Heticle s Lo fating 1o uicide [Urislewee

Screened by NARA (RD-F) 07-19-2018 FOIA # none (URTS 16306) DOCID: 70105068




Suicide

in the United States
1980-1992

Violence Surveillance Summary Series, No. 1

S. Patrick Kachur, MD, MPH
Lloyd B. Potter, PhD, MPH
Stephen P, James
Kenneth E. Powell, MD, MPH

National Center for Injury Prevention and Control

Atlanta, Georgia
1995

FOIA # none (URTS 16306) Docld: 70105068 Page 2



Introduction

A total of 384,262 suicides were recorded in the United States
during the 13 years from 1980 through 1992. In 1992, more than
30,000 Americans took their own lives. Suicide, the ninth lead-
ing cause of death, has exceeded the number of homicides every

year since 1981.

Nationally, the age-adjusted suicide rate has remained remark-
ably constant since the 1940s (Figure 1). Despite this apparent
stability, however, suicide risk and the usual methods of suicide
vary across age, race, and gender groups as well as between dif-
ferent geographic regions. This report documents some of the
trends in suicide rates during the 1980s and early 1990s.
Despite apparent
stability over
recent decades,
. suicide rates
20

have changed
remarkably for
some groups.

Figure 1. Age-Adjusted Suicide Rates, United States,
1900-1990
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4 Data Sources

We calculated age-adjusted rates by the direct method of stand-
ardization using the age distribution of the 1940 U.S. census
population as the standard. Age-adjusted and age-specific rates
do not include suicide deaths for which the decedent’s age was
not recorded. Crude rates, however, do include these deaths.
Comparable statistics for previous decades were obtained from
published reports of the Public Health Service 45
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Results

6

Figure 2. Ten Leading Causes of Death, by Age Group, United States, 1992
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8 Results

Analysis of age-specific suicide rates for three birth cohorts
shows the rates of suicide early in life increasing for each
successive cohort (Figure 5). Suicide rates in the middle adult
years have generaily declined for each successive generation.
The trend toward higher suicide rates at earlier ages affects
YPLL-65 and is an important public health concern.

Figure 5. Age-Specific Suicide Rates in Three Birth Cohorts,
United States
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Age-Specific Suicide Rates

During the 1980s and early 1990s, as in previous decades, the
elderly had the highest suicide rates, and children, the lowest
(Table 1). Suicide rates for several other age groups changed
substantially, however. In particular, there were net increases
(>10%) in rates among persons aged 70 and older for the first
time since the late 1930s. Among those aged 80 to 84 years, the
rate increased 36% between 1980 and 1992. In 1992, this group
had the highest suicide rate.

From 1980 to 1992, suicide rates also increased dramatically
among persons younger than 20 years. Among children aged
10 to 14, suicide increased 121%. Although suicide remains a
rare event in this age group (1.7 per 100,000 in 1992), its steep
rate of increase is a concerning new trend. As in previous
decades, rates among teens aged 15 to 19 continued to climb,

increasing by 27% during 1980-1992. For the 20 to 24 age group,

the rate of suicide levelled during the 1980s, after several dec-
ades of continued increase.

Rates of suicide
early in life
have been
increasing from
one generation
to the next.
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10  Results

Figure 7. Estimated Age-Adjusted Suicide Rates,*
by Race and Sex, United States, 1990
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*Estimates based on states with >95% reporting
of Asian or Pacific Islander and Native American race.

Figure 8. Estimated Age-Adjusted Suicide Rates, * by Sex
and Ethnicity, United States, 1990
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12 Results

For white females, the 1992 suicide rate increases slowly to crest
at 8.1 in the 50 to 54 age group and then slowly declines
throughout late adulthood. Black females have a similar change
in suicide risk over the life span, except that their suicide rate
peaks at 3.8 in the 30 to 34 age group. For both Asian or Pacific
Islander and Native American females, suicide rates peak in the
30 to 34 age group and again later in life.

Both white and black males demonstrated modest increases
(3% and 11%, respectively) in age-adjusted suicide rates be-
tween 1980 and 1992. These subtle overall changes were driven
by substantial increases in suicide rates among adolescent and
elderly men. The age-adjusted rates for males of other races
declined by 14% over the 13 years. Finally, during the study
period, suicide rates diminished for white females (19%), black
females (13%), and females of other races (19%). For women of
all races, the overall rate of decline was most notable during the
middle adult years.

In all six race and sex groups, the greatest net increase in age-
specific suicide rates was in the 10 to 14 age group, with the
margins of increase ranging from 88% to 283% (Table 2). During
the 1980s and early 1990s, suicide rates climbed most rapidly
among young black males in both the younger teenage group
(10 to 14 years, 283% increase) and the older teenage group (15
to 19 years, 165% increase). Substantial increases (>50%) were
also noted for black males over 75 years of age, for males of
other races ranging in age from 75 to 84, and for females of
other races ranging from 60 to 69. The largest decreases in age-
specific suicide rates between 1980 and 1992 were reported for
black females and for females of other races during the middle
adult years.

Level of Education and Marital Status

In general, young and middle-aged adults who have had some
post-secondary education have a lower rate of suicide than
those who have completed 12 or fewer years of school (Figure
10, Table 4). Paradoxically, higher levels of education seem-to
be associated with relatively higher suicide rates late in life.
Marital status also has an impact on suicide rates, with married
persons having lower suicide rates than single, never married
individuals (Figure 11, Table 5). The highest rates occur among
widowed and divorced persons.

In all race and
sex groups,
suicide rates
increased most
for 10 to 14
year olds.
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14 Results

Method of Suicide

Firearms wer in m icides i i urin
the 1980s and early 1990s (Table 1) and accounted for 60% of all
suicides in 1992 (Figure 12). The next most commonly reported
methods were poisoning (18%), strangulation (15%), and cut-
ting (1%). Other, or unspecified, means accounted for 6% of all
suicides in 1992. These relative proportions changed little be-
tween 1980 and 1992. Strangulation by hanging was a
particularly prominent method among children, adolescents,
and young adults. The greatest proportion of suicides due to
poisoning occurred among middle-aged adults.

Figure 12. Percentage of Suicides for Five-Year Age Groups,
by Method, United States, 1992

Firearms are by
far the most
common method
of suicide.

The methods of suicide in 1990 also varied by race, ethnicity,
and sex (Figure 13). Firearms accounted for the majority of
suicides among white males (66%), black males (64%), Hispanic
males (58%), non-Hispanic males (65%), and Native American
males (53%). Among males who are Asian or Pacific Islanders,
strangulation accounted for slightly more suicides (40%) than
firearms (36%).
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16  Results

Geographic Variation

In 1990, age-adjusted suicide rates varied substantially across
states (Figure 14, Table 6), from 22.2 in Nevada to 5.4 in the
District of Columbia. The median state-specific suicide rate was
12.0. Montana, formerly ranked 9th, had the second highest
rate. New Mexico dropped in rank from second to third, even
though its rate (18.3) increased slightly from 1980. ldaho moved
to fourth (18.2) after being 13th in 1980. Wyoming remained
fifth despite a slight increase over the decade.

Figure 14. State Variations in Age-Adjusted Suicide Rates,
-United States, 1992

Suicide rates are
generally higher
in the western
states than in
the rest of the
country.
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National Rate = 11.1 per 100,000

Suicide rates increased in 34 states during the 1980s, wvith
increases of 20% or more in Nebraska, Montana, Idaho, and
South Carolina. Nebraska's increase (44%) was driven largely
by a drastic increase in suicides by poisoning and by nrea}m
wounds. These increases propelled the state from 4ith in 1980
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Discussion

Although the total national suicide rate appears to have
changed very little in recent years, it masks considerable vari-
ation in age-, race-, sex-, and state-specific suicide rates. This
variation is a source of both concern and optimism. High and
increasing rates of suicide can help identify populations in need
of attention. Although there is at present very little evidence
that any of the currently proposed interventions can reduce sui-
cide rates, the low and declining rates observed in some states
and population groups offer hope that local environmental, leg-
islative, and cultural features can reduce the likelihood of
suicide.

During the 1980s, suicide rates—especially rates of firearm-
related suicide—increased most rapidly for young males,
elderly males, and black males. Firearms also accounted for
most of the difference between suicide rates in western states
and those in other regions. Relatively low rates of suicide de-
creased further among white females and females of other races,
largely because of diminishing rates of suicide by poisoning. At
the same time, however, suicide rates for black females did not
decline.

The challenge facing public health and mental health officials is
to use these newly identified trends to develop effective preven-
tive interventions. In the absence of proven suicide prevention
strategies, the following recommendations are suggested:8

¢ Ensure that new and existing suicide prevention programs
are linked closely to professional mental health services in
the community.

* Avoid reliance on a single prevention strategy.

* Evaluate new and existing suicide prevention programs.

The current.
challenge is

to use these
newly identified
trends in suicide
to develop
preventive
interventions.
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Suicide — United States, 1970-1980

During'the 11-year period 1970-1980, 287,322 suicides occurred in the United States —
approximately one every 20 minutes.” The unadjusted suicide rate for this period rose from a
low of 11.6 suicides per 100,000 populationin 1970 to a high of 13.1/100,000in 1977, then
declined to 11.9/100,000 in 1980. Males had a markedly higher risk of suicide than females,
and the differential between rates for males and females continued to widen. Between 1970
and 1980, almost three-fourths (72.8%) of suicides occurred among males, and the suicide
rate increased for males while it decreased for females. In 1980, the age-adjusted suicide rate
for males (18.0) was more than three times that for females (5.4) (Table 1).

*Suicide deaths for these years were compiled from death certificate information by the National Center
for Health Statistics, U.S. Department of Health and Human Services. Suicide deaths of nonresident
aliens and U.S. citizens living abroad are excluded from this report. Because suicide varies by age, age-
adjusted suicide rates are used in some parts of this report to allow for comparison of rates between
populations without concern for age. The age-adjusted rates were computed by the direct method of
standardization using the 1940 U.S. population as the standard.

TABLE 1. Age-adjusted suicide rates,*byrace, sex, and year — United States, 1970-1980

White Black and other All races Unadjusted
Year Maie Female Total Male Female Total Male Female Total rate
1870 18.2 7.2 124 10.3 33 6.5 173 6.8 11.8 11.6
1971 18.0 7.4 124 101 3.8 6.7 172 7.0 118 . 11.6
1972 184 7.3 126 11.8 3.6 74 178 6.9 12.1 11.8
1973 186 7.0 12,5 11.5 3.3 71 178 6.6 11.9 11.9
1974 189 70 127 116 32 71 181 66 121 12.0
1975 196 7.3 13.2 119 3.5 7.4 18.8 6.8 125 12.6
1876 190 7.0 127 12.1 34 74 18.3 6.6 121 123
1977 203 71 135 12.2 36 76 184 6.7 12.8 13.1
1978 180 66 125 119 32 72 182 61 119 12.3
1979 186 6.3 122 127 33 77 179 5.9 11.7 121
1980 189 57 121 113 28 6.7 180 5.4 14 -11.9

'Agé-ad;usted rates per 100.000 population computed by the direct method of standardization using
the total population for 1940 as the standard population

FOIA # none (URTS 16306) Docld: 70105068 Page 27
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The age-adjusted suicide rate for whites (12.1) was almost twice that for blacks and other
races (6.7). White males consistently had the highest suicide rates, with black and other
males the second highest, followed by white females and black and other females. in terms of
absolute numbers of suicides committed in the United States in 1980, 70% were among
white males; 22%, among white females; 6%, among black and other males; and 2%, among
black and other females. o

While the overall suicide rate changed little, rates for older persons decreased, and rates
for younger persons increased. In 1970, the median age of persons who committed suicide
was 47.2 years of age; by 1980, the median age had decreased sharply to 39.9 years. In
1870, fewer than one-fourth (22.8%} of males who committed suicide were under age 30
years; by 1980, more than one-third {34.3%} of males who committed suicide were under
age 30 years. ' ' .

The most striking aspect of the change in suicide rates from 1970 to 1980 was the large
percentage increasvy in rates for males in both the 15- to 24-year and*25- to 34-year age
groups and the consistent percentage decrease in rates for females in all age groups except
the youngest (15-24 years) (Figure 1). Between 1970 and 1980, suicide rates for males
15-24 years of age increased 50%, while those for females in this age group increased only
slightly, the only increase for females.in any age group. Again, in the 25- to 34-year age
group, suicide among males increased almost 30%, while suicide among females in that age
group decreased almost 20%. -

Within the 15- to 24-year age group. most of the increase in the suicide rate is due to the
increase in the suicide rate for white males. Suicide rates increased by 60% for white males

FIGURE 1. Suicide rates, by age group and sex — United States, selected yearﬁ
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Suicide — Continued

15-19 years of age, and for white males 20-24 years of age. by 44" between 1970 and
1?80. As a result of these changes, even though white males had their highest suicide rates
in the oldest age group, in absolute numbers, most suicides occurred among young persons.
White males ages 15-39 years in 1980 represented one-half of suicides among white males
and more than one-third (35.0%) of all suicide deaths in the United States. On the other hand,

.in both 1970 and 1980, approximately one-fifth of all suicides among white males were

among those over 65 years of age.

For males, this pattern of suicide rates by age group has been changing consiStengly over
the past 30 years (Figure 2). In 1950, suicide rates for males were lowest at the youngest
ages and increased with each successive age group, attaining the highest rates at the oldest
age groups. The 1980 pattern of suicide for males by age had cfwanged so that the curve was

relatively flat for all age groups before age 65 years. This change occurred, because, from

1950 to 1980, age-specific suicide rates for males increased for the youngest three age
groups but decreased for the oldest four age groups. For females. the curve between 1950
and 1980 by age was unchanged, namely an inverted U-shaped curve with the lowest suicide
rates in the youngest and oldest age groups and the highest rates-in mid-life. However, as
with the males from 1950 to 1980, rates for younger women increased, and rates for older
women decreased.

The most commonly used method of suicide in the United States is firearms.t In 1870,

TThe International Classification of Diseases, 9th Revision (ICD-8), category for firearms includes
firearms and explosives (ES55); however, less than 1%~ of suicide deaths classified in the category
“firearms and explosives” are due to explosives. -

FIGURE 2. Percent change in suicide rates, by age group and sex — United States, 1970
and 1980
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Suicige — Continued ' _

50.1% of the 23,480 suicides were caused by firearms; in 1980, 57.3% of the 26,869 sui-
cides were caused by firearms. The pattern of suicide by method varies littie by race. While
the male pattern of suicide by method has changed little between 1970 and 1980, the
female pattern of suicide by method has significantly changed. In 1970, as in 1980, firearms
were the leading method of suicide for'males (58.4% and 63.1%, respectively), followed by
hanging, strangulation, and suffocation {(14.6% and 14.6%, respectively). There was a shift,
however, between 1970 and 1980, in the most frequent method of suicide for females. In
1970, poisoning by solids or liquids was the method most frequently used by females
(36.7%), followed by firearms (30.2%); in 1980 firearms were the methods most frequently
used by females (38.6%), followed by poisoning by solids and liquids (26.9%).

By geographic area, suicide rates in 1980 ranged from a low of 7.4 suicides/100,000
population in New Jersey to 22.9/100,000 in Nevada. By region of the country, suicide rates
were lowest in the Northeast and highest in the West in both 1970 and 1980, but this dif-
ference diminished over this period. Rates for the Northeast, North Central, and South all in-
creased between 1970 and 1980, while rates decreased for the West.

For the aggregate of all suicides for 1970-1980, there was a seasonal trend in the occur-
rence of suicide.® Suicides were more likely to occur during March, April, and May than other
months of the year.

Reported by Violence Epidemiology Br, Center for Health Promotion and Education, COC.
Editorial Note: Suicide is a serious public health problem in the United States. According to
national vital statistics information, almost 27,000 persons took their own lives in 1980,

‘making suicide the tenth leading cause of death for that year (Figure 3). Suicide is a special

concern for adolescents and young aduits for whom it is the third leading cause of death. In
1980 alone, suicide accounted for a loss of some 619,533 years of potential life lost for indi-
viduals between the ages of 1 and 65 years.ﬂ Suicide ranked as the second leading cause of
death for white persons 15-34 years of age. A problem of this magnitude requires priority at-
tention on the part of public health agencies at the national, state, and local levels.

The marked increase in the percentage of suicides by firearms is also of considerable
public health concern. The trend toward firearms and away from poisoning as a preferred
method of suicide for females indicates a move toward more immediately lethal methods, i.e.,
methods with less chance of intervention or “rescue.”

The number of suicides specified in the national vital statistics reflects the judgments and
professional opinions of the physicians, coroners, or medical examiners who certify the medi-
cal/legal cause of death on the death certificate. Suicide statistics based on death certificates
probably understate the true number of suicides for several reasons: (1) inadequate informa-
tion on which to make a determination of suicide as the cause of death; (2) certifier error or
bias; and (3} lack of awareness of a suicide because a body was never recovered, e.g., drown-
ing after jumping from a bridge.

The Violence Epidemiology Branch of the Center for Health Promotion and Education,
CDC. is responsible for assessing the magnitude of mortality and morbidity related to suicide
and suicide attempts, identifying population groups at highest risk of suicide, and suggesting
intervention and prevention strategies to be implemented by public health, social service, and
education agencies (7). , -

5Uﬂadjusted for the number of days in each month

CaICulated by multiplying the number of suicides in each S-year age category by the difference between
age 65 and the mid-point age for each 5-year age group from ages 15-64 years and the mid-point for

the 1- to-14 year age g¥P0% none (URTS 16306) Docld: 70105068 Page 30
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Suicide — Continued .

Because of the increase in the suicide rate among young persons over the decade, the U S.
Department of Health and Human Services has established a specific health objective focus-
ing oh the problem of suicide among young persons The federal objective states. "By 1990.
the rate of suicide among people 15 to 24 should be below 11 per 100,000. {in 1978, the
suicide rate for this age group was 12.4 per 100.000)" (2). In an attempt to improve the
statistical understanding of this phenomenon. COC has begun working with appropriate pro-
fessional organizations and individuals to explore the feasibility of developing and implement-
ing a uniform set of criteria for the classification of suicide.

References ‘
1. CDC. Suicide surveillance. Atlanta, Georgia Centers for Disease Control, 1985

2. U.S Public Health Service. Promoting health preventing disease. objectives for the nation. Washing-
ton.DC US Public Health Service, 1980 85

FIGURE 3. Rank position of suicide among the 15 leading causes of death, by aée group
— United States, 1980

I-14  15-24 25-34 35-44 45-54 55-64 65+ Total
Age Group (Years)

FOIA # none (URTS 16306) Docld: 70105068 Page 31



TN

TS AR L
7

70105068 Page 32

B

RN
B )

_o\\l..m o, &7

LeU A

1400 K Street, N.W.
ashington, DC

w.
URYS 16306) Docld

VOLUME

and ROBERT E. HALES, MD

EDITED BY ALLEN J. FRANCES, MD

+ e —

- mrte o e T 0

p oAy Y. L1

il




American .
Psvchlatnc
Press,

Note: The Editors, section editors, contributors, and publisher have
worked to ensure that all information in this book concerning drug
dosages, schedules, and routes of administration is accurdte at the nme
of putlication and consistent with standards set by the U.S. Foed and
.Drug Administration and the general medical community. As medical
research and practice advance, however, therapeuhc standards may
change. For this reason and because human and mechanical errors
someﬁmes occur, we recommend that readers follow the advice of a
physidan directly involved in their care or the care of a member of their
famnily.

The opinions or assertions contained herein are the private ones of Dr.
Hales and are not to be construed as offdal or reflecting the views of
the Department of Defense, the Uniformed Services University of the
Health Sdences, Walter Reed Army Medical Center, or the Department
of the Army. This book was prepared in the author’s private capacty.
Neither government-financed time nor supplies were used in connecion
with this project.

Books published by American Psychiatric Press, Inc., represent the views
and opinions of the individual authors and do not necesszsily reflect
the polides and opinions of the Press or the American Psychiztric Asso-
dation.

© 1988 American Psychiatric Press, Inc.
ALL RIGHTS RESERVED

Manufactured in the United States of America.

Typeset by VIP Systems, Alexandria, VA
Manufactured by Arcata Graphics, Fairfield, PA

Review of Psychi'atry: Volume 7
ISSN 0736-1866
ISBN 0-88048-245-1 (hardbound)

N

,,.,}': 4
.‘.,;- (‘; 1,a_€_ Y
2 ST Y
oy
At

VI N



Chapter 14
Risk Factors for Suicide

by Robert M.A. Hirschfeld, M.D., and Lucy Davidson, M.D,
Ed.S.

Suicide and suicide attempts represent a serious public health problem in the
United States. Each year more than 29,000 persons commit suicide, making this
the eighth leading cause of death in the United States. The suicide rate for all
ages combined remains approximately 12 per 100,000 population, although in
recent years suicide rates have decreased for older persons and increased for
youth (National Center for Health Statistics, 1986). A moderate estimate of the
number of suicide attempts at 10 imes the reported number of suicides means
that nearly 300,000 persons attempted suicide last year—approximately one
person every two minutes (Davidson, 1986).

Identifying characteristics of persons at high risk for attempting or committing
suicide expands the psychiatrist’s reference base in assessing suicidal potential.
The patient who shares characteristics typical of most persons who commit
suicide heightens one’s estimate of the danger of suidde. On the other hand,
one cannot dismiss the possibility of suicide in, say, a thirty-year-old, marricd
black woman simply because she doesn’t fit the epidemiologic profile of a high
risk patient. Familiarity with risk factors for suicidal behavior helps the physician
register the import of the data from the psychiatric interview and make a more
cogent appraisal of the possibility of suicide. '

This chapter presents current knowledge on major risk factors for suicide and
suicide attempts, predominantly in psychiatric patients. Risk factors in gencral
population samples are to be found in Chapter 13. After a section on definitions
and data sources, risk factors for suicide in psychiatric patients are described.
Following this is a section on risk factors for alcoholic and substance abuse
patients. Finally there is a section on suicide attempts, which compares risk
factors for completed suicide and attempted suicide.

DEFINITIONS AND DATA SOURCES

Suicide is defined as a sclf-inflicted, intentional death. A suicide attempt is a
nonlethal, selt-inflicted act that has death as its intended purpose, or the appear-
ance of willingness to die. The term suicide gesture usually refers to a suicide
attempt of low lethality, implemented manipulatively. Suicidal ideation refers
to 2 range of thoughts, from the ideathat death would be welcome, to the
immediate intent to kill oneself. Ideation shades over into suiddal plans as the
person’s wish to dic assumes a concrete, logistical form.

Data on suicides are ultimately dependent on the official certification of the
manner of death as suicide. Each death certificate must have the manner of
death specified as either natural, accident, suicide, homicide, or undetermined.
The coroner or medical examiner’s determination of suicide requires establishing
that the death was both self-inflicted and intentional. Intentionality is the more
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problematic criterion to establish. The certifier’s suspicion of suicide may be
blunted by reluctance to stigmatize the deceased’s family. An unambiguaus

S .
gERis
& suicide note may be required by the certifier, although only about one-third of
.;; . : those who commit suicide leave a note (Litman et al, 1963). Uniform critena’16r

the classificalion of suicide have not been implemented by coroners and medical
examiners.
. The reluctance to classify deaths as suicide and the nonuniformity of the
iR L T certification guidelines contribute to a major underreporting of suicides. Death

. )N

- certificates that do list suicide as the official manner of death are presumed .
valid, since the impetus in certifying the manner of death is against suicide, '
favoring the designations “accidental” or “othenwise.” The reporting errors that
occur in cases of suicide do not appear to have changed much over time (Brugha
and Walsh, 1978). :

The majority of data forming the basis of this chapter are derived from studies
using three methodological approaches. The first of these is surveillance. The
United States suicide statistics compiled annually by the National Center for
Health Statistics (NCHS) are the primary source for information about suicide.
These data are abstracter] from death certificates and are descriptive in nature.
Information is available to calculate suicide rates by sex, age, race, marital status,
method of suicide, and geographic region. Information is not available for socio-
economic status, educational level, motive, or most psychiatric diagnoses.
Although death certificate data are limited, NCHS is the only source of infor-
mation on all reported suicides in the United States. Analysis of these rates over
time illuminates trends in suicdal behavior. No such national reporting system
exists for suicide attempts. Thus, data from studies of suicide attempts are much
less representative and generalizable.

Retrospective empiric investigations are a second methodological approach.
Researchers have used the “psychological autopsy” method to gather infor-
mation about the decedent’s life circumstances, emotional state, and activities.
Generally, a consecutive series of suicides is identified from death records and
persons close to the decedents are interviewed. Hospital, school, and employ-
ment records can provide additional data. The suicide group may be compared
with a nonsuicide control group or the general population on some variable of
interest. Similar retrospective investigations have been conducted with suicide
attempters, although, of course, the subjects can be interviewed directly.

Prospective empirical investigations are the third methodological approach.
Most of these studies are based on samples of psychiatric patients who are
followed for a specified period of time. Those who subsequently attempt or
commit suicide are compared with those who have not on a variety of charac-
teristics, usually clinical. The length of follow-up varies in these studies and is
generally short in comparison to a lifetime. Thus, they provide information
about the characteristics of persons who attempt or commit suicide relatively
soon after their clinical experience. . :

Both the types and quality of information about risk factors for suicide are
limited. The available data sources may be thought of as pieces of a mosaic,
which have been collected over time and assembled. They reflect various meth-
odologies, sample populations, and aspects of suiddality. Although the mosaic
has quite a few missing pieces, one can describe its salient features, as follows
in this chapter. '
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SUICIDE COMPLETIONS AMONG PSYCHIATRIC
PATIENTS

This section describes 11 recent studies on suicide completions among psychi-
atric patients. The studies range in type from a long-term prospective study of
an epidemiologic sample to retrospective reviews of hospital charts (see Table
1). Each of the studies will be briefly described and major findings summarized.

Essen-Moeller and three psychiatric colleagues (1956) conducted psychiatric
diagnostic interviews on nearly all the inhabitants in a small community in
Sweden in 1947. Reexaminations were done 15 and 25 years later, and Hagnell
(Hagnell and Rorsman, 1978) has reported on the suicides. All deaths in the
area were registered and causes of death confirmed in parish registers. He found
that among the 3,563 persons (1,823 men'and 1,730 women), 23 men and 5
women had committed suicide. )

The overall rate of svicide among men was 51 per 100,000 person-years (see
Table 2). Among those without psychiatric history the rate was 8.3, and among
those with a psychiatric disorder other than depression the rate was 10 times
that, or 83. Among men with a history of depression, the rate was 630, nearly
80 times that among men without psychiatric history. When the depressions
were categorized according to mild, medium, and severe impairment, the rates
went from 0 to 220 to 3,900, respectively. For the nondepressed mental disorder
group, the respective figures were 0, 110, and 250. Thus the rate of suicide
among men who had suffered a severe impairment associated with depression
were nearly 500 times more likely to commit suicide than men without psychiatric
diagnosis. Hagnell found that the suicides were preceded by undesirable events
such as a blow to self-esteem, object loss, personal sickness, and moving. Humil-
iating events, particularly in the areas of work and legal problems, were espe-
cially ominous.*In his overall sample he found that acute psychiatric illness
preceded 26 of the 28 suicides. .

Alec Roy (1982) identified 90 patients (53 men and 37 women) from the Clarke
Institute in Toronto who had committed, suicide in the decade beginning in
1968. Each of these patients were individually matched for sex and age with the
next psychiatric patient to be admitted.

Many differences were identified between the suicide group and the control
group. The average age of the men was 30 at the time of suicide, compared
with 38 for the women. Depression and schizophrenia made up nearly 80 percent
of the diagnoses of the patients who committed suicide. The social factors that
distinguished the suicide from the control group were being unmarried, living
alone, and being unemployed. The patients who committed suicide were much
more likely to have had previous psychiatric episodes. Among the 15 inpatients
who committed suicide, 3 killed themselves while in the hospital. Among the
outpatients, over 80 percent committed suicide shortly after changing from inpa-
tient to outpatient status. Forty-seven percent had a history of suicide attempts.

Borg and Stahl (1982) identified 34 psychiatric patients whom they had
prospectively followed until their deaths, and matched them on age, sex, diag-
nosis, and patient status with 34 nonsuicidal psychiatric patients. The suicide
group had a significantly higher percentage of nonmarrieds, of those who more
often lived alone, and of those who had more often lost a key person by death
(but not by divorce or separation). '
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Table 1. Studies of Suicide among Psychiatric Patients

SRR
23¢ A d

. #
o

Principal
Investigator

Type of Study

Sample

Follow-up
Length

Suicide Rate
(per 100,000 person-years)

Hagnell

Roy
‘ 7/
Evenson

Borg and Stahl

Pokomy

Beck

epidemiologic

prospective follow-

up

retros;ﬁech’ve chart

review

registry

prospective
follow-up

prospective
follow-up
prospective
follow-up

3,563 persons, the entire
population of “Lundby” in
Sweden

90 suicides among psychiatric
in- and outpatients, and
matched controls

207 patients of Missouri state
mental health system

34 patients who committed
suicide and a matched
control group

4,800 Velerans Hospital
psychiatric inpatients

207 psychiatric inpalients
admitted for suicidal
ideation, but nol recent
attempts

15 and 25
years

not applicable

not applicable

2 years

S years

5 to 10 years

nondepressive psychiatric
condition (men): 83
depression (men): 650
nonpsychiatric (men): 8.3
not applicable

148 for men
73 for women

not applicable

279

],bOO (estimate)
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Table 1. Studies of Suicide among Psychiatric Patients (continued)

follow-up

Principal . Type of Study Sample Follow-up Suicide Rate
Investigator Length (per 100,000 person-years)
Black registry and 5,412 psychiatric inpatients 4 years 314 (estimate)
“chart review
Egeland retrospective all suicides ascertained among 100 years 4.3 for men and
record review the Old Order Amish (1880-1980) 3.7 for women B3
Motto prospective 2,753 psychiatric inpatients 2 years -2,500 (estimate) 7
follow-up from a variety of hospitals -
Bamer- registry All suicides in Denmark 1 year 1,800 (men) 9
! Rasmussen within one year of 1,400 (women) l&
. discharge from a psychlatric ’ o
hospital between 1971 and N
v 1981
Fawecett prospective 929 In- and outpatients with 4 years , ‘z’;r';

affective disorder -
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Table 2. Findings of Studies of Suicide of Psychiatric Patients

sty

oy Tt 5
4 g T
Y Fatlpiorta 7R N T

oy & T
P 3

Principal
Investigator

Diagnosis

(%)

Schizophrenia  Depres

sion

Substance
Abuse

Other Findings

Hagnell
s/

Roy

Evenson

’

Borg and Stahl

Pokomy

Beck
Black

33 66
28 ) 27
35 57

32

rates among men with severe depression were 3,900 per
100,000 person-years, nearly 80 times the overall rate for
men; suicides were nearly 5 times higher in men than
women; undesirable life events, especially humiliating
experiences

highest among those with previous suicide attempts, young,
unemployed, living alone, and unmarried

suicide rates are highest (180 to 220 per 100,000) among young
men who are inpatients, depressed, or schizophrenic);
male:female ratio lower than among general population

higher in nonmarried and those with loss of a key person

peaks in young (20-29) and middle aged (40-59); 58% within
six months of discharge; lower in blacks; least among
married ,

best predictor was hopelessness score; lower In blacks

first six months postdischarge very high risk for women; low
among elderly, highest among middle aged; add diagnosis
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Table 2. Findings of Studies of Suicide of Psychiatric Patients (continued) s
.. Diagnasis (%) - . k
Principal Schizophrenia Depression  Sub Other Findi -
Investigator chizophrenia epression ubstance rer Findings =
Abuse it
-‘r-;
Egeland 92 0 suicide was highly familial and highly associated with affective 5o
disorder ’
Motto high dsk factors Include older age, "'special” stress, suicidal
impulses, history of previous lethal attempts
Barner- risk factors include history of psychosis, manic-depressive
Rasmussen disease, male sex, middle age; did not find increase among T
young in Denmark ApEits
Fawcett hopelessness, loss of pleasure, fewer prior episodes, delusions :;'
of thought insertion, and cycling were predictive; age, ,

2 affective subtype, and history of sulcide attempts were not.
' Over one-half occurred within one year of discharge
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. Evenson and colleagues (1952) identified 220 people who had committed suicide
¢ ) between 1972 and 1974 who had received psychiatric treatment according to the 8
N Missouri Department of Public Health, which gathered this information by using
death certificates and a computerized patient registry. They investigated suicides
only among Caucasians because there were too few among nonwhites to permit
adequate statistical analysis. Suicide rates were highest among middle aged (30-
49) men. The age-adjusted suicide rate for inpatient men was six.times higher
than that for the male general population, and for women the figure was 11
times higher. In general, the sex ratio for suicides was higher among the general
population (ranging from 2:3 for males:females) than among psychiatric patients
(1:2 for males:females), except among the 30-39-year-old age group, in which
male patients were nearly 7 times more likely than women to commit suidde.
Male inpatients were found to commit suicide at a rate 5.7 times more often :
than men in the general population, and women about 10 times more often
than women in the general population. :
Evenson reports that patients with major affective disorder were twiceaslikely .
as any other diagnostic group to commit suicide. Other high risk patient diag-
nostic groups include schizophrenia, depressive neuroses, and substance abuse. I,

An analysis of variance was performed to determine the most important vari- :
ables. Diagnostic category accounted for more than 57 percent of the variance, :
followed by sex (14.6 percent), with age surprisingly adding very little.

Pokorny prospectively followed 4,800 inpatients for an average of 5 years at
the Houston Veterans Administration Hospital (Pokorny, .1983). There were 67
suicides among this almost exclusively male group, resulting in a suicide rate ke
of 279 per 100,000 per year. This is more than 10 times higher than the age- and
sex- adjusted suicide rate for veterans, which is 25 per 100,000 per year.

Pokorny found two peaks in suicide—38 percent between the ages of 20 and
29, and 44 percent between the ages of 40 and 59. The rate was substantially
lower in black men. The suicddes were almost evenly split among affective
disorders, schizophrenia, and substance abuse. Five of the suicdes occurred
while in the hospital, and nearly 60 percent of the rest occurred within six
months of discharge. Less than one-fourth of the patients had made a previous
suicide attempt.

" Using a number of sophisticated multivariate statistical techniques, Pokorny .
was not highly successful in identifying those who would commit suidde with :
sufficient sensitivity and specificity to be useful. He concluded that identification

. of individuals who would'go on to commit suicide was not currently feasible.

Beck and his colleagues (1982) studied 207 patients who had been hospitalized
with suicidal ideation but who had not made recent suicide attempts. In the
subsequent 5 to 10 years, 14 patients committed suicide. There was a low
percentage of blacks among those who committed suicide. Fifty-seven percent
had a diagnosis of depression, while 35 percent had a diagnosis of schizophre-
nia. Beck reported that the best predictor of subsequent suicide was an increase
in hopelessness on a self-report scale. Overall severity of depression and amount
of suicidal ideation did not predict suicide. In addition, alcohol and drug abuse,
and family history of suicide were not good predictors. .

Black and colleagues (19852) cross-referenced all psychiatric inpatients at the

University of Jowa Hospital admitted for the decade beginning 1972 with the
register of lowa state death certificates. Of the 5,412 patients, 68 had committed
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suicide during the four-year follow-u
ratio (SMR), defined as th
particular group, Black fo

P period. Using a standardized mortali

e ratio of observed deaths to expected deaths in a
und the highest SMRs among women between the
ages of 30 and 49, cven though overall sex ratio was 37:31 (male:female). The
reason for this finding is the much lower expected suicide rate in women compared
with men in all age categories (the male:female ratio ranged from 4:10).

Over one-half of the women killed themselves within six months of discharge
from the hospital, compared with less than 25 percent of the men-during the
same period. Affective disorders accounted for approximately one-third of the
suicides, schizophrenia for 21 percent, personality disorders for 10 percent,

alcohol and drug abuse for 8.8 percent, and acute schizophrenia and depressive
neuroses, cach, for 7.4 pereent.

In a particularly fascinating study,
suicides ascertained among a group o
the course of a century. This group is
has no alcohol or substance abuse,
Twenty-six cases of suidde (21 ma
review.

The most striking finding was the clusterin
disorders among four primary pedigrees,
Twenty-four of the 26 suicides met Reses
affective disorder, including 12 who met t

the suicide victims appeared to have a high rate of affective disorder, there were
many families with clustering of affective disorders where suicide was absent.
So it is possible that affective disorders may be genetically determined inde-
pendently of suicide risk. :
Motto (1980) prospectively followed 2,753 inpatients who had been admitted
for a “depressive or suicidal state” to any of nine mental health facilitics around

the San Francisco .arca. Their purpose was to develop a clinical instrument to

Egeland and Sussex (1985) examined alj
f Old Order Amish in Pennsylvania over
highly insulatéd from the outside world,
and regards suicide as an “abominable sin.”
les and 5 females) were identified by record

g of the suiddes and the affective
indicating a strong genetic component.
rch Diagnostic Criteria (RDQ) for major
he criteria for bipolar disorder. Although

suicide within the two-year follow-up period. Among, the best predictars were
older age, cxperfencing a special stress (which was defined as situations “too
varied to classify individually—for example; an anticipated amputation or the
full realization that a life-long goal must be relinquished™), high suicidal im-
pulses, and highly lethal intent of present suicide attempt.

Other variables that tended to be predictive were having increased finandial
resources, having a biscxual, gay, or inactive sexual orientation, a history of
previous psychiatric hospitalizations, and negative results of previous cfforts to
obtain help.

All persons who completed suicide and who had a
Denmark between the years 1970"and 1980 were studied
and colleagues (Barner-Rasmussen, 1986; Barner-
3,998 inpatients commiticd suicide cither during haspitalization or up to one
year following discharge. Amazingly, more than one in five of these patients
committed suicide during the hospitalization.

The yearly rates per 100,000 were 1,800 for th
contrast to the United States, there was n
25 committing suicide.

psychiatric history in
by Barner-Rasmussen
Rasmussen et al, 1986). Nearly

e men 1,400 for the women. In
o increase for individuals aged 15 to
In fact, the total number of suicides among people under
25 years of age actually decreased from 6.5 in the first half of that decade to 5.3
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in the second half. The overwhelming majority of suicides were among people
in their middle years. There was a sharp rise in the proportion of suicides among
the rural population throughout the decade, although the rate was still approx-
imately one-third that of the larger cities in Denmark.

Depressive diagnoses were the most frequent, with 31 percent of the men
and 43 percent of the women carrying such a diagnosis. Nearly one-half of both
sexes who committed suicide carried a diagnosis of an affective or schizophrenic
psychosis. Substance abuse accounted for 19 percent of the men and § percent
of the women. .
the time of hospitalization. Among the suicides who had left the hospital, nearly
50 percent had killed themselves within six months.

The highest suicide rates were found among men over the age of 65 with
reactive psychoses, and among men between the ages of 45 and &4 suffering
from manic depressive or reactive psychoses. Tnese rates were twice as high as
the highest among any age-diagnosis spediic r2te among women. Fawcett and
his colleagues in the Clinical Studies of the NIMH Collaborative Stucy on the
Psychobiology of Depression (187) followed 929 in-and outpatients with moderate
to severe affective disorders every six months for a mean of 4 years. Twenty-
five patients (14 men and 11 women) had committed suicide. As in other studies,
suicide tended to occur early in the follow-up period—32 percent in the first six
months, and 52 percent by one year. The mean age of the male suidde comple-
ters was 35.5 years, and the women, somewhat older, at 44.6 years. However,
their ages were not significantly different from those of the survivors.

The most powerful clinical predictors of suicde, as compared with the survi-
vors, included hopelessness, loss of pleasure or intesest, fewer previous episodes
of depression (perhaps suicide occurs eariier in the life course of the disorder),
loss of reactivity, mood cycling within an episode, and several psychotic delu-
sions. Surprisingly, affective subtype (inclucing bipolar, unipolar, psychotic,
endogenous, and primary), history of suicide attempt (although there was a
trend), and life stress at entry did not discriminate between the two groups.

ALCOHOL AND SUICIDAL BEHAVIOR

Persons who abuse or are dependent upon alcohol have long been recognized
as being at high risk for suicidal behavior (Dahlgren, 1951). Alcohol and suicide
can relate in two ways. First, alcohol can be involved in the suicidal act itself,
usually as a precipitant. Second, alcoholism itself can be considered a risk factor.
Both of these will be discussed. Findings are summarized in Tables 3 and 4.

Alcohol Use Prior to the Act

Alcohol is often consumed just prior to suicide, although various studies report-
ing the prevalence of consumption have ranged from 21 to 89 percent. Approx-
imately one in five were legally intoxicated (blood alcohol content {BAC] of 0.1g
percent or greater) {Centers for Disease Contral, 1984; Haberman and Baden,
1978; Crompton, 1985; Dorpat and Ripley, 1960). Part of the large variance in
these ranges is attributable to differences among the populations studied: for
example, single vehicle fatalities, alcoholics, or self-poisoning patients. Some

.
.

In results similar to those found in other studies, suicide occurred close to
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Table 3.

Descriptive Studies of Alcohol Involvement in Self-Directed Violence

by
H
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Reference

Data Source

Dimension of
Alcohol Use

Population Studied

Results/Findings

2N
i

.3
o

Beck et al, 1982

Berglund, 1984

Centers for
Disease Control,
1984

spoimng

Scale for Suicidal
Ideation, Beck
Depression
Inventory, and
Hopelessness Scale

A

psychiatrists’ discharge
ratings and death
registers

medical examiner’s
records

alcoholis}n, not defined

chronic alcohol

intoxication indicating a
chronic habit of
drinking until
intoxication and not
necessarily social or
occupational
impairment

BAC

intoxicated = 0.1 g%
BAC or higher at time
of death

105 consecutive
admissions to the
alcoholism program of
a large metropolitan
community mental
health center

all (1,312) first admissions
with chronic alcohol
intoxication to
University Hospital,
Lund, Sweden, 1949-
1969; followed through
1980 :

persons 15 years or older

* who died within 8
hours of injury during

*, 1973-1983 in Erie
County, New York

= s
RLATLEN §

—26.7% had made
previous suicide
attempts

—12% had current
suicidal ideation

—7% risk of suicide
overall

—9% if depression or
dysphoria also present
at admission

—18% if had history of
peptic ulcer

—22% of the 655 suiclde
victims were

Intoxicated at time of L RATS
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Table 3. Descriptive Studies of Alcohol Involvement in Self-Directed Violence (continued)

Reference Data Source

Dimension of
Alcohol Use

Population Studied

Results/Findings

Berkelman et al, medical examiner
1985 records

-l/
Cheynoweth et interviews, medical
al, 1980 records and
coroner’s reports

Crompton, 1985 coroners’ records

BAC

legally intoxicated =
0.1 g% BAC or greater
at time of death

drug dependent group =

*evidence of

impairment of physical,
mental or social
functioning as a direct
result of the use of
sedatives or alcohol”

BAC

368 homicides, suicides,
or victims of
unintentional fatal
injuries who died
within 6 hours of injury
in 1982

135 consecutive suicides
in Brisbane, Australia
from 3-1-73 to 2-28-74

406 cases of violent
accidental death or
suicide (228) of persons
over 15 years old in
l.ondon from 1-1=-70 to
1-1-81

—18% of the suicides
were legally intoxicated
at the time of death

—another 38% of the
suicides had consumed
“alcohol

—-22% of suicides had
principal diagnosis of
alcohol dependence

—34% had principal or
secondary diagnosis of
drug dependency

—21.1% of suicides had
positive BAC

BAC = blood alcohol content
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Table 3. Descriptive Studies of Alcohol Involvement in Self-Directed Violence (continued)

Results/Findings

Dimension of Population Studied

Alcohol Use

Reference Data Source

.'“‘: oy

&al

—33% of the male and
7% of the female
patients were
diagnosed as alcoholic

—54% of the male and

IR
ey

self-poisoning patients
admitted to the ICU or
seen in the ER of
University Central
Hospital of Tampere,
Finland in 1970-1971 32% of the female
P and 1974-1979 patients were problem
g drinkers
—54% of the emergency
room and 25%-53% of
the ICU patients had
consumed alcohol

—19.7% of the suicide

alcoholism and problem
drinking, not defined;
history of consumption

Makela, 1983 hospital records

National Institute
on Drug Abuse,
.1984 s

Norvig and
Nielsen, 1956

emergency room and
medical examiner’s
records

patient interviews and
death records

history or BAC

chronic alcohalism If
patient had psychic or
somatic changes

42,294 suicide attempts
and 1,097 suicides by
the nonmedical use of
drugs in 1983

. 221 alcohol addicts
treated at Sanct. Hans
Hospital, Denmark
between 7-1-48 and

attempters had
consumed alcoho!
—21% of the suicides had
consumed alcohol
—6.8% of alcohol addict
patients committed
suicide during follow-
* up period

secondary to alcohol or
abusers sperituosorum
othenvise

ap1INg

12-31-50 and followed TR
s ey YR
unt! 10-53 y:

P
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e
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< Table 3. Descriptive Studies of Alcohol Involvement in Self-Directed Violence (continued) ’
m

b3 ;

o Reference Data Source Dimension of Population Studied Results/Findings :

'Bn Alcohol Use ?

i

< Ojesjo, 1981 personal interviews, abusers = high quantity/ 96 alcoholic men —12% of the decedents :

Q ) agency records, high frequency identified from a were suicides '

5 clinic records, and drinking plus repeated. population survey in —3.1% committed suicide |

- temperance board acute medical and Lundby, Sweden 7-1- °  during follow-up !

=< records - social disabilities; 47 and followed until period :

: addicts = drinkers 7-1-72 ) . |

o) , with generalized . ) |

P ! dependence and . . : !

an Y ; medical sequelae E

~ Ulmanen, 1983 hospital records * alcohol abuse, not 299 self-polsoning —31.8% of the self- '

) defined patients admitted to the poisoning attempters - |

: . ICU of University . were alcohol abusers . !

Central Hospital of i

Tampere, Finland . . ‘

' during 19761977 |

;oY) BAC = blood alcohol content , :

.
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Table 4. Studies of Alcohol Involvement in Self-Directed Violence Using Comparison Groups

Dimension of Alcohol
Use )

Reference Data Source

Population Studied

Results/Findings

alcohol and oth r drug

Black et al, 1985b  hospital records and
abuse (ICD-9, 303-305)

Towa death
certificates

s,

Combs-Omme et death certificates alcololism—excessive
' al, 1983 by drinking within 6
) , months prior to

) . admission and at least
2 problems or
symptoms, e.g.,
tremors, marital
difficulties, delifium
tremens, job problems

2ppimng

5,412 psychiatric patients
admitted between 1-1-
72 and 12-31-81
compared to fowa vital
statistics mortality
tables

1,289 alcoholics followed
6-9 years after
admission in St. Louis
compared to St. Louis
vital statistics mortality

. tables

—8.8% of suicides in
study group had been
treated for alcohol

—ratio of observed to
expected deaths among
the alcohol or drug
abuse suicides was
-11.11 for males
(p < .05) and 60.00 for
females (p < .01)

~—3.5% of those dying
committed suidde

—rate ratios for alcoholic
sulcides were 6.5

" averall, 7.5 for whites,
4.6 for blacks, 13.5 for

women
—0.7% committed suldde

during follow-up
period
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E Table 4. Studies of Alcvhol Involvement in Self-Directed Violence Using Comparison Groups (continued)
m
2 Reference Data Source Dimension of Alcohol Population Studied Results/Findings
91 Use
5 Goldney, 1981 interviews, hospital history, BAC 110 women 18-30 years —28% of the suicides had
0 -~ records, coroner’s old admitted after drug positive BACs .
é records : overdose and 32 female  —31.8% of the attempters
- suicides with BAC reported alcohol
3 / . determination from the consumption
- . Adelaide, Australia, immediately before
8 : coroner’s office . their attempted suicide
c compared with 21 —the proportion
% female controls consuming alcohol
m attending a community - before suicide (28%)
~ - health center " was greater than the’
. ’ : ' high-lethality
T : attempters (15%) but
' : . ' : less than intermediate
: (34%) or low-lethality

groups (48%), N =
7.224, p < 0.05
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Table 4.. Studies of Alcphol Involvement in Self-Directe

d Violence Using Comparison Groups (continued)

2
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Dimension of Alcohol Population Studied

_ Results/Findings
: ll'fﬁs.’.‘a‘.‘-'”'.m wtadem u
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. - sulcides)

Reference Data Source
. ) Use
S ““(ﬁ?ﬁﬁ‘%&ﬂ‘:‘ FR TS
Motto, 1980 clinical interview alcohol abuse—"the 978 persons admitted toa  high risk categories for .?‘)‘{”:'@*‘@"""';{Z;_,,
subject was drinking hospital for depression suicide were identified: SRRy ‘%‘
and did not have or suicidality who . —more than 2 prior 2<
controt over the abused alcohol, divided suicide attempts %
: ' amount of alcohol into an index group —serious present T
b e ingested” (N = 731; 42 suicides) attempt or intent O _{3-3}3.,{2" @
, . and a cross-validation —high intelligence st 5 4
_ group (N = 247; 11 —physlcal health with ] £
minor impairment or 173:

getting worse In past
year

—job change in past 2
years

—~other than good
present health
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differences in alcohol consuption rates may also reflect different background
rates of consumption in the geographic regions studied.

Alcohol effect can be disinhibiting, allowing an individual to overcome fears
or other constraints on committing suidde (Patel et al., 1972). Its effects on .
higher cortical functions may usurp self-regulatory prohibitions against violence.
Whether alcohol releases covert aggressive feelings or whether the consumpticn
of alcohol is an expression of such aggression is controversial (Whitlock and
Broadhurst, 1969). Alcohol may also be used as a self-medication that may have
the opposite effect, that of mitigating suicdal intent (Goldney, 1985). ’

It is paradoxical that alcohol consumption preceding suicidal behavior may
actually contribute to an underreporting of suicides and attempts. When the
BAC exceeds some ievels of intoxication, coroners may, as a matter of policy,
dassify the death 2s accidental rather than as suicdde (Crompton, 1985). The
coroner reasons that mental faculties would be impaired to the point that the
victim could not appreciate the potentially fatal consequences of the act. Tnus,
cur information regarding alcohol ingestion pricr to suicidal behavior is skewed
toward jower ranges of BAC. =

Alcohol Abuse and Alcoholism

Although the risk of suidde among alcoholics has often been placed at 15 percent,
research studies show a range of 0.2 to 11 percent (Choi, 1975; Lemere, 1933).
This wide range is mostly due to the varying lengths of follow-up in studies
from three years to death. In general, the estimate of suidde risk increases with
increasing length of follow-up. Since suicide among alcoholics appears to te 2
late sequela of the disease, studies with short follow-up periods after admission,
especially first admissions, underestimate the risk of suidce. Suiddes comprise
between 4.8 and 12 percent of deaths during follow-up of alcoholics (Tashizo
and Lipscomb, 1963; Ojesjo, 1981).

Alcoholics are 2t greater risk for suicide than the general pepulation. Tne
ratios of observed deaths among alcohciic samples to expected suicides ameng
age-matched mortality records range from 3.2:1 to 86:1 (Dahigren, 1951; Kessel
and Grossman, 1961). ) .

Alcoholism is often included among variables assessed in many studies of
suicide. The percentage diagnosed as alcoholic in studies of consecutive suicice
ranges from 15 to 31 percent (Dorpat and Ripley, 1960; Barraclough et al, 1974).

Barraclough and colleagues (1974) compared the alcoholic suicides in their
series to a previous survey of living alcoholics in Cambridgeshire, England,
highlighting factors which increase the alcoholics’ susceptibility to suicide. Mor
of the alcoholic suicides were divorced or widowed. A history of previous suicic
attempts was ubtained for 67 percent of the alcoholic suicides versus 10 percent
of the living Cambridgeshire alcoholics. The alcoholic suicides comprised 2n
older population than their controls. When compared to nonalcoholic suicices
in the series, more alcoholic suicides had made an overt suicide threat and mere *
had seen a doctor/psychiatrist in the week before death.

Robins’ study underscores the long duration of alcoholic illness before suicide
and the very high peércentage (77 percent) of alcoholic suicdides who had commu-
nicated their suicidal intent. In their series, only 40 percent of the alcohalics had
received medical or psychiatric care in the year preceding their suicide (Rokins,
1981; Robins et al, 1959). .

.
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Risk factors for suicide among alcoholics include a history of more than two
prior attempts, a recent history of a serious attempt, and poor or failing health
(Motto, 1980; Berglund, 1984). Job changes within the past two years and higher
intelligence also were shown to increase risk (Motto, 1950). -

Disruption of a close interpersonal relationship is a common predipitant of
suicide among alcoholics (Murphy et al, 1979). Having a concurrent affective
disorder or history of dysphoria also increases the risk of suicde (Murphy et
al, 1979; Berglund, 1884). Suicide is more common as a late sequela of alcoholism
(Robins et al, 1959). ) . :

SUICIDE AMONG MEDICAL AND SURGICAL PATIENTS

Suicdide among medical and surgical patients in the general hospital would seem
to be especially preventable, since the patient has the opportunity for frequent
contact with medical professionals. Studies of self-destructive behavior among
hospitalized medical and surgical patients highlight characteristics of those at
higher risk and situations likely to be hazardous. ;

Several diagnostic groups have been assodated with higher rates of suicide
and suicide attempts. Cancer patients were traced through the Finnish Cancer
Registry (Louhivouri and Hakama, 1979). The risk of suicide for male cancer
patients was 1.3 and for females 1.9 times that of the general population. Higher
relative risk was associated with having a nonlocalized cancer or a gastrointes-
tinal cancer. Patients treated by surgery or radiation therapy were not at increased
risk, while those receiving no treatment or other treatment (including chemo-
therapy) were at significantly higher risk. A design limitation of the study is
that the ““no treatment” group included those whose cancers were so far'advanced
that only palliative treatment was offered as well as those who committed suicide
before any treatment could be initiated. Thus, one cannot make conclusions
regarding suicide and the prognosis of the patient’s cancer. _

Terminal illnesses raise the spectre of pain, loss of function, alienation, and
possible disfigurement. Any of these may predipitate suicide in the vulnerable
patient. It may seem natural and inevitable for the terminally ill patient to be
depressed. The physician may then miss the opportunity to treat major depres-
sion and thereby prevent an untimely death. . )

Brown and colleagues (1986) have investigated the prevalence of wishes for
death among the terminally ill. They studied terminally ill patients on a palliative
care service who were aware of their illness and its prognosis and had either
pain, severe disfigurement, or severe disability. Of the 44 patients eligible for
study, 34 had never been suicidal nor had wished for death. All of the patients
desiring death had seveye depressive iliness either by Diagnostic and Slatistical
Manual of Mental Disorders, Third Edition (DSM-111) (American Psychiatric Asso-
ciation, 1980) criteria or by the citeria of the Beck Depression Inventory (short
version). None of the patients without dinical depression had suicidal ideation
or wishes for premature death. Although generalizability is limited by the small
sample size available, results indicate that clinical depression is not an inevitable
feature of terminal illness and that suicidal thoughts in the terminally ill are
present only when there is a concurrent deptession.

Patients with severe respiratory diseases have been overrepresented among
hopsital suicides (Baker, 1984). In this study of the Veterans Administration
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medical system, respiratory diseases accounted for 23 percent of the primary %
diagnoses among suiddes in their general medical/surgical population; while k2
that diagnostic group represented only 8 percent of the hospital population. %
Shapiro and Waltzer (1950) reported a similar overrepresentation of respiratory “
diseases among suicides and suicide attempters in the general hospital setting. -
Acute episodes of respiratory insufficiency frequently preceded the suicide attempts
and raise the question of how cerebral anoxa may contribtite to suicide risk. )
The authors were concerned with the failure of medical staff to request psychi- ¥
atric consultation for agitated, medically ill patients, even when body restraints gt
had been necessary. &

Hemodialysis patients have characteristics that contribute to their extraordi- ¥
narily high suicide rates. Whether by ordinary means or through discontinuaion .

of dialysis or intentionally fatal breaches of the treatment regimen, approxi-
mately five percent of dialysis patients commit suidde. Suicide is up to 400 times o
‘more frequent among dialysis patients than it is in the general population (Abram 7
et al, 1971; Haevel et al, 1980). Suidide and suidde attempts are less common
among home dialysis than among center dialysis patients. This may reflect ]
greater family support or the patients feeling more in control of the treatment. .-
"q' The dialysis patient combines impaired quality of life, the ever present possi- ]
4 bility of unintended death, and ready access to lethal methods of suidde. The 1
choice of a method intrinsic to one’s illness comprises a statement about jts .4
intolerability. The patient can readily disconnect 2 shunt, binge-induce hyper-  *

kalemia, or sever the arteriovenous fistula. ' :

Initiating dialysis occasions many losses—sodal, occupational, and interper- ¥

sonal. An even more painful sense of loss may accompany transplant failure

59

when the patient has been sustained by the hope of being “normal” again 4.

: through transplantation. Psychological problems are nearly universal among M
dialysis patients, and so, effective suicide prevention requires ongoing psychi- ~

atric support instead of treatment initiated at crisis points (Haevel et al, 1980). ".-'f

Patients in delirium tremens comprise another group of medical'surgical patients ~ ~
at high risk for suicide (Glickman, 1980; Keller et 2l, 1985). In Glickmant~ segics, ™ 2
suiddes were most often enacted within 24 hours of the onset of the delirium e
tremens and occurred among patients inadequately sedated. Difficulties in elic-

) iting a history of alcohol consumption from emergency-patients may contribute -
2T to their likelihood of having withdrawal symptoms unanticipated by the physi- .
& dan.

,:‘:":1}, - Recent studies summarizing suicides among medical and surgical patients
Hes have used the Veterans Administration hospital system; so conclusions are less .
gz‘x e " likely to be generalizable to women patients (Baker, 1984; Farberow and Williams, o
3\‘;{ 3__‘ 1982). However, medicalsurgical patients who"committed suicide were older )
,jﬁ';:;’*-’ ' than neuropsychiatric patients who did so. Few (3 percent) made nonfatal suidde i
‘; ; attempts during the hospitalization, but 16 percent had made prior attempts

)

Bl 4T - and 6 percent were admitted as the result of an attempt. Nearly 20 percent were .
i e assaultive during their admissions. Respiratory system dis
Most suicides were carried out b
Williams, 1982).

tases were common,
y cutting, piercing, or jumping (Farberow and ~ -%
N .

LY

AR Oy o Woe
e RILLS
2

P

o 2N S,
o

AL : N 326 REVIEW OF PSYCHIATRY / VOLUME 7

LAl
S
It
A%
LSS

\
1

$
LY

et
g‘& R AR LG
: I O AL S CAE M N
2 'za;-“-ﬂz’.ﬁ'é’}":‘ = ’*{333%-‘5&5(? AL
X % ﬁ PRIV

:."‘ ) ('I(:';}"lv‘vauz mdﬁé‘-’;ﬁaﬁé’é’.

4 8L



RISK FACTORS FOR SUICIDE ATTEMPTS

Despite overlap between two groups, suidde completers and attempters repre-
sent distinct populations. Suicide attempts cccur much more frequently in the
general population than do completed suiddes. Conservative estimates place
the ratio of attempters to completers at §:1. (Cross and Hirschfeld, 1985).

Even though only 10 to 20 percent of attempters go on to complete suicide,
a history of suicide attempts significantly increases the likelihood of subsequent
suicide. . N

Risk factors for suicide attempts differ from those for suicide completion in
some arcas, and are quite similar in others (see Table 5). They differ considerably
for age and sex. An average of three men commit suidde for every woman. The
ratio is reversed for suicide attempts—60 to 70 percent of attempts are made by
women (Cross and Hirschfeld, 1985). Similarly, although suicide rates are high-
est in those over 30 years of age, suicide attempts are much more likely to occur
in the young, with approximately 50 percent occurring in those under 30 years
of age. The peak period for attempts is between ages 20 and 24 (Cross and
Hirschfeld, 1983).

A recent Danish study has reported findings somewhat at variance with the
traditional litcrature (Bille-Brahe et al, 1535; Wang et al, 1985). Ninety-nine
psychiatric patients who had attempted suicide were randomly selected from
those admitted to the department of psychiatry at a Danish university hospital.
Slightly more than one-half of the attempters were men (the male:female ratio
was 51:48). The men were typically fairly young (more than three-fourths were
under 40, and more than 40 percent were under 30). The women werc somewhat
older. Nearly three-fourths were aged 30 or older. v

Risk factors for completers and attempters are very similar for marital status,
employment status, and psychiatric diagnosis. Both are much more frequent
among the unmarried (particularly among those who are divorced and living
alone), the unemployed, those without a confidant, and those with depression.

The presence of alcoholism in patients with other psychiatric disorders may
substantially increase the likelihood of suicidal behavior. For example, in one
study 80 percent of alcoholic patients with manic-depressive illness had attempted
suicide, versus only 13 percent of the nonalcoholic manic-depressives (Johnson
and Hunt, 1979).

Table 5. Risk Factors for Suicide C't'ampleters versus Attempters
among Psychiatric Patients '

N

Risk Factor Suicide Completion Suicide Altempt
Sex Males Females

Age 30s and 40s ° Under 30
Marital status Unmarried Unmarried
Employment status Unemployed Unemployed
Psychiatric diagnosis Depression and Depression

Schizophrenia

..
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One reason for this striking increase is that alcohol intoxication can increase h

impulsivity and decrease inhibitions. Conn and colleagues (1984) found this to b4

be true in their study of near-lethal suicide attempts by gunshot wound. They * .

found that the attempts occurred when the subject was depressed or perceived 3

threats to a dependent relationship, suggesting that alcoho] consumption alone i

is usually insufficient to predpitate a suicide attempt. by .

Adverse life events have been associated with both suidde completions and
attempts in a number of studjes, Paykel's classic 1975 study compared 53
predominantly young female attempters with matched nonsuicidal psychiatric K
Patients and matched normals (Paykel et al, 1975), He found that the attempters :
had four times as many life events as the normals, and had 1% times as many ¢
as the depressed group, in the six months before the attempt, with a marked
peak in the month prior to the attempt. The attempters’ events were character- *
ized as undesirable interpersonal, health, and legal problems. :

The literature on the relationship between early loss and suicide altempts is &
somewhat inconsistent, and riddled with methodologic problems.- Overall, :

"5 however, it suggests that individuals who experience loss of a parent throy h . )
i death or divorce are more likely to exhibit suicidal behavior in adulthood (Cross %
“  and Hirschfeld, 1986). S :

Personality features of patients who have attempted suidde have been the A
subject of several studies. Unfortunately, all of the assessments were made :
shortly after the attempt, when the patients were in crisis and psychiatrically

S
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greatly affect personality assessment (Hirschfeld et al, 1983), a finding which is
very relevant to these investigations. In general, attempters have been charac-
terized by increased locus of contro] and greater introversion when compared
with controls (Cross and Hirschfeld, 1985). :

Although only a minority of suicide attempters go on to commit suidide, they
-Tepresent a significant risk group. An excellent example of this is contained in
a recent 10-year follow-up of 262 suicide attempters by Katschnig in Vienna
(Katschnig and Fuchs-Robetin, 1985). Fourteen patients (five percent) committed
suicide within the follow-up period. Two clusters were identified in which the
suicide risk was considerably increased. The first was the “failed suicide” clus-
ter, which was characterized by advanced age, retired employment status, and g
first admission. The second was the “chronic” cluster, which was characterized
by younger age and multiple admissions.

The combination of alcohol abuse and a history of suicdde attempts increases 3
the risk for suicide. In the Cambridgeshire study Barraclough and colleagues B
(1974) reported that a history of previous suicide attempts was obtained for &7
percent of the alcoholic suicides versus 10 percent of the living Cambridgeshire
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55 SOMMARY OF RISK FACTORS FOR SUICIDE [N g
E PSYCHIATRIC PATIENTS - ‘
& . ' p
}5: Table 6 summarizes the major risk factors for suicide in psychiatric patients. The
;‘ most important factor s simply being 3 psychiatric patient. Rates of suicide in
e psychiatric patients, particularly inpatients, ranges from 5 to 6 times to nearly 5
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Table 6. Summary of Risk Factors for Suicide in Psychiatric Patients
e —

® Being a psychiatric patient }

¢ Being male: although the gender distinction is less important than among
the general population

® Age: middle years, in contrast to the general population

® Race: whites are at much higher risk than blacks

¢ Diagnosis: depression and schizophrenia

¢ History of suicide attempts, except among psychotic patients

¢ Undesirable life events, espedially humiliating ones or loss of a key person

¢ Timing: during hospitalization and in the 6-12 months postdischarge

40 times the comparable rate in the general population. Therefore, simply being
a psychiatric patient puts one at a substantially increased risk for suicide.

Men are at higher risk for suicide in psychiatric populations, although the sex
ratio is substantially lower among psychiatric patients than it is in the general
population. The male:female ratio in all but one of these studies (excluding the
VA study) reported a sex ratio below 1.5:1.

Among the general population the sex ratio for suidde in the United States
was 2.5:1 (ranging from approximately 2 to 10 for various age groups). Therefore,
being a psychiatric patient tends to increase the risk of suicide in women much
more so than it does in men.

In the general population, suicide is very much a phenomenon of oldex white
men. This is not nearly as true among psychiatric patients, whose peak suicide
rate tends to be in the middle years. Male psychiatric patients tend to commit
suicide at a somewhat younger age, perhaps around the ages of 25 to 40, whereas
the peak in female patients tends to be between the ages of 35 and 50.

In psychiatric populations, Caucasians kill themselves at a much higher rate
than do blacks and other nonwhite groups. Depression, schizophrenia, and
substance abuse are also associated witha substantially increased risk of suicide.
However, depression, especially psychotic depression or severely incapacitating
depression, causes the risk of suicide to soar. Given the high prevalence of
depression, its importance as a risk factor puts it at the top of the list. In contrast
to most other psychiatric disorders, suicdide among alcoholics is often a late
sequela of the disease. Therefore, short-term follow-up studies, especially those
of first admissions, may vastly underestimate suicidal risk among alcoholics.

A psychiatric history increases one’s risk of suicide, and a history of prior
suicide attempts substantiallz' increases suicide risk. However, the predictive
value of suicide attempts docs not hold up among psychotic patients, who are
much more likely to kill themselves without any warning,

Finally, the timing during the course of treatment for the disorder is extremely
important. Even though paticnts are being actively administered to and are
being observed for suicidal tendencies while in the hospital, a substantial
proportion of them nonctheless kill themselves while they are in the hospital.
In addition, the period of 6 to 12 months immediately following discharge is
one of very high risk. This is particularly true among women in the first six
months following hospitalization.
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Alcohol is an important consideration in the study of suicide. It may have a
disinhibiting effect, breaking down normal constraints on self-destructive behav- ;
ior. In fact alcohol is often consumed prior to suiddes, and one in five suidde ‘f
victims are intoxicated at the time of death. '

Risk factors for suidde among alcoholics are similar to those among other
psychiatric patients. In contrast to other patients, however, alcoholics are more
likely to kill themselves late in the course of their disease. Alcoholics are espe-
cially likely to communicate suicidal wishes prior to suidde. The risk substan-
tially increases if there is a concurrent depression.

Certain medical and surgical patients present special suicidal risks, and bear
more intensive psychiatric attention. Patients with respiratory diseases are three
times more likely to commit suicide than are other medical patients. Similarly, .
patients on hemodialysis are a high risk group. Patients with cancer are slightly
more likely to kill themselves than the general population, but, if untreated,
they may be at very high risk. In this group it is unclear how many of the
suicides occurred pror to treatment; so generalizations must be tentative.

Most medical patients who commit suicide, even those with terminal illnesses,
have concurrent treatable major depressions. So careful assessment of psychi-
atric status in these patients can literally be lifesaving, or at least substantially
increase the quality of remaining life.

CONCLUSION

All of this information on risk factors might lead some to the conclusion that
prediction of suicide should be a fairly straightforward and easy matter at this
time. Unfortunately, this is far from the truth, as Pokorny reported in his large
follow-up study. He found that any technique that is sufficiently sensitive to B
identify individuals who will go on to commit suidde will also select an extremely ]
large number of “false positives”; that is, individuals who will not go on to
commit suicide. Therefore, we must be conservative and humble in our claims

about identification of individuals at risk, and not overestimate our abilities in
such matters.
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medical examiners reluctant to certify suicide as the cause of death. Because
of thesc limitations, it is highly likely that official suicide statistics substan-
tially underestimate the true suicide rate. There are no national data sources
for the magnitude of the physical and mental health consequences of at-
8 tempted suicide or for the incidence of attempted suicide among persons
under 18 years of age, .
* e Risk factors for suicide include certain psychiatric ilinesses, personality
SUlClde ' disorders (particularly borderline and antisocial personality disorders),
alcoholism, family history of suicide, and low concentrations of certain
neurotransmitter metabolites (particularly, serotonin metabolite 5-hydroxy-
PATRICK W. O’CARROLL, MARK L. ROSENBERG, indoleacetic acid’ (5-HIAA) in cerebrospinal fluid). Anecdotal evidence
AND JAMES A. MERCY seems to indicate that among teenagers and young adults, suicide may be
influenced by exposure to suicide or suicidal behavior by others. Although
this hypothesis has not been formally tested many believe that it warrants
) recognition and that communities and health officials should have in place a
plan to minimize potential contagion before an apparent suicide cluster
' occurs, '
There are a variety of situational risk factors for suicide including stressful
rltife cvents (e.g., death of a loved one, loss of employment), loss or disrup-
lion of normal social support mechanisms (e.g., divorce, moving from one
place to another), and absent or inadequate social networks support; these
arc most dangerous when they interact with other suicide risk [factors.
Another important situational risk factor is the ready accessibility of fire- -
arms. Because a suicide attempt with a firearm is often immediately lethal
and very little time is needed to plan for suicide if the firearm is available,
suicide with a firearm may be committed impulsively, with little or no time
to reconsider the action. Some risk factors for suicide are not “causal” but
serve as markers of individuals at high risk: being male, elderly, or having a
past history of attempted suicide.
The outcomes of suicide include tremendous economic costs as well as

As the cighth leading cause of death in the United States, suicide accounted
for 30,796 deaths in 1987, Although the highest rates still occur among the
clderly, the ranking of suicide as the fifth leading cause of premature death
reflects an increasing incidence of suicide among adolescents and young
adults. Men of all age and race groups are more likely than women to i
commit suicide, and white men are at highest risk.
Firearms are the most frequently used method of suicide for both men |
and women; from 1970 to 1984, the proportion of suicides committed with
fircarms increased 17 percent for men and 59 percent for women, The =
second method of choice for men is by hanging, and the third, poisoning by .
gas. The second choice for women is ingestion of an overdose of drugs.

The epidemiologic information concerning attempted suicide is meager efmztional trauma .r:u‘ﬂ'crcd by the family members and friends of the sui?ide
and there is no uniformly accepted definition of suicide attempt. In one | victims. In 1984 suicide of those y ounger Ehan 65y cars of age resulteq na
large multisite survey of U.S. adults, approximately three out of every 1,000 , losg of over 6:“’000 years of potential life. For survivors the emetondl
reported that they had “attempted suicide in the preceding year.” The results ' trautna IS par Weularly qlfﬁcult bcc?usc ?f the uncxp eclcanss of'tl.lc event,
of this survey (8) paraliel other smaller surveys and suggest that there are poss.lblc f?clmgs of guilt, the socu.al stigma associated with su'nclde: g
approximately 25 suicide attempts for every completed suicide and that ! possible wn'hdrawal ol: t'he usual social support because of the social stigma,
there are 750,000 adults who attempt suicide each year Interventions for suicide prevention can be divided into five major catego-

Data on suicide mortality are derived from death certificates, As a cause rics:
of death, suicide hasbeen succinctly defined as death from intentionally self- L. Improving the identification, referral, and treatment of persons at high

inflicted injury. Yet applying this definition can be very difficult because risk,
determination of intention may require a retrospective collection of infor

i -27 Aeatne isk f; , such linical d i
mation regarding the decedent’s state of mind prior to E&iﬁﬁlaﬁlﬂﬁu(URTS 16306) Docld:%78; @&Pag&rﬁrﬁlg riek Tactors, such as clinical depression or

alcoholism,
and amount of this information as well as the ability of the official who is 3. Decreasing individual vulnerability to suicide through education of the
responsible for the certification varies greatly from case to case. In addition,

S e h b general population.
the social stigma associated with suicide may make some coroners and o awt  w
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!
5. Limiting access to lethal means of suicide, such as fircarms, prescrip-
tion drugs, and high places. '

A public health priority must be to assess the effectiveness of these interven-
tions so that policy makers can make the best use of limited suicide preven-
tion resources.

STATEMENT OF THE PROBLEM

In 1987 there were 30,796 deaths from suicide in the United States, making
suicide the eighth leading cause of death in this country (1). Unlike the rates
for many diseases, suicide rates are substantial among both young and old
people. As a result, suicide is the fifth leading cause of premature death, as
defined by years of potential life lost before age 65 (2). In past decades, the
rate of suicide was relatively low among adolescents and young adults but
increased steadily with increasing age. However, suicide rates among
younger age groups have increased dramatically in the last three to four
decades (3). In particular, the suicide rate among persons 15-24 years of age
has almost tripled: in 1950 the suicide rate for this age group was 4.5 per
100,000; in 1988, this rate was 12.8 (4,5). Suicide has been the second or
third leading cause of death among persons 15-24 years of age in recent
years. Although most suicides occur among persons less than forty years of
age, the highest rates occur among the elderlj ).

In general, men are three to five times more likely to commit suicide than
women. Furthermore, men are at higher risk than women across all age
and race groups. White men are at the hi hest risk of suicide, followed by
Jnen of races other than white, white women, and women of races other than
white. White men have also experienced the greatest increase in suicide rates
among persons 15-24 years of age. In 1987 the rate of suicide in this race-
SeX-age group was almost twice the overall national suicide rate (6).

For both men and women, firearms are the most frequently used method
of suicide; overall, approximately 60 percent of all suicides are committed
with firearms. Among men, hanging is the second most common method of
suicide, followed by poisoning by gases (chiefly carbon monoxide). Among
women, ingestion of an overdose of drugs is the second most common
method. The predominance of firearms as a method of suicide is increasing
among men, whereas it is new for women, In 1970 for example, more
women committed suicide by drug ingestion than by firearms. In recent
years, firearm suicides have accounted for an increasingly large proportion
of all suicides among persons 15-24 years of age. From 1970 to 1984, the
proportion of suicides committed with firearms increased | 7 percent and d
percent for men and women, respectively (7). f'ddl'c{) H néﬁ% ({a RIS 16206 Dacla

Reliable information regarding morbidity from attempted (as opposed to
completed) suicide is sparse. In one large, multi-site survey of adults in the
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United States, approximately three out of every 1,000 reported having
attempted suicide at some point during the preceding year (8). This estjmate,
which is in linc with previous smaller surveys, suggests that approximately .
750,000 adults attempt suicide each year in the United States, and that there
are approximately 25 suicide attempts for each completed suicide,

o

i
DATA SOURCES

Suicide mortality data ultimately derive from death certificate data, The
determination of suicide as a cause of death, however, is not always a
straightforward process. Suicide has been defined fairly succinctly as death
from intentionally self-inflicted injury (9), but it can be very difficult to
apply this definition, In particular, determining whether a decedent in-
tended to commit suicide necessarily involves retrospective collection of
data regarding the decedent's state of mind prior to the death. The amount
and quality of such information varies greatly from case to case. Moreover,
until recct?tly there were no published guidelines explicitly describing what
type of data ought to be collected in a death investigation in order to make
an informed determination of manner of death (9). The great variability
across the United States in the qualifications of the coroner or official
responsible for medicolegal certification presents additional questions about
the validity and reliability of death certificate information (10), .

Against the backdrop of these structural problems in suicide certification,
there is also the social sligma associated with suicide. For religious, finan-
cial, and even political reasons, coroners and medical examiners may some-
limes be reluctant to certify suicide as a cause of death. Given these limita-
tions in the way suicide is determined as a cause of death, it is not surprising
that many investigators believe official suicide statistics substantially under-
estimate the true suicide rate. Estimates of the true suicide rate range froma
low of 1.01 to 1.8 times the official rate, but it is likely that the true rate of
suicide is no more than 1.25 times the offical rate (11).

There is essentially no information at the national level concerning the
magnitude of the physical and mental health consequences of attempted
suicide. Indeed, the incidence estimates from surveys of adults cited above
are quite limited in what they tell us about attempted suicide. Because
altempted suicide was self-defined in these surveys, for example, it is unclear
what proporttion of these “suicide attempts” resulted in injury, in a visit to an
cmergency health facility, or in subsequent attempted or completed suicide.
There are also no national estimates of the incidence of attempted suicide
among persons less than 18 years of age, although there are indications that
SI?Q:{WW@W this group may be even higher than in the adult
population. Without such information on a national, longitudinal basis, it is
difficult to accurately estimate suicide attempt morbidity and trends, or to
assess the efficacy of suicide prevention programs,
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CAUSES AND RISK FACTORS!

Even though it is common to hear people say that a person committed
suicide because he or she was mentally ill or could not cope with stressful
events, in reality there are many factors that contribute to the causal
mechanism of any given suicide, Certain psychiatric ilinesses are, of course,
both extremely important and welt recognized as risk factors for suicide. In
particular, affective disorders have been clearly shown in both retrospective
case-control studies and prospective cohort studies to markedly increase the
risk of suicide (12). For example, in a population-based cohort study of
3,563 men in Sweden followed for 15 to 25 years, the suicide rate among
men with an initial diagnosis of any mental illness was almost 39 times

higher than the rate for men with no mental disorder. Men with an initial

diagnosis of a depressive disorder had a suicide rate 80 times higher than
men with no mental disorder (13).

After clinical depression, alcoholism is the most commonly reported
mental illness associated with suicide (14-17). In many studies, however, no
control group was used in assessing the contribution of alcohol use to
suicide risk (18-20). In addition, the independent effect of alcoholism on the
suicide rate is rarely estimated; rather, the diagnosis of alcoholism among
the case serics is often reported along with the prevalence of alfective illness,
social isolation, and other factors that might themselves account for any
observed increase in the risk of suicide. Most of the studies have been done
using special populations, such as psychiatric inpatients (21-23) or hospital-
ized alcoholics (24-26), and the findings of these studies are not necessarily
applicable to alcoholics in general. Finally, very little work has been done to
scparately assess the effects of acute exposure to alcohol (i.e., alcohol
intoxication) and alcohol abuse on the risk of suicide. More research is
needed to elucidate the mechanism(s) underlying the observed association
between alcoholism and suicide.

Certain personality disorders (in particular, borderline and antisocial
personality disorders) have also been shown to be correfated with suicidal
behavior (27). The interpretation of this correlation is problematic, how-
ever, since suicidal behavior is inherently part of the definition of certain
personality disorders, such as borderline personality disorder. The strength
and the predictive value of personality disorders as risk factors for suicide,
as well as the mechanisms explaining the observed association between
certain personality disorders and suicide, must be determined in future re-
search,

There is an increasing body of literature addressing putative genetic and
biologic risk factd¥s for suicide. Suicide has long been observed to “run in
families,” but such a phenomenon might cither be caused by common
exposure among family members to environmental-sociocultural risk

fac-
tors for suicide, or by genetic factors shared by famitiy) merﬁb@.@.nﬁﬁklRTS 1630

analysis of twin studies, however, strongly suggests a genetically based risk
for mental illness and suicide. Moreover, several Danish-American adop-

5) Docld:int@xOs8ddgplié
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tion studies suggest that this genetic risk may be inherited independently of
major psychiatric illness, perhaps as an inability to control impulsive behav-
ior (28). -

Certain neurotransmitter metabolites have been convincingly associated
with an increased risk of suicide (29). In particular, a clear relationship has
been demonstrated between low concentrations of the serotonin metabolite
S-hydroxyindoleacetic acid (S-HIAA) in cerebrospinal fluid (CSF) and an
increased incidence of attempted and completed suicide in psychiatric pa-
tients. Most of the evidence for this relationship is based on studies of
patients with major affective illness (particularly unipolar depression), but
there is some evidence this relationship may hold for other diagnostic
categorics as well, particularly for personality disorders (30) and possibly
for schizophrenia (31). The mechanism that accounts for the relationship
between a disturbed or inadequate serotonin system and suicidal behavior is
not clear,

Recent suicide clusters among teenagers and young adults have suggested
that suicides may sometimes be caused by “contagion,” i.c., by exposure to
the suicide or suicidal behavior of others (32,33). There is ample anecdotal
evidence to suggest that, in any given suicide cluster, suicides occurring later
in the cluster often appear to have been influenced by suicides occurring
carlier in the cluster (34,35). This contagion hypothesis has never been
formally tested at the individual level, and the strength and public health
importance of contagion as a risk factor for suicide remain to be deter-
mined. In general, contagion in the context of suicide clusters has been
conceptualized as being mediated through an amalgam of imitation, identi-
fication, grief, and the highly charged emotional atmosphere common in
many communities that have experienced suicide clusters. Despite uncer-
tainty about contagion as a risk factor for suicide, many believe it is prudent
to recognize the possibility of a contagious effect of suicide and to institute
measures to minimize potential contagion in the context of an apparent
suicide cluster (36).

Suicide contagion may not be limited to geographically localized clus-
ters of suicides. A number of ecologic studies have been done to assess
whether the incidence of suicide in the general population is increased by
exposure to television news stories and movies about suicide. Some investi-
gators have reported an increase in suicide following such exposure (37,38),
but this finding has not been found in all studies (39,40) and has been
challenged in others (41,42). Both the nature of the exposure to suicide and
the hypothesized induction period from cxposure to outcome in these
studies are quite different than is hypothesized for geographically localized
suicide clusters. In the former, the exposure is to stories, fictional or
otherwise, of suicides by persons unknown to the study subjects; the

cfin the study designs is one to two weeks. In the
case of geographically localized suicide clusters, however, the suicides to
which victims of the suicide cluster were exposed were frequently those of
close or intimate friends; reported suicide clusters have tvnically rorreend
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over the course of one to four months (43), but have ranged from several
weeks to-over one year (44).

There arc a variety of situational risk factors lor suicide. Stressful life
events, such as the death of a loved one or recent loss of employment, often
appear to be clear precipitants of sujcide (45). In general, stressful life events
may elevate the background risk of suicide by a factor of five to 10, although
the duration of time after exposure to these stressful events during which
suicide risk remains elevated has not been well characterized (46). A loss or
disruption of normal social support mechanisms also increases the risk of
suicide. Divorce, unemployment, and migration from one communily to
another are but three examples of factors that may lead to some disruption of
social support networks; all three have been shown to be related to increased
suicide rates (12,47). Absent or inadequate social support networks presum-
ably increase the risk of suicide through interaction with other suicide risk
factors, such as clinical depression and recent stressful life events.

Another situational risk factor of potentially great importance is the
ready accessibility of firearms. Unlike drug ingestions, carbon monoxide
poisoning, and many other suicide methods, a suicide attempt with a fire-
arm is often immediately lethal, leaving little or no opportunity for post-
attempt rescue. Morcover, if a firearm is readily accessible, very little
planning and time are required between the moment a person decides to
commit suicide and the execution of the attempt. The accessibility of a
firearm may both limit the preattempt opportunity for intervention by
others and facilitate impulsive suicidal acts (48,49). Theoretically, at least
some proportion of impulsive decisions to commit suicide might never be
acted on if substantial efforts were necessary to arrange for a suicide
method. However, the factors that determine choice of suicide method are
complex, and careful research is needed 1o determine whether accessibility
to fircarms increases the risk of suicide.

Finally, there are several risk factors for suicide that are useful for
delineating high risk groups, although these factors do not appear to be

“causal” in the traditional sense. Being male, for example, or being clderly,

identifies one as belonging to a high risk group. Having a past history of .

attempted suicide has also been clearly shown to increase the risk of future
completed suicide (12). These markers for increased suicide risk presumably
correlate with other, causal risk factors for suicide. A past history of
attempted suicide, for example, may correlate with impulsivity or with a
vulnerability to affective illness.

L a4

OUTCOMES

In human and economic terms, the cost of suicide "Hﬁi A)&'ted Stat .sRTS 1630
o)

cnormous. In 1984 alone, suicide among those younge f
resulted in the loss of over 645,000 years of potential life (50). Weinstein and
Saturno (51) estimate that in 1980, suicide among persons 15-24 years of

) Docld:of Q&8
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age alone resulted in the loss of 276,000 years of potential life and economic
costs of $2.26 billion. Adding in attempted suicide among persons in this
age group brought the estimated economic costs to $3.19 billion.

The emotional trauma experienced by the “survivors” of suicide—family _
members and friends of suicide victims—is enormous (52). The process of
grief and bereavement over the death of a loved one is always painful and

-difficult, but when the decedent committed suicide, this process is even more

difficult and traumatic. Death from suicide is usually sydden and unex-
pected. Suicide may engender feelings of guilt or rejection’in the survivors,
Because of the social stigma associated with suicide, traditional mourning
rituals may be avoided, and the usual social supports for the decedent’s
family and friends may be withdrawn or attenuated. All of these factors
increase the risk of disturbed or unresolved gricf reactions among the
survivors (53).

INTERVENTIONS

Although a wide variety of suicide prevention programs have been devised,
the strategies underlying these programs may be consideted under five
broad conceptual categories. The first such strategy is to improve the
identification, referral, and treatment of persons at high risk of suicide by
various caretakers and “gatekeepers” in the community. Increased training
of primary care physicians in the recognition and treatment or referral of
patients with clinical depression is one example of this approach; school-
based screening programs designed to identify suicidal youth in the context
of an evolving suicide cluster is another. A second suicide prevention strat-
egy focuses on the treatment of underlying risk factors for suicide. Clinical
depression, for example, is addressed through psychotherapeutic and phar-
macologic treatment of patients with this iliness. Alcohol rehabilitation
programs, though not traditionally thought of in terms of suicide preven-
tion, may contribute to the prevention of suicide by addressing one of the
most important risk factors for suicide—alcoholism.

A third general suicide prevention strategy is to decrease individual
vulnerability to suicide through education of the general population. Affec-
tive education programs, for example, seck to help individuals understand
and cope with the types of problems that can lead to suicide (54). Other
programs arc designed to increase public awareness of helping resources in
the community to facilitate help-secking behavior by suicidal persons. A
fourth, related suicide prevention strategy is to provide or expand the
accessibility of self-referral resources for suicidal persons. Hot lines and
walk-in crisis centers are the best-known examples of this strategy.

A ﬁnasl‘btgéc for s\z' jde prevention seeks to limit access to lethal means

; %laces,_prescription drugs, or fircarms (55). This
Strategy derives from the hypothesis that if substantial efforts are required
by an individual to arrange for a lethal suicide method, of if a less lethal
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method is substituted in its stead, the likelihood of a completed suicide will
be diminished.

The above strategics have differing strengths and weaknesses, and each may
be important in the prevention of suicide, Unfortunately, the effectiveness of
many of these strategies has yet to be established. Eddy and colleagues (54)
surveyed 15 suicide experts as to their judgments of the effectiveness of a
variety of existing and proposed youth suicide prevention strategics. On the
average, these experts estimated that approximately 10 percent of potential

youth suicides were being averted by existing prevention programs, and that
cach of the proposed stralegies to improve prevention might reduce the
incidence of youth suicide by 6-16 percent, depending on the strategy. Even if
all of the proposed strategies were simultaneously implemented, the expected
reduction in youth suicide was estimated to range from 15 percent to no more
than 50 percent. The uncertainty regarding program effectiveness, and the
relatively modest nature of the reduction in mortality that may be expected
from our present array of interventions, is not limited to youth suicide

prevention programs but extends to suicide prevention in general. There is
clearly an urgent need to develop a better empirical base of information
regarding the effectiveness of various prevention strategies so that policy
makers can make the best use of limited suicide prevention resources,

Approaching Suicide as a Public Health Problem

As we move from continuing research on risk factors and evaluating strate-
gies to actually developing programs and interventions, it is important to
consider the role of public health in suicide prevention and how the multj-
sectorial collaboration necessary for successful suicide prevention program
can be achieved. It is important to emphasize that suicide be addressed as a
public health problem and not solely a mental health problem,

Suicide is not Solely Determined by Mental lllness

Mental illness is not the only relevant risk factor in the causal mechanism
leading to suicide. Research has consistently pointed to the importance of .
many other factors unrelated to mental jllness as important determinants of
suicide such as accessibility to firearms, geographic mobility, parental loss,
family disruption, being a friend or family member of a suicide victim, alcohol
and drug use, and social isolation, If suicide prevention efforts focus solely on
mental illness and ignore the contribution of other factors that contribute to
suicide, many lives may be lost that could otherwise have been saved.

For Those Suictdes for which Mental llness is the

Key Risk Factor, It is Inappropriate to Confine Prevention
Efforts to the Mental Health Sector

Mental health practitioners can only accomplish tﬁpjﬁ,ﬁ,gmngi,(yﬁ-rs 16306

work they do when patients come to see them. There are many factors, how-
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ever, that determine whether suicidal patients seck help from mental health
prolessionals. The most striking example of progress in this areg is the
training of “gatekeepers™ across a variety of disciplines (e.g., education,
general medicine). These gatekeepers often play a critical role in facilitating
proper care by mental health professionals—but training these gatekeepers
is a task that is in large part beyond the scope of mental health systems.

4

H
An Effective Approach to Suicide Prevention Requires
the Collaboration of Individuals in Public Health,
Mental Health, Medicine, Education, and Social Services
in Both the Public and Private Sector
One of the most important developments in the field of suicidology in the
last 30 years has been the recognition that suicide prevention cannot be
accomplished solely through the efforts of one socictal sector, This realiza-
tion was clearly recognized by the Secretary’s Task Force on Youth Suicide
and highlighted among the major recommendations of this body. The
characterization of suicide itself as directly a mental health problem (as
opposed to depression, for example, which is an important risk factor for
suicide) undermine efforts to engender multidisciplinary and intersectorial
efforts to prevent suicide.

Although Mental Iliness is an Important Risk Factor

for Suicide Across All Age Groups, Mental Iliness Plays

its Least Important Role in the Etiology of the Suicide among
Youth Ages 15-24, the Group in which Suicide Rates

have been Increasing Most Rapidly.

Rescarch conducted by David Shaffer and his colleagues has shown that
mental illness, particularly depression, a common antecedent to suicide in
adults, may be less frequently associated with suicide among young people
(personal communication). In fact, Shaffer has concluded that uncompli-
cated depression, without any associated behavior problems, is uncommon
among youths who commit suicide and that only a small proportion of teen
suicides occur among teenagers with manic depressive or schizophrenic
psychosis because these conditions are relatively rare, Consequently, pre-
vention strategies that focus on mental illness would appear to be insuffi-
cient for the prevention of youth suicide,

For These Reasons, State and Local Public Health Agencies

and other Interested Groups Should Play Key Roles

in Suicide Prevention Efforts

Mental he rofessjgnals and mental health agencies have a large and
Docld: ZQ}%&@&%&Q; 3;)! in suicide prevention; however, their efforts will

be enhanced by a broader view of the nature of suicide and how we may best

prevent it,

193 .
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