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Course Proposal

Course Title: Suicide prevention and M anagement

Course Objective:
Awareness on the importance of suicide prevention

Awareness On The Contributing Factorsto suicide prevention Biopsychosocial Model Of Approach
Review of suicide helpline

Course Outcome:

Course Audience: FINAL YEAR STUDENTS of 2018 Batch

Course Coordinator:

Dr. John Dinesh

Course Faculties with Qualification and Designation:
1.Dr. John Dinesh, Professor & HOD

2.Dr. Arun, Assistant Professor

Course Curriculum/Topics with schedule (M in of 30 hours)

SI.No Date Topic Resource Time Hours
persons

1 2.07.2018 Introduction Dr.John 4- 1

' Dinesh 5p.m
5 3.07.2018 Biopsychosocial approach for | Dr.Arun 2- 1

' suicide 3p.m
3 4.07.2018 Genetics of suicide Dr.Vignesh 4- 2

' 6p.m
4 5.07.2018 Gender preponderance Dr.Avin 4- 2

' 6p.m
5 6.07.2018 Co-morbidities in suicide Dr.John 4- 2

' Dinesh 6p.m
9.7.2018 Module 1 - Introduction to | Dr-Arun ‘5" . 2

6 suicide and depression P

Module 2 - Prevalence of | Dr.Vignesh 4- 1

7. 11.07.2018 | siicide in India 5P.M
8 13.07.2018 M odule 3 — Aetiology Dr.Avin gp - 1
M odule 4 — Co-morbidities Dr.John 4- 1

9. 23.07.2018 Dinesh 5p.m
10. | 27072018 M odule 5 — Types of suicides | Dr.Arun gp - 2
11. 1.08.2018 Module 6 - Assessment of | Dr.Vignesh 4- 1




suicide 6p.m
M odule 7 — Treatment and Dr.Avin 4- 2
12. | 3.08.2018 | rehabilitation 6p.m
13. Pre couse and Post Course| Dr.John 2- 3
evaluation, Dinesh 5p.m
6.08.2018 Feedback analysis from Likert
scale
Practical Class | Dr.Arun
13. | 8082018 | Prevertion Dr.Vignesh ﬁl\i’ 1
14. 10.08.2018 Emergency in suicide Dr.Avin IZDI\L/I% 1
ECT in suicide Dr.John 2-4 2
15. 13.08.2018 Dinesh PM
16. 15.08.2018 HELPLINE Dr.Arun I%I\jll 2
National Strategy for | Dr.Vignesh 2- 2
17. 20.08.2018 prevention of suicide 4p.m
| Total 30 hrs

REFERENCE BOOKS:

1.Comprehensive textbook of PSYCHIATRY by Kaplan and Saddocks.
2. OXFORD TEXTBOOK OF PSYCHIATRY
3.SYNOPSIS OF PSYCHIATRY




1. Name of the programme & Code

VALUE ADDED COURSE

Awareness And Assessment of Suicide and Suicide Prevention

2. Duration & Period

30hrs- July -December 2018

3. Information Brochure and Course Content of Value Added Courses

Enclosed as Annexure- |

4. List of students enrolled

Enclosed as Annexure- ||

5. Assessment procedures:

Awareness And Assessment of Suicide and Suicide Prevention - Enclosed as Annexure- |11

6. Certificate model

Enclosed as Annexure- 1V

7. No. of times offered during the same year:
1 Time July -December 2018

8. Year of discontinuation: 2018

9. Summary report of each program year-wise

Value Added Course-

July -December 2018, January - March 2019, April — June 2019

Sl. Course Course Name Resource Persons Target Students Strength &
No Code Year
Awareness And Dr. JOHN DINESH FINAL YEAR
1 | PSYCO7 Assessment Of 15 students
Suicide And Suicide JULY -
. Dr. Arun
Prevertion DECEMBER
2018
10. Course Feed Back -Enclosed as Annexure- V
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‘ofJ i 4 J
(Sgn & Seal) (ggn & Se )g/ (S’gn %)\%%I}'HNESH
PERSON COORDINATOR

(Sign & Seal) RESOURCF—

1. Dr. John Dinesh
2. Dr.Arun

Dr. ARUN SEETHARAMAN, M0,

Req. No. 9144

Dr. John Dinesh




Suicide prevention

PARTICIPANT HAND BOOK




COURSE DETAILS

Particulars Description
CourseTitle SUICIDE PREVENTION
CourseCode MICO1
Objective 1. Introduction

2. Prevadence
3. Adtiology

4. Co-morbidities

5. Typesof suicides

6. Suicide

7. Nationd strategy for prevention of suicide

8. Prevention
9. Emergency
10. Treatment and rehabilitation

11. HELPLINE

Further  learning | SUICIDE PREVENTION
opportunities

Key Competencies | On successful completion of the course the students will
have skill in handling suicide prevention

Target Student 3% year MBBS Students

Duration 30hrs Every July — December 2018

Theory Session 10hrs

Practical Session | 20hrs

Assessment Multiple choice questions
Procedure




Suicideis derived from the Latin word for “self-murder.” It is afata act that
represents the person’swish to die. Thereis arange, however,

between thinking about suicide and acting it out. Some plan for days, weeks, or
even years before acting, while others take ther lives

seemingly on impulse without premeditation. Lost in the delnition are intentional
misclassications of the cause of desth, accidents of

undetermined cause, and so-cdled chronic suicide (e.g., deaths through acohol
and substanceabuse and consciously poor adherence to

medica regimens for addiction, obesity, and hypertension).

Table23.1-1

Terms Comprising Suicidal Ideation and Behavior

In psychiatry, suicide is the primary emergency, with homicide and failure to
diagnose an underlying potentidly fata illness representing

other, less common psychiatric emergencies. Suicide is to the psychiatrist as cancer
IS to the internist—the psychiatrist may provide optimal

care, yet the patient may die by suicide nonetheless. Thus, suicide is impossible to
predict, but numerous clues can be seen. There are dso

somegenerdly accepted standardsof carethat facilitate risk reduction, aswell as
lessen the likelihood of successful litigation, should a

patient desth occur and alawsuit be [led. Suicide aso needs to be considered in
terms of the devastating legacy that it leaves for those who

have survived aloved one’ssuicide, the impact it has onthe treating physician, and
the rami( I cation for the clinicians who cared for the

decedents. Perhaps the most important concept regarding suicide is that it is almost
aways the result of menta illness, usually depression,

and is amenable to psychologica and pharmacological treatment.
EPIDEMIOLOGY

There are over 35,000 deaths per year (approximately 100 per day) in the United
States attributed to suicide. This is in contrast to

approximately 20,000 deaths annudly from homicide. It is estimated that there is a
25 to 1 ratio between suicide attempts and completed

suicides. Although signil]cant shifts were seen in the suicide degath rates for certain
subpopulations during the past century (e.g., increase



adolescent and decreased elderly rates), the rate remains fairly constant, averaging
about 12 per 100,000 through the 20th century and into

the [rst decade of the 21st century. Suicide s currently ranked the tenth overall
cause of death in the United States, after heart disease,

cancer, chronic lower respiratory diseases, cerebrovascular diseases, accidents,
Alzheimer’s disease, diabetes, in[Juenza and pneumonia, and

kidney disease.

Suicide rates in the United States are the midpoint of the rates for industrialized
countries. Internationaly, suicide rates range from highs

of more than 25 per 100,000 personsin Lithuania, South Korea, Sri Lanka, Russia,
Belarus, and Guyana to fewer than 10 per 100,000 in

Portugd, the Netherlands, Austrdia, Spain, South Africa, Italy, Egypt, and others.
A state-by-state anadlysis of suicides in the past decadereveded that New Jersey
had the nation’s lowest suicide rate for both sexes and

Montana had the nation’s highest rate. Montana and Wyoming had the highest
rates for men, and Alaska and Idaho had the highest rates for

women. The prime suicide site in the world is the Golden Gate Bridge in San
Francisco, with 1,600 suicides committed there since the

bridge opened in 1937.

Risk Factors

Gender Differences. Men commit suicide more than four times as often as
women, regardless of age or race, in the United States—

despite the fact that women attempt suicide or have suicida thoughts three times as
often as men. Although this disparity remains unclear, it

may berelated to the methods used. Men are more likely than women to commit
suicide using firearms, hanging, or jumping from high

places. Women, on the other hand, more commonly take an overdoseof
psychoactive substances or poison. The use of firearms among

women, however, is increasing. In states with gun control laws, the use of firearms
has decreased as a method of suicide. Globally, the most

common method of suicide is hanging.

Age. For dl groups, suicide is rare before puberty. Suicide rates increase with age
and underscorethe significance of the midlife crisis.

Among men, suicides peak after age 45; anong women, the greatest number of
completed suicides occurs after age 55. Rates of 29 per

100,000 population occurin men age 65 or older. Older persons attempt suicide
less often than younger persons, but are more often

successful. Although they represent only 13 percent of the tota population, older
persons account for 16 percent of suicides.



The suicide rate, however, is rising among young persons. Suicide is the third
leading cause of death in those aged 15 to 24 years, after accidents and homicides.
Attempted

suicides in this age group number between 1 million and 2 million annualy. Most
suicides now are among those aged 35 to 64.

Race. Suiciderates anong white men and women are gpproximately two to three
times as high asfor African American men and

women acrossthelife cycle. Among young personswho live in inner cities and
certain Native American and Alaskan Native groups, suicide

rates have greatly exceeded the nationd rate. Suicide rates anong immigrants are
higher than thosein the native-born population.

Religion. Historicaly, Protestants and Jewsin the United States have had higher
suicide rates than Catholics. Muslims have much lower

rates. Thedegree of orthodoxy and integration may be a more accurate measure of
risk in this category than simple institutiona religious

affiliation.

Marital Status. Marriage lessens the risk of suicide significantly, especialy if
there are children in the home. Single, never-married

personsregister an overdl rate nearly double that of married persons. Divorce
Increases suicide risk, with divorced men three times more

likely to kill themselves as divorced women. Widows and widowers also have high
rates. Suicide occurs more frequently than usud in

personswho are socidly isolated and have afamily history of suicide (attempted or
red). Personswho commit so-caled anniversary

suicides take their lives on the day a member of ther family did. Homosexud men
and women appear to have higher rates of suicide than

heterosexuals.

Occupation. Thehigher the person’ssocid status, the greater the risk of suicide,
but adrop in socia status aso increases the risk.

Work, in generd, protectsagainst suicide. Among occupationa rankings,
professionds, particularly physicians, have traditionaly been

considered to be at greatest risk. Other high-risk occupationsinclude law
enforcement, dentists, artists, mechanics, lawyers, and insurance

agents. Suicide is higher among the unemployed than among employed persons.
The suicide rates increase during economic recessions and

depressions and decrease during times of high employment and during wars.
PHYSICIAN SUICIDES. The weight of current evidence supportsthe conclusion
that both male and femae physicians in the United States have

elevated rates of suicide. It is estimated that approximately 400 physicians commit
suicide each year in the United States. United Kingdom



and Scandinavian data show that the suicide rate for mae physicians is two to
three times that found in the generd male population of the

same age. Female physicians have a higher risk of suicide than other women. In
the United States, the annual suicide rate for femae

physicians is about 41 per 100,000, compared with 12 per 100,000 among al white
women over 25 years of age. Studies show that

physicians who commit suicide have a menta disorder, most often depressive
disorder, substancedependence, or both. Both male and

female physicians commit suicide significantly more often by substanceoverdoses
and less often by firearms than personsin the generd

population; drug availability and knowledge about toxicity are important factorsin
physician suicides. Among physicians, psychiatrists are

considered to beat greatest risk, followed by ophthamologists and
anesthesiologists, but al specidties are vulnerable.

Climate. No significant seasond correlation with suicide has been found. Suicides
increase slightly in spring and fal but, contrary to

popular belief, not during December and holiday periods.

Physical Health. The relation of physica hedth and iliness to suicide is
significant. Previous medica care gppearsto bea positively

correlated risk indicator of suicide: About one third of al personswho commit
suicide have had medica attention within 6 months of death,

and a physicd illness is estimated to be an important contributing factor in about
half of dl suicides.

Factorsassociated with illness that contribute to both suicides and suicide attempts
are loss of mobility, especidly when physica activity is important to occupationor
recreation;

dis[]gurement, particularly among women; and chronic, intractable pain. Patients
on hemodiaysis are at high risk. In addition to the direct el ] ects of iliness, the
secondary el ects—

for example, disruption of relationships and loss of occupationa status—are
prognostic factors.

Certain drugs can producedepression, which may lead to suicide in some cases.
Among these drugs are reserpine (Serpasil), corticosteroids, antinypertensives, and
some

anticancer agents. Alcohol-related ilinesses, such as cirrhosis, are associated with
higher suicide rates.

Mental IlIness. Almost 95 percent of al personswho commit or attempt suicide
have a diagnosed mental disorder. Depressive

disorders account for 80 percent of this figure, schizophrenia accountsfor 10
percent, and dementia or delirium for 5 percent. Among all



personswith menta disorders, 25 percent are aso acohol dependent and have dual
diagnoses. Personswith delusiona depression are at

highest risk of suicide. A history of impulsive behavior or violent actsincreases the
risk of suicide as does previous psychiatric

hospitdization for any reason. Among adults who commit suicide, significant
differences between young and old exist for both psychiatric

diagnoses and antecedent stressors. Diagnoses of substanceabuse and antisocial
personality disorder occurred most often among suicides in

personsless than 30 years of age and diagnoses of mood disordersand cognitive
disorders most often among suicides in those age 30 and

above. Stressors associated with suicide in those under 30 were separation,
rgjection, unemployment, and lega troubles; illness stressors

most often occurred among suicide victims over age 30.

Psychiatric Patients. Psychiatric patients’ risk for suicide is 3 to 12 times that of
nonpatients. The degree of risk varies, depending on

age, sex, diagnosis, and inpatient or outpatient status. Mae and female psychiatric
patients who have at sometime been inpatients have five

and ten times higher suicide risks, respectively, than their counterpartsin the
generd population. For male and femae outpatients who

have never been admitted to a hospital for psychiatric treatment, the suicide risks
are three and four times greater, respectively, than those

of thelr counterparts in the general population. The higher suicide risk for
psychiatric patients who have been inpatients reflects that

patients with severe menta disorders tend to be hospitaized—for example,
patients with depressive disorder who require electroconvulsive

therapy (ECT). The psychiatric diagnosis with greatest risk of suicide in both sexes
Is amood disorder.

Thosein the genera population who commit suicide tend to be middle aged or
older, but studies increasingly report that psychiatric patients who commit suicide
tend to be

relatively young. In one study, the mean age of mae suicides was 29.5 years and
that of women 38.4 years. Therdative youthfulness in these suicide caseswas
partly attributed to

two early-onset, chronic mental disorders—schizophrenia and recurrent mgjor
depressive disorder—which account for just over haf of these suicides, and so
relJectsan age and

diagnostic pattern found in most studies of psychiatric patient suicides.

A small, but signil]cant, percentage of psychiatric patients who commit suicide do
sowhile they are inpatients. Most of these do not kill themselves in the psychiatric
ward itself,



but on the hospita grounds, while on a passor weekend leave, or when absent
without leave. For both sexes, the suicide risk is highest in the first week of the
psychiatric admission;

after 3to 5 weeks, inpatients have the samerisk as the generd population. Times
of stal] rotation, particularly of the psychiatric residents, are periods associated
with inpatient

suicides. Epidemics of inpatient suicides tend to be associated with periods of
ideologica change on the ward, staff disorganization, and staff demoralization.
The period after discharge from the hospitd is aso atime of increased suicide risk.
A follow-up study of 5,000 patients discharged from an lowa psychiatric hospital
showed that

in the [Irst 3 months after discharge, the rate of suicide for femae patients was 275
times that of dl lowawomen; the rate of suicide for male patients was 70 times
that of dl lowa

men. Studies show that one third or more of depressed patients who commit
suicide do sowithin 6 months of leaving a hospita; presumably they have
relgpsed.

The main risk groups are patients with depressive disorders, schizophrenia, and
substanceabuse and patients who make repeated visits to the emergency room.
Patients, especialy

thosewith panic disorder, who frequent emergency services, adso have an
increased suicide risk. Thus, mental hedlth professionals working in emergency
services must be well

trained in assessing suicida risk and making appropriate dispositions. They must
aso beaware of the need to contact patients at risk who fail to keep follow-up
appointments.

DEPRESSVE DISORDERS. Mood disorders are the ones most closely linked to
suicide. Approximately 60 to 70 percent of suicide victims

suffered a significant depression at the time of their deaths. Thelifetime risk of
death by suicide among individuas with bipolar disorder is

approximately 15 to 20 percent, and suicide is more likely during depressed states
rather than manic states.

More patients with depressive disorderscommit suicide early in theillness rather
than later; more depressed men than women commit suicide; and the chance of
depressed

persons’ killing themselves increases if they are single, separated, divorced,
widowed, or recently bereaved. Patients with depressive disorder in the community
who commit suicide

tend to be middle aged or older.



Socid isolation enhances suicida tendencies among depressed patients. This
[Inding is in accord with the data from epidemiologica studies showing that
personswho commit

suicide may be poorly integrated into society. Suicide among depressed patients is
likely at the onset or the end of a depressive episode. As with other psychiatric
patients, the

months after discharge from a hospita are atime of high risk.

Regarding outpatient treatment, most depressed suicidal patients had a history of
therapy; however, less than half were recelving psychiatric treatment at the time of
suicide. Of

thosewho were in treatment, studies have shown that trestment was less than
adequate. For example, most patients who received antidepressants were
prescribed subtherapeutic

doses of the medication.

SCHIZOPHRENIA. The suicide risk is high among patients with schizophrenia:
Up to 10 percent die by committing suicide. In the United

States, an estimated 4,000 patients with schizophrenia commit suicide each year.
The onset of schizophrenia is typicaly in adolescence or

early adulthood, and most of these patients who commit suicide do so during the
first few years of ther iliness; therefore, those patients

with schizophrenia who commit suicide are young.

Thus, the risk factorsfor suicide among patients with schizophrenia are young age,
male gender, single marital status, a previous suicide attempt, a vulnerability to
depressive

symptoms, and a recent discharge from a hospital. Having three or four
hospitdizations during their 20s probably undermines the socia, occupationa, and
sexua adjustment of

possibly suicida patients with schizophrenia. Consequently, potentia suicide
victims are likely to bemae, unmarried, unemployed, socidly isolated, and living
adone—perhaps in a

single room. After discharge from ther last hospitdization, they may experience a
new adversity or return to ongoing dil]culties. As aresult, they becomedgected,
experience

fedlings of helplessness and hopelessness, reach a depressed state, and have, and
eventually act on, suicida ideas. Only asmal percentage committed suicide
because of halucinated

Instructions or a need to escape persecutory delusions. Up to 50 percent of suicides
among patients with schizophrenia occur during the [rst few weeks and months
after discharge

from ahospita; only aminority commit suicide while inpatients.



ALCOHOL DEPENDENCE. Up to 15 percent of al acohol-dependent persons
commit suicide. The suicide rate for those who are acoholic is

estimated to be about 270 per 100,000 annudly; in the United States, between
7,000 and 13,000 acohol-dependent persons commit suicide

each year.

About 80 percent of al acohol-dependent suicide victims are mae, a percentage
that largely rellectsthe sex ratio for dcohol dependence. Alcohol-dependent
suicide victims tend

to bewnhite, middle aged, unmarried, friendless, socially isolated, and currently
drinking. Up to 40 percent have made a previous suicide attempt. Up to 40 percent
of al suicides by

personswho are acohol dependent occur within ayear of the patient’s last
hospitdization; older alcohol-dependent patients are at particular risk during the
postdischarge period.

Studies show that many acohol-dependent patients who eventualy commit suicide
are rated depressed during hospitdization and up to two thirds are assessed as
having mood

disorder symptomsduring the period in which they commit suicide. As many as 50
percent of al alcohol-dependent suicide victims have experienced the loss of a
close, a ectionate

relationship during the previous year. Such interpersona losses and other types of
undesirable life events are probably brought about by the acohol dependenceand
contribute to

the development of the mood disorder symptoms, which are often present in the
weeks and months beforethe suicide.

The largest group of male alcohol-dependent patients is composed of thosewith an
associated antisocia personality disorder. Studies show that such patients are
particularly

likely to attempt suicide; to abuse other substances; to exhibit impulsive,
aggressive, and crimina behaviors; and to befound among alcohol-dependent
suicide victims.

OTHER SUBSTANCE DEPENDENCE. Studies in various countries have found
an increased suicide risk among those who abuse substances. The

suicide rate for personswho are heroin dependent is about 20 times the rate for the
generd population. Adolescent girls who use

intravenous substances aso have ahigh suicide rate. Theavailability of alethal
amount of substances, intravenous use, associated antisocia

personality disorder, a chaotic lifestyle, and impulsivity are some of the factorsthat
predispose substance-dependent personsto suicidal

behavior, particularly when they are dysphoric, depressed, or intoxicated.



PERSONALITY DISORDERS. A high proportionof thosewho commit suicide
have various associated persondity difficulties or disorders. Having

apersondity disorder may be a determinant of suicida behavior in severa ways:
by predisposing to mgjor menta disorders suchas

depressive disorders or alcohol dependence; by leading to difficulties in
relationships and socia adjustment; by precipitating undesirable life

events; by impairing the ability to copewith amenta or physica disorder; and by
drawing personsinto conflicts with those around them,

including family members, physicians, and hospita staff members.

An estimated 5 percent of patients with antisocia persondity disorder commit
suicide. Suicide is three times more common among prisoners than among the
genera population.

More than one third of prisoner suicides have had past psychiatric treatment, and
half have made a previous suicide threat or attempt, often in the previous 6 months.
ANXIETY DISORDER. Uncompleted suicide attempts are made by amost 20
percent of patients with a panic disorder and socia phobia. If

depression is an associated feature, however, the risk of completed suicide rises.
Previous Suicidal Behavior. A past suicide attempt is perhaps the best indicator
that a patient is at increased risk of suicide. Studies

show that about 40 percent of depressed patients who commit suicide have made a
previous attempt. Therisk of a second suicide attempt is

highest within 3 months of the first attempt. The relation between a mood disorder,
completed suicide, and attempts at suicide is shown in

Depression is associated with both completed suicide and serious attempts at
suicide. The clinical feature most often associated with the seriousness of the intent
todieisa

diagnosis of a depressive disorder. This is shown by studies that relate the clinical
characteristics of suicida patients with various measures of the medica
seriousness of the attempt

or of the intent to die. Also, intent-to-die scorescorrdate signilcantly with both
suicide risk scoresand the number and severity of depressive symptoms. Patients
having high

suicide intent are more often male, older, single or separated, and living done than
thosewith low intent. In other words, depressed patients who seriously attempt
suicide more

closely resemble suicide victims than they do suicide attempters.

ETIOLOGY

Sociological Factors



Durkheim’s Theory. Thefirst mgor contribution to the study of the socia and
cultural influences on suicide was made at the end of

the 19th century by the French sociologist Emile Durkheim. In an attempt to
explain statistical patterns, Durkheim divided suicides into three

socid categories: egoistic, dtruistic, and anomic. Egoistic suicide applies to those
who are not strongly integrated into any socia group. The

lack of family integration explains why unmarried personsare more vulnerable to
suicide than married ones and why couples with children

are the best protected group. Rura communities have more social integration than
urban areas and, thus, fewer suicides. Protestantismis a

less cohesive religion than Roman Catholicism, and so Protestants have a higher
suicide rate than Catholics.

Altruistic suicide applies to those susceptibleto suicide stemming from ther
excessive integration into agroup, with suicide being the

outgrowth of the integration—for example, a Japanese soldier who sacriJceshis
life in battle. Anomic suicide applies to personswhose

integration into society is disturbed so that they cannot follow customary norms of
behavior. Anomie explains why a drastic change in

economic situation makes persons more vulnerable than they were before their
change in fortune. In Durkheim’s theory, anomie aso refers

to socid instability and agenera breakdown of society’s standards and values.
Psychological Factors

Freud’s Theory. Sigmund Freud offered the first important psychologica insight
into suicide. He described only one patient who made

asuicide attempt, but he saw many depressed patients. In his paper “Mourning and
Melancholia,” Freud stated his belief that suicide

represents aggression turned inward against an introjected, ambivalently cathected
love object. Freud doubted that there would bea suicide

without an earlier repressed desireto kill someoneelse.

Menninger’sT heory. Building on Freud’sidess, Karl Menninger, in Man against
Himself, conceived of suicide asinverted homicide

because of a patient’s anger toward another person. This retroflexed murder is
ether turned inward or used as an excusefor punishment. He

aso described a self-directed deeth instinct (Freud’ s concept of Thanatos) plus
three components of hostility in suicide: the wish to kill, the

wish to bekilled, and the wish to die.

Recent Theories. Contemporary suicidologists are not persuaded that a specific
psychodynamic or persondity structure is associated

with suicide. They believe that much can belearned about the psychodynamics of
suicida patients fromtheir fantasies about what would



happen and what the consequenceswould be if they commit suicide. Such fantasies
often include wishes for revenge, power, control, or

punishment; atonement, sacrifice, or restitution; escapeor sleep; rescue, rebirth,
reunion with the dead; or anew life. The suicidd patients

most likely to act out suicida fantasies may have lost alove object or received a
narcissistic injury, may experience overwhelming affects

like rage and guilt, or may identify with a suicide victim. Group dynamics underlie
mass suicides such as those at Masada, a Jonestown, and

by the Heaven’s Gate cullt.

Depressed personsmay attempt suicide just as they appear to berecovering from
their depression. A suicide attempt can cause a longstanding

depression to disappear, especidly if it fullls a patient’s need for punishment. Of
equa relevance, many suicida patients usea

preoccupationwith suicide asaway of [Ighting ol intolerable depressionand a
sense of hopelessness. A study by Aaron Beck showed that

hopelessness was one of the most accurate indicators of long-term suicidd risk.
Biological Factors. Diminished centra serotonin plays arole in suicida behavior.
A group a the Karolinska Institute in Sweden first

noted that low concentrations of the serotonin metabolite 5-hydroxyindoleacetic
acid (5-HIAA) in the lumbar cerebrospind fluid (CSF) were

associated with suicida behavior. This finding has been replicated many times and
in different diagnostic groups. Postmortem

neurochemica studies have reported modest decreasesin serotonin itself or 5-
HIAA in either the brainstem or the fronta cortex of suicide

victims. Postmortem receptor studies have reported significant changes in
presynaptic and postsynaptic serotonin binding sites in suicide

victims. Together, these CSF, neurochemica, and receptor studies support the
hypothesis that reduced central serotonin is associated with

suicide. Recent studies aso report some changes in the noradrenergic system of
suicide victims.

Low concentrations of 5-HIAA in CSF aso predict future suicidal behavior. For
example, the Karolinska group examined completed suicide in a sample of 92
depressed patients

who had attempted suicide. They found that 8 of the 11 patients who committed
suicide within 1 year belonged to the subgroup with below-median concentrations
of 5-HIAA in

CSF. Thesuicide risk in that subgroup was 17 percent, compared with 7 percent
among those with above-median concentrations of 5-HIAA in CSF (Fig. 23.1-2).
Also, the cumulative



number of patient-months survived during the [rstyear after attempted suicide
was signil]cantly lower in the subgroup with low 5-HIAA concentrations. The
Karolinska group

concluded that low 5-HIAA concentrations in CSF predict short-range suicide risk
in the high-risk group of depressed patients who have attempted suicide. Low 5-
HIAA

concentrations in CSF have aso been demonstrated in adolescentswho kill
themselves.

Cumulative suicide risk during [Irst year after attempted suicide in patients with
low versus high cerebrospina [uid (CSF) concentrations of
5-hydroxyindoleacetic acid (5-HIAA). Filled circles indicate CSF 5-HIAA
concentrations below the sample median and [lled squares indicate
concentrations above the sample median (87 nM). (From Noérdstrom P,
Samuelsson M, Asberg M, Traskman-Bendz L, Aberg-Wistedt A,

Nordin C, Bertilsson L. CSF concentrations 5-HIAA predicts suicide risk after
attempted suicide. SuicideLife Threat Behav. 1994;24:1, with

permission.)

Genetic Factors. Suicida behavior, as with other psychiatric disorders, tendsto
run in families. In psychiatric patients, afamily history

of suicide increases the risk of attempted suicide and that of completed suicide in
most diagnostic groups. In medicine, the strongest

evidence for involvement of genetic factors comesfrom twin and adoption studies
and from molecular genetics. Such studies in suicide are

reviewed below.

Twin Studies. A landmark study in 1991 investigated 176 twin pairs in which one
twin had committed suicide. In nine of these twin

pairs, both twins had committed suicide. Seven of these nine pairs concordant for
suicide were found among the 62 monozygotic pairs,

whereas two pairs concordant for suicide were found among the 114 dizygotic twin
pairs. This twin group difference for concordancefor

suicide (11.3 vs. 1.8 percent) is statisticaly significant (P <.01).

Another study collected a group of 35 twin pairs in which one twin had committed
suicide and the living co-twin was interviewed. Ten of

the 26 living monozygotic cotwins had themselves attempted suicide, compared
with 0 of the 9 living dizygotic cotwins (P <.04). Although

monozygotic and dizygotic twins may have somedillering developmenta
experiences, these results show that monozygotic twin pairs have

signiJcantly higher concordancefor both suicide and attempted suicide, which
suggests that genetic factors may play arole in suicida



behavior.

Danish-American Adoption Studies. The strongest evidence suggesting the
presence of genetic factorsin suicide comesfrom

adoption studies carried out in Denmark. A screening of the registers of causes of
desth reveded that 57 of 5,483 adopteesin Copenhagen

eventually committed suicide. They were matched with adopted controls. Searches
of the causes of death revealed that 12 of the 269

biologica rdatives of these 57 adopted suicide victims had themselves committed
suicide, compared with only 2 of the 269 biologica

relatives of the 57 adopted controls. This is a highly significant difference for
suicide between the two groups of relatives. None of the

adopting relatives of ether the suicide or control group had committed suicide.

In afurther study of 71 adopteeswith mood disorder, adoptee suicide victims with
asituationa crisis or impulsive suicide attempt or

both (particularly) had more biologica relatives who had committed suicide than
controls had. This led to the suggestion that a genetic

factor lowering the threshold for suicida behavior may lead to an inability to
control impulsive behavior. Psychiatric disordersor

environmenta stressmay serve “as potentiating mechanisms which foster or
trigger the impulsive behavior, directing it toward a suicida

outcome.”

Molecular Genetic Studies. Tryptophan hydroxylase (TPH) is an enzyme
involved in the biosynthesis of serotonin. A polymorphism

in the human TPH gene has been identified, with two aleles—U and L. Because
low concentrations of 5-HIAA in CSF are associated with

suicida behavior, it was hypothesized that such individuals may have dterations in
genes controlling serotonin synthesis and metabolism. It

was found that impulsive acoholics, who had low CSF 5-HIAA concentrations,
had more LL and UL genotypes. Furthermore, a history of

suicide attempts was significantly associated with TPH genotype in al the violent
acohoalics; 34 of the 36 violent subjectswho attempted

suicide had either the UL or LL genotype. Thus, it was concluded that the presence
of the L dlele was associated with an increased risk of

suicide attempts.

Also, ahistory of multiple suicide attempts was found most often in subjects with
the LL genotype and to alesser extent among those

with the UL genotype (Fig. 23.1-3). This led to the suggestion that the L alele was
associated with repetitive suicidal behavior. The

presence of one TPH*L dlele may indicate areduced capacity to hydroxylate
tryptophan to 5-hydroxytryptophan in the synthesis of



serotonin, producing low central serotonin turnover and, thus, alow concentration
of 5-HIAA in CSF.

PREDICTION

Clinicians must assessan individua patient’s risk for suicide onthe basis of a
clinica examination. The predictive items associated with

suicide risk are listed in Table 23.1-2. Suicideis grouped into high-risk—related and
low-risk—related factors (Table 23.1-3). High-risk

characteristics include more than 45 years of age, mae gender, acohol dependence
(the suicide rate is 50 times higher in alcohol-dependent

personsthan in thosewho are not alcohol dependent), violent behavior, previous
suicidal behavior, and previous psychiatric hospitalization.

Evaluation of Suicide Risk

It is important that questions about suicidd fedlings and behaviors be asked, often
directly. Asking depressed patients whether or not they

have had thoughts of wanting to kill themselves doesnot plant the seed of suicide.
Tothe contrary, it may bethe [Irst opportunity a patient

has had to talk about suicida idestion that may have been present for sometime,
Questionsabout Suicidal Feelingsand Behaviors

Treatment

Most suicides among psychiatric patients are preventable, becauseevidence
indicates that inadequate assessment or treatment is often

associated with suicide. Some patients experience sullering so great and intense, or
so chronic and unresponsive to treatment, that ther

eventua suicides may be perceived as inevitable. Such patients are relatively
uncommon, however (see discussion of inevitable suicide

below). Other patients have severe persondlity disorders, are highly impulsive, and
commit suicide spontaneously, often when dysphoric,

intoxicated, or both.

The evauation for suicide potentid involves a complete psychiatric history; a
thorough examination of the patient’s mental state; and an

inquiry about depressive symptoms, suicida thoughts, intents, plans, and attempts.
A lack of future plans, giving away personad property,

making awill, and having recently experienced alossdl imply increased risk of
suicide. The decision to hospitaize a patient dependson

diagnosis, depressionseverity and suicida ideation, the patient’s and the family’s
coping abilities, the patient’s living situation, availability



of socid support, and the absence or presence of risk factorsfor suicide.

| npatient versus Outpatient Treatment

Whether to hospitdize patients with suicida ideation is the most important clinical
decision to bemade. Not al such patients require

hospitdization; some can be treated on an outpatient basis. But the absence of a
strong social support system, ahistory of impulsive

behavior, and asuicidal plan of action are indications for hospitdization. To decide
whether outpatient treatment is feasible, clinicians

should use a straightforward clinica approach: Ask patients who are considered
suicida to agree to cal when they become uncertain about

their ability to control therr suicida impulses. Patients who can make such an
agreement with a doctor with whom they have a relationship

reaffirm the belief that they have sufficient strength to control suchimpulses and to
seek help.

In return for a patient’s commitment, clinicians should be available to the patient
24 hours aday. If apatient who is considered seriously

suicida cannot make the commitment, immediate emergency hospitalization is
indicated; both the patient and the patient’s family should

be so advised. If, however, the patient is to betreated on an outpatient basis, the
therapist should note the patient’s home and work

telephone numbers for emergency reference; occasiondly, a patient hangs up
unexpectedly during alate night cal or gives only aname to

the answering service. If the patient refuses hospitdization, the family must take
the responsibility to bewith the patient 24 hours a day.

Accordingto Edwin S. Shneidman, aclinician has severd practica preventive
mesasures for dealing with asuicida person: reducing the

psychologica pain by modifying the patient’s stressful environment, enlisting the
ad of the spouse, the employer, or afriend; building

redlistic support by recognizing that the patient may have a legitimate complaint;
and offering alternatives to suicide.

Many psychiatrists believe that any patient who has attempted suicide, despiteits
lethdity, should be hospitdized. Although most of these

patients voluntarily enter ahospital, the danger to self is one of the few clear-cut
indications currently acceptablein al states for involuntary

hospitdization. In ahospita, patients can recelve antidepressant or antipsychotic
medications as indicated; individua therapy, group

therapy, and family therapy are available, and patients receive the hospita’s social
support and sense of security. Other thergpeutic

measures depend on patients’ underlying diagnoses. For example, if acohol
dependenceis an associated problem, treatment must be



directed toward dleviating that condition.

Although patients classiled as acutely suicida may have favorable prognoses,
chronically suicida patients are dilcult to treet, and they

exhaust the caretakers. Constant observation by specia nurses, seclusion, and
restraints cannot prevent suicide when a patient is resolute.

ECT may be necessary for some severely depressed patients, who may require
severd treatment courses.

Useful measures for the treatment of depressed suicida inpatients include
searching patients and their belongings onarriva in the ward

for objects that could be used for suicide and repedting the search at times of
exacerbation of the suicida ideation. Idedlly, suicidaly

depressed inpatients should betreated on alocked ward where the windows are
shatterproof, and the patient’s room should be located near

the nursing station to maximize observation by the nursing stal]. The treatment
team must assess how much to restrict the patient and

whether to make regular checksor use continuous direct observation.

Vigorous treatment with antidepressant or antipsychotic medication should be
initiated, depending on the underlying disorder. Some

medications (e.g., risperidone [Risperdal]) have both antipsychotic and
antidepressant el |ects and are useful when the patient has signs and

symptoms of both psychosisand depression.

Supportive psychotherapy by a psychiatrist shows concernand may aleviate some
of a patient’s intense sul_lering. Some patients may be

able to accept the idea that they are sullering from arecognized iliness and that
they will probably make a complete recovery. Patients

should be dissuaded from making mgor life decisions while they are suicidaly
depressed, because such decisions are often morbidly

determined and may beirrevocable. The consequences of such bad decisions can
cause further anguish and misery when the patient has

recovered.

Patients recovering from a suicidal depression are a particular risk. Asthe
depression lifts, patients becomeenergized and, thus, are able

to put ther suicidal plans into action (paradoxica suicide). A further complication
IS the activating el ] ect of serotonergic drugs, such as

fluoxetine (Prozac), which are effective antidepressants, especialy with suicidaly
depressed patients. Such agents may improve psychomotor

withdrawal, thus permitting the patient to act on preexisting suicida impulses
becausethey have more energy. Sometimes, depressed

patients, with or without treatment, suddenly appear to beat peacewith themselves
becausethey have reached a secret decision to commit



suicide. Clinicians should be especidly suspicious of such adramatic clinical
change, which may portend a suicide attempt. Although rare,

some patients lie to the psychiatrist about their suicida intent, thus subverting the
most careful clinical assessment.

A patient may commit suicide even when in the hospita. Accordingto onesurvey,
about 1 percent of al suicides were committed by

patients who were being treated in genera medical-surgica or psychiatric
hospitas, but the annua suicide rate in psychiatric hospitals is

only 0.003 percent.

Legal and Ethical Factors

Liability issues stemming from suicides in psychiatric hospitas frequently involve
guestions about a patient’s rate of deterioration, the

presence during hospitdization of clinical signs indicating risk, and psychiatrists’
and stal ] members’ awareness of, and responseto, these

clinica signs.

In about half of the casesin which suicides occur while patients are ona
psychiatric unit, alawsuit results. Courts expect suicides to occur;

do not require zero suicide rates, but do require periodic patient evauation for
suicida risk, formulation of atreatment plan with a high

level of security, and having staff members follow the treatment plan.

Currently, suicide and attempted suicide are variously viewed asafeony and a
misdemeanor, respectively; in some states, the actsare not

considered crimes but unlawful under common law and statutes. Aiding and
abetting a suicide adds another dimension to the legal morass;

some court decisions have held that athough neither suicide nor attempted suicide
Is punishable, anyone who assistsin the act may be

punished.

National Strategy for Suicide Prevention

In 2001, Surgeon Genera David Satcher organized the Nationa Strategy for
Suicide Prevention, under the auspices of the Nationa Institutes

of Hedth (NIH). TheNational Strategy for Suicide Prevention has set specific
goals and objectives to reduce suicide

Table23.1-6

Goalsto Reduce Suicide

The Nationa Strategy for Suicide Prevention creates aframework for suicide
prevention for the nation. It is designed to encourage and

empower groups and individuas to work together. The stronger and broader the
support and collaboration on suicide prevention, the



greater the chance of successfor this public hedth initiative. Suicide and suicida
behaviors can bereduced as the genera public gains more

understanding about (1) the extent to which suicide is a problem, (2) the ways in
which it can be prevented, and (3) the roles individuas

and groups can play in prevention efforts.

SUICIDESINVOLVING OTHER DEATHS

Victim-Precipitated Homicide

The phenomenon of using others, usualy police, to kill onesdlf is well known to
law enforcement personnel. Described by Marvin

Wolfgang, the classic situation is exempliled by a person holding up a gas station
or dl-night storeand brandishing a gun, which he

threatens to use on the police when they arrive. They then shoot him, thinking that
it is in self-defense. The psychology of such victims is not

clear, except that they apparently believe this is the only way they can die.

A 25-year-old white divorced father of twin 3-year-old boys had been threatening
to his wife, and, consequently, she had an order of

restraint placed on him. Nonetheless, one evening, he went to her home, carrying a
redlistic-looking toy pistol in his pocket “to give her a

scare.” She refused to admit him, and, when he began to creete a scene, she called
the police. When three police ol Icersarrived, he

refused to leave, pointed the toy pistol a them and taunted them to shoot him.
They drew therr revolvers, ordered him to drop his

“wegpon” (which he did), and restrained him. They took him to aloca emergency
department, where the nurse’s admission note read:

“divorced and angry man threatened others with atoy pistol.” The on-call
psychiatrist saw him briel]y; the patient denied suicida or

homicida intent; and the psychiatrist concluded that it was safe to discharge him
(asa“situationa problem-marital issues”). The

following day, hekilled himself by using carbon monoxide. Although this was not
a case of “completed” victim-precipitated homicide,

hospita stal| failed to perceive that this represented “attempted” victim-
precipitated homicide and was an act of high risk. Noting that he

“threatened others with atoy pistol” trividized the gravity of pointing what
appears to bea genuine gun at armed police and telling

them to shoot. In el lect, he had given up control over this life-threatening situation
to the police, and only their self-restraint protected

him from being killed that evening.

M urder-Suicides

Murder-suicides receive a disproportionate amount of attention becausethey are
dramatic and tragic. Unless it is a pact between two truly



consenting adults, suchevents testify to the enormous amount of aggression
inherent in many suicides—in addition to the depression.

Furthermore, what appearsto bea pact is often, in fact, more of a coercion (or [Jat-
out murder) than atrue pact anong equals. Pactstend to

be made more often by femaes or elderly couples.

Terrorist Suicides. Terrorist-bomber suicides represent a special category of
murder-suicides, onein which there is no question of

willingness of the victim’s part and in which the victims are unknown to the
perpetrators except in some generic, group sense(e.g., Jews,

Westerners). Some suicide experts do not classify these as “true” suicides because
they differ in so many domains from typica suicides

Differencesbetween Terrorist-Bomber Suicidesand Typical Suicides
Although many terrorists are recruited from poorer and less-educated classes, it is
surprising that avery large proportionof terrorist bombersare instead from
middle-class, welleducated,

and possibly less-fundamentdlist populations. Because suicide means to take one’s
life, it is hard to exclude these terrorist deaths from such a classification.
INEVITABLE SUICIDE

Not al suicides are preventable, somemay beinevitable. In fact, over one third of
al completed suicides occur in personswho are receiving

treatment for a psychiatric disorder, most commonly depression, bipolar disorder,
or schizophrenia. It is not unreasonable to assume that

some of those patients received the best care available, but that their suicides could
not be prevented.

Someclinicians believe that viewing certain suicides as being inevitable may lead
to therapeutic nihilism, others fed it may causeboth

clinicians and patients to lose hope. But inevitable suicide canonly be determined
aposteriori, after al known facts of a particular suicide

have been anadyzed and synthesized. And if it cannot be predicted there is no
reason for thergpeutic nihilism or for treatment elJortsto be

In[Juenced negatively; indeed viewing some suicides as possibly inevitable may
encourage clinicians to increase their therapeutic zed to

prevent or postponetheinevitable from happening.

Certain criteria must bemet for aparticular suicide to be considered inevitable.
Most important is a strong genetic history of suicide in

one or more family members as well as heavy genetic loading for menta illness.
Although a strong genetic diathesis for suicide is associated

with completed suicide, it is not, in and of itself, sul]cient. Other risk factors must
aso be present, numerous, and at the extreme end of



profound pathology. Among the many risk factors (as described above) are a
history of physica, emotiona, or sexua abuse, especially

during childhood; divorce; unemployment; male gender; recent discharge from a
psychiatric hospitd; prior suicide attempts; acoholism or

other substanceabuse; a history of panic attacks; and the presence of a medical
illness. Persistent suicida thoughts, especialy coupled with a

plan, are particularly dangerous. As mentioned above, inevitability presumes that
these risk factorsare numerous, severe, and present in

severe degrees.

Findly, to consider suicide inevitable the patient must have received the highest
standard of treatment and that trestment must have

faled. Inevitability assumes, among many other factors, that everything that could
have been donewas done—and done correctly—yet the

patient died.

The case of Ernest Hemingway may be an example of inevitable suicide. Including
Ernest, [ve people committed suicide in the

Hemingway family. His father, brother, sister, and granddaughter al killed
themselves. In addition, one of his sonssul_ ered from mgor

depression and underwent severa coursesof ECT during his lifetime.

Toward the end of his life, Hemingway had severd hospitdizations for depression
accompanied by suicide attempts. His last

hospitdization wasin 1961 at the Mayo Clinic, where he had been admitted in a
severely depressed state after yet another suicide

attempt. He was delusiona (thinking that peoplewere following him with deadly
intent), had cognitive diCculties that prevented him

from writing cresatively, was physicaly ill with cardiovascular disease, and had
been drinking heavily. He was hospitalized for 7 weeks,

during which time he was treated with antidepressants, ECT, and psychotherapy.
On June 26, 1961, he was discharged from the hospital.

As Hemingway was leaving the hospitd, in alast conversation, he was purported
to have said, “Youand | both know what | am going to

doto myself oneday.”

OnJduly 2, 1961, at 7:30 in the morning, 6 days after discharge, Hemingway put a
shotgun to his head and pulled the trigger.

Hemingway had dl of the biopsychosocia determinants of an inevitable suicide.
There was heavy genetic loading for suicide, severe

psychiatric disorder characterized by persecutory delusions, substanceabuse, and
other risk factorssuch as profound suicida ideation and

prior suicide attempts. In addition, Hemingway was the victim of severe childhood
trauma, which increased his vulnerability to suicide.



Asyet, there areinsul]cient datato predict the inevitability of a particular suicide.
The paradigm of inevitability, however, may serveasa

stimulus to increase root cause analysis into this phenomenon. The history of
medicine is replete with disordersthat inexorably led to death

but which are now curable and suicide may oneday join those ranks.
SURVIVING SUICIDE

Tobeasuicidesurvivor refers to those who have lost aloved one to suicide, not to
someonewho has attempted suicide but lived. Thetoll

on suicide survivors appears greater than that by other deaths, mainly becausethe
opportunities for guilt are so great. Survivors fed that the

loved one intentiondly and willfully took his or her life and that if only the
survivor had done something dil erently, the decedent would

still be here. Because the decedent cannot tell them otherwise, survivors are a the
mercy of ther often merciless consciences.

What is generally more accurate is that the decedentswere not entirely willful but
were themselves victims of their own genetic or

lifetime experience predispositions to depression and suicide. For children, in
particular, the loss of a parent to suicide fedls like a shameful

abandonment for which the child may blame himself or hersef. For parents of
children who have killed themselves, their grief is

compounded not only by having lost a part of themselves, but aso by having failed
in what they perceive as their responsibility for the total

fedlings of ther child. To provide mutual support, survivors of suicide groups have
appeared throughout the United States, generdly led by

nonprofessiond survivors themselves. Therapists who have lost patients to suicide
comprise another survivor group—onetoo often ignored

and unsupported, despitethelir own considerable suJering and sense of guilt and
compounded by the specter of litigation potentialy beingbrought to bear.

Best practice elementsof various suicideprevention strategies
Strategy Key best practice elements
e Awareness
programs
Dissemination of educationa information through
multiple methods such as media, short talks, legflets,
and placards.
Sharing of survivor experiences



Combining awareness with screening programs
Educating primary care providersto recognize and
respond to psychologica distress

Screening Consider using screening tools with good sensitivity,
specificity, and nature of target population
Incorporate screening approachesin emergency
department and primary care evauations
Gatekeeper

training

Traning period may extend to 3-6 months

Should involve early warning signs of suicide risk,
how to approach and broachthe topic of suicide,
psychological first aid, and basic postvention
activities

Should be provided periodically

Knowledge of at-risk populations and referral
strategies

Accessto means

restriction

Legislative restrictions on availability and sale of
firearms/pesticides

Constructing physical barriers at jumping hotspots
Use drugs safer in overdose

Be aware of unusua phenomena such as means
substitution

Follow-up care Facilitate after-care process, particularly for high-risk
individuas

Provide telephonic and other forms of ongoing
support

Community outreach programs

Increased vigilance for the first 3 months after
discharge when risk is highest

Hotlines/

helplines

Basic symptoms and signs of common mental
disorders

Eliciting suicida ideas/thoughts/plans in a



nonthreatening manner

Identification of at-risk populations/referral for

bonafide treatment needs

Handling acute suicida crisis

Providing relevant health-related information

Media practices Avoid sensationalizing/deifying the act or person
Avoid explicit description of suicide methods

Emphasize preventability of suicide and treatability

of predisposing mental hedlth conditions

Provide contact details for suicide support service

Collaboration between media and medical

professionals and training of journdists on

responsible reporting

Pharmacotherapy Treat the underlying psychiatric morbidity, if any
Lithium, clozapine, and electroconvulsive therapy

have proven antisuicida properties

Combination strategies (pharmacothergpy and

psychotherapy), particularly for adolescents

Psychotherapy CBT

DBT

IPT

Problem-solving therapy

CBT=Cognitive behavior therapy, DBT=Didectical behaviora therapy,
|PT=Interpersond therapy

Suicide awar eness programs

Theided conditions for an effective awareness program
include dedlivery in arelevant setting, having a multifaceted and
comprehensive nature inclusive of community-based strategies,
and adopting auniversa approachwhile simultaneously
ensuring identification of at-risk groups.[6,7]

For thelay public

Focused suicide awareness programs such as short talks for a
90-min period have been shown to enhance the identification

of warning signs of suicide.[8] Concurrent dissemination of
educational materid coupled with reaching out through media
and training of gatekeepers gppear more effective than the
distribution of educational material adone. Sharing of patient



and suicide survivor experiences is useful in enhancing
awareness.[9] Awareness programs for gatekeepers should
involve education about risk factors, information on suicide
supportinitiatives aswell aslegislations and initiatives to
reduce stigma.[10,11]

Programs which are multipronged in approachsuch as

the SEYLE awareness (empower pupils by increasing the
awareness on genera mental hedlth and hedthy and unhedlthy
behaviors) and Question, Persuade, and Refer (QPR) appear
promising for suicide prevention, especialy in adolescents.[12]
An interactive approachusing focusgroup discussions and
role plays was adopted in the “Surviving the Teens” method to
provide awareness on suicida burden, risk factors, helplines,
and warning signs to students. Positive effects were noted

on self-efficacy and help-seeking behaviors at 3 months
postintervention.[ 13]

While the above evidence generdly supportsthe use of
awareness strategies for suicide prevention, evidence for a
favorable impact on subsequent health-seeking behaviors, a
crucia outcomein suicide awareness activities, is mixed.[9,11,14]
For medical and nursing professionals

Educating the primary care physicians in recognizing

and responding to psychologica distress and suicidal

thoughts improves detection and enhances the treatment

of depression,[11] though mixed evidence aso exists.[15,16]
Nevertheless, this seems an important strategy for suicide
prevention as most peoplewho die by suicide have contacted
the primary care provider in the preceding month.[17,18]
Similarly, programstargeting mental hedth professionals and
nursing professionas that highlighted postsuicide attempt
counseling and restriction of means increased their knowledge,
comfort, and counsdling skills on suicide.[19]

Screening programsfor suicide prevention

Modest evidence showsthat the screening tools employed

can pick up high-risk adults and older adults at risk of

suicide among the community.[20] Notably, the sensitivity

and specificity of the instrument play akey rolein risk
assessment.[20,21] Contemporary suicide screening programs
utilize specialized measures to identify at-risk youth for

early referra and intervention.[22] One of the most commonly



used instruments is the Columbia-Suicide Severity Rating
Scde - Screening version with ahigh degree of sensitivity and
specificity, followed by Suicide Risk Screen and Diagnostic
Interview Schedule for Children-1V.[23]
The primary care setting and the emergency department (ED)
are key areas where suicide screening must be implemented.
The ED assessment should cover awide range of screening
measures for common medica conditions and should idedlly
incorporate suicide behavior assessment.[23,24] The youth
presenting to the ED and their parents/caregivers tend to
support such comprehensive screening methods employed
in the ED.[24] Because depressionis closely associated with
suicidd risk, the same needs to be screened in any setting.[23]
Recent studies show positive effects due to screening measures,
which are web-based and anonymous.[25,26]
Gatekeeper training

o Gatekeepers refer to individuals who regularly interact with
potentidly suicida personsand are available to recognize
the key behavioral clues indicating elevated suicide risk.[8,11]
Potential gatekeepers include teachers, peers, school support
staff, and specificaly appointed counselors.

time

with large number of peoplein the community.[27]
Gatekeepertraining for students includes elements of informing the
suicida burden, risk factors, warning signs, support system
avallable, signs of depression, communication, and counseling
skills to address at-risk population.[28]

Group-based approaches to gatekeeper training with suicide
awareness, referral sources, referra skills and QPR as
components[29-33] along with behavioral rehearsal have been
described[29,34-37] for diverse populations such as schoolchildren,
college students, and veterans.

All of them havethe common advantage of significant face-to-face contact

The QPR mode is widdlyused for gatekeeper training and shows consistent

effectsinimprovement of suicide awareness and enhancing skills to deawith

adolescents at-risk.[38]
e Most studies reved that trainingperiod of gatekeepers can bekept a 3

months,[37,39-41] with somestudies following up the gatekeepers up to 6-9

months.[42,43]



Some of the challenges involved in assessing the effectiveness
of gatekeeper training include determining the required levels of
institutional support, paucity of randomized controlled trids in
this area and measuring acquired learning. Moreover, questions
remain on the durability of skills acquired from dedicated
programs over the long term. For better results, gatekeeper
programs must include awide range of individuals such asthe
clergy, legal functionaries, and the police personnd.[44,45]

Restriction of accessto means

Means restriction is an effective strategy to curb suicidal
behaviors as it addressesthe population at large including
thosein whom suicidd risk remains undetected. There can
be various modes of restriction of means to suicide such as
elimination of the potentialy lethal agent, impediments or

interferences to access, or sociocultural educationa activities
promoting suicide awareness.[46]

Restriction of accessto pesticides, substituting lethal

pesticides with less lethal compounds, double-lock boxes, and
nonpesticide agricultura movement preventing ready access

to dangerous pesticides[46-48] have been found to be effective.
Community locker programs for pesticides where the pesticides
are stored in lockers aong with community involvement have
led to reduced usage of pesticides and decreased suicida deaths
among rura farmers of India,[49] though contrasting evidence
Is available from other countries.[50]

With regard to firearms, evidence suggests that appedling to
individuals against storing dangerous items such as firearms,
avoiding giving them to at-risk individuas and enrolling the
gun owner groups in programs to reduce the risk of suicide
may be more effective than implementing punitive laws and
stringent actions.[51,52]

Other methods tried include analgesic withdrawa from
dispensaries, restricting saes of barbiturates and caffeine
tablets to reduce overdosesuicida attempts, restricting
measures on hanging, erection of barriers at jumping hotspots,
and restricting accessto charcod.[47,52] An unusua phenomenon
arising out of means restriction is “means substitution” wherein



the individua may simply substitute one suicide method with
another. This could possibly be dueto locoregiona restrictions
in the availability of specific means or overdiagnosis of suicidal
risk in thosewho are in severe psychologica distress and yet
without contemplations on suicide.[46]

It is adso important to note that limitations exist for many of

the above strategies to restrict means,[47,52-54] perhaps implying
that no single strategy may work best.

Follow-up care

Therisk of suicide in the postdischargeperiod is quite high and
has been observed in diverse populations (youth and adults)
and periods.[55] The suicide re-attempt rates are the highest

in the 1st week, followed by the first 3 months postdischarge
and may last up to 1-3 years from the present attempt.[56,57]
Evidence suggests that suicide patients who are discharged
from the hospital can be provided various supportand follow-up
measures such as caring letters, postcards, frequent phone

cals, text messaging, brief and regular sessions of supportive
counseling, follow-up by mental health worker, and outreach
programs.[56,58] To target the survivors of suicide (peers/family),
school administrators, teaching and nonteaching support staff,
students, families, and the community need to participate in
postvention or follow-up care services.[59,60]

Suicide hotlines/helplines

Before embarking on a discussion about the state of evidence of
suicide hotlines, it is necessary to understand what constitutes
ahotline for suicide. A report by the California Department of
Menta Hedlth statesthat suicide prevention hotlines “provide
phone-based services for individuals who are at risk of suicide
or concerned about someone at risk of suicide.”[61]

Overdl, there is adearth of evidence for the empirica
effectiveness of telephonic and Internet-based suicide

hotlines. Most available studies have either assessed hotlines
among a group of other interventions for suicide prevention,
which makes it difficult to isolate the effect of the hotline, or
focused on diverse outcome measures such as acceptability,
identification, and referra of people at risk aswell as service
barriers.[47]

Studies comparing synchronoustelephonic hotlines against
asynchronous online support groups have found that suicide



threats were significantly lesser in the hotline group.[62] A
randomized controlled tria conducted among cdlers, both
young and elderly, to asuicide hotline that evaluated the efficacy
of two types of brief telephonic psychotherapy concluded that
telephonic psychotherapy was superior to walitlisted controls
and that hotlines, when they employ professionals with
focused training, are aviable optionto deliver effective brief
psychotherapy for distressed and suicida callers.[63]

Gould et al.[64] carried out aresearch amed at delineating

the suicida severity of adult suicide hotline users, end point
severity following the cal, aswel asthe nature and predictors
of suicidality on follow-up. Contrary to popular perception,

the service attracted seriously suicidal clients and mitigation

of the suicidal desire aswell as reduction in hopelessness was
observed on follow-up.

A few studies have examined the prospectiveimpact of suicide
hotlines on suicide rates in the community. In one suchstudy,[65]
the impact of a24 x 7 suicide telephone hotline on suicide
rates in the community of select towns where the program

was started was examined. Each town was compared against a
control town that was matched for socioeconomic parameters.
The authors found a statisticaly significant decline in suicide
rates in the towns where the intervention was carried out but
not in the control towns, thus pointing to a positive impact of
the program. Of note, the hotline was manned by lay workers
who underwent specific training mainly aimed at determining
If the service user required specidist referral.

In a study on the effectiveness of hotline services on linking
calers to specidist mental health care units among adolescents
and the elderly,[66] it was found that the post cal service
utilization rate was nearly 50%. Additiondly, the authors aso
concluded that hotline services may facilitate surmounting
attitudinal and structural barriers to utilizing mental health-care
Services.

The helper behaviors and intervention styles that were found
to be associated with better short-term outcomes among young
and elderly users of crisis hotlines include an attitude of
empathy, support, respect, and collaborative problem-solving
rather than active listening.[67] Thesefindings have important
implications for recruitment and training of helpline volunteers.



M edia strategiesfor suicide prevention

Given the influence of media reporting on public perceptions
and attitudes toward suicide, media-based approaches such as
responsible reporting represent a population-level strategy for
suicide prevention.

Evidence suggests that glorifying and graphic reporting of
suicide, especidly related to the suicide method used, can

trigger imitative attempts by vulnerable people.[68,69] Studies on
depressed adults have aso pointed to the characteristics of people
who may be most vulnerable and impressionable in this regard;
the young, currently depressed; and those who have attempted
recently.[70] Interestingly, studies, while showing a positive
association between media reporting and emergent suicidd
behavior, aso showed a bidirectiond relationship with protective
effects in the genera population (possibly related to an emphasis
on hedthy coping) and negative effects in vulnerable people.[47]
Two systematic reviews[71,72] confirmed an association
between media reporting and ensuing suicide. Further, one

of the reviews found that adherence to guidelines reduces

the phenomenon of imitative or “copycat” suicides. Wide
variability in theimpact of guidelines on suicide reporting
quality has been observed.[71] The authors concluded that
collaborative, media-driven training approaches may have

the best chances of success in reducing suicide. Collaboration
with both national and regional media may be required for
optimal results.[73]

Based on the above evidence, the World Health Organization
(WHO) and Internationa Association of Suicide Prevention
have framed guidedlines for media reporting of suicide,[74]
mainly for usein countries that do not have nationa guiddines
themselves. The Indian Psychiatric Society (1PS) has brought
out aposition statement[ 75] on media coverage of suicides,
which emphasizes collaboration between media professionals
and medical professionals for better dissemination and impact.
The maor recommendations of the IPS position statement are
asfollows:

 Matter of fact, neutral reporting rather than sensationalism

* Discreet reporting (avoiding front page, small headline

and without photographs) devoid of detailed description



of the method used

* Sensitive to possible psychological harm on survivors

and respecting their privacy

* Exercising restraint when reporting celebrity suicides.

In arather negative indictment of media reporting practices

in India, Jain and Kumar[76] concluded that suicide reporting
in India is inadequately adherent to the WHO guiddlines

and tends to veer toward sensationdism. Thesefindings

were subsequently endorsed in alarger study which noted
several harmful suicide-reporting practices, such as explicit
descriptions of methods used.[77]

Phar macother apeutic strategies

Psychotropics play amaor role in reducing suicida risk

among psychiatric patients. They may be working primarily by
controlling the symptoms of the underlying psychiatric disorder.
Depressive disorder is currently the most common cause of
suicida attempt among those with an underlying psychiatric
disorder.[78] Antidepressants are proven to be effective in
reducing the suicidd risk among depressed patients.

Lithium, amood stabilizer, has shown efficacy in reducing
suicida risk in both bipolar and depressive disorders.[79]
Though the exact mechanism of action is unknown, possible
explanations include a secondary effect of relapse-rate
reductions. The other possible mechanism is that it could
increase serotonin levels in brain and confer ongoing
protection.[80]

The atypica antipsychotic clozapine is used primarily in

the management of treatment-resistant schizophrenia. Its
antisuicidal effects have been shownin adults with chronic
schizophrenia and schizoaffective disorders.[81] Here too, as for
lithium, the putative mechanisms of action involve modulation
of centra serotonin levels, thereby favorably impacting

suicida risk. Preliminary evidence from adult studies exists
for the antisuicidal properties of other antipsychotics such

as olanzapine, quetiapine, ziprasidone, aripiprazole, and
asenapine; nutraceutical agents such as omega 3 fatty acids;

and anesthetic agents such as ketamine.[82,83]
Electroconvulsive theragpy has proven rapid antisuicidal
effects.[84] Findly, positive evidence for combination strategies
such as medications and psychotherapy for reducing depressive



symptomsand suicide risk among adolescents is available from
prospectivetrias such as the Treatment of Adolescent Suicide
Attempters study.[85] Ketamine, a noncompetitive N-methyl
D-Aspartate antagonist, has been shown to have antisuicidal
properties with arapid onset of action.[86] Based onthis, a
possiblerole for ketamine in suicide prevention, particularly

In emergency settings, has been postulated. Key cavests here
include short duration of the benefits observed with ketamine
and the finding that its antisuicidal properties are linked to its
antidepressant effects.[87]

Psychotherapeutic approaches

Psychotherapy is an important and evidence-based treatment
modality in the management of suiciddlity. It has been
particularly effective in the adult age group, those with
borderline persondlity disorder (BPD), and those receiving
outpatient treatment. The absolute risk reduction for suicidal
events at follow-up with psychotherapeutic strategies was
6.59% when compared to treatment as usudl.[88]

Among the different types of psychotherapy, cognitive behavior
therapy (CBT) has robust evidence in reducing the suicida
risk.[89] In this technique, one ams at collaboratively exploring
the reasons for a suicide attempt, applying techniques such as
cognitive restructuring to ater dysfunctiona cognitions, and
enabling hedthy coping.[90] Maadaptive coping has previously
been shown to beincreased among impulsive adult suicide
attempters.[91] Common cognitive themes targeted among
youths and adults include ideas of hopeessness, considering
suicide as a solution for problems, a need to escape, and
feelings of loneliness.[92] In the recent past, third-wave CBT
techniques such as mindfulness-based CBT techniques have

In suiciddity associated with BPD, dialectica behaviora
therapy (DBT), aform of CBT based on the principles of
emotiond regulation and interpersona effectiveness, has

been shownto be effective. A modified version of DBT to

suit adolescentswas found to be effective in rapidly resolving
suicidal ideations in BPD and also had a long-term effect on
reducing self-harm attempts.[94]

Encouraging evidence aso exists for interpersona therapy,
predicated upon links between stressful life events and mood,
in the elderly[95,96] as well as problem-solving therapy[97] in



reducing suicida idegtions in adolescent peopleat risk for
suicide.

Other nove intervention models with promising evidence for
impact on suicide attempts include the following:

» Safe Alternatives for Teen and Youth — This gpproach
employs principles from both CBT and DBT to promote

safety among those attempting suicide in the adolescent

age groups[98]

» Attempted Suicide Short Intervention Program — This
incorporates elements of thergpeutic dliance, narrative

style of interviewing, education about menta illness,

safety measures, and regular letters for 2 years[99]

* Collaborative Assessmentand Management of

Suiciddity — Thisis an intervention to addresssuicida
idestions, for the older adolescents, adults, and elderly,

in the mpatient setting, and has short-term effects in

reducing further attempts]100]

* Systems Training for Emotional Predictability and

Problem Solving — This is a program which results

in improvement in emotiona regulation and thereby

reduction of suicidal attempts in adults.[101]

Combining the above strategies, we proposeamultitier approach
to suicide prevention [Figure 1]. This framework combines
population-level (Tier 1), subpopulation-level (Tier 2), and
individual-level (Tier 3) strategies. As one progressesfrom left
to right of the schema, the strategies become more proxima and
individudly focused. This framework may help in designing a
comprehensive gpproachto suicide prevention with adequate
focusat the population as well as individua levels.

The strengths and limitations of the various suicide prevention
approaches discussed here merit attention. While population- and
subpopulation-level strategies such as public awareness and
information programs as well as gatekeeper training may have
broader cascading effects on the knowledge of risk factors,
stigma, and help-seeking behaviors, evidence has shown
limited effects on mgor outcomes of suicida behavior or on
intermediate outcomes such as help-seeking behaviors.[102] As
these are highly resourceintensive approaches, there is a need
to evaluate their long-term cost-effectiveness in a systematic
manner. For screening programs, the maor limitation is the



lack of universaly accepted and valid screening toolsto assess
suicide risk. Due to therr significant potentid to shape public
opinion, media strategies such as responsible media reporting
appear promising. However, the obvious limitation is that merely
reporting suicide as per media reporting guidelines, without an
educational component and collaboration of journdists with
training and support groups, may not have the desired effect.
Restriction of accessto means is an attractive method that can
beimplemented with legislation and public policy initiatives,
but is limited by its suitability to contexts where the method

Is letha, popular, and easily accessible aswell as by the
possibility of substitution of means. Moreover, in dl likelihood,
this is only a time-buying strategy and is likely to have an
impact only when combined with other interventions. Helplines
or hotlines can be used for the genera population or vulnerable
subgroups but, perhaps, the biggest constraints, especialy in
low-resource settings, are the availability of trained volunteers
and peer support groups to optimize benefits.

Individua strategies such as pharmacotherapy and
psychotherapy may not have population-level effects, and one
must aso keep in mind the potentia risks such as aggravation
of suicidal behavior in select populations such as children and
adolescents.[103] Interventions focusing on enhancing follow-up
care for suicide offer the advantage of reducing burden on the
patients and their caregivers as well as the larger health-care
system. However, these approachesare limited by ther
emphasis on the involvement of family in after care and need
for social connectedness.

Conclusion

Although severa approaches have shown evidence for

suicide prevention, it is likely that a combination of strategies
may work better than isolated approaches. Given the low
baserate of suicide in the population, chalenges exist in
evaluating and defining effective outcomesfor interventions

in suicide prevention. Many of the interventions described are
multifaceted, and isolating the effective componentsin order
to delineate the best practice dements in each strategy remains
an arduous task. Clearly, more well-designed randomized
controlled trials involving at-risk individuals may answer
some of these questions. Cross-cultural translation of findings



remain sketchy and more loca evidence is needed to inform
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Awareness And Assessment Of Suicide And Suicide Prevention

Candidate Name Assessor Name
Date of Assessment Assessor Position

MULTIPLE CHOICE QUESTIONS

Course code: PSYCO07

There is atypical profile for a person who attempts suicide

True
False
More men than women conplete suicide
True
False
Many suicides are conpleted under the influence of alcohol and drugs
True
False
All suicidal people have amental illness
True
False
Which of the following statements is true?
© Al suicidal ex-service men and women are mentally ill
C Many suicides can be prevented in our community
C People who are suicidal always want to die
C People who talk about suicide are unlikely to go through with it
Suicides always occur without warning
Truer Falser
Which of the following is a warning sign of suicidal behaviour?

Angry outbursts



Reckless behaviour

Mood changes

Withdrawal from family and friends
Increased use of alcohol or other drugs
Giving away possessions

Threatening to hurt or kill themselves

T Y Y Y D

Talking about death or suicide

C Expressing feelings of hopelessness, being trapped with no way out and no reason
for living
© Abnormal anxiety or agitation
-~
Sleeplessness
C Feeling isolated and that no one understands you
i .
Crying
~

All of the above

Grieving after suicide is different than after other kinds of death.
" r“

True False

Being angry with someone after he or she dies by suicide is anormal reaction.

True

False
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