced.

Conclusion
The clinician’s full commitment of time and effort to the care of the
suicidal patient is the single most important factor in reducing the clin-
ical uncertainties surrounding safety management. Uncertainty about
clinical judgment calls is inevitable. Clinicians should assess their lim-
its in coping with uncertainty and anxiety as well as the emotional and
physical fatigue associated with the care of suicidal patients. Some cli-
nicians limit the number of suicidal patents under their care or simply
do not accept patients known to be at risk for suicide.
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KEY CLINICAL CONCEPTS

• Effective treatment and safety management of the suicidal patient
require the full commitment of time and effort from the clinician.

• Suicide risk assessment is a process, not an event. It is key to deter-
mining informed, ongoing treatment and safety management. It
is performed on all patients at suicide risk.

• Suicide prevention contracts should not take the place of adequate
suicide risk assessment. Reliance on suicide prevention contracts with
new, unknown patients who are acutely ill is unwarranted. Suicide
prevention contracts can create the illusion of safety where none
exists.

• The entire treatment team participates in the supervision of the
patient at suicide risk. The proper supervision of patients at risk for
suicide in rapid-turnover inpatient settings cannot be the respon-
sibility of only a few people.

• Families and other caretakers play an important part in safety
management of the patient, especially when educated about their
appropriate role. Most families, however, cannot provide constant
supervision of the patient. If constant supervision is required, con-
sider hospitalizing the patient or delaying discharge from the hos-
pital until the patient is stabilized.

• Do not worry alone. Consultation is always an option.
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C H A P T E R  9

Gun Safety 
Management of 
Suicidal Patients

A Collaborative Approach

GUNS in the home are associated with a significant increase in sui-
cide compared with homes without guns (Brent 2001). Regions with
higher rates of home gun ownership have higher rates of suicide, after
other factors associated with suicide have been controlled for (Barber
2005). In a study by Wintemute et al. (1999), the purchase of a hand-
gun was associated with a significant increase in the risk of suicide by
firearm and any other method. The increase in risk of a firearm suicide
occurred within a week after purchase of a handgun, and the risk re-

Adapted with permission from Simon RI: “Gun Safety Management With
Patients at Risk for Suicide.” Suicide and Life-Threatening Behavior 37:518–526,
2007.
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mained increased for at least 6 years. Within the first year of purchase,
handguns accounted for 24.5% of all suicide deaths and 51.9% of deaths
among women ages 21–33 years (Wintemute et al. 1999). In 2003, of the
31,484 suicides in the United States, 16,907 were by firearms (American
Association of Suicidology 2006). Firearm suicide attempts end in
death in approximately 85% of cases (Kellerman and Waecker 1998).

When lethal means of commiting suicide are less available, suicide
rates decline by that method, and, often, overall suicide rates decline
as well (Harvard School of Public Health 2010). In the United Kingdom,
prior to 1958, domestic gas derived from coal contained 10%–20%
carbon monoxide, a leading means of suicide. After 1958, natural gas,
free of carbon dioxide, was introduced. A dramatic reduction in sui-
cides occurred. Hawton (2002) estimated that 6,000–7,000 lives were
saved by the switch to natural gas. Means reduction saves lives by de-
creasing the lethality of suicide attempts, not the intent to commit suicide.
Gun safety management is a critical clinical intervention in reducing pa-
tient suicides.

The method of storage and the number of guns in the home influence
suicide risk. The risk of suicide associated with guns in the home is higher
for handguns than for long guns, for unlocked guns than for locked
guns, and for loaded guns than for unloaded guns (Brent 2001). Total
suicide rates have a statistical association to household gun prevalence
(Markush and Bartolucci 1984). Persons with guns at home were more
likely to have died from a firearm suicide than by suicide from a dif-
ferent method (Dahlberg et al. 2004).

Most patients at moderate risk for suicide are treated as outpatients
(Simon 2004). Carefully selected patients assessed to be at high risk for
suicide also may be treated as outpatients. However, most psychiatric
patients at high risk for suicide are hospitalized. Patients evaluated in
the emergency department are often at moderate to high risk for sui-
cide. Some patients have guns stored at home or elsewhere (e.g., cars,
workplace, or with others). Patients at risk for suicide must be asked
about the availability and accessibility of guns.

Impulsivity and guns are a lethal mixture. In a study by Simon et al.
(2001), suicide attempters ages 15–34 years were asked how much time
they had spent between the decision to complete suicide and the at-
tempt. Overall, 5% reported spending 1 second, and 24% stated that
they had spent less than 5 minutes. Suicide rehearsal with a gun reinforces
the belief that a firearm suicide is quick and easy. The gun is placed to the
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head or in the mouth and death is only a trigger-click away. It takes less
time to reach for a loaded gun than most other methods of suicide (e.g.,
overdose, hanging, carbon monoxide). Within a few minutes, the acute,
time-limited impulse to commit suicide may pass.

Principles of Gun Safety 
Management
Gun safety management of patients at risk for suicide can be a com-
plex, difficult challenge. Total prevention of suicide by any method is
an impossible task. Nonetheless, practitioners must be proficient in
providing competent clinical gun safety management (see Table 9–1).

Every psychiatric disorder except mental retardation is associated
with an increased risk of suicide (Harris and Barraclough 1997; see
Chapter 5, “Psychiatric Disorders and Suicide Risk”). Should psychi-
atric patients be routinely asked if they have guns at home? If the an-
swer is affirmative, should the patient be informed of research that
demonstrates an increased risk of suicide when guns are in the home?

TABLE 9–1. Principles of gun safety management with patients 
at risk for suicide

• Inquire about guns at home or located outside the home (e.g., car, 
office, elsewhere). Also, inquire if patient intends to obtain or 
purchase a gun.

• Designate a willing, responsible person to remove and safely 
secure guns and ammunition outside the home, at a location 
unknown to the patient.

• Have direct contact with or receive a phone call from the 
designated person, confirming that guns and ammunition are 
properly removed from the home or from outside the home and 
safely secured according to the prearranged gun safety 
management plan. E-mail should not be used to communicate.

• Do not discharge inpatients or emergency department patients 
assessed as at risk for suicide until guns and ammunition are 
properly removed and secured.a

aFor outpatients, decide on case-by-case basis.
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Should the clinician advise psychiatric patients, regardless of suicide
risk, to have guns removed from the home? Should only patients at
current low risk for suicide but with a family history of suicide receive
such a recommendation? In answering these questions, the decision to
inform and intervene can only be determined by reasoned clinical
judgment and discretion applied case by case. Asking patients who are
not at current risk for suicide about guns in the home may unduly
alarm the patient and disrupt a fledgling treatment. Patients at risk for
suicide, however, require active implementation of a clinical gun safety
management plan.

Gun safety management is first and foremost a treatment issue, but
the clinician must do more if the patient is at risk for suicide (American
Psychiatric Association 2003). Suicidal patients must be asked if they
have access to guns. Some patients will volunteer that they have guns at
home. Other patients will deny that there are guns at home, even though
guns are easily accessible elsewhere. Thus, it is necessary to ask the pa-
tient, “Do you have guns at home or at any other place?” “Can you get
one easily?” Additionally, the patient should be asked, “Do you intend
to obtain or purchase a gun?” In one study, it was reported that in the
first week following the purchase of a handgun, suicide by firearms among
purchasers was 57 times higher than the adjusted rate for the general
population (Wintemute et al. 1999).

Patients who have a gun at home usually have more than one gun.
Guns that are described as locked up and safely stored can still be acces-
sible, for example, if the patient has a duplicate key or is able to break
into the place where the guns are stored. The clinician should not rely
on “no-harm contracts” given orally or in writing by the patient as part
of gun safety management; no evidence exists that such suicide preven-
tion contracts reduce or eliminate suicide risk (Simon 2004; Stanford
et al. 1994).

All handguns and long guns must be removed, along with ammuni-
tion, and stored in a place not accessible to the patient. But who will do
it? The patient may want to give the guns to a family member or other
persons for safekeeping. This option is risky because it places the pa-
tient in direct contact with guns. In some instances, patients have brought
guns to the clinician for safekeeping. The risk to the clinician is obvi-
ous. The danger of harm persists when the patient requests that the guns
held by the clinician be returned. If the clinician disagrees, a counter-
therapeutic power struggle may develop that undermines the treat-
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ment. It is not the responsibility of the clinician to provide safe storage
of patients’ firearms.

In an optimal situation, the patient at risk for suicide acknowledges
that guns are at home and agrees to have the guns removed by a des-
ignated, responsible person, usually a family member, partner, or
neighbor. The treatment boundaries are thus readjusted to accommo-
date the designated person. The designated individual must be able to
remove the gun(s) without self-injury and, if unable to do so, to contact
a capable person or the police to perform the task. The designated per-
son may require competent assistance in disarming the gun(s). Many
individuals do not know how to handle firearms or are fearful when
around guns.

By a prearranged plan, the designated individual will report back
to the clinician that all guns have been removed from the home or
from outside the home and safely secured, so that the guns and ammu-
nition cannot be found by the patient. As tragic events demonstrate,
simply hiding guns does not suffice. Patients intent on completing sui-
cide find ingenious ways to obtain guns that are supposedly secured
in the home. The patient at risk for suicide may be able to unlock guns
with trigger locks or may have a duplicate key for guns stored in lock
boxes or gun safes. He or she may have a combination number writ-
ten down somewhere or may know some other way of defeating for-
mal locking devices to access guns. The negotiations among the
clinician, the patient, and the designated individual must be fully doc-
umented.

The clinician cannot rely on a task-specific therapeutic alliance
with the person designated to implement the gun safety plan, unless
that individual is in conjoint treatment with the patient at risk for sui-
cide. The clinician’s task is to determine whether the designated per-
son understands the gun safety plan and is responsible enough to
carry it out; that determination is a clinical judgment call. All the clini-
cian can do is to trust his or her assessment and verify it by arranging
a return call from the designated person to confirm that the safety plan
has been executed in the agreed upon manner. Some might prefer to
verify, then trust.

Instructions on gun safety management must be kept as simple and
straightforward as possible. Discussion of this subject can often cause
the patient’s family or partner to be frightened and easily confused. In
such cases, asking the designated person to remove the firing pin of a
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gun or securing the gun in a combination locking safe, with the com-
bination reset, may overwhelm the designated person and scuttle the
safety plan.

A meeting with the patient, the designated responsible person, and
the clinician should be arranged, if possible. All participants should be
encouraged to ask and answer questions freely. A collaborative, team
approach helps to preserve the therapeutic alliance and gives the clini-
cian the opportunity to meet the designated person. It should be ex-
plained that guns in the home increase the risk of suicide. The designated
person should be instructed to go directly home, immediately remove
the guns and ammunition from the home, and transfer the guns to safe
storage outside the home, at a location unknown to the patient.
Loaded guns must be disarmed. The designated person agrees to call
back once the task is performed expeditiously. All other daily tasks
and activities should be deferred. If no callback is received or is not
received in a prearranged, timely manner, the patient’s gun safety plan
is no longer viable. Limitations exist on the ability of the clinician to
ensure that the patient and designated person will comply with a gun
safety management plan.

In a study by Brent et al. (2000), the parents of 106 adolescents with
major depression participated in a randomized psychotherapy clinical
trial. Those parents who answered “yes” to having guns at home were
urged to remove them after being informed of the suicide risk. Only
27% removed guns by the end of the acute trial. The authors con-
cluded that families of depressed adolescents were noncompliant with rec-
ommendations to remove guns despite being compliant with other aspects
of treatment. Although a small-scale study by Kruesi et al. (1999) demon-
strated that parental education on injury prevention limited access to
firearms, larger scale studies by Grossman et al. (2000) and Sidman et
al. (2005), showed that a safety counseling session or a multifaceted
community education campaign to promote safe firearm storage did not
lead to statistically significant changes in gun storage practices. These
studies underscore the importance of a callback from the designated
person to confirm implementation of the agreed-upon gun safety man-
agement plan.

In a situation involving a patient at risk for suicide, time and cir-
cumstances may not allow for a meeting with a person designated to
remove guns from a patient’s home. In that case, phone contact with
the designated person familiar with the situation should be made, pref-
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erably with the patient present, in which it is explained that the gun(s)
and ammunition must be removed immediately and stored separately
in a safe place outside the home, as described earlier in this chapter. A
“cold call” should be avoided, if possible. Such calls can alarm an un-
suspecting recipient, making it difficult for that person to assimilate the
clinician’s instructions and to ask questions. It is preferable to have the
patient call the designated person first. Telephone contact with a des-
ignated person is less than optimal, but it may be the only pragmatic
alternative. In any event, the clinician must be satisfied that the gun
safety management plan is clearly understood, either by direct contact
or by telephone. E-mail contact with designated persons is insufficient;
an actual conversation is necessary so that the clinician may discern
nuances and ambiguities and avoid misunderstandings. Family mem-
bers may hide a gun in a place that they think is safe, but it may be
easily found by the patient who is determined to attempt suicide. It is
a clinical axiom that there is no safe gun storage at a suicidal patient’s
home. Again, the gun safety plan should be carefully documented.

Eventually, the patient may ask that the guns be returned. When the
therapeutic alliance with the patient is present and cooperation by the
designated third-party exists, an informed decision to return the guns
to the patient is made jointly by the clinician, the patient, and the des-
ignated person. In the absence of such collaboration, the clinician may
have little or no control over the premature release of gun(s) to the pa-
tient. The gun safety plan, at its inception, should include a discussion
about the clinical criteria that will be considered in the decision to re-
turn a gun(s) to a patient.

Application of Gun Safety 
Management Principles
The application of gun safety management principles varies across
treatment settings, specific clinical situations, and the safety require-
ments of patients at risk for suicide.

Outpatients
The opportunities for gun safety management of suicidal patients in
outpatient settings are limited. Much depends on whether the patient
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is a new or an established patient, a therapeutic alliance with the pa-
tient is present or absent, supportive relationships with responsible in-
dividuals are available, and other protective factors. Systematic suicide
assessments that consider both risk and protective factors guide the cli-
nician’s decision (Simon 2006).

Asking an outpatient to stay in the waiting area while guns are being
removed from the home and secured elsewhere may be workable on a
case-by-case basis. It may, however, be unnecessary, impractical, and
counter-therapeutic. Patients are free to leave an outpatient setting at
any time. Clinicians cannot restrict an outpatient’s freedom of move-
ment unless the patient is petitioned for involuntary hospitalization. If it
is necessary to ask the patient to wait until guns are removed from the
home, hospitalization should be considered. The patient at risk for suicide
who lives alone and is isolated from others may not be able to identify
a designated person for gun removal. Hospitalization may be required
while the gun(s) are removed by other means.

Even with the most cooperative patient, the clinician cannot pro-
vide suicide-proof gun safety management. There are too many suicide
risk variables beyond the clinician’s control. For example, between ses-
sions, a stable therapeutic alliance may be undermined by an unexpected
surge in the severity of the patient’s illness or by unanticipated trau-
matic events. Then again, individuals entrusted with the responsibility
for removing and securing guns may fail to follow the safety plan. If a
patient who is assessed at moderate to high risk of suicide refuses to
cooperate with the clinician in securing guns at home, then voluntary
or, if necessary, involuntary hospitalization may be required for the pa-
tient’s safety. Patients intent on completing suicide often regard the
clinician as their enemy (Resnick 2002). Hidden guns may not be dis-
closed. However, all the clinician can do is implement a reasonable
gun safety management plan in order to reduce the risk of a firearm
suicide.

A patient at risk for suicide may refuse authorization for the clini-
cian to speak with others for the purpose of securing guns. The patient
may not want family members or a partner to know that he or she is
suicidal and has guns hidden at home. In that case, the clinician must
determine whether the situation is an emergency necessitating a
breach of confidentiality. The Principles of Medical Ethics With Annotations
Especially Applicable to Psychiatry (American Psychiatric Association 2001)
states, “A psychiatrist at times may find it necessary, in order to protect
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the patient or community from imminent danger, to reveal confidential
information disclosed by the patient” (Section 4, Annotation 8). Mental
health clinicians in other disciplines should consult their professional
organization guidelines regarding how to manage the tension between
maintaining patient confidentiality versus disclosure in emergency sit-
uations.

Under the Health Insurance Portability and Accountability Act of
1996 (HIPAA), it is permissible for covered providers to disclose in-
formation in emergencies without the patient’s authorization, within
certain guidelines (Vanderpool 2002). In an emergency, consent for
treatment is also implied (Simon and Goetz 1999). Federal and state
statutes and courts define medical emergency along a spectrum from nar-
row to expansive (Currier et al. 2002).

When confronted with a choice between maintaining patient con-
fidentiality and disclosing information critical to the suicidal patient’s
safety, the clinician should err on the side of life and disclose. More-
over, it is better to take a chance on being sued for breach of confiden-
tiality than to lose a patient to suicide.

Inpatients
Many patients admitted to a psychiatric unit have severe psychiatric
disorders and are at high suicide risk. The hospital length of stay is
very brief, usually 5 or 6 days, or less. Inpatients are often discharged
at some level of reduced suicide risk. Inpatient treatment is designed
to stabilize the patient. Postdischarge planning addresses the patient’s
need for further treatment and safety management.

The inpatient gun safety management team includes the psychia-
trist, patient, clinical staff, and a designated responsible person (e.g.,
family member, partner, other). To prevent miscommunications that
can develop when the psychiatrist must respond to multiple family mem-
bers, the designated person should be the main contact person through-
out the patient’s hospitalization. 

The clinical team, as part of the initial screening, must ask the pa-
tient if there are guns at home or easily accessible elsewhere. The pa-
tient may admit to possessing guns and disclose their location, he or
she may only partially disclose the location of guns at home, or he or
she may deny accessibility to guns. With the patient’s written permis-
sion, a person who lives with the patient should also be asked to verify
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the presence and location of guns disclosed by the patient as well as
the possible possession and location of other firearms. The psychiatrist
should then meet with the designated responsible person in the pres-
ence of the patient, given that the patient’s cooperation is essential to the
gun safety management. The gun safety plan should then be explained,
agreed on, and documented.

Determining a designated person’s ability to competently execute
the gun removal plan can be more problematic in situations involving
an inpatient. The mental stability of the designated person may be dif-
ficult to determine by phone. Some family members or partners may
be more mentally disordered than the patient. If the patient does not grant
permission to contact family members or partners in order to implement
a gun safety plan, the patient’s discharge should be delayed while other
treatment and safety options are pursued.

An inpatient at risk for suicide who lives alone and is isolated from
others may have guns at home but no person to designate for gun re-
moval. Upon reflection, the patient may be able to think of someone
who could act as a designated person. If no family or friend can be found,
the patient should be encouraged to call the local police precinct to have
the guns impounded. The patient’s refusal to cooperate is a contraindi-
cation for discharge until the gun safety issue is resolved. The staff will
need to provide the police with a legitimate reason to enter the patient’s
home. The police option will require the active participation of the staff,
who will provide the patient’s house key and inform the police of the lo-
cation of the guns. The police will call back to confirm that the guns
were removed. The patient must be told that the police may not return
the guns, depending on the jurisdiction. Patients who are gun enthusi-
asts, sportsmen, and hunters, will not want their guns impounded by the
police, prompting them to find another option for gun removal. Legis-
lative remedies may also be helpful. State laws should be consulted to
determine limitations or facilitation of the clinician’s gun safety manage-
ment plan (Norris et al. 2006).

Gun safety management requires that before the patient is dis-
charged, the guns at home or stored elsewhere must continue to be se-
cured. Recently discharged psychiatric patients are at increased risk of
suicide, especially within the week following discharge (Currier et al.
2002). If guns are kept with the patient’s friends or acquaintances, they
must be informed explicitly not to allow the patient to retrieve the
guns. It is critical that the responsible party call the psychiatrist or clin-
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ical staff to verify that the gun(s) is safely secured before the patient is
discharged. The callback allows the clinician to determine whether the
gun removal plan was properly performed (e.g., where the guns are
stored). If no call is received from the responsible party within the
agreed upon time, the patient’s discharge should be delayed until the
guns can be secured. A follow-up call by the psychiatrist or clinical staff
may be made to the designated person responsible for removing the
guns. The clinical staff, however, cannot be expected to track down per-
sons who fail to call back as previously agreed.

Delays in patient discharges can be lessened when the safety man-
agement plan is activated on the first day of admission. Trying to re-
move guns and receiving a verification call at the last minute may lead
to a delay in discharge, patient regression, and the denial of insurance
coverage for additional unauthorized hospital days. Worse, it may
abort the safety plan, if the patient insists on discharge and the respon-
sible person cannot be located to secure the firearms. Any delays or
complications regarding gun removal must halt the patient’s discharge
until the problems are resolved.

A gun removal plan for an inpatient may fail for a variety of reasons.
The person responsible for securing guns may give an affirmative call-
back that the guns have been moved according to plan but could then
delay in securing the guns. The designated person may become dis-
tracted or change his or her mind about gun safety, disbelieving that the
patient would attempt suicide based on the patient’s disavowal of sui-
cide. Often, family, partners, or a friend’s denial of the patient’s suicide
intent is a major factor in nonadherence to safe gun removal from the
home. Another possibility is that the patient’s or family member’s car is
not checked for guns. The designated person may or may not know that
there is a gun at the patient’s place of employment. Because of ambiva-
lence, exhaustion, or frustration with a seriously ill suicidal patient, fam-
ily members may not diligently follow the agreed-upon plan and may
carelessly store guns where the patient can find them. Moreover, the pa-
tient may undermine a discharge gun safety plan by withholding infor-
mation about the existence of other guns. Some family members lie
about removal of guns in order to have the patient discharged. The cli-
nician is not a detective. Affirmation of adherence to the gun safety plan
by a designated person is, by necessity, taken at face value.

Despite the many potential pitfalls, clinicians must perform ade-
quate suicide risk assessments and implement a gun safety plan prior
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to discharge. Gun safety management is an essential component in the
patient’s postdischarge treatment plan. As discussed in this chapter, the
outpatient clinician must decide when or if it is safe to return guns to the
patient. A continuation of the gun safety management plan is an inte-
gral part of a careful “hand off” of the patient from inpatient to outpa-
tient treatment.

Emergency Patients

Patients at high risk for suicide by firearms are routinely evaluated in
the emergency department. Every psychiatric patient admitted to the
emergency department must be asked about a suicide plan by firearms,
the accessibility of firearms, or the intent to obtain firearms. In some
instances, suicidal patients have brought guns into the emergency de-
partment. Some emergency departments have a metal detection secu-
rity system for the protection of the staff and patients. As noted in the
study by Wintemute et al. (1999), the recent purchase of a handgun
by a suicidal patient is an indicator of high risk, especially in women
ages 21–33 years. When a suicidal patient is admitted to the emer-
gency department, the patient is initially examined by a physician.
Once the patient is medically cleared, a crisis counselor usually evalu-
ates the patient. The task of the crisis counselor is to quickly gather as
much information as possible to make an appropriate disposition. If
the patient has been previously admitted to the emergency department
or the inpatient unit, the patient’s records should be requested and re-
viewed. Electronic records are often available for immediate review.
The clinician should attempt to contact the treating therapists, if the
patient is in current treatment. Because patients are often admitted late
at night or in the early morning hours, information gathering may be
limited. Most patients will provide names and phone numbers for the
crisis counselor to contact. The patient’s history, including the pres-
ence and location of guns in the home, should be verified with the con-
tact person. The emergency department is a prime venue for suicide
prevention, given the sheer number of patients at risk for suicide who
come through its doors.

When a patient at risk for suicide in the emergency department is
admitted to an inpatient unit, gun safety management is transferred to
the inpatient clinical staff. If it is determined that the patient’s risk of
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suicide can be managed as an outpatient and that guns are accessible
at home, the team safety plan described earlier in this chapter should
be implemented and documented. Patients at risk for suicide who are
referred for outpatient treatment the next day or next few days must
have guns removed from the home and safely secured before dis-
charge from the emergency department. If a responsible party is not
available to secure the guns or if a reasonable doubt exists that the gun
safety plan can be effectively implemented, the patient should be ad-
mitted to the inpatient unit for further evaluation and treatment.
Merely asking and documenting, “No SI, HI, or CFS” (no suicidal
ideation, homicidal ideation, or contracts for safety) and sending the
patient home is unacceptable. Systematic suicide risk assessment that
informs treatment and safety management is required (Simon 2006).

If the patient requires constant 24-hour surveillance following dis-
charge from the emergency department, he or she should be admitted
to the inpatient unit. The patient’s family or partner should not be bur-
dened with the impossible task of providing constant one-to-one super-
vision of the patient. Exceptions to constant supervision are invariably
made by family members. For example, it is rare that the patient will
be followed into a bathroom. Distractions also occur as a result of the
activities of daily living. Family members assume that the patient
wants help. They deny or downplay that the patient is determined to
die and is looking for a gun or other means to complete suicide.

The safety management plan proposed here is only one method of
reducing gun suicides. Other viable approaches to gun safety manage-
ment will depend on the clinician’s training, clinical experience, and
the unique treatment and safety management needs of the individual
patient. Whatever method of gun safety management is adopted, it
should employ a team approach with prearranged callback verification
from the responsible, designated person to confirm that the patient’s
guns have been disarmed and removed from the home and are safely
secured. The essence of gun safety management is verification.

Conclusion
Guns in the home are associated with a significant increase in suicide.
All patients at risk for suicide must be asked if guns are available at
home or easily accessible elsewhere, or if they have intent to buy or
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purchase a gun. Gun safety management requires a collaborative team
approach including the clinician, patient, and designated person re-
sponsible for removing guns from the home. A call-back to the clini-
cian from the designated person is required confirming that guns have
been removed and secured according to plan. The principle of gun
safety management applies to outpatients, inpatients, and emergency
patients, although its implementation varies according to the clinical
setting. 

KEY CLINICAL CONCEPTS

• The essence of gun safety management is verification.

• Gun safety management requires a collaborative, team approach.

• Guns in the home are associated with a significant increase in sui-
cide compared with homes without guns.

• Impulsivity and guns are a lethal combination. The time between
decision and suicide attempt is often a matter of a few seconds or
minutes.

• The purchase of a handgun is associated with a significant in-
crease in the risk of suicide within a week of purchase.
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Suicide Risk 
Assessment Forms

Clinician Beware

SUICIDE risk assessment is a core competency that informs patient
treatment and management (Scheiber et al. 2003). It is a process of
analysis and synthesis that identifies, prioritizes, and integrates acute
and chronic risk and protective factors into an overall assessment of
the patient’s suicide risk.

Psychiatrists assess suicidal patients who present life-threatening
emergencies. Unlike other physicians, psychiatrists do not have labora-
tory tests and sophisticated diagnostic instruments to assess patients at
risk for suicide. For example, when evaluating an emergency cardiac pa-
tient, the physician orders a number of diagnostic tests and procedures
such as electrocardiography, serial enzymes, imaging, and catheteriza-

Adapted from Simon RI: “Suicide Risk Assessment: Form Over Substance?”
Journal of American Academy of Psychiatry and Law 37:290–293, 2009. © Ameri-
can Academy of Psychiatry and the Law. Reprinted with permission. 
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tion to provide clinical data that are analyzed and synthesized into an
overall treatment and management plan. For the suicidal patient, the psy-
chiatrist’s diagnostic instrument is systematic suicide risk assessment.

Patients at risk for suicide can evoke a variety of troubling emo-
tions in the clinician that cause anxiety, sleep disturbances, and distrac-
tion. Countertransference anger, hate, and a reaction formation of
solicitude toward the suicidal patient can threaten the clinician’s ability
to assess and treat the patient competently (Gabbard and Allison 2006).
A patient’s suicide is devastating, arousing powerful feelings of grief,
guilt, betrayal, anger, depression, and loss of clinical confidence (Gitlin
2006). Charles and Kennedy (1985) eloquently described the serious per-
sonal and professional consequences of a lawsuit following a patient’s sui-
cide. Thus, clinicians may resort to use of suicide risk assessment forms
as a risk management technique, in the illusory belief that a form can
provide a defense or deterrence against a malpractice suit. Unfortunately,
assessment forms merely cast a spell of reassurance, often masquerad-
ing as competent clinical assessment and judgment. The clinician is left
with the false notion that further clinical assessment of suicide risk is
unnecessary, paradoxically exposing the clinician to increased liability
risk.

In suicide malpractice cases, plaintiffs’ attorneys will closely scrutinize
a suicide risk assessment form. Invariably, the patient who attempts or
completes suicide has displayed risk factors not included on the form.
The attorney’s expert will then testify that, instead of relying on an assess-
ment form, had the clinician performed a competent suicide risk assess-
ment, the patient’s increased suicide risk would have become apparent.

Fantasy Forms
Suicide risk assessment forms (hereafter referred to as “form[s]”) are
endemic. They are created by mental health professionals with a wide
variety of training and experience. Of the plethora of current forms in
existence, no two are alike. Many forms soon disappear, often after a
patient’s suicide, only to be replaced by another short half-life form.
Some forms become institutionalized, achieving a long life of their own,
despite multiple occurrences of suicides.

Forms do not possess psychometric properties; that is, they are not
tested for reliability and validity. Some forms are designed to be scored
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and totaled to reach a numerical overall assessment of suicide risk.
The resulting score creates a fiction of added accuracy, further mis-
leading the clinician. Suicide risk assessment cannot be reduced to a
number.

Forms are favored by clinicians who treat patients in inpatient set-
tings where rapid patient turnover and short lengths of stay occur. Se-
riously ill inpatients at high risk for suicide often evoke anxiety among
the clinical staff, who then place their confidence in checked-off forms.
Similarly, in busy outpatient medication management practices, assess-
ment forms that can be quickly filled out within a brief visit are preferred.
Checklists are frequently used in emergency departments, usually re-
quiring an accompanying documented narrative that describes the sui-
cide risk assessment process. It is much easier to check-off a form than
to conduct a thorough suicide risk assessment. Unfortunately, there
are no shortcuts or quick fixes for conducting a competent suicide risk
assessment.

Another fundamental flaw of suicide risk forms is the absence of a
process of analysis and synthesis. The clinician is not required to iden-
tify, prioritize, and integrate risk and protective factors into an overall
assessment of the patient’s suicide risk. Form trumps substance.

Another basic limitation found on many forms is their failure to de-
termine the presence or absence of protective factors. Protective fac-
tors require the same thorough assessment as do risk factors. A clinical
assessment that considers only risk factors is incomplete and flawed.

Forms often contain impressionistic risk factors that the creator(s)
erroneously believes are reliable indicators of suicide risk. Some forms
seem to be created out of thin air. For example, “emotional pain,” “in-
sight,” and “self-hate,” which may be applicable to a specific patient, are
not evidence-based, general suicide risk factors. Some forms contain car-
toon-like facial expressions depicting a spectrum of mood from happy
to profoundly depressed.

Forms often display a paucity of evidence-based suicide risk and pro-
tective factors. For example, psychiatric diagnosis, an important suicide
risk factor, is often omitted. Other important evidence-based risk factors
are glaringly absent, such as psychosis; melancholia; eating disorders;
hopelessness; anxiety/agitation; insomnia; panic; impulsivity; anhe-
donia; substance abuse; recent interpersonal loss; comorbidity; and fire-
arms in the home. In contrast, so-called shotgun forms include a bewil-
dering list of suicide risk factors, some relevant, many not, that produce
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eye-glazing, robotic check-offs denoting their presence or absence. No
explanatory assessment narrative accompanies the checklist.

Patient self-assessment instruments are notoriously treacherous, es-
pecially when administered to inpatients at high risk for suicide. A clinical
suicide risk assessment with documented narrative should accompany
the self-assessment. Any discrepancies between the two assessments
require exploration with the patient. Some suicidal patients may reveal
more on a form than in an interview (Sullivan and Bongar 2006).
However, approximately 25% of patients at risk for suicide do not ad-
mit having suicidal ideation to the clinician (Robins 1981). The as-
sumption that the patient is being truthful and wants to live cannot be
blindly trusted. Some suicidal patients see the clinician and staff as the
enemy and as an obstacle to their intent to die (Resnick 2002). Also
the self-assessment may be falsified to obtain hospital discharge to pur-
sue an unhindered suicide. Even if the patient answers truthfully, self-
administered suicide scales are overly sensitive and lack specificity. For
example, suicide risk factors are present in many depressed patients
who do not attempt or complete suicide (Simon 2006).

Discrepancies can arise between checked-off suicide risk factors and
the overall conclusion of suicide risk. For example, the clinician may
check a number of moderate- and high-risk factors but conclude that the
overall suicide risk is low or zero. The reasons for the discrepancy are
not explained. The discrepancy is often the result of the clinician’s de-
nial and wishful thinking and the desire to reduce anxiety. Mechanical,
obligatory form completion ill serves the patient and the clinician. More-
over, using a form puts the clinician on notice that a clinical assessment
must also be performed. If forms are used, they should serve to encour-
age the clinician to perform a systematic suicide risk assessment instead
of having the forms replacing the risk assessment.

General risk factors listed on the forms, derived from community-
based psychological autopsy, cohort, and case-control studies, may not
capture the suicidal patient’s uniquely individual suicide risk and pro-
tective factors. For example, a schizophrenic patient with a severe stut-
ter would begin to speak clearly whenever she would become acutely
suicidal—at which point the patient would require immediate hospital-
ization. As she improved, the stutter would gradually return, allowing
for a safe discharge. Stuttering is not a recognized suicide risk factor,
except in this patient. Another example is that most forms do not take
multicultural differences into account.
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Assessment models can be used as teaching tools to help conceptual-
ize the suicide risk assessment process (Simon 2006). However, heuristic
models may encourage the use of forms instead of clinical assessment,
unless a clear caveat is given.

Psychometric Scales and 
Measures: The Science
The Joint Commission (Joint Commission on Accreditation of Health-
care Organizations 2004) requires psychiatric facilities to use estab-
lished tools to assess inpatients at risk for suicide. Each facility is
responsible for developing its own suicide risk assessment protocol.
This requirement has led to a proliferation of suicide risk assessment
forms, some derived from a single-structured or semistructured clini-
cal and research scales.

Commonly used standardized clinical scales include, for example,
the Hamilton Rating Scale for Depression, the Beck Depression Inven-
tory, and the Inventory of Depressive Symptomatology (Rush et al.
2008). Research scales with psychometric properties include the Co-
lumbia Suicide History Form, which elicits information about lifetime
suicide attempts; Beck Scale for Suicide Ideation—characteristics of sui-
cide ideation; Suicide Intent Scale—wish to die; Harkavy Asnis Suicide
Survey—suicide ideation and behavior; and Beck Hopelessness Scale—
negative attitudes about the future. Research scales and psychological
instruments are not routinely used in clinical practice. However, the
standardized suicide risk factor components of clinical and research
scales are central to clinical assessment (e.g., suicide attempts, ideation,
intent, hopelessness).

Psychological tests and suicide-risk scales may reveal suicidal ide-
ation and elevated suicide risk in a patient whose initial clinical presen-
tation may not trigger a suicide assessment (Sullivan and Bongar
2006). Tests and scales can contribute to an overall assessment that ex-
poses biases and blind spots in clinical judgment. Generally, psychia-
trists do not use psychological tests and suicide-risk scales in their
suicide risk assessment. A survey by Zimmerman and McGlinchey
(2008) in the United Kingdom revealed that only a minority of psy-
chiatrists routinely used standardized measures to assess outcome when
treating patients with depression and anxiety disorders. Psychiatrists



156 Preventing Patient Suicide

did not routinely use scales because they did not find them clinically
helpful and because they took too much time. Moreover, psychiatrists
were not trained in the use of standardized measures.

The standard of care does not require that clinicians use psycholog-
ical tests or checklists as part of the systematic assessment of suicide
risk (Sullivan and Bongar 2006). A research or clinical scale cannot be
a stand-alone substitute for clinical assessment of acute suicide risk (Rush
et al. 2008). The scales and measures assess different domains of acute
suicide risk. Even if all the scales were combined into a single risk as-
sessment form, many other clinical risk factors would invariably be
omitted. The variety of general and individual suicide risk factors cannot
be captured by any form, no matter how elegantly constructed. Oquendo
et al. (2003) discussed the utility and limitations of research instruments
in assessing suicide risk.

Clinical Assessment
No single suicide risk assessment method has been empirically tested for
reliability and validity (Simon 2006). Standard practice encompasses a
wide range of reasoned clinical approaches (Simon 2006). The clini-
cian’s duty is to perform a competent suicide risk assessment using a rea-
sonable method of assessment.

Use of assessment forms can increase the risk of suicide, when substi-
tuted for clinical assessment. Forms tend to be an event, whereas clinical
assessment is a process. Some forms are completed at patient admis-
sion, others at discharge, or both. How often patients at risk for suicide
must be clinically assessed depends on their risk status. The best scales
cannot perform the integrative function of clinical assessment and
judgment. Structured and semistructured suicide scales can, however,
complement clinical assessment (American Psychiatric Association
2003).

Malone et al. (1995) found that semistructured screening instru-
ments improved routine clinical assessment in the documentation and
detection of lifetime suicidal behavior. A documented, brief narrative
that describes the suicide risk and protective factors informing the
overall assessment of risk is sufficient. Treatment and management in-
terventions directed by the assessment and the effectiveness of the in-
terventions should also be noted (Simon 2006).
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Conclusion
Suicide risk assessment is a core competency. It is a process that identi-
fies, prioritizes, and integrates suicide risk and protective factors into an
overall assessment of the patient’s suicide risk. Form completion is no
substitute for spending the time necessary to know the patient. Assess-
ment forms and checklists cannot perform this function. Using a suicide
risk assessment form puts the clinician on notice that a competent assess-
ment must be performed. Clinicians who use assessment forms must do
more. Clinical assessment of suicide risk is still necessary. Clinical judg-
ment cannot be abdicated in favor of filling out suicide risk assessment
forms.

KEY CLINICAL CONCEPTS

• Forms are no substitute for spending time with the patient to get
to know him or her.

• Forms and checklists, if used, must be accompanied by a docu-
mented narrative describing the suicide risk assessment process.

• Using a suicide risk assessment form places the clinician on notice
that a competent assessment must be performed.

• Suicide risk assessment is a process of analysis and synthesis that
identifies, prioritizes, and integrates acute and chronic risk and
protective factors. Unaided assessment forms and checklists are
not a substitute for this process.

• The greatest danger of forms and checklists is creating an illusion of
clinical competence that preempts adequate suicide risk assessment.
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Imminent Suicide, 
Passive Suicidal 

Ideation, and Other 
Intractable Myths

EVIDENCE-BASED psychiatry is dispelling some of the en-
trenched myths, traditions, and uncritical acceptance of authority in
clinical practice (Gray 2004). In the treatment of suicide patients, cer-
tain myths remain impervious to critical inquiry. In this chapter, three
generally accepted myths that may undermine good clinical care of pa-
tients at risk for suicide are examined.

Imminent suicide is a euphemism for short-term prediction. It im-
poses an illusory time frame on an unpredictable act (Pokorny 1983).
No short-term risk factor(s) identifies when, or even if, a patient will
attempt or commit suicide (Harris et al. 2000; Simon 2004). Will the

Adapted with permission from Simon RI: “Imminent Suicide: The Illusion of
Short-Term Prediction.” Suicide and Life-Threatening Behavior 36:296–301, 2006.



160 Preventing Patient Suicide

patient attempt suicide in the next few minutes, hours, days, months,
or years? In discussing the various time limits placed by clinicians on the
accuracy of their predictions of dangerousness, Slovenko (1998, p. 303)
states, “These time limits seemed to be pulled out of thin air.” Actuarial
analysis, a statistical measure, is useful in identifying diagnostic groups
at higher risk for suicide compared with the general population (Addy
1992). But actuarial instruments do not address the imminence of sui-
cide (Monahan et al. 2001).

“Imminence” defies definition. It is not a medical or psychiatric term.
It is, however, in common clinical usage and firmly ensconced in clinical
lore. Some clinicians assign arbitrary time limits for imminent suicide,
although most time frames are vague (e.g., 24–48 hours, 1–3 weeks,
1 month). Hirschfield (1998) notes that “physicians must decide whether
the risk is imminent (48 hours or less), short-term (within days or weeks),
or long-term.” He regards the risk of suicide “as imminent if the patient
has expressed the intent to die, has a plan in mind, and has lethal means
available.” Rotheram (1987) suggests differentiating between imminent
danger and suicide risk. The prediction of imminence is “modeled on
methods used to evaluate or predict violence.” Monahan (1981) defines
imminent danger as occurring “within three days” of the prediction of a
violent act. Fawcett et al. (1990) describe acute, short-term indicators that
are statistically significant for suicide within 1 year of assessment. These
authors attempt to define imminence, whereas other authors merely use
the term incidentally (VandeCreek and Knapp 2000).

The term imminent is stated or implied in the substantive criteria of
civil commitment statutes (Werth 2001). It is also found in duty-to-
warn-and-protect case law and statutes or is imbedded in the language
of the supporting statute or the court’s opinion (Mavroudis v. Superior
Court for County of San Mateo 1980).

Managed care protocols may require a recent suicide attempt to justify
imminent risk criteria before approval of insurance benefits is granted for
inpatient admission.

Standard of Care: 
Foreseeability Versus Prediction
Courts evaluate the psychiatrist’s assessment and management of the
patient who attempts or commits suicide to determine the reasonable-
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ness of the suicide risk assessment process and whether the patient’s
suicide attempt or completed suicide was foreseeable (Simon 2001).
Foreseeability is a legal term of art, not a scientific construct. It is a com-
monsense, probabilistic concept.

There is an imperfect fit, however, between legal and psychiatric
terminology. Foreseeability is legally defined as the reasonable antici-
pation that harm or injury is likely to result from certain acts or omis-
sions (Black 1999). The law does not require defendants to “foresee
events which are merely possible but only those that are reasonably
foreseeable” (Hairston v. Alexander Tank and Equip. Co. 1984). Because
suicide cannot be predicted, only the risk of suicide is foreseeable after
adequate assessment (Simon 2002). Foreseeability should not be con-
fused with the predictability of suicide. Imminence of suicide, another
version of prediction, is not synonymous with foreseeability. The law
does not assign a time limit for foreseeability. The lapse of time, by it-
self, does not bar recovery. It is only one factor to be weighed by the
jury (Naido v. Laird 1988). Moreover, foreseeability is not the same as
preventability. In hindsight, a suicide may have been preventable but
not foreseeable at the time of evaluation (Meyer et al. 2010).

Involuntary Hospitalization
The substantive criteria for civil commitment of a patient require the
presence of a mental illness and dangerousness to self or others (Simon
and Shuman 2007). “Gravely disabled” may be subsumed under dan-
gerousness to self. Dangerousness is a legal status, not a diagnosis or
disposition. The concept of dangerousness has not been adequately
explained by the courts. Courts tend to avoid precise meanings in de-
fining dangerousness, preferring to keep the term vague in the com-
mon law tradition in order to preserve broad applicability to specific
cases. Brooks (1978) divided dangerousness into five components:
1) nature of harm or conduct; 2) magnitude of harm; 3) probability;
4) imminence; and 5) frequency. Imminence is the only component
that purports to address when a threatened violent act will occur.
Nonetheless, imminence is also a legal term of art. It creates a legal fic-
tion when it requires clinicians to adhere to legal requirements for
which there are no professional standards of care.

The clinician is thus confronted with the stated or implied statu-
tory requirement that the patient must be at imminent risk of suicide
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in order to meet the criteria for civil commitment (Melton et al. 1997).
Melton et al. (1997) write, “Civil commitment is premised on imminent
dangerousness; short-term, rather than long-term, danger to self or others
is the focus.” Some states require an “overt act” to bolster the likelihood
that the danger is imminent rather than distant (American Psychiatric As-
sociation 2001, Section 4, Annotation 8).

Instead of feeling stymied or attempting to finesse the imminence
criteria, the clinician may choose to err on the side of safeguarding the
suicidal patient who needs involuntary hospitalization. The clinician
only files a certification for involuntary hospitalization. The final decision
to commit the patient is judicially determined. States have provisions in
their commitment statutes granting psychiatrists and other mental
health professionals immunity from liability when they use reasonable
clinical judgment and act in good faith in petitioning for involuntary
hospitalization (Simon 2004; see Chapter 7, “Patients at Acute and
Chronic High Risk for Suicide: Crisis Management”).

Professional organizations also use “imminent” language. For exam-
ple, The Principles of Medical Ethics With Annotations Especially Applicable to Psy-
chiatry (American Psychiatric Association 2001, Section 4, Annotation 8)
advises psychiatrists about the limits of confidentiality with potentially
violent patients: “Psychiatrists at times may find it necessary, in order to
protect the patient or the community from imminent danger, to reveal
confidential information disclosed by the patient” (Section 4, Annota-
tion 8; emphasis added). Thus, in the Principles, psychiatrists are bur-
dened with the impossible task of short-term prediction.

Managed Care Protocols
Some managed care organizations require that a patient be at “immi-
nent” risk of suicide before approving coverage for inpatient admis-
sion. This situation frequently arises when psychiatrists or crisis
counselors evaluate suicidal patients in the emergency department.
Stating that the patient is imminently suicidal, by itself, does not open
the insurance door to admission. Justification for this opinion is re-
quired—usually a recent overt suicide act or a suicide attempt within a
specified period of time.

It is estimated that 8–25 suicide attempts occur for every completed
suicide (National Institute of Mental Health 2003). Thus, on a statisti-
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cal basis, a recent suicide attempt, however it is defined, does not indi-
cate that a suicide attempt is “imminent.” Many patients do not attempt
suicide again. A high-risk suicidal patient who has made a near fatal
suicide attempt in the distant past may be denied insurance coverage
for not meeting the recent-overt-act requirement. The absence of a prior
suicide attempt, recent or past, does not necessarily inform the clinician
about the patient’s current level of suicide risk.

Performing a systematic suicide risk assessment establishes the level of
risk. A denial of coverage by a managed care organization that is based on
the absence of a recent overt act (imminence) should not prevent admis-
sion of an acutely ill, high-risk suicidal patient. A doctor-to-doctor appeal
should be pursued after the patient is admitted. It can be argued that im-
minence of suicide is not determinable and, hence, is not a valid criterion
for admission. The clinician should emphasize that a recent overt act does
not predict when or if a patient will attempt or commit suicide.

Hospital and clinic policies and procedures should avoid imposing a
requirement that clinicians assess imminent self-harm—a requirement for
which no standard of care exists. The term imminent or its equivalent (e.g.,
threatening, emergent) is also found in restraint and seclusion policies
(American Psychiatric Association 1985). The justification for implement-
ing seclusion and restraint procedures should be based on adequate risk
assessment rather than the invocation of the talismanic word “imminent.”

Assessing the Unpredictable
The improbability of predicting suicide in patients judged to be at im-
minent or short-term risk is based on a number of factors. Suicide is a
rare event, even among suicidal patients identified to be at high risk.
Patients who attempt or commit suicide are usually ambivalent about
dying, some to the very last moment. Anecdotally, of 10 individuals
who survived jumping from the Golden Gate Bridge, 8 changed their
minds on the way down. Individuals in the act of attempting suicide
have often been “talked down” from high places or persuaded to hand
over loaded pistols. Suicide remains an uncertainty to the last moment.

A patient who makes the final decision to commit suicide may not
do so immediately, but may wait for an opportune time (e.g., when a
spouse or other family members are absent). A patient admitted to a
psychiatric unit after a near-lethal suicide attempt may deny any intent
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to commit suicide while hospitalized. Between 15-minute checks or even
under one-to-one supervision, the patient may seize a propitious moment
to commit suicide (Fawcett et al. 2003).

Suicide risk may vary from minute to minute, hour to hour, or day
to day. This makes any prediction about impending suicide illusory.
Time attenuates the accuracy of suicide assessments, which are “here and
now” judgments (Simon 2006). Therefore, suicide risk assessment must
be a process, not an event.

Patients judged to be imminently suicidal are invariably acutely ill
and at high risk for suicide. Merely noting that the patient is at imminent
risk for suicide, without performing an adequate suicide risk assess-
ment, deprives the clinician of the ability to identify, treat, and manage
acute, patient-specific risk and protective factors. Clinicians who note
that the patient is at imminent risk of suicide place themselves on notice
that an adequate suicide risk assessment must be performed. Systematic
suicide risk assessment identifies and prioritizes acute, modifiable, and
treatable risk and protective factors that inform the overall treatment
and safety management of the patient (Simon and Shuman 2009). The
clinician can follow the patient’s clinical course by assessing the response
of these factors to treatment and safety management. Treating acute risk
factors allows time for antidepressants to work in depressed patients.
Anxiety, agitation, and insomnia often respond rapidly to treatment.
Marshalling protective factors, such as involving supportive family mem-
bers or partners, can help diminish suicide risk, which, in turn, allows the
clinician to properly focus on patient treatment and safety management.
“Imminence” is relegated to the realm of an illusion.

The judgment that a patient is at short-term risk for suicide should
prompt the clinician to conduct systematic suicide risk assessments that
inform continuing treatment and safety management. To borrow a
phrase from Shakespeare, “imminence” is a word “full of sound and fury,
signifying nothing” in the care of the patient at risk for suicide.

The Myth of Passive Suicidal 
Ideation
No evidence-based research supports the commonly held belief that
“passive” suicidal ideation is less of a risk for suicide than “active” sui-
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cidal ideation. “Passive suicidal ideation” appears countless times in
psychiatric records, articles, texts, guidelines, and clinical discourse. It
is steeped in the lore and tradition of psychiatric practice.

Suicidal ideation, as discussed here, refers to thoughts about dying,
either self-inflicted or by external factors. Although the method of sui-
cide may be active or passive (e.g., firearm suicide versus suicide by
cop), the goal is the same—terminating one’s life. The assumption that
passive suicidal ideation is a subset of suicidal ideation that is less severe,
and thus reflects a low risk for suicide, is a falsely reassuring myth. Sui-
cidal ideation, such as the wish to die during sleep, be killed by a vehi-
cle, or develop terminal cancer, may seem innocuous, but it can be as
deadly as thoughts of hanging. Presumably, a passive method of at-
tempting suicide allows time for intervention, but methods can change
without notice (Simon 2006). Suicidal ideation, without regard to “ac-
tive” or “passive,” is a moving target along a continuum of severity, re-
flecting constant change in the patient’s underlying mental disorder
and other risk factors (Isometsa and Lonnqvist 1998).

Suicidal ideation that expresses active or passive methods of suicide
reflect psychodynamic, cultural, religious, and moral values as well as
patient evasiveness, guardedness, denial, and other factors. Passive sui-
cidal ideation may contain potential protective factors, such as support-
ive family or coping skills, that are best evaluated separately within the
overall suicide risk assessment. Otherwise, the clinician may prema-
turely conclude that no further risk assessment is necessary.

“Fleeting” suicidal ideation, a frequent companion of “passive” sui-
cidal ideation, also requires careful evaluation. Hall et al. (1999), in a study
of 100 patients who made severe suicide attempts, found that 29 of the
patients had serious, persistent suicidal ideation before they attempted
suicide. However, 69 patients reported only fleeting or no suicidal ide-
ation before their attempt.

Reynolds et al. (1996) assessed the clinical correlates of active sui-
cidal ideation versus passive death wishes in elderly patients with recur-
rent major depression. Their data challenged the utility of distinguishing
active and passive suicidal ideation. They also noted that the patient’s
ideation can change from passive to active during an episode of illness.
They recommended that clinicians be no less vigilant with patients ex-
pressing passive suicidal ideation.

The Scale for Suicide Ideation, and the later version, Beck Scale for
Suicide Ideation (Rush et al. 2008), rate “passive suicidal attempt” as
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0 “would take precautions to save life”
1 “would leave life/death to chance (e.g., carelessly crossing 

a busy street)”
2 “would avoid steps necessary to save or maintain life 

(e.g., diabetic ceasing to take insulin)”

Although the Beck scales have psychometric properties (reliability and
validity), no scale, or portion thereof, can substitute for thorough clinical
assessment of suicidal ideation. If used, ratings scales or checklists of sui-
cidal ideation should alert the clinician that he or she must thoroughly
assess the nature and severity of this crucial symptom of suicide risk.

Case Example

A 56-year-old business executive is brought to an emergency room by
his wife. The patient’s business is facing bankruptcy. He is unable to
go to the office and face his employees. The patient cannot sleep or
eat and spends most of the day laying on the couch and crying. The
patient’s wife threatens her husband with separation if he does not
seek psychiatric treatment.

The patient tells the emergency room psychiatrist, “I am stressed but
have no intention of hurting myself. I love my wife and kids too much to
put them through that.” The patient does admit to having wishes to die
in his sleep but says, “I can’t sleep anyway.” The patient’s wife found a
loaded gun in the glove compartment of his car. The patient states that
the “gun is for my protection.” He angrily denies any suicidal ideation
and protests, “I do not need to be here.” The patient’s wife insists that he
be treated, stating “I will not take my husband home in his condition.”

The patient refuses psychiatric hospitalization but changes his mind
when confronted with involuntary hospitalization. He admits that, un-
known to his wife, he recently purchased a $2 million life insurance policy
and made funeral arrangements. He planned to kill himself with his re-
volver. A thorough suicide risk assessment reveals a number of risk fac-
tors that place the patient at acute, high risk for suicide.

“Passive suicidal ideation” does not inform suicide risk assessment; it
merely casts a spell of complacency upon the clinician. It is not a valid clin-
ical distinction. Clinicians do not think of active or passive anxiety, depres-
sion, or insomnia. Similarly, suicidal ideation should not be split into
active and passive. To do so undermines the singular importance of sui-
cidal ideation as a unitary risk factor for suicide. For too long, the myth
has existed in clinical practice that passive suicidal ideation is benign, thus
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creating a false sense that the patient is at little or no risk for suicide. Thus,
suicide risk assessment may be prematurely suspended.

Suicidal ideation must be carefully assessed, not labeled. Passive
suicidal ideation should not deter the clinician from performing com-
petent suicide risk assessments. Suicidal ideation that contains passive
or active methods of attempting suicide expresses one goal—the termina-
tion of life.

When the Suicidal Patient Calls: 
The Myth of True Emergency1

Psychiatrists and other mental health professionals leave voice mail
messages on their office phones advising patients what to do in case of
an emergency. When a suicidal patient in crisis calls the psychiatrist
and hears the recorded message: “If you have a ‘true’ emergency, go
to your nearest emergency room or call 911,” the patient’s risk of sui-
cide may increase.

Psychiatrists and other mental health professionals must be acces-
sible to their suicidal patients or must provide for adequate coverage
in their absence. The psychiatrist may be the only person with whom
the suicidal patient has a life-affirming relationship.

What exactly is a “true” emergency? Who can define it? “True”
emergency is devoid of meaning—a myth. But the suicidal patient may
perceive the true message as “Don’t bother me!” The “true” emergency
message erects a barrier between the patient and the psychiatrist. Does
this message, which is now increasingly heard, reflect an erosion of the
doctor-patient relationship wrought by changes in mental health care
delivery? Is it also a misguided effort at risk management?

Emergency Accessibility
Leaving the message, “If you have a ‘true’ emergency, go to your near-
est emergency room” or the variant “call 911,” leaves the patient with

1Adapted with permission from “True Emergency? Suicidal Patients’ Access
to their Psychiatrists.” Psychiatric Times, March 2008.
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few options. Suicidal patients are often reluctant to call 911. The police
and rescue squad will arrive at their door with sirens blaring. A crowd
of inquisitive neighbors will gather. The street scene is embarrassing
and humiliating. The patient may be too impaired or unwilling to fol-
low the instructions, instead choosing to attempt or complete suicide.

The general hospital emergency department is the main venue for
suicidal patients requiring immediate care. In a consultative model of
care, the patient is first evaluated by the emergency department phy-
sician. If psychiatric consultation is requested, the crisis counselor usu-
ally sees the patient first. An attending psychiatrist is available on call
for consultation, usually by phone. In most instances, a general hospi-
tal’s emergency department provides adequate care. The emergency
department experience, however, can add to the patient’s distress. Psy-
chiatric patients report enduring long periods of time waiting to be eval-
uated in busy general hospital emergency departments. For example, the
patient may not be seen for hours or even for a day or more. Hours of
waiting in mental misery confirms the patient’s feelings of hopeless aban-
donment, increasing suicide risk. A suicidal patient with agitated de-
pression or a psychotic patient with auditory hallucinations command-
ing suicide may leave the emergency department before being seen and
then attempt or complete suicide.

Psychiatric Emergency Services (PES), staffed by psychiatrists and
a full complement of other mental health professionals, are usually based
at large university medical centers or schools. They are open 24 hours
a day, 7 days a week, and provide “full service,” comprehensive emer-
gency psychiatric services (Breslow 2002).

Generally, the phone call to the patient is an intermediary step in
determining an initial course of action. The psychiatrist may be able
to assess the severity of a known patient’s suicidal crisis by phone and,
if necessary, to arrange an emergency appointment. If possible, the pa-
tient may be managed by means other than referral to the emergency
department. A return-call from the psychiatrist can stabilize a suicidal
patient long enough for the patient to be seen the same or next day.
Thus, therapeutic alliance is preserved and strengthened.

It may be necessary to send a suicidal patient in need of immediate
care to the emergency department, or the patient may go to the emer-
gency department without calling the psychiatrist. In the former in-
stance, the psychiatrist can determine whether the patient is able to go
to the emergency department alone or needs to be accompanied. The
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suicidal patient may be so disturbed that he or she is unable to come
to the psychiatrist’s office or speak coherently to the psychiatrist on the
phone. The psychiatrist should try to enlist the assistance of others
(e.g., family member, partner, friend, or police) before sending the pa-
tient to the emergency department. The psychiatrist may have no re-
course but to call 911 or community crisis management services. A
phone call to the psychiatric emergency services or general hospital
emergency department in advance of the patient’s arrival will alert and
inform the staff about the suicidal patient. It also may help decrease
the waiting time in the emergency department.

The psychiatrist or covering clinician who is informed about sui-
cidal patients that might call must be available to respond within a rea-
sonable period of time. What is reasonable? Although hard-and-fast
rules do not exist, if possible, an emergency call from a suicidal patient
should be responded to within the hour. For a patient in a suicide cri-
sis, even waiting an hour may seem like an eternity.

In solo practice, the psychiatrist or covering clinician has to be ac-
cessible to calls from suicidal patients 24 hours a day, 7 days a week,
by cell phone, pager, or other means of direct communication. Twenty-
four-hour coverage for patient emergencies is an established medical
practice and standard of care. Psychiatrists in group practice or insti-
tutional settings have on-call schedules that provide continuous cover-
age for patients. Some psychiatrists provide their home phone number
to a patient during a period of increased risk of suicide.

The “Opinions of the Ethics Committee on The Principles of Medical
Ethics With Annotations Especially Applicable to Psychiatry” (American
Psychiatric Association 2001, Section 1-AA) takes a firm position on emer-
gency coverage of patients:

Question A: One of our members is concerned that psychiatrists in his
area do not routinely check in with their answering machines after
hours, leave no number where they may be reached, or leave a message
for patients to contact the local emergency room in case of emergency. Is
this member’s concern about the ethics of these psychiatrists warranted?

Answer: Yes. Ethical psychiatrists are obliged to render competent
care to their patients. That competent care would include either being
available for emergencies at all times or making appropriate arrange-
ments. Certainly, a message telling patients to call an emergency
room is not adequate coverage. Even in rather stable practices, in-
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cluding analytic practices with relatively stable patients, emergencies
do arise. Care must be taken that, if and when such emergencies do
arise, the patient is not abandoned. (September 1993)

Patient Education: 
A Pre-arranged Safety Plan
With the current limitations on access to hospital services, most pa-
tients at risk for suicide, even some who are chronically at high risk,
are treated as outpatients. Some psychiatrists provide and discuss with
new patients a safety protocol to be followed in an emergency. The
spirit of the discussion is “We’re in it together.” Alliance building en-
courages the patient, who might not do so otherwise, to call the psychi-
atrist during a crisis. Psychiatrists explain how they can be reached in
an emergency. The psychiatrist or covering clinician may not be able
to return the patient’s call within the time that an acutely suicidal pa-
tient needs immediate assistance. In the pre-arranged plan, the patient
will leave a message with a phone number for the psychiatrist that he
or she has gone to a safe holding place to await the psychiatrist’s call
(e.g., home, family, friend, or other) or if necessary to a predetermined
emergency department. If a psychiatric emergency services facility is
accessible to the patient, the address and phone number should be pro-
vided. The psychiatrist will call the emergency department at the first
opportunity to assist in the patient’s assessment and management.

Some patients at risk for suicide do not have family, partners,
friends, or other supportive resources. If unable to wait for a callback
from the psychiatrist, the patient should be provided with suicide pre-
vention hot lines as a source of assistance. The National Suicide Preven-
tion Lifeline (1-800-273-TALK) can refer the patient to local hotlines and
other sources of help. The website is www.suicidepreventionlifeline.org.

Patients at risk for suicide need to have hotline phone numbers
readily available. The patient may not be able to find a hotline phone
number during a suicide crisis. Hotline phone numbers must be veri-
fied as correct before being given to the patient. The psychiatrist
should document the pre-arranged safety plan, including the patient’s
understanding and agreement.

The standard of care requires that psychiatrists or their designees
be accessible to suicidal patients and must respond within a reasonable

www.suicidepreventionlifeline.org
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time. This also applies to psychiatrists and psychotherapists providing
conjoint or “split treatment.” Each is individually, as well as jointly,
clinically responsible for the patient (Meyer and Simon 2006).

Case Example2

While a psychiatrist is having dinner with her family at a restaurant,
she receives an emergency page from a patient who is at chronic high
risk for suicide. The psychiatrist discussed with the patient at the be-
ginning of treatment how she could be reached if the patient became
suicidal. The psychiatrist calls the patient, who screams, “My bastard
boyfriend dumped me. I want to die!” The patient has bought a gun
and intends to use it. The patient abruptly hangs up. The psychiatrist
calls the patient repeatedly but the line is constantly busy.

The psychiatrist calls 911. The rescue squad and police arrive at the
patient’s apartment. The door is barricaded. The police break it down.
The patient refuses to tell the police where the gun is hidden. A search
reveals that the gun is in a kitchen cabinet. The patient vehemently denies
that she is suicidal, stating, “It was just a fleeting thought.” The patient
leaves the apartment with a coat over her head to avoid “nosy neighbors.”
The police take the patient to a general hospital emergency department.

The patient is initially uncooperative in the emergency depart-
ment, only reluctantly providing her psychiatrist’s name and phone
number. The emergency department crisis counselor calls the psychi-
atrist to obtain information about the patient. The psychiatrist states
that the patient has been treated for over a year for bipolar disorder II and
borderline personality disorder. The patient, now age 36 years, made a
serious suicide attempt by medication overdose at age 25 years, fol-
lowing the break-up of a romantic relationship. The patient has been
at moderate to high chronic risk for suicide over the years, requiring
hospitalization during acute suicidal episodes, usually precipitated by
a failed, abusive relationship. The psychiatrist informs the crisis coun-
selor that the patient is receiving once-a-week psychotherapy and pro-
vides the names of medications she is taking.

The crisis counselor and psychiatrist agree that the patient needs
to be admitted to the psychiatric inpatient unit. The patient initially
refuses hospital admission. But after the psychiatrist speaks to her by
phone, the patient agrees to be voluntarily admitted. The patient’s
psychiatrist calls the admitting psychiatrist to provide additional clin-
ical information. She later finishes her take-home dinner.

2Case disguised to protect patient identity and ensure confidentiality.
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Abandonment
Abandonment is legally defined as negligently failing to attend a patient,
absent the proper termination of the doctor-patient relationship (Simon
and Shuman 2007). It may either be overt or implied (e.g., failure to at-
tend, monitor, or observe the patient). Some courts have expanded the
concept of abandonment to include situations in which delay and inat-
tention in providing care caused the patient injury, termed constructive
abandonment (i.e., as though actual abandonment had occurred) (Mains
1985). For example, in Bolles v. Kinton (1928), the court stated that a phy-
sician cannot, without sufficient notice, discharge a patient by simply not
attending the patient. Other courts have found abandonment when psy-
chiatrists were inaccessible to patients, particularly if a crisis was occur-
ring or if the crisis was foreseeable. The following have been construed
by courts as negligent acts amounting to abandonment:

• Failure to provide patients with a way to contact the psychiatrist be-
tween sessions

• Failure to provide adequate clinical coverage when the psychiatrist
is away from practice

When a psychiatrist agrees to treat a patient, a psychiatrist-patient
relationship is formed, creating the duty to provide treatment to the
patient as is necessary (Fochtmann 2006). The accessibility of the psy-
chiatrist to the suicidal patient who calls for help can prevent a suicide
attempt or completion. Psychiatrists’ availability to their patients can
also result in fewer emergency calls. Patients are less anxious when they
know they can reach their psychiatrist. The patient who calls frequently
claiming a suicidal crisis when none exists is rare.

When a psychiatrist or the covering clinician is inaccessible to a sui-
cidal patient who calls and subsequently attempts or completes sui-
cide, the psychiatrist may be sued for abandonment. A distraught,
acutely suicidal patient may not be able or willing to follow the instruc-
tions of a recorded message that states, “If you have a ‘true’ emergency,
please go to the nearest emergency room or call 911.” The patient may
conclude, “Nobody cares, not even my psychiatrist.”
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Risk Management
As a risk management strategy, leaving a “true” emergency message is
worse than useless; it is irrelevant and gratuitous. It is likely to invite
a lawsuit more than to prevent one. Suicidal patients know that they
can always go to an emergency department. In a crisis, they want to
speak to their therapists.

Effective risk management depends on adequate documentation of
an emergency call from a suicidal patient. The following information
should be documented: date and time of the patient’s call, nature of
the emergency, discussion with the patient, immediate interventions
implemented, and follow-up actions taken (Simon 2004). Clinical care
that conforms to the standard of care regarding emergency accessibil-
ity can help provide a solid defense against a claim of abandonment.

In their absence, psychiatrists should arrange for adequate coverage of
their practices by similarly qualified clinicians (Simon and Hales 2006).
The covering clinician needs to be informed about suicidal patients who
might call. In addition, the covering clinician should respond to patient
calls in a timely manner and, if necessary, see the patient for an emergency
appointment. The covering clinician also has malpractice exposure for
abandonment, if failure to attend the patient causes the patient harm.

Conclusion
Imminent suicide is the illusion that suicide can be predicted, especially
in the near term. No suicide risk factors can predict when or if a pa-
tient will attempt or commit suicide.

The second myth is that suicidal ideation is binary. Splitting suicidal
ideation into active and passive creates the illusion that passive suicidal
ideation is innocuous.

Finally, leaving a “true emergency” message for patients in crises, es-
pecially suicidal patients, is flawed risk management. It is likely to in-
vite a lawsuit more than prevent one. Patients in suicidal crisis who are
unable to contact their treater may feel abandoned, thus increasing their
risk for suicide.
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KEY CLINICAL CONCEPTS

• The term imminent is a euphemism for short-term prediction. No
short-term suicide risk factors exist that can predict when or if a
patient will attempt suicide.

• “Imminent suicide” should never be used in place of an adequate
suicide risk assessment.

• No evidence-based research supports the belief that “passive” sui-
cidal ideation is less of a risk for suicide that “active” suicidal ide-
ation. In both cases, the intent is to die, but in passive suicidal
ideation, it is by indirect means.

• The clinician should not require patients at risk for suicide to discern
the meaning of “true emergency,” when they call for assistance.

• When clinicians undertake the care of a suicidal patient, they must
be accessible in emergencies or provide appropriate coverage.
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Quality Assurance 
Review of Suicide Risk 

Assessments

Reality and Remedy

SUICIDE risk assessment is a core competency that the psychiatrist
must possess (Scheiber et al. 2003). A competent suicide assessment
identifies modifiable and treatable risk and protective factors that in-
form patient treatment and safety management (Simon 2002). A clini-
cal axiom holds that there are two kinds of psychiatrists—those who
have had patients commit suicide and those who will. Patient suicide
is an occupational hazard. Psychiatrists, unlike other medical specialists,
do not often experience patient deaths, except by suicide.

Psychiatrists frequently assess suicidal patients who present life-
threatening emergencies. Unlike other physicians, psychiatrists do not
have laboratory tests and sophisticated diagnostic instruments to as-
sess patients at risk for suicide. For example, when evaluating an emer-
gency cardiac patient, the clinician can order a number of diagnostic tests
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and procedures such as electrocardiogram, serial enzymes, imaging,
and catheterization. The psychiatrist’s diagnostic instrument is compe-
tent suicide risk assessment.

No single suicide risk assessment method has been empirically tested
for reliability and validity (Simon 2006). Standard practice encom-
passes a range of reasoned clinical approaches to suicide risk assessment.
From a risk management perspective, the law does not require ideal,
best practices, or even good care. The clinician’s duty is to provide rea-
sonable risk assessment (Simon 2002).

The Reality
A review of suicide cases in litigation reveals an absence of documented
suicide risk assessments (Simon 2002). Instead, a note containing “NO
SI, HI, CFS” (no suicide ideation, homicidal ideation, contracts for
safety) often masquerades as a suicide risk assessment. A layperson could
just as well conduct such an assessment.

The situation is no different with regard to quality assurance reviews.
Repeated requests for documented suicide risk assessments have
proved fruitless. Substandard suicide risk assessment is the second-most
common root cause of inpatient suicides, contributing to approximately
85% of inpatient suicides (Sokolov et al. 2006). Documented suicide
risk assessments are a core measure of quality care.

Why, then, are documented suicide risk assessments a rarity?
When this question is posed to colleagues, the following is a sample of
the reasons given:

1. The clinician has not learned how to perform an adequate sui-
cide risk assessment.

2. Risk and protective factors may be identified during the course
of an evaluation but not prioritized and integrated into a stand-
alone clinical judgment of overall suicide risk that informs patient
treatment and management.

3. The clinician does not do suicide risk assessments commonly in
inpatient settings, delegating the task to others.

4. The clinician performs adequate suicide risk assessments but
fails to document assessments.
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5. The clinician experiences anxiety in the treatment of the suicidal
patient, which creates denial and minimization of risk, resulting
in inadequate assessment.

6. The clinician worries that if the assessment is wrong and the pa-
tient attempts or completes suicide, documenting the risk assess-
ment process creates liability exposure.

7. The clinician who treats patients in an inpatient setting with rapid
patient turnover and short length of stay or in a busy outpatient
medication management practice may not take or have the time nec-
essary to perform a competent suicide risk assessment.

8. Assessment forms may be robotically checked off, without a nar-
rative describing the suicide assessment process.

9. So-called “suicide prevention contracts” supplant competent suicide
risk assessments.

10. The clinician relies on intuitive, “gut” assessment of suicide risk.

Time, money, inadequate training, and litigation fears can combine
to negatively influence adequate suicide risk assessment and docu-
mentation. The fear of becoming embroiled in a malpractice suit, if a
patient attempts or completes suicide, can engender inappropriate
defensive practices (Simon and Shuman 2009; see Chapter 13, “Thera-
peutic Risk Management of the Patient at Risk for Suicide”). Counter-
transference hate of a suicidal patient who provokes anxiety in the
psychiatrist can result in inadequate risk assessment and treatment (Gab-
bard and Allison 2006). Most psychiatrists have not been formally
trained on how to conduct suicide risk assessments. The clinician must
do much more than just rely on a sense of suicide risk in the air or on
a “gut” feeling. It is generally assumed that clinicians will somehow ac-
quire this knowledge in the course of their clinical practices.

As the internist must be trained to assess the emergency cardiac pa-
tient, so the psychiatrist must be trained to competently assess the sui-
cidal patient. The core competence necessary to perform suicide risk
assessments is difficult to obtain through unaided clinical experience
alone. Learning how to perform competent suicide risk assessments
must begin during psychiatric residency. Lectures, tutorials, and, espe-
cially, case conferences that follow patients at suicide risk during the
course of treatment are essential.

An extensive psychiatric literature exists on suicide, but relatively
little has been written on the topic of suicide risk assessment. This is
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beginning to change. McNeil et al. (2008) demonstrated that struc-
tured clinical training in evidence-based risk assessment can improve
the documentation of assessment and management of suicidal pa-
tients. The American Psychiatric Association’s “Practice Guideline for
the Assessment and Treatment of Patients With Suicidal Behaviors”
(American Psychiatric Association 2003) is an excellent informational
source regarding the conduct of suicide risk assessment.

The Remedy
Forms and checklists are not effective substitutes for clinical assess-
ment (Simon 2009). Generally, self-assessment instruments cannot be
relied on, because guarded or deceptive suicidal patients will not an-
swer honestly. Some patients, however, may reveal more about suicide
risk on self-assessment forms than at the clinical interview (Sullivan
and Bongar 2006). No psychological tests exist that can predict suicide
(Sullivan and Bongar 2006). Assessment forms and checklists often
omit evidence-based general risk factors. Some checklists contain items
that are not even recognized risk factors for suicide. Also, unique, indi-
vidual, suicide risk factors are not present on assessment forms. The
“know your patient imperative” is absent. Checking off forms roboti-
cally is not a credible risk assessment. If litigation ensues following a
patient’s suicide, the plaintiff’s attorney will invariably point out to the
jury the suicide risk factors that the deceased patient manifested but
were not on the form (see Chapter 10, “Suicide Risk Assessment Forms:
Clinician Beware”).

As noted earlier, there are numerous suicide risk assessment meth-
ods (Simon 2002). Suicide risk assessment is a process of analysis and
synthesis, which requires identifying, prioritizing, and integrating mul-
tiple risk and protective factors into an overall clinical judgment of
risk. Figure 12–1 is a conceptual model for conducting suicide risk as-
sessment. Clinicians, however, may construct their own approach to
suicide risk assessment on the basis of their training, clinical experi-
ence, and their familiarity with the suicide literature. The singular im-
portance of suicide risk assessments necessitates that the assessment
process be documented as a separate narrative paragraph in the psy-
chiatric evaluation or in the progress notes. Armed with the ability to
perform competent suicide risk assessments, the psychiatrist can con-
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fidently manage the patient at risk for suicide, one of the more com-
plex, difficult, and challenging clinical tasks in psychiatry.

In a “Sentinel Event Alert” the Joint Commission (1998) conducted
a root cause analysis of 65 inpatient suicides. Failure to perform ade-
quate suicide risk assessments was found to be a root cause in the sui-
cides. Revising suicide risk assessment procedures was noted as an
important risk reduction strategy. Effective January 1, 2007, The Joint
Commission required psychiatric facilities to use established tools to
assess patients at risk for suicide (The Joint Commission 2009).

What is the remedy? First, regular chart review for ensuring docu-
mented, competent, suicide risk assessments can be performed by
quality assurance committees on inpatient services or similarly consti-
tuted committees in outpatient settings. Consensus criteria for evalu-
ating the adequacy of documented suicide risk assessments must be
determined first. The assessment framework will vary according to
the clinical setting and the clinical staff’s experiences with suicidal pa-
tients. Once established, the criteria can be modified over time, as nec-
essary. Second, The Joint Commission (2010) requires that objective
measures of the quality of a physician’s performance be established for
recredentialing. Suicide risk assessment is an important measure of

FIGURE 12–1. Conceptual model for suicide risk assessment.

Risk factors Protective factors

Acute Current

Chronic Lifelong

Instructions:

1. Complete all grid boxes to form an overall clinical judgment of suicide risk.

2. Treat acute risk factors and mobilize protective factors.

EXAMPLES:

•   Depression

•   Anxiety

•   Insomnia

•   Therapeutic alliance

•   Child under age 18 at home

•   Spousal/family support

•   Suicide attempt(s)

•   Family history of suicide

•   Childhood abuse

•   Coping/survival skills

•   Moral/religious beliefs

•   Capacity for relationships

EXAMPLES:
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clinical competence for periodic chart review. Third, a “Suicide Risk
Assessment Guideline” (see Figure 12–2) can be included in the med-
ical chart. The guideline is not a suicide risk assessment instrument.
Instead, it encourages the clinician to perform a systematic suicide risk
assessment. Periodic chart review will determine if the suicide risk as-
sessment guideline is improving the clinician’s quality of assessment.
Figure 12–3 is a companion to the guideline describing the suicide risk
assessment process. Unless there is a continuing review and oversight
process for compliance with standard suicide risk assessment measures,
risk assessment of suicidal patients will likely continue to be sporadic, id-
iosyncratic, and inadequate.

Conclusion
Finally, there is no foolproof way of ensuring that competent suicide
risk assessments will be performed. The unfortunate reality is that
documented suicide risk assessments are rare, if in fact they are actu-
ally conducted or conducted competently. As with other measures of
physician quality performance, conducting competent suicide risk as-
sessments must be subject to continuing, consistent, monitoring.

FIGURE 12–2. Suicide risk assessment quality assurance review

Suicide risk assessment guideline

•Assessed suicide risk and protective factors*
•Documented suicide risk assessment
•Treated acute suicide risk factors
•Mobilized protective factors
•Implemented safety management interventions based on the patient’s 
   suicide risk assessment
•Documented decision-making rationale
•Assessed effectiveness of interventions

*Admission, discharge, and significant changes in the patient’s clinical status.



Quality Assurance Review of Suicide Risk Assessments 183

FIGURE 12–3. The suicide risk assessment process.

The suicide risk assessment process

A. Purpose: Identify treatable and modifiable suicide risk and protective 
    factors that guide the patient’s treatment and management.
B. Assessment: There is no standard suicide risk assessment methodology. 
    One way of conceptualizing assessment is to divide acute and chronic risk 
    factors into 5 categories: 1) individual, 2) clinical, 3) interpersonal, 
    4) situation, and 5) demographic. Another conceptual method is 
    demonstrated in Figure 12–1. Acute risk factors include the patient’s 
    symptoms and stressful circumstances that require immediate clinical 
    attention. Assess both suicide risk and protective factors. Suicide risk 
    assessment is a process of analysis and synthesis that requires identifying, 
    prioritizing, and integrating risk and protective factors into an overall 
    clinical judgment of suicide risk. It is a “here and now” assessment that 
    needs frequent updating.
C. Documentation: Record all suicide risk assessments. The standard of care 
    requires that clinicians document important assessments and interventions. 
    Documentation is essential to patient care. It supports good patient care 
    and explains clinical decision-making. Documentation is also good risk 
    management. Because of the importance of suicide risk assessment, it 
    should be so identified and recorded as a separate narrative paragraph in 
    the clinical evaluation or progress note.
D. Treatment: Identify and prioritize acute risk and protective factors for 
    aggressive treatment and safety management. Suicide risk assessments are 
    performed on admission, on discharge, and at significant changes in the 
    patient’s clinical status.
E. Safety management: Suicide risk assessment guides clinical judgment 
    regarding the patient’s safety requirements. Perform and document risk 
    assessments that support changes in the patient’s level of safety 
    management.
F. Decision-making rationale: Document a brief narrative summary describing 
    how the suicide risk assessment informed treatment and safety 
    management decisions. Avoid conclusory statements such as “low, 
    moderate, or high risk,” unless it is supported by the suicide risk assessment.
G. Effectiveness of interventions: Assess and document the patient’s response 
    to treatment and management of suicide risk and protective factors.
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KEY CLINICAL CONCEPTS

• Suicide risk assessment is a core competency that the psychiatrist
must possess.

• The singular importance of suicide risk assessments requires that
the assessment process be documented as a separate narrative
paragraph in the psychiatric evaluation or in the medical record.

• Regular chart review for ensuring documented, competent, sui-
cide risk assessments can be performed by quality assurance com-
mittees on inpatient services or similarly constituted committees
in outpatient settings.

• Documented suicide risk assessments are rare, if in fact they are
actually conducted or conducted competently.

• The suicide risk assessment quality assurance review and the con-
ceptual model for suicide risk assessment are clinical tools to assist
and improve the conduct of suicide risk assessments.
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C H A P T E R  1 3

Therapeutic Risk 
Management of the 

Patient at Risk 
for Suicide

Clinical-Legal Dilemmas

THE law has come to play a pervasive role in the practice of psychi-
atry (Simon 2009). The contours of the doctor-patient relationship are
no longer defined solely by the psychiatrist and the patient. Courts,
legislatures, and administrative agencies also shape the practice of psy-
chiatry. Knowledge of the legal regulation of psychiatry that informs

Adapted from Simon RI, Shuman DW: “Therapeutic Risk Management of
Clinical-Legal Dilemmas: Should It Be a Core Competency?” Journal of the
American Academy of Psychiatry and the Law 35:156–161, 2009. © American
Academy of Psychiatry and the Law. Reprinted with permission. 
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clinical practice is no longer optional for a psychiatrist. The require-
ments of the law must be integrated with best practices to achieve op-
timal therapeutic benefits. Effective management of the risks inherent
in the practice of psychiatry in addition to the risks that external reg-
ulation generates is a reality of psychiatric practice.

Short of not seeing patients, there is nothing a psychiatrist can do
that will reduce the risk of a lawsuit to zero. It is commonly under-
stood that the goal of risk management is to reduce the likelihood of a
successful malpractice suit or to maximize the success of a legal de-
fense, if suit is brought.

Psychiatrists are frequently sued for patient suicide attempts and
completions (see Figure 13–1). The treatment and management of sui-
cidal patients present clinical-legal dilemmas that, if not appropriately
managed, can harm the patient as well as expose the psychiatrist to mal-
practice liability.

Therapeutic risk management, a concept introduced here, assumes
there is an optimal therapeutic accord to be found in each case, which
demands a working knowledge of the law that regulates the practice
of psychiatry, in addition to clinical competence. Successful resolution
of clinical-legal dilemmas requires an understanding of the legal pro-
cess that helps clinicians to provide good patient care and avoid unnec-
essary and counterproductive defensive practices. Most clinicians are
not lawyers or forensic psychiatrists. But an understanding of how the
law and psychiatry interact in clinical situations that occur frequently
is essential. This is the essence of core competency. Good clinical prac-
tice and good laws are complementary (Wexler and Winick 1996).

Our Litigation Culture and 
Defensive Psychiatry
There are hundreds of medical malpractice suits pending in the United
States at any given time (Meyer et al. 2010). These claims have an im-
pact beyond the direct monetary costs (e.g., verdict or settlement, law-
yers’ fees, and lost income) and indirect costs (e.g., product or service
redesign) associated with litigation. Malpractice suits also have a pro-
found mental and emotional impact on physicians’ personal and pro-
fessional lives (Charles et al. 1985).
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In one study, researchers compared physicians who were sued with
physicians who were not sued. The physicians who were sued reported
that they were significantly more likely to stop seeing certain patients,
consider an early retirement, and discourage their children from enter-
ing a medical career. Patient suicides are among the most traumatic
events in a psychiatrist’s professional life (Gitlin 2006). Unfortunately,
the current litigation climate encourages defensive practices that may
neither protect the psychiatrist nor benefit the patient.

Defensive practices are intended to help the psychiatrist avoid a
successful malpractice suit or provide a legal defense if sued. Defensive
practices can be categorized as preemptive or avoidant and further sub-
classified as appropriate or inappropriate. Because a malpractice suit may
follow a suicide attempt or completed suicide, the psychiatrist may utilize
defensive practices that interfere with adequate treatment of patients
at risk for suicide. For example, hospitalizing a patient at moderate risk
for suicide is an inappropriate, preemptive defensive reaction when the
patient can be safely treated as an outpatient. In fact, many patients
assessed at moderate risk of suicide are treated as outpatients (Simon
2004).

Inappropriate, avoidant defensive practices cause the psychiatrist
to forgo necessary treatments or procedures. An example is the psy-
chiatrist who fails to treat a compliant suicidal schizophrenic patient
with clozapine, a drug shown to reduce suicide attempts in schizo-
phrenic patients, for fear of a lawsuit, if agranulocytosis develops. It is
a potentially lethal side effect that occurs in less than 1% of patients
(Alvir et al. 1993; Meltzer et al. 2003). Instead of avoidant defensive
practices, good clinical care is the best risk management. Good clinical
care requires the clinician to obtain the patient’s or substitute decision-
maker’s informed consent for the drug and to carefully monitor the
patient.

An example of an appropriate defensive measure that benefits both
the psychiatrist and the patient is careful documentation of suicide risk
assessments. In the event of a claim, it is also an important risk man-
agement tool demonstrating that suicide risk assessments were compe-
tently performed. Most appropriate avoidance risk management practices
are inseparable from good clinical care.

When defensive practices direct rather than support clinical decision
making, the outcome can be harmful to patient care, to the doctor-
patient relationship, and to the professional integrity of the practitioner.
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For example, psychiatry residents often have a fearful reaction to law-
yers and lawsuits that can impair their clinical decision making. Para-
doxically, inappropriate defensive practices, often the result of clinical-
legal misunderstandings gone awry, can invite a lawsuit. The goal of
therapeutic risk management is to effectively address clinical-legal di-
lemmas, while maintaining the integrity of the patient’s treatment. The
royal road to therapeutic risk management passes through good patient
care. It does not veer off into a detour of self-defensive practices.

The Suicidal Patient: A Paradigm 
for Therapeutic Risk Management
It is a clinical axiom that there are two kinds of psychiatrists—those who
have had patients complete suicide and those who will. Most psychia-
trists in clinical practice currently treat one or more patients at risk for
suicide. Patient suicides are an unavoidable occupational hazard of psy-
chiatric practice. Completed suicide and suicide attempts are the most
frequent claims of loss in psychiatric malpractice cases. Suicidal patients
frequently challenge the clinician with thorny clinical-legal dilemmas.

Suicide risk assessment is a core competency that psychiatrists
must possess, informing the treatment and management of all patients
(Scheiber et al. 2003). A core competency is defined as “[t]hose skills and
abilities that are central to, or ‘at the core’ of a given field” (Scheiber et
al. 2003, p. 65). In patients at suicide risk, the standard of care requires
that the psychiatrist perform reasonable suicide risk assessments (Simon
2003; Simon and Shuman 2006). Yet review of hospital and outpatient
psychiatric records rarely reveals adequate documentation of suicide
risk assessments, raising questions about whether such assessments were
actually performed (Simon 2004).

Therapeutic risk management affirms the clinician’s role in the treat-
ment of the suicidal patient. It requires a working knowledge of the le-
gal regulation of psychiatry that informs appropriate clinical manage-
ment of legal issues frequently arising with high-risk suicidal patients.
For example, clinical-legal issues often involve confidentiality; compe-
tency/incompetency; the right to treatment; informed consent; free-
dom of movement (least restrictive alternative); seclusion and restraint;
involuntary treatment (medication, hospitalization); and electroconvul-
sive therapy (ECT).
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Therapeutic risk management is inherently good clinical care. It
supports the patient’s treatment and the therapeutic alliance. The per-
vasive ethic is beneficence and, “First do no harm.” Therapeutic risk
management avoids defensive practices of dubious benefit that, para-
doxically, can invite a malpractice suit. Moreover, an unduly defensive
mindset can distract the clinician from providing good patient care
(Simon 1985).

Case Example1

A 37-year-old accountant with severe depression, persistent suicidal
ideation, and a plan to jump from a nearby bridge is admitted to a psy-
chiatric unit. The patient’s depression is resistant to medications. A
psychiatric consultation is obtained in which the consultant recom-
mends ECT. The patient possesses the mental capacity to consent to
ECT. The psychiatrist, however, is concerned about being sued, espe-
cially if memory impairment occurs. The psychiatrist decides to ob-
tain permission for ECT from the family. The patient pleads for ECT,
“I can’t stand the pain much longer.” The ECT is delayed because of
the family’s ambivalence about the treatment. The patient attempts
suicide by hanging. He is rescued by the inpatient staff and survives,
but with resulting severe brain damage. On behalf of the patient, the
patient’s family files a lawsuit against the psychiatrist and the hospital
for “negligent treatment.”

Case Commentary

The case above demonstrates how deviant defensive practices can in-
terfere with the treatment of a patient at very high risk for suicide, re-
sulting in a suicide attempt. There is no authority that equates severe
depression with incompetence in all cases or prohibits a patient with
severe depression from consenting to the administration of ECT. Con-
sent of family members of a competent patient was not required for
ECT. Lawsuits involving ECT are relatively rare (Simon 2004). No in-
crease in malpractice insurance premium is attached to performing
ECT. A psychiatrist is more likely to be sued for failing to provide timely

1The case examples in this chapter are an amalgam of disguised, litigated,
and clinical cases.
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ECT for a severely depressed patient who is at acute, high risk for sui-
cide, for whom mainstay treatments have failed (Gitlin 2006).

Therapeutic Risk Management: 
Maintaining the Locus of 
Attention on Patient Care
Negligence is a system for imposing liability based on an assessment
of the reasonableness of a person’s actions judged prospectively. Jus-
tice Benjamin Cardozo, the author of Palsgraf v. Long Island R.R.
(1928), a seminal decision in the law of torts, articulated the relation-
ship ascribed between risk and duties we owe to others: “The risk rea-
sonably to be perceived defines the duty to be obeyed, and risk
imports relation; it is risk to another or to others within the range of
apprehension. The range of reasonable apprehension is at times a
question for the court, and at times, if varying inferences are possible,
a question for the jury.” Risk management attempts to provide that guid-
ance through measures to diminish loss. Risk management for the sui-
cidal patient addresses the potential harms arising from his or her mental
disorder as well as from treatment interventions or omissions.

In therapeutic risk management, the locus of attention is on the sui-
cidal patient. It is a part of the clinical process that supports good patient
care. In malpractice risk management, the locus of attention is primarily
on the psychiatrist, though it is not intended to harm the patient. For
example, liability-based risk management principles, derived from les-
sons learned in studying malpractice claims and litigation, provide im-
portant practical pointers, often best practices, for managing liability risk
in the treatment of suicidal patients. The following are examples of the
bases for claims in the context of suicide attempts or completed sui-
cides (Psychiatrists’ Purchasing Group 2002):

• Failure to provide proper assessment and management in high-
volume patient settings

• Failure to construct a comprehensive treatment plan
• Failure to perform comprehensive suicide risk assessments
• Failure to document suicide risk assessments
• Failure to obtain past treatment records
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• Failure to hospitalize
• Failure to make a rational diagnosis on the basis of the history and

evaluation

There is a case-specific, dynamic tension between a psychiatrist’s
therapeutic and malpractice locus of attention, as illustrated in all the
case examples. Clinical-legal dilemmas, unless properly managed, can
shift the locus of attention toward liability risk management. The cli-
nician must determine where the appropriate locus of attention should
be at any given time and in any clinical circumstance. Both foci are nec-
essary in informing risk management. When a clinical-legal dilemma
shifts the clinician’s locus of attention away from patient care to malprac-
tice risk management, the potential for inappropriate defensive practice
increases.

In clinical practice, situations arise in which the psychiatrist’s locus
of attention must necessarily be on malpractice prevention, though not
to the detriment of patient care. The clinician’s locus of attention on mal-
practice risk management is appropriate, for example, when a depressed
suicidal patient who does not meet the criteria for involuntary hospital-
ization, leaves the hospital against medical advice (AMA). Careful doc-
umentation of discussions that take place with the patient regarding the
risks of premature discharge and the need for continued treatment is
necessary. Merely having the patient sign an AMA form is insufficient
(Gerbasi and Simon 2003). This procedure is necessary for the sole pro-
tection of the psychiatrist and the hospital against a malpractice suit,
even though a therapeutic outcome may still be possible.

Case Example

A psychiatrist is conducting medication management of a patient as-
sessed at chronic, high risk for suicide. He learns from the psycho-
therapist that their patient has recently purchased a handgun. The
patient’s risk has changed from chronic to acute, high risk because of
the gun purchase. Fearing a malpractice suit, the psychiatrist considers
calling the police or notifying the patient’s father without the patient’s
permission or certifying the patient for involuntary hospitalization.

The psychiatrist, who is losing sleep worrying about the patient,
obtains a psychiatric consultation. The consultant recommends that the
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patient’s purchase of a handgun be addressed immediately as a treatment
issue. Psychiatric hospitalization still remains an option. The consult-
ant believes that asking the patient to relinquish the handgun to a re-
sponsible third party will be a test of the therapeutic alliance. The
psychiatrist and the psychotherapist affirm their commitment to the
patient’s treatment but inform the patient that treatment cannot continue
if the patient keeps the gun. The patient acquiesces, turning the handgun
over to her father. Thus, stringent measures such as involuntary hos-
pitalization are temporarily avoided, but would have been necessary
if the treatment approach failed.

The psychiatrist carefully documents the decision-making pro-
cess, a good clinical practice and sound malpractice risk management.
The psychiatrist requests a written report from the consultant. Ther-
apeutic risk management maintains the locus of attention on patient
care, thus avoiding disruption of the patient’s treatment. The thera-
peutic alliance with the patient is strengthened, thus decreasing the
suicide risk.

Case Commentary

The case example above illustrates how therapeutic risk management
can shift the locus of attention back to the patient and away from un-
necessary defensive actions (e.g., calling the police or breaching confi-
dentiality) that could disrupt the patient’s treatment and increase
suicide risk. When clinical-legal dilemmas arise in split-treatment ar-
rangements, the clinician’s therapeutic risk management locus may be
difficult to maintain because of limitations on time and frequency of vis-
its. Inappropriate defensive practices can become “stealth” suicide risk
factors.

A clinician’s negative reaction to patients at risk for suicide may in-
clude anger, hate, despair, frustration, and hopelessness (Maltsberger
and Buie 1974). The clinician may use defensive reaction formation to
deny hostile feelings toward the suicidal patient who threatens the cli-
nician’s competence and raises the fear of a lawsuit (Gabbard 1995).
Destructive defensive measures such as premature discharge abandon
the patient and increase suicide risk. Consultation can restore the cli-
nician’s equanimity, thus avoiding potential countertherapeutic defen-
sive reactions. The clinician should “never worry alone” (T.G. Gutheil,
personal communication, June 2008).
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Good Clinical Care: 
Is It Good Enough?
Good clinical care, in most instances, provides solid risk management,
although risk management is not usually the primary concern. For ex-
ample, when possible, speaking with family members about a suicidal
patient is both good clinical care and good risk management. Patients
at high risk for suicide often inform a family member about suicide
ideation, intent, or plan, but do not tell the clinician (Simon 2006).

Good clinical care, however, is not synonymous with therapeutic
risk management. Although good clinical care is necessary, it may not
be sufficient in reducing malpractice risk. Good clinical care can dete-
riorate into inappropriate defensive practices when clinicians are con-
fronted by complex clinical-legal issues. As noted earlier, therapeutic
risk management additionally applies an understanding of the legal
regulation of psychiatry to clinical-legal issues that arise in the patient’s
treatment. For example, good clinical care respects the suicidal pa-
tient’s right to refuse necessary treatment. Employing best practice, the
clinician attempts to build a therapeutic alliance with the patient, which is
made a more difficult task in the era of brief psychiatric hospitalization
of serious ill patients. An exception, however, allows the psychiatrist
to treat the high-risk suicidal patient in an emergency. The emergency
exception is embodied in case law in some states and in statutory law
in others, with a definition of what constitutes an emergency that var-
ies from state to state (Simon and Shuman 2009). Under the common
law, as well as statutory codifications, informed consent has not been
required when an “emergency of such gravity and urgency exists that
it is impractical to obtain the patient’s consent” (Wright v. Johns Hopkins
Health Systems Corp. 1999).

The legal standard of care does not require the psychiatrist to ad-
here to best practices, or even to provide good clinical care to the pa-
tient. The law articulating the standard of care, both in the legislative
and judicial voices, varies among the states from customary practice
to the practice of the reasonable, prudent practitioner (Simon and Shu-
man 2007). Although the provision of good clinical care and a working
understanding of clinical-legal management cannot construct an im-
penetrable barrier against a malpractice suit, it provides an important
strategic option.
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Case Example

A 63-year-old retired attorney is admitted to a psychiatric inpatient
unit with a diagnosis of major depression, single-episode, severe, with
psychotic features. Prominent symptoms include intense suicidal ide-
ation, ideas of reference, and insomnia and anxiety. Mild cognitive im-
pairment is also noted. Because the patient is an attorney, the unit staff
requests that the patient sign and honor a suicide prevention contract.
The patient, however, refuses to sign. Dr. Wright does not rely on “no
harm” contracts. The psychiatrist practices therapeutic risk manage-
ment. She maintains the locus of attention on the patient, performing
systematic suicide assessments that inform continuing treatment and
safety management. Dr. Wright does not use suicide risk assessment
forms, but instead employs a risk assessment approach based on her
education, training, clinical experience, and a familiarity with the cur-
rent professional literature. Her understanding of the standard of care
for suicide risk assessment is that it encompasses a range of reasonable
assessment methods (Simon and Shuman 2006).

Dr. Wright’s initial suicide risk assessment determines that the pa-
tient is at acute, high risk for suicide. The patient is placed on one-to-
one visual observation. He threatens to sue the staff for “spying” and
restricting his freedom. Dr. Wright manages the threat of litigation as
a treatment-related issue to be discussed with the patient, instead of
reacting defensively. Clinical decision-making rationale is docu-
mented. Although everything of significance cannot be documented,
Dr. Wright follows standard practice in documenting important clini-
cal assessments and interventions. The record becomes an active clin-
ical tool that facilitates continuity of the patient’s care, not just an inert
document aimed at lowering liability risk. She treats the patient, not
the chart. Dr. Wright expects that in a lawsuit, plaintiff’s counsel will
make the argument in court that what was not documented was not
done.

The psychiatrist tries to build a therapeutic alliance with the pa-
tient. The patient, who has a daughter similar in age to the psychia-
trist, responds positively, but continues to complain bitterly about the
staff. The patient withholds permission for the psychiatrist or staff to
call his wife or daughter. However, Dr. Wright tells the patient that she
would like to listen to family members who call but would do so with-
out having to disclose confidences. He consents. The patient refuses
to take medications and wants to leave the hospital against medical
advice. Because he was admitted as a conditional voluntary admis-
sion, he can be held for 72 hours, if he is deemed a danger to himself
or others.

The patient calls his attorney, demanding a habeas corpus hearing.
He again threatens Dr. Wright with a lawsuit. She consults the in-hos-
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pital counsel to minimize its potential interference with the patient’s treat-
ment. The hospital attorney explains the legal issues relating to
habeas corpus and opines that it is unlikely a judge would order the
release of the patient. A psychiatric consultation is also obtained. The
psychiatric consultant supports Dr. Wright’s current treatment plan.

Dr. Wright informs the patient that he is seriously ill and in critical
need of treatment. If necessary, she will certify the patient for involun-
tary hospitalization to ensure that he receives urgent treatment and
remains safe. She continues the process of documenting her decision-
making rationale. Dr. Wright understands the importance of document-
ing “why,” not just “what.” She decides to treat the patient only with
his consent, although an emergency exception to consent could be jus-
tified. Dr. Wright works at developing a therapeutic alliance. The pa-
tient has cognitive deficits, but he still has the mental capacity to give
consent. Dr. Wright calls the patient’s wife for more information, after
the patient provides a written authorization for release of information.
The patient settles down and agrees to stay. He accepts treatment and
improves.

Case Commentary
In the case example above, therapeutic risk management supports the
treatment provided the patient. Dr. Wright keeps her locus of attention
on patient care. She is neither intimidated in treating a potentially litigious
patient nor drawn into self-defeating defensive actions. Documented sys-
tematic suicide risk assessments are performed that direct treatment
(Simon 2003). The record does not contain the all too familiar “No SI,
HI, CFS” (no suicidal ideation, homicidal ideation, contracts for safety).
Dr. Wright knows that documentation of substandard risk assessments
is worse than no documentation. No reliance is placed on safety contracts.
She knows that no scientific evidence exists to prove that safety contracts
diminish or eliminate suicide risk (Garvey et al. 2009; Stanford et al.
1994).

Dr. Wright does not rely on risk assessment forms, especially check-
lists, in conducting suicide risk assessment. She knows that checklists and
other suicide risk forms cannot encompass all the unique, individual, sui-
cide risk factors presented by the patient (Simon 2009). Moreover “risk
factors” are often included in checklists for which no evidence-based
studies exist. No checklist can be complete. In suicide cases in litigation,
a plaintiff’s attorney will seize on an invariable omission of relevant risk
factors from the stock checklist used to assess the patient.
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Dr. Wright consults with the hospital attorney to clarify the habeas
corpus issue in order to minimize its potential interference with the pa-
tient’s treatment. A psychiatric consultation supports her clinical man-
agement of the patient, providing a “biopsy” of the standard of care.
She does not “worry alone.” Dr. Wright’s reasons for obtaining psychi-
atric and legal consultations are twofold: to assure good clinical care and,
secondarily, to confirm that the patient’s treatment and management meet
the standard of care.

Dr. Wright confronts the patient with involuntary hospitalization in
a clinically supportive manner, but nonetheless is decisive and firm. She
possesses a clinically liberating knowledge of the legal regulation of
psychiatry. For example, Dr. Wright understands that an emergency
exception to voluntary consent to treatment is available, but decides
not to invoke it. Instead, consent to treatment is initially managed as a
treatment issue. She knows that the determination of mental capacity
is a reasoned clinical judgment. Dr. Wright concludes that her patient
can provide competent consent to treatment, despite mild cognitive im-
pairment. She distinguishes between mental capacity and competency,
the latter being a judicial determination.

Dr. Wright understands the substantive and procedural criteria for
involuntary hospitalization in her state and the emergency exceptions
to maintaining confidentiality. She keeps a copy of the commitment stat-
ute readily available and is comfortable handling clinical-legal situa-
tions. She is not dislodged from her clinical role with the patient, despite
his threat of a lawsuit. Dr. Wright also carries good professional liabil-
ity insurance.

Conclusion
A tension can arise between what the law demands and what good
clinical care requires. Accepting that tension as a limitation on clinical
practice is a self-fulfilling prophecy that ill serves psychiatrists and
their patients. What the law requires is often the subject of misinfor-
mation and confusion. An often unintended consequence is inappro-
priate defensive practices.

It is a reality that law plays a pervasive role in psychiatric practice.
A working knowledge of how the law and psychiatry interact in clini-
cal-legal situations that occur frequently is essential. Therapeutic risk
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management should be a core competency in psychiatry that demands
an awareness of that dynamic tension between psychiatry and the law
and an acceptance of the responsibility to find an optimal balance in
the care of the patient.

KEY CLINICAL CONCEPTS

• The royal road to therapeutic risk management passes through
good patient care, not veering off into a detour of self-defeating
defensive practices.

• Therapeutic risk management of clinical-legal dilemmas achieves
an optimal alignment between clinical competence and an under-
standing of legal issues applicable to psychiatric practice.

• Understanding how psychiatry and law interact in clinical situa-
tions that occur frequently is essential to effective care of the sui-
cidal patient.

• Successful management of clinical-legal dilemmas avoids unnec-
essary, counterproductive defensive practices.

• Defensive practices can be categorized as preemptive or avoidant,
and further subclassified as appropriate or inappropriate.
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APPENDIX

Suicide Risk 
Assessment Self-Test

The 50-item true-false self-test is a teaching instrument designed to en-
hance clinician suicide risk assessment. Scoring is by and for the test-
taker. The questions are selected from material in this book and from
referenced sources.

Questions

1. The purpose of suicide risk assessment is to inform patient treat-
ment and management, not the prediction of suicide.

❒ True
❒ False

2. Eating disorders have the highest standard mortality ratio
(SMR)1 for suicide.

❒ True
❒ False

1SMR is a measure of the relative risk of suicide for a particular psychiatric
disorder compared with the expected rate in the general population.
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3. Of the three personality disorder clusters, Cluster C is most fre-
quently associated with suicide.

❒ True
❒ False

4. The numbers of comorbid disorders, not the types of disorders,
significantly increase suicide risk.

❒ True
❒ False

5. Most evidence-based suicide risk and protective factors are de-
rived from community-based psychological autopsy studies.

❒ True
❒ False

6. The increased risk of a firearm suicide occurs within 1 week after
purchase of a handgun.

❒ True
❒ False

7. Documented, competent suicide risk assessments are a rarity.

❒ True
❒ False

8. There are a number of acceptable methods for conducting sui-
cide risk assessments.

❒ True
❒ False

9. Suicide prevention contracts are important in the management of
the patient with borderline disorder at risk for suicide.

❒ True
❒ False

10. Studies have shown that religious affiliation is a protective factor
against suicide.

❒ True
❒ False
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11. The legal standard of care requires that suicide risk assessments
be reasonable.

❒ True
❒ False

12. Lithium and clozapine, respectively, reduce suicide attempts in
patients with bipolar disorder and schizophrenia.

❒ True
❒ False

13. A high educational level is a protective factor against suicide.

❒ True
❒ False

14. The standard mortality ratio (SMR) is elevated for all psychiatric
disorders, including mental retardation.

❒ True
❒ False

15. Approximately 25% of suicidal patients do not admit to suicidal
ideation but do tell their families.

❒ True
❒ False

16. Among individuals attempting suicide, 90% of unplanned and
60% of planned suicide attempts occur within 1 year of suicide
ideation onset.

❒ True
❒ False

17. Living with a child under age 18 years is a protective factor
against suicide.

❒ True
❒ False

18. Short-term suicide risk factors are useful in assessing the likeli-
hood of a suicide attempt within 24–48 hours.

❒ True
❒ False
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19. The risk of suicide is highest during the first year following a sui-
cide attempt.

❒ True
❒ False

20. Among patients who have made a suicide attempt, 30% eventu-
ally complete suicide.

❒ True
❒ False

21. Prior suicide attempts and hopelessness are powerful clinical
“predictors” of completed suicide.

❒ True
❒ False

22. In adolescents, there is little evidence that “contagion effects” can
lead to suicidal behaviors following personal contact with a sui-
cide.

❒ True
❒ False

23. In the Copenhagen Adoption Study, biological relatives of adop-
tees who completed suicide did not have an increase in suicide as
compared with biological relatives of matched adoptees who did
not complete suicide.

❒ True
❒ False

24. Melancholic depression is associated with increased suicide risk
as compared with depression without melancholic features.

❒ True
❒ False

25. Patients with psychotic disorders are not at increased risk of sui-
cide compared with nonpsychotic patients.

❒ True
❒ False



Suicide Risk Assessment Self-Test 207

26. Evidence-based suicide risk factors are derived from systematic
reviews as well as cohort and case-control studies.

❒ True
❒ False

27. Violent threats or behaviors toward others are suicide risk fac-
tors.

❒ True
❒ False

28. The preferred study designs for determining suicide risk are co-
hort and case-control studies.

❒ True
❒ False

29. Following inpatient discharge, the risk of suicide is highest dur-
ing the first week.

❒ True
❒ False

30. The absolute risk of suicide in patients with bipolar disorder is
193 per 100,000. This means that 99,807 patients with bipolar
disorder will not commit suicide.

❒ True
❒ False

31. No suicide risk assessment method has been tested for reliability
and validity.

❒ True
❒ False

32. General suicide risk factors as compared with individual risk fac-
tors are derived from community-based psychological autopsies
in addition to cohort and case-control studies.

❒ True
❒ False
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33. Individual suicide risk factors tend to be idiosyncratic and not es-
sential to suicide risk assessment.

❒ True
❒ False

34. Suicidal patients often display recurrent prodromal suicide risk
factors before attempting or completing suicide.

❒ True
❒ False

35. The severity of mental illness can nullify protective factors
against suicide attempts.

❒ True
❒ False

36. Patients with personality disorders are not at increased risk of
suicide, unless comorbid with an Axis I psychiatric disorder.

❒ True
❒ False

37. Admission to a psychiatric inpatient unit or hospital is not, by it-
self, a significant suicide risk factor.

❒ True
❒ False

38. A single suicide risk factor does not have sufficient statistical
power on which to base an assessment.

❒ True
❒ False

39. Patients who attempt or complete suicide are more impulsive
than the general population.

❒ True
❒ False
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40. No method of suicide risk assessment can identify who will com-
mit suicide (sensitivity) and who will not (specificity).

❒ True
❒ False

41. The standard of care requires that assessment forms or checklists
accompany suicide risk assessments.

❒ True
❒ False

42. The therapeutic alliance cannot be considered a protective factor,
because it varies from patient to patient or unpredictably with in-
dividual patients. 

❒ True
❒ False

43. When lethal means to complete suicide are less available, rates of
suicide by lethal methods decline.

❒ True
❒ False

44. Before discharging an inpatient at low to moderate risk for sui-
cide who has guns at home, the standard of care requires that the
clinician receive a callback from a designated third-party, con-
firming that the guns have been removed and secured according
to a prearranged plan.

❒ True
❒ False

45. Sudden improvement in a high-risk suicidal patient requires an
immediate increase in observational level.

❒ True
❒ False
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46. Observational data (behavioral suicide risk factors) can assist in
the early identification of the guarded suicidal patient.

❒ True
❒ False

47. Statutory commitment laws require the clinician to involuntarily
hospitalize the acute, high-risk suicidal patient.

❒ True
❒ False

48. Actuarial analysis of suicide risk identifies specific, treatable risk
and modifiable protective factors.

❒ True
❒ False

49. Suicide risk increases with the total number of risk factors, pro-
viding a quasi-quantitative dimension to suicide risk assessment.

❒ True
❒ False

50. A frequent flaw of suicide risk assessment forms is the omission
of protective factors.

❒ True
❒ False

Answers
1. True

2. True

3. False: correct answer is—Cluster B

4. True

5. False: correct answer is—also cohort and case-control studies

6. True
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7. True

8. True

9. False: correct answer is—no evidence that suicide prevention con-
tracts prevent suicide

10. True

11. True

12. True

13. False: correct answer is—no evidence to support statement

14. False: correct answer is—no elevated suicide risk in mental retar-
dation

15. True

16. True

17. True

18. False: correct answer is—no evidence-based, short-term suicide
risk factors

19. True

20. False: correct answer is—10%–15%

21. True

22. False: correct answer is—“contagion effects” increase suicide risk
in adolescents

23. False: correct answer is—sixfold increase in suicide in biological
relatives of adoptee studies 

24. True

25. False: correct answer is—suicide risk in psychiatric patient is two
times greater

26. True

27. True

28. True

29. True
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30. True

31. True

32. True

33. False: correct answer is—individual suicide risk factors are essen-
tial and must be assessed.

34. True

35. True

36. False: correct answer is—personality disorders, without comor-
bidity, place patients at increased risk of suicide

37. False: correct answer is—a high risk factor

38. True

39. True

40. True

41. False: correct answer is—no such requirement exists

42. False: correct answer is—though variable, the therapeutic alliance
is a key protective factor

43. True

44. True

45. False: correct answer is—obtain corroborative evidence of im-
provement (e.g., from family, staff, observed behaviors)

46. True

47. False: correct answer is—involuntary hospitalization is a clinical
decision; commitment laws are only permissive

48. False: correct answer is—only clinical assessment identifies spe-
cific risk and protective factors

49. True

50. True
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Sources
Practice guideline for the assessment and treatment of patients with suicidal

behaviors. Am J Psychiatry 160 (11 suppl):1–60, 2003
Simon RI: Assessing and Managing Suicide Risk: Guidelines for Clinically

Based Risk Management. Washington, DC, American Psychiatric Pub-
lishing, 2004

Simon RI, Hales RE (eds): The American Psychiatric Publishing Textbook
of Suicide Assessment and Management. Washington, DC, American
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