SUICIDE

INTRODUCTION

Suicidal intent and suicidal behaviour constitute one of the most emotionally charged of medical emergencies for patients, their families and for clinicians. Most people who commit suicide consult a physician within 6 months before their death. Suicide is ubiquitous, confronting practitioners in very branch of medicine.

Suicidal people tend to invariable cause intense emotional turmoil in those close to them, even the clinicians. Often, in the midst of emotional turmoil, a clinician is required to make a judgement about the lethality of the patient’s intentions and actions, which he must use to intervene in a quick and decisive manner.

Most completed suicides have been planned, precautions against discovery are taken, in most cases a warning is given before committing suicide.

Epidemiology

Official statistics appear to underestimate the true rates of suicide. This would include those whose deaths are recorded as accidental although many have recently been depressed or dependent on drugs or alcohol.

In the USA, about 11 out of every 100, 000 people kill themselves each year. One out of every ten people in the general population had at some time had suicidal feelings that he or she would label “serious”.

Risk Factors

(i) Age – Risk of suicide among white males increases with age and peaks in the 9th decade. For white females, the risk steadily increases to age 50 and then declines somewhat in the 8th decade. Non white females have their highest suicide rates in young adulthood to age 40, with a decline thereafter. The rate of suicide among adolescents and young adults has increased over the last 25 years more than threefold.

(ii) Sex – Men commit suicide three times more frequently than do women. 
However, women attempt suicide two to three times as often as men.

(iii) Race- Suicide rate is higher for whites than non-whites.

(iv) Marital status- Suicide rates are lowest for married people and higher for those who are separated, divorced or widowed.

(v) Living situation- People who live alone are at a higher risk for suicide than are people who live with others.

(vi) Employment status- People who are unemployed are at higher risk for suicide than are those who are employed in or out of the home. Professionals (especially male physicians) are also at a disproportionately high risk.

(vii) Physical health- Physical illness, or the perception that one is ill, is common among those who commit suicide, especially for people with cancer or AIDS.

(viii) Mental health especially depression, bipolar disorders and schizophrenia. Also anxiety and panics attacks.

(ix) Chemical dependence- Dependence on either alcohol or drugs increases the risk of suicide by a factor of five.

(x) Previous suicide attempts- At least 10% of suicide attemptors eventually kill themselves.

(xi) Biological factors- Family history of suicide whereby transmission occurs via the psychological process of identification

    - CNS serotonin deficiency

Other risk factors though not easily quantifiable include:-

(i) Hopelessness about ones life situation.

(ii) Interpersonal loss: - The risk of suicide is particularly high among alcoholic individuals who have endured interpersonal loss within the previous 6 weeks.

(iii) Life stressors e.g. changes, moves, births, graduations, marriage, retirement and menopause.

(iv) Interpersonal conflict especially with family members or other important people.

Assessment of the Suicidal Patient

Like many other potentially lethal conditions, suicidal intent can present itself to the clinician in a variety of subtle and obscure ways. The clinician should take into consideration the verbal as well as non-verbal clues. The patient should be enabled to be more open about their feelings and plans through a non-judgemental and objective approach. This should be done in a quiet, relatively private setting. However, if the patient has attempted suicide, he/she should be interviewed only after going through a full medical evaluation and is stable medically.

Assessment of the patient usually requires time and thoughtfully attention to emotional nuances.

The assessment of suicidal patient should include:-

(i) Assessment of suicidal ideation- this should focus on the lethality and availability 
of the method as well as the likelihood of rescue from the proposed attempt

(ii) Assessment of a suicide attempt- Here, the clinician asks questions in order to determine the damage caused by the attempt and the degree to which rescue from that attempt was likely. The likelihood of resue would provide one measure of the lethality of any given suicide attempt, as well as data for judgment about continued suicide risk.

(iii) General psychiatric evaluation- A careful general history will help in identification of risk factors for suicide as well as problems that might be amenable to change. It is important to explore the social situation, occupation, psychiatric history, drug and alcohol history, medical history as well as the mental status examination of the patient.

The assessment will not be complete without evaluating the availability of 
resources. This will help in planning intervention measures.

TREATMENT OF THE SUICIDAL PATIENT

The clinician should use his judgement about continued risk and available resources to arrive at a plan of action. This is done with the help of the patient, the family, friends and any ongoing caregivers who are available to collaborate in the process.

Three treatment options exist-

(1) Outpatient care

(2) Voluntary admission

(3) Forced hospitalization

(1) Outpatient care- The outpatient treatment will be based on the patient’s need and diagnosis and may range from a few sessions of crisis intervention work to long term psychotherapy and pharmacotherapy. This choice of treatment will be dictated by your judgement and the co-operation of those to whom you refer the patient as well as the available resources (family, friends, spouse, etc) This treatment can be considered for the stable patient who denies any clear self-destructive plan of intent or in the patient who has attempted suicide but denied intent, or the attempt itself indicates low risk.

(2) Voluntary admission- Many people who have definite plans for suicide and most that have actually made serious attempts, will need hospital admission. Hospitalization helps weather the crisis and also allows for intensive evaluation and prompt initiation of treatment. Desperate suicidal people will often agree to hospitalisation, especially if family of friends support such a move.

(3) Forced hospitalization- Unlike most other conditions, suicidal intent carries with it a legal mandate for involuntary hospitalisation. Commitment is generally done by a licenced physician, who must explain this course of action clearly and decisively and, if necessary, use ancilliary personnel to detain the patient against his/her will. Decisions about the suicide risk should be clearly documented in the patient’s chart.

