SUICIDE

Introduction

· Conservative estimates indicate that attempted suicide is eight times more frequent than successful suicide.

· Those who attempt suicide and succeed differ demographically from those who make unsuccessful attempts. 

· Successful suicide is about four times more common in men than in women and increases with advancing age.

· Suicide is also more common in persons who are not married and in those who are isolated, uprooted, or lonely. 

· Protestants are more likely to commit suicide than Catholics or Jews, and foreign-born immigrants are at greater risk

· Guns are the most commonly used means of successful suicide (50% of men and 25% of women), and men are more likely than women to commit suicide by violent means.

· Unsuccessful suicide attempts are four times more common in women than in men. 

· They are most common in the 20 to 24 year age group. 

· Unsuccessful attempts commonly involve nonviolent means, such as cutting, poisoning, or carbon monoxide

· Indications for impending suicide or increased risk of suicide among patients include the following: panic disorder and/or agoraphobia; increasing hostility; financial worries (real or imagined) with ideas of impending poverty; painful illnesses, particularly if associated with prolonged sleep disturbance; and a recent history of alcoholism, current intoxication on alcohol, or drug abuse-particularly recent use of cocaine.
Epidemiology

· In the USA, about 75 persons commit suicide every day. 

· Suicide accounts for 10% of deaths among those aged 25 to 34 yr and for 30% of deaths among university students. 
· Among the young (those 15 to 24 years old), suicide is the third-leading cause of death.

· It is the second leading cause of death among adolescents

· More than 70% of persons who complete suicide are  40 yr old, and the incidence rises sharply among those  60 yr old, particularly men. 

· About 65% of those who attempt suicide are  40 yr old.

· Women attempt suicide four times more often than men, but men are generally more apt to die in their attempts. 

· Several studies have found a higher incidence of suicide among family members of patients who have attempted suicide.

· Married persons of either sex, particularly in a secure relationship, have a significantly lower suicide rate than single persons. 

· Attempted and completed suicide rates are higher among those who live alone because of separation, divorce, or spouse's death. 

· The incidence of attempted suicide is disproportionately high among single adolescent girls and is also high among single men in their 30s

· Professional persons, including lawyers, dentists, military personnel, and physicians, seem to have higher-than-average suicide rates. 
· The rate among physicians is high largely because of women physicians, whose annual rate of suicide is 4 times that of a matched general population. 
· For physicians  40 yr old, suicide is the leading cause of death. 
· Overdosage with drugs is a more common method among men and women physicians than among the general population, possibly because physicians have easy access to drugs and know what constitutes a fatal dose. 
· By medical specialty, the rate is highest among psychiatrists

· Suicide is less common among practicing members of most religious groups (particularly Roman Catholics), who are generally supported by their beliefs and are provided with close social bonds protecting against acts of self-destruction.
· Suicide notes are left by about one in six persons who complete suicide. 
· The notes often refer to personal relationships and events that will follow the person's death.
Risk factors:
1. Psychiatric disorders 
· Mood disorders (major depression, bipolar), 
· Schizophrenia 

· Alcohol and substance abuse
2. Personality and psychological factors 

· Previous suicide attempt 
· Antisocial personality traits/disorder 
· Borderline personality traits/disorder 
· Impulsivity 
· Anger/aggression 
· Hopelessness 
· Worthlessness/humiliation 
· Guilt/need for punishment 
· Rigidity
3. Demographic, environmental, and social factors 

· Male > female ~ 4:1 
· Age - adolescent and geriatric population (males peaking at 75 years, females peaking at 55 years)

· Whites > Blacks ~ 1.5:1.0 
· Native Americans 
· Mainstream > ethnic/minority groups 
· Protestants > Catholics, Jews 
· Immigrants 
· Inmates 
· Single > married 
· Medical diagnosis of terminal illness (cancer, AIDS), chronic intractable pain, chronic and disabling illness (renal dialysis patient) 
· Divorce/separation/death of spouse 
· Loss of other important relationship 
· Unemployment 
· Recent personal or media exposure to suicide
· Important dates (holidays, birthdays, anniversaries, etc.)

4. Family history and genetic factors 

· Previous suicide of an immediate family member 
· Family history of psychiatric and psychological problems
5. Biochemical factors 

· Low cerebrospinal fluid levels of the serotonin metabolite 5-HIAA

Etiology
· Suicidal acts usually result from multiple and complex motivations. 

· The principal causative factors include mental disorders (primarily depression), social factors (disappointment and loss), personality abnormalities (impulsivity and aggression), and physical disorders

· Depression is involved in over half of all attempted suicides.

· Alcohol predisposes to suicidal acts by intensifying a depressive mood swing and by reducing self-control. 

· About 30% of persons who attempt suicide have consumed alcohol before the attempt, and about half of them were intoxicated at the time.

· Some patients with schizophrenia commit suicide. 

· In chronic schizophrenia, suicide may result from the episodes of depression to which these patients are prone. 

· The suicide method is usually bizarre and often violent. 

· Attempted suicide is uncommon, although it may be the first gross sign of psychiatric disturbance, occurring early in schizophrenia, possibly when the patient becomes aware of the disorganization of his thought and volitional processes.

· Persons with personality disorders are prone to attempted suicide--especially emotionally immature persons who have a borderline or an antisocial personality disorder, tolerate frustration poorly, and react to stress impetuously with violence and aggression. 

· Some have a history of excessive alcohol consumption, drug abuse, or criminal behavior.

· Aggression toward others is often evident in suicidal behavior--particularly in homicide followed by suicide and in the high incidence of suicide among prisoners serving terms for violent crimes.

· When the distressing impact is considered, suicide appears to be directed at other, significant persons.

· Organic brain disease--as in delirium (e.g. due to drugs, infection, or heart failure) or dementia may be accompanied by emotional lability. 

· Serious violent acts of self-injury may occur during a deep but transient depressive mood swing.

· Patients with epilepsy, especially temporal lobe epilepsy, frequently have brief but profound episodes of depression. 

· Having drugs prescribed for their condition puts them at a greater-than-normal risk of suicidal behavior.

Evaluation
· Questions that help assess suicidal ideation include the following:

1. Do you want to die? Have you thought about dying? Have you considered hurting yourself?

2. Do you have a plan for hurting or killing yourself? Do you have the means to carry out this plan? If not, how would you obtain the means?

3. Have you taken any medications, alcohol, or drugs today? Have you had problems with alcohol or drugs in the past? Have other people thought so?

4. Have you ever tried to hurt or kill yourself before?

5. Has anyone in your family or any of your friends ever taken their life?

6. Have you lost interest in life? What problems in your life would be solved by killing yourself? Do you feel hopeless about your life? Do you feel hopeless about these problems ever being solved?

7. Have you begun to give away your belongings? Have you made plans for your loved ones?

8. What would happen if you successfully killed yourself? Would anything happen to you after you died? Who would be upset and who would be relieved if you killed yourself?

· Once a patient is evaluated to be seriously considering suicide, an assessment of the acuity of the situation is necessary to determine appropriate treatment.
· One validated tool to assess acuity is the SAD PERSONS scale based on the number of major risk factors a patient possesses. 
· The acronym refers:
1. s = sex (male)
2. a = age (<19 or >45)
3. d = depression (diagnosis of)
4. p = previous attempt (s)

5. e = ethanol or other substance abuse

6. r = rational thinking loss/impaired (psychosis, delusions, hallucinations)
7. s = social support loss/lacking
8. o = organized plan

9. n = no significant other (single, separated, divorced, widowed)
10. s = sickness (physical illness)
· One point is scored for each factor present. 

· A score of 7 to 10 suggests hospitalization is warranted, and a score of 4 to 6 suggests outpatient treatment is an appropriate clinical action.
· If five risk factors present, consider very high suicidal risk

· Another means to assess acuity-and begin treatment-is a "no-harm contract."
· This contract asks patients to contact their physician if they have a desire to harm or kill themselves and addresses several issues: 
· How will they contact their physician? 
· Will they agree to speak with another physician or call a suicide hotline if their physician is unavailable? 
· Will they agree to come, or have someone bring them, to the emergency room? 
· Often patients' response to the no-harm contract can help their physician assess the seriousness of their suicidal ideation and help determine if it is safe for them to leave the office.
Management
· Initial management plans must reduce the immediate precipitating causes of a patient's suicidal ideation and involve the patient's family and close friends to create a context for change. 

· Physicians should address the following issues:

a. What problems led the patient to feel that suicide was an acceptable alternative? What circumstances seem hopeless? 

b. What are the barriers and risks to other ways of handling the problems? 

c. Will the patient accept the possibility that professional treatment can help overcome these barriers and risks and lead ways to handle the problems? 

d. Who will be involved in the treatment (family? counselors?), and what will be their roles? 

e. What will be the ground rules (e.g., regarding "no shows," arriving late for appointments) for participation in the treatment? 

f. What concurrent medical care (e.g., substance abuse treatment) might be necessary? 

g. What medications, if any, will be used and how will their use be monitored?

· The goal of treatment is to introduce new problem-solving patterns and help patients implement them in their own lives and interpersonal relationships. 
· Deciding whether patients can be treated safely at home or need hospitalization depends principally on whether their family friends can provide a 24-hour "suicide watch" in place of a professional nursing "sitter." 

· If patients are permitted to return home, they and their physician must mutually develop a specific plan for follow-up and treatment. 

· Obvious means of harming oneself (e.g., firearms, ropes, drugs and alcohol, certain medications) must be removed from the home, and patients must agree to return to the office the next day. 

· Telephone contact is not adequate follow-up for suicidal patients. 

· Overall case management, possibly including home visits by a nurse or case worker, should also be arranged. 

· If social support is unavailable, if patients refuse to involve others, or if outpatient management is assessed to be too patients must be hospitalized. 

· Patients who do not consent voluntarily must be involuntarily committed. 

· Patients, families, and physicians alike must remain alert about a return of suicidal ideation during treatment.

