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improved prevention with preparation: what to teach about 
suicide

ABSTRACT
In order to ensure proper and effective treatment of 

individuals with suicidal behavior, healthcare professionals 
must be properly taught and trained. It is important that 
they understand and recognize the most important facts 
about suicidality, how suicide manifests in different patient 
populations, risk factors, warning signs, and proper preventative 
measures, which include education, screening, treatment, and 
reduction of access to lethal means. Understanding the patient’s 
options and the clinician’s responsibilities helps plan an 
objective course of care, in hopes of lowering that patient’s risk 
of suicide. Suicidal behavior, including ideation, should always 
be taken seriously. Those with psychiatric diagnosis are those 
most likely to attempt suicide, which is why it is imperative that 
those in mental healthcare be properly trained. Proper training 
not only improves the clinicians’ skill set, but also increases 
their confidence to work with suicidal populations.

Suicide is a common problem in the United States and around 
the world [1]. Over 30,000 people in the United States die by 
suicide every year. This means that every day, approximately 90 
Americans take their own life. The World Health Organization 
reported that self-inflicted injuries, including suicide, accounted 
for about a million deaths each year.

The assessment of suicidal behavior is a topic relevant to 
all clinicians, not just mental health professionals. The task 
of improving suicide prevention remains a major challenge 
for clinicians. Unfortunately, healthcare professionals are not 
being adequately trained or prepared to deal with individuals 
with the propensity for suicidal behavior in the clinical setting 
[2, 3]. Going back as far as medical school, medical students 
are not prepared well, which translates into lack of confidence 
in the clinical setting [4]. It is important that those in the 
healthcare professions, most importantly in mental healthcare, 
be trained and taught what is most relevant and important in 
treating the suicidal populations. Having an understanding of 
suicide, its risk factors, warning signs, preventative measures, 
and intervention techniques is critical to those dealing with the 
suicidal population [5].

FACTS
Fundamentally, it is important for those in healthcare to 

know the most important facts with regard to suicidal behavior. 
Ninety percent of people who die by suicide are suffering from 
one or more psychiatric disorders; most commonly, major 
depressive disorder (MDD), bipolar disorder-depressive phase, 
alcohol or substance abuse, schizophrenia, and personality 
disorders [1, 6, 7]. The greatest predictor of future suicidal 
attempts or completions is having a history of previous suicide 

attempts [1]; the most common psychiatric illness that terminates 
in suicide is MDD; each time an individual gets depressed, the 
risk of suicide increases [1]. Most people give clues and hints 
regarding their suicidal intentions before actually carrying out 
their plan because they are indecisive about living or dying 
[8]. While women attempt suicide three times more than men, 
men are four times more likely to kill themselves because they 
employ more lethal means [1, 2]. Impulsive suicide attempts 
are not as harmful as those that are premeditated [9]. Drugs and 
alcohol increase suicidality because they increase depression, 
decrease inhibition, and impair judgment [10]. Substance abuse 
is associated with aggression and impulsivity, which are each 
associated with increased suicide risk [11]. Discussing suicide 
with someone experiencing suicidal ideation will not increase 
their suicide risk [5]. Many suicides occur immediately after 
hospitalization for a suicide attempt because of the patient’s 
increase in energy [13]. 

SuCidALiTy iN diFFERENT PATiENT 
POPuLATiONS
Suicide does not manifest the same in different demographic 

populations. Understanding how suicidal behavior manifests in 
different patient populations is a priority. Suicide is the third 
leading cause of death in adolescents between the ages of fifteen 
and nineteen [14]. Warning signs in teens at risk are feelings of 
sadness, which may often be accompanied by anxiety, declining 
school performance, loss of pleasure or interest in social and 
extracurricular activities, sleep changes, and changes in weight 
or appetite [15]. The highest rates of suicide are for the elderly 
[16]. The most common precipitants for suicide among elderly 
people are the death of a loved one, physical illness, perceived 
poor health, social isolation, and major changes in social roles 
(i.e. retirement) [17]. Military veterans may be at an increased risk 
for suicide, in comparison to civilian populations [18]. Veterans 
have increased chances of having problems of substance abuse, 
depression, posttraumatic stress disorder (PTSD), and traumatic 
brain injury (TBI). Each of these conditions is associated with 
increased rates of suicide [19]. Depressed veterans have rates 
as high as eight times that of civilians [19]. It is important to 
recognize that military personnel, active and non-active, are a 
particularly sensitive population with regard to suicidal behavior. 
This population has access to lethal means, such as firearms [18], 
but they also have psychological components not often faced 
by civilians, such as the assimilation back into civilian life and 
the feelings of guilt resulting from combat experiences: guilt 
rising from surviving combat and/or guilt from the actions taken 
during combat (survivor and combat related guilt) [20]. Lastly, 
it is important to recognize that individuals with serious medical 
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illnesses also have higher rates of suicidality [21]. Having an 
ailment is associated with increased stress, mood disturbances, 
and depression, all of which are associated with increased risk of 
suicide [21]. Even after controlling for depression and substance 
abuse, those with medical illnesses have higher odds of suicidal 
ideation.

RiSK FACTORS
Risk factors must be understood and recognized because 

such factors provide a vulnerability that can increase an 
individual’s chances of suicidal behavior. Having a psychiatric 
disorder, a history of past suicide attempts, a major physical 
illness, chronic physical pain, a history of childhood trauma 
or abuse, a family history of death by suicide, or access to 
lethal means are all risk factors for suicide [5, 6, 17, 22]. There 
are also risk factors that arise from an individual’s lifestyle. 
Drinking, drug use, smoking, being unemployed, being a 
member of an ethnic minority community, having barriers to 
healthcare, living alone, and having relational or social loss all 
increase the risk of suicide [22, 23]. Alcoholism is associated 
with a considerable risk of suicidal behavior. Individuals with 
alcoholism who attempt or complete suicide are characterized 
by major depressive episodes, stressful life events, interpersonal 
difficulties, poor social support, living alone, high aggression/
impulsivity, negative affect, hopelessness, comorbid substance 
abuse (especially cocaine abuse), serious medical illness, 
suicidal communication, and prior suicidal behavior. It is also 
important that healthcare professionals be conscious of changes 
in their patients’ mood, physical, and psychological conditions.

wARNiNg SigNS
It is important to recognize the warning signs of acute 

suicide risk [11], but also the observable signs of serious 
depression because of its association to heightened suicide 
rates. Warning signs that may indicate an acute risk for suicide 
are talking about suicide, seeking of lethal means, feelings of 
purposelessness, hopelessness, anxiety, agitation, insomnia, 
substance abuse, social withdrawal, anger, rage, mood changes, 
recklessness, recent impulsiveness, unnecessary risk taking, and 
the formulation of a plan [24]. Observable signs of depression are 
unconditional low mood, pessimism, hopelessness, desperation, 
anxiety, inner tension, withdrawal, and sleep problems [24].  

PREVENTiON
As with other illnesses, suicide prevention is critical in 

lowering the rates of its occurrence. Proper prevention will 
reduce the diathesis and eliminate any subsequent triggers. 
By understanding and recognizing the risk factors for suicide, 
preventive measures can be taken [7]. Four key areas to ensure 
better prevention are: 

• Education
• Screening
• Treatment
• Means restriction.

EduCATiON
Education is a fundamental way to prevent suicide. Proper 

training and knowledge by those treating individuals with 
the capacity to become suicidal is imperative [7]. Physicians 
and healthcare professionals need to know how to ask about 
suicide, how to identify warning signs, how to decrease the 

risk of suicide in those with warning signs, how and when to 
refer patients to a psychiatrist for evaluation, when to seek 
hospitalization for the patient, how to prescribe appropriate 
pharmacotherapy and/or psychotherapy, and how to assess 
those who have the highest risk [3, 4]. The strategy of 
educating school and community gatekeepers, a diverse group 
which includes teachers, school administrators, counselors, 
youth workers, police officers, coaches, probation officers, 
volunteers, and others who have regular, typically “non-clinical 
contact” with people is a key strategy in the development of 
any suicide prevention effort.

SCREENiNg
Screening is very important.  Evaluating a patient with 

suicidal ideation is important to know how strong the intent is 
to follow through with premeditated ideas and plans [5]. When 
evaluating a new patient it is important to ask about a history 
of psychiatric illness and substance abuse [7]. Professionals 
should ask if there is a history of suicidal ideas and attempts, 
and a mental status examination with an emphasis on mood, 
affect and judgment should be performed. Similarly, if the 
patient is known to have MDD, substance abuse, anxiety 
disorder, or a recent stressor, questions should be more specific 
[7]. Asking about suicidal ideation and furtherance of plans, 
including access to lethal means is appropriate. Interviewing 
family members or significant others would be important 
because of the heightened risk if such comorbidities do exist. 
No matter what the patients’ comorbidities are, identifying 
symptoms and risk factors associated with suicide is priority. 

Asking the “right” questions means going beyond the 
typical patient-physician conversation [24]. The questions 
should be asked in a straightforward, open-ended and non-
suggestive fashion, always expressing supportive statements 
to convey concern. Professionals should include a “fatality” 
component to some of their questions to remove ambiguity.  
Questions such as, “Are you going to kill yourself?” or “Have 
you thought about killing yourself?” are appropriate [24]. Some 
patients, unfortunately, are not always direct in answering 
questions about their suicidal behavior, if such behavior exists. 
Indirect questions can be asked, such as “how do you feel 
about the future.” Some responses can also highlight possible 
suicidal risk, especially if the patient expresses being a burden 
or a problem for those around them [27, 28]. Useful questions 
that should be considered in any evaluation for suicidal risk 
can be formulated as follows: How has the patient reacted to 
stress in the past, and how effective are his or her typical coping 
strategies? Has the patient contemplated or attempted suicide in 
the past? If so, how frequently and under what circumstances? 
What are the patient’s current social circumstances, and how 
similar are they to past situations when suicide was attempted? 
Is the patient hopeless, helpless, powerless, angry? Does the 
patients have psychotic symptoms such as hallucinations or 
delusions? Answering questions such as these helps clinicians 
to gauge the gravity of the current situation.

TREATmENT
Proper treatment is vital for the prognosis of the individual. 

Antidepressants are often needed to address depressive 
symptoms [7]. Unfortunately, only twenty percent of medicated 
depressed patients are adequately treated with antidepressants. 
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Learning what is appropriate to prescribe for this population 
is imperative. Psychotherapy is also a method that needs to be 
employed [7]. Dialectical behavior therapy (DBT) is shown to 
be an effective treatment option [25]. After a six-month of DBT 
therapy intervention, results showed a significant decrease in 
subjective distress, self-rated depression, urges to injury, non-
suicidal self injury (NSSI), suicidal ideation, and hopelessness. 
DBT is recommended as a year-long treatment in hope of 
developing coping skills and gaining control of suicidal behavior 
and NSSI [25]. The most intensive work should be done in the 
initial four months of treatment and the last eight months are 
used to “consolidate” the skills that were learned [26].

Hospitalization versus outpatient treatment is also an issue 
that needs to be well understood [3]. Hospitalization is the 
“more serious” treatment option for those with suicidal behavior 
and should not always be utilized [3]. This option would be 
appropriate for patients with a plan, have access to lethal means, 
have recent social stressors, and/or symptoms suggestive of 
a psychiatric disorder. Families should be informed of the 
decision and arrangements should be made so that the patient is 
not left alone while in the process of being transferred from their 
living environment to the inpatient facility [5]. It is important 
to recognize that when someone’s life is in imminent danger, 
confidentiality may be breached [5]. If there is no an indication 
of imminent danger or risk after assessment of the patient’s level 
of impulse control, judgment, and degree of social support, 
outpatient treatment may be a viable option. Safety planning 
has also shown to help manage suicidal impulses particularly in 
patients undergoing outpatient treatment [12]. Safety planning 
is used to help keep patients from engaging in suicidal behavior, 
until at least the next therapy session. The safety plan gives the 
patient a specific set of coping strategies, contacts, and resources 
that should be utilized if a suicidal crisis should occur. The 
safety plan provides ways of dealing with internal and external 
influences on suicidal behavior, so that both levels of suicidality 

are addressed if crisis should arise [12].

LETHAL mEANS
A suicidal plan without a means to execute it is a much 

lower risk than if those means were readily available. Many 
suicide attempts or suicides are reactions to short-term crises, 
impulsive acts that can be facilitated by easy availability to 
lethal means. For some suicide attempters, the impulse is 
short-lived. This means the lethal means chosen during that 
impulse may determine life or death. It is important to note 
the importance of means restriction when treating individuals 
with suicidal behavior [12]. Certain precautions should be 
taken such as firearm safety (especially when dealing with 
the veteran population), construction of barriers at jumping 
sites, detoxification of domestic gas, improvements in the 
use of catalytic converters in motor vehicles, restrictions on 
pesticides, reduction in lethality of toxicity of prescriptions by 
using lower toxicity antidepressants, changing the packaging 
of medications to blister packs, or restricting sales of lethal 
hypnotics (i.e., barbiturates) [7].

CONCLuSiON
With intervention, it is important to show empathy, to ask the 

right questions, and to help most effectively because the sooner 
the problem is correctly addressed, the better the outcome for the 
patient. Healthcare professionals should always take discussions 
of suicide seriously. They should listen carefully, reflect what 
they hear, use language appropriate for the person involved, and 
let the patient know they are cared for. If assessment indicates 
there to be a risk for suicide, the most appropriate treatment plan 
should be employed using a combination of pharmacotherapy, 
psychotherapy, and outpatient treatment/hospitalization. Being 
adequately prepared with training and knowledge not only 
provides professionals with the skills to deal with suicide 
effectively, but it also provides them with more confidence in 
their ability allowing for more aggressive treatment.




