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Suicidal Patients:
Assessing And Managing
Patients Presenting With
Suicidal Attempts Or Ideation
It’s 11:30 p.m. on a Saturday night in the ED, and you’re winding down
your shift. You’re evaluating a 22-year-old female with a chief complaint of
headache. During the course of the interview, your patient states, “I have been
thinking about hurting myself for the past few hours.” Before you have the
opportunity to explore this, EMS arrives with an emergent trauma patient who
requires immediate resuscitation. As you finish up the resuscitation and head
back to your previous patient, you find that she’s no longer in the examination
room and has left the ED. Thirty minutes later, your patient resurfaces. She is
brought in by ambulance and is now unresponsive
and apneic.

EMERGENCY physicians are often at the front lines in dealing with
suicidal patients. This includes not only patients who present

because of a suicide attempt, but also those who present with other chief
complaints and have underlying suicidal intent that has not yet mani-
fested itself. People at risk for suicide present in EDs in a variety of
circumstances, with a variety of concerns (including mental and sub-
stance use disorders, physical abuse, recent losses, and painful physical
illnesses) that can suggest an increased risk for suicide. One of the
key challenges to the emergency physician is assessing the severity
of that risk.

The role of the emergency physician in caring for those patients who
have attempted suicide includes immediate medical evaluation and
resuscitation when necessary, treatment of ingestions and acute injuries,
maintenance of a safe and non-threatening environment, assessment of
imminent suicide risk in consultation with emergency psychiatric
services when available, and proper disposition with follow-up for
discharged patients. For patients who are not overtly suicidal, the role of
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the emergency physician is to recognize risk factors
and signs of possible suicidal ideation and to explore
these with the patient in a non-judgmental way to
determine the need for psychiatric or substance
abuse referral.

Patients with suicidal intent or ideation are often
treatable. Strategies to increase emergency physician
awareness and referral of suicidal patients can save
lives. This issue of Emergency Medicine Practice explores
such methods.

Critical Appraisal Of The Literature

There is a paucity of evidence-based data in the
literature to support the decisions that emergency
physicians make when approaching suicidal patients.
While the American College of Emergency Physicians
and the American Psychiatric Association have devel-
oped guidelines regarding the evaluation of altered
mental status and delirium, these societies have not yet
developed guidelines specifically for the approach to
the suicidal patient.1,2 Other societies present guide-
lines relating to the evaluation of the suicidal patient,
but none are specific to emergency medicine, and none
are definitive or universally accepted.3-5

There are few randomized, controlled trials
focused on suicidal patients.6 The literature regarding
suicide is mostly retrospective in nature and catego-
rizes patients into groups of particular psychiatric
disorders (mood, anxiety, substance use, etc.). There
are also few studies in the literature that evaluate the
effects of pharmacotherapy on suicidal behavior, in
part because potentially suicidal patients are routinely
excluded from such studies.7,8

This lack of evidence-based data prevents the
creation of a “standard of care” for assessing suicide
risk, preventing suicide, or reducing the frequency or
severity of suicidal acts.9 Future research and the
development of a standard of care would help ensure
that patients are adequately screened and that clini-
cally appropriate referrals for mental health and
substance abuse treatment are made.10

Epidemiology, Etiology, And Pathophysiology

Epidemiology And Etiology
Suicide is a staggering public health problem in the
United States and throughout the world. In the
United States, it is the eighth-leading cause of death
for all ages, and the third-leading cause of death in
adolescents.11 It claims 31,000 lives in the United States
and over 1 million worldwide each year.12 Four times
as many American lives were lost by suicide (220,000)
as were lost in combat (58,000) during the period of
the Vietnam War.13 In the past 20 years, suicide
claimed 200,000 more lives than did AIDS and HIV-
related diseases.13

Up to 90% of people who commit suicide suffer
from a diagnosable mental illness.14,15 Epidemiologic

and demographic data for suicidal ideation, nonfatal
attempts, and completed suicide vary.16,17 In the United
States, completed suicide occurs more often among
men than women.18 Women attempt suicide twice as
often, but men are four times more likely to complete
it.19 Whites and Native Americans have higher suicide
rates than other minorities.12,16 The elderly (65 and
over) have the highest suicide rates, particularly
because they tend to use more lethal means such as
firearms.16,20 Firearms account for the majority of
completed suicides (57%), followed by suffocation
(including hanging—18.7%) and ingestions (16.6%).12

In the United States, higher rates of suicide are re-
ported in the western states, with Nevada and Alaska
having the highest incidence.21 Suicide rates are highest
during April, June, and July.

Data from the Public Health Service indicate
that each year in the United States, 650,000 patients
are evaluated in EDs after attempting suicide.22 It has
been estimated that for every completed suicide, there
are 8-22 ED visits for suicidal behaviors.22 In 2002,
132,353 individuals were hospitalized following
suicide attempts, and 116,639 were treated in EDs
and released.12

Pathophysiology
Decreased cerebrospinal fluid (CSF) serotonin levels
and serotonin receptor dysfunction are strong risk
factors for suicide attempt and completion. Dysfunc-
tion in central serotonin systems is associated with a
lowered threshold for self-directed and externally
directed aggressive behavior.9 In 1976, Asberg et al
reported a bimodal distribution of serotonin metabo-
lites (5-HIAA) in the CSF of depressed patients.23 In
this study, significantly more of the depressed patients
in the “low” CSF 5-HIAA group had attempted suicide
compared to the “high” CSF group.23 A five-year
follow-up study of depressed patients concluded that
patients who attempted suicide before the index
admission and who reattempted suicide during the
follow-up had significantly lower CSF levels of
5-HIAA.24 To date, more than 20 studies have reported
low concentrations of CSF 5-HIAA in suicide
attempters with a broad range of diagnoses, making
this one of the strongest findings in biological psychia-
try.25,26 The absolute reduction in the concentration of
CSF 5-HIAA appears to correlate well with lethality,
increased planning, and medical damage of the suicide
attempt.27 The pharmacotherapy of suicidal patients
often aims at increasing serotonin availability in
the brainstem.

Prehospital Care

Suicidal patients present a unique challenge to the
prehospital care crew. Patients may require transport
and treatment against their will. Concerned family,
friends, or random bystanders often dial 911 for
assistance without the patient’s consent. While some
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Cost- And Time-Effective Strategies For Suicidal Patients

1. Be selective in ordering toxicology screening panels in
overdose patients.

Urine toxicology screens have very little utility and rarely
change the treatment strategy. Serum toxicology screens
are useful when the quantitative values (such as
acetaminophen, carbon monoxide, or aspirin) will
influence management decisions.

2. Allow the history and physical examination to
determine the necessary diagnostic studies.

“Shotgun testing” has limited utlity in evaluating
patients with psychiatric symptoms alone.

Caveat: Be more liberal when evaluating elderly
patients. Medication interactions, electrolyte
abnormalities, and comorbid physical illness contribute
to depression and suicidal ideation in this population.

3. Neuroimaging is rarely useful in evaluating patients
with suicidal ideation.

Caveat: Patients with focal neurologic deficits should
receive a CT scan. In addition, febrile patients with
suspected increased intracranial pressure (e.g., AIDS
patients) should have neuroimaging performed prior to
lumbar puncture.

4. The physician’s clinical impression should ultimately
determine patient disposition.

There is no foolproof method to predict which
patients will ultimately commit suicide. Regardless
of risk factors and the lack of a suicide plan, the
physician should ultimately rely on his or her clinical
impression to determine immediate hospitalization
vs. discharge. ▲

patients will be cooperative, others may refuse trans-
port or treatment. Most suicide attempters will not be
severely agitated; however, others may be altered or
agitated as a result of drug or alcohol ingestion.

Combative, aggressive, or agitated patients in the
field are a risk to themselves and the prehospital
crew.28 For this subset of suicidal patients, prehospital
protocols for altered mental status should be followed.
If physical or chemical restraints are necessary, they
should be used in accordance with protocols devel-
oped by the local EMS system’s medical director. There
is no uniform policy throughout the United States that
addresses the paramedic’s use of chemical or physical
restraints. In some locales, sedatives or tranquilizers
can be given by medics only through a direct physician
order. In areas where prehospital chemical restraints
may be employed, the options are limited. Pharmaco-
logic agents including droperidol and haloperidol are
effective and safe in sedating combative patients,
although their use in the prehospital setting may not
be practical.28,29 Benzodiazepines are routinely used in
the prehospital setting for the management of patients
with seizures, but their use for sedation is not well-
studied.28 Sometimes, physical restraints or police
intervention remain the only viable options.

The use of physical restraints is a common, though
controversial, practice. When a patient’s behavior
represents an immediate danger to himself/herself or
to others, the use of physical restraints is reasonable.30

In all cases it is imperative that prehospital
personnel use the minimum physical and/or chemical
restraint necessary to ensure that the patient at risk for
self-injury is safely brought to the ED.

ED Evaluation

The immediate concern in the ED is to ensure appro-

priate resuscitation and stabilization tailored to the
individual patient. Hypoglycemia, hypoxia, and other
medical causes of agitation or altered mental status
must be considered during the initial resuscitation.

All patients who have attempted suicide or are
thought to be suicidal are a potential continued threat
to themselves. They require a safe, monitored environ-
ment while in the ED or until they have been thor-
oughly evaluated, admitted to a psychiatric unit, or
deemed to no longer be a threat to themselves. Patients
may need one-to-one observation and physical or
chemical restraint in order to evaluate them. They
must be undressed and checked for any potential
sources of harm such as pills or sharp objects.

As with prehospital care, the minimum sufficient
amount of physical and/or chemical restraint is
recommended. If verbal management techniques fail to
calm agitated patients, rapid tranquilization is neces-
sary to assist patient cooperation in their evaluation
and treatment.31 Administer a benzodiazepine and a
rapidly acting antipscyhotic agent (haloperidol) to
immediately reduce the agitation and potential danger
to the patient and staff, and titrate to effect. Advan-
tages include reduced time spent in an agitated
psychotic state, decreased assaultive incidents, greater
ease of evaluative procedures, and less time in re-
straint.32 One multicenter, prospective, double-blind
study evaluated the efficacy of haloperidol and
lorazepam in 98 psychotic, agitated, aggressive
patients vs. either agent alone. Effective symptom
reduction (tranquilization) was achieved most rapidly
in the combination group, without any increase in side
effects.32 (See also the November 1999 issue of Emer-
gency Medicine Practice, “The Violent Patient: Clinical
Management, Use Of Physical And Chemical Re-
straints, And Medicolegal Concerns.”)

In addition to addressing immediate life threats,
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Table 1. Essential Elements Of The History In
Potentially Suicidal Patients.

• Current suicidal ideation, intent, and plan (ask specifically
about each)

• History of suicide attempts (include date, circum-
stances, and lethality of method)

• Family history of suicide

• History of mental illness (especially depression, schizo-
phrenia, bipolar disorder, borderline personality, and
anxiety disorders)

• Intensity of current depressive symptoms

• Current treatment regimen and response

• Psychotic symptoms (especially auditory command
hallucinations, thoughts of external control, and
religious preoccupation)

• Alcohol and drug use patterns

• Concurrent medical illnesses, especially debilitating or
painful conditions

• Past or present history of violence/aggression

• Recent life stressors (e.g., marital separation, job loss)

• Current living situation (e.g., social supports, availability
of weapon)

• Family member contact information to corroborate
details and assess safety of home conditions

Adapted from: Frierson RL, Melikian M, Wadman PC. Principles of
suicide risk assessment. How to interview depressed patients and
tailor treatment. Postgrad Med 2002 Sep;112(3):65-66, 69-71.

the emergency physician plays an important role in
“medically clearing” the patient; that is, determining
whether the patient’s psychiatric symptoms could be
secondary to a medical condition requiring treatment
in a medical rather than psychiatric facility. This
assessment requires an adequate history and physical
examination for every patient. Indeed, there is a strong
possibility that the physical examination performed
by the emergency physician will be the only one over
the patient’s entire psychiatric hospitalization or
outpatient care. In many cases, psychiatrists do not
routinely perform the physical examination on their
patients.33,34 However, up to 50% of patients with acute
psychiatric presentations have underlying, undiag-
nosed medical illnesses.14,33,35 (The most common
reasons psychiatrists cite for not examining patients
include having another physician perform the physical
to save time, the lack of feeling competent to perform
the examination, the possible avoidance of transference
and countertransference, and simply “not liking” to
perform the physical examination.34)

In spite of the importance of the “medical clear-
ance” process, there is no standardized procedure for
this in the ED. In fact, some authors believe that the
term itself is misleading, as it implies that the patient
has been “cleared” of all medical conditions. Tintinalli
et al advocate that the term “medically clear” should
be replaced by discharge note containing results from
the history; physical, mental status, and neurologic
examinations; laboratory results; and discharge and
follow-up instructions.36

History
A thorough history is essential for all patients present-
ing to the ED after a suicide attempt and for all
patients in whom suicidal ideation is suspected. (See
also Table 1.)

Goals
For both suicide attempters and those suspected of
suicidal ideation, the history taking involves critical
components. The primary goal of the history is to
assess the degree of imminent risk to the patient.

Suicide risk is assessed along a continuum ranging
from suicidal ideation alone (relatively less severe) to
suicidal ideation with a plan (more severe). Suicidal
ideation with a specific plan of action is associated
with a significant risk for attempted suicide.

Patients who have tried to commit suicide or who
are thinking of doing so may hide this intent.37 Further-
more, suicidal intent is not constant within an indi-
vidual person. It waxes, wanes, disappears, and may
resurface abruptly, suggesting that the suicidal urge is
state-dependent.38 Some patients may become calm
once the decision to commit suicide has been made.

Unfortunately, there is no evidence proving that
screening for suicide risk reduces suicide attempts or
mortality, and there is no definitive evidence suggest-

ing the superiority of one screening tool over any
others, especially in the ED setting.4 The emergency
physician’s degree of suspicion determines the extent
of screening for suicidal ideation as well as depression
or substance abuse disorders that may contribute to
suicidal ideation.

Interviewing Techniques
Establishing rapport is important to facilitate an
accurate and thorough history. The patient should be
made comfortable and not rushed when speaking. Sit
down at eye level with the patient, and maintain a non-
threatening tone during the conversation.

Open-ended questions may be particularly helpful,
especially when asking about the patient’s emotional
state. (For example, “How did you come to feel this
way?”) Encourage the patient to elaborate spontane-
ously. Follow up with closed-ended questions, such as
“How long have you felt this way?”
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Table 2. Risk Factors And Symptoms
Associated With Suicide.

Epidemiologic factors
Male, white, age greater than 65 years
Widowed or divorced
Living alone; no children under the age of 18 in the

household
Presence of stressful life events
Access to firearms

Psychiatric disorders
Major depression
Substance abuse (particularly alcohol)
Schizophrenia
Panic disorder
Borderline personality disorder
In adolescents: impulsive, aggressive, and antisocial

behavior; presence of family violence and disruption

Past history
History of previous suicide attempt
Family history of suicide

Symptoms associated with suicide
Hopelessness
Anhedonia
Insomnia
Severe anxiety
Impaired concentration
Psychomotor agitation
Panic attacks

Adapted from: Gliatto MF, Rai AK. Evaluation and treatment of
patients with suicidal ideation. Am Fam Physician 1999 Mar
15;59(6):1500-1506.

Directly inquire about feelings of despair, hope-
lessness, recent tragic events, and suicidal ideation,
plans, or attempts. Inquiring about suicidal thoughts
does not increase suicidal thinking or precipitate
suicidal acts.14

Include inquiry about the severity and duration
of suicidal thoughts, and whether or not the patient
has a plan and the means of carrying out this plan.
Has the patient acquired a firearm or pills? Is there
a history of previous suicide attempts? If so, how
many and how severe were the attempts? Was the
patient recently discharged after a psychiatric
hospitalization? Patients often complete suicide
during this period. Is there a previously diagnosed
psychiatric disorder or substance abuse problem? Up
to 90% of completed suicides are associated with
untreated substance abuse or depression.

Another essential component to gathering a
thorough history consists of calls to the patient’s
family, friends, primary care physician, or psychiatrist,
ideally with the patient’s consent. These sources often
provide vital information that suicidal patients are
unwilling or unable to give. The patient may fail to
give accurate or complete information because of
paranoia, fear of being hospitalized against their will,
incapacitating psychiatric pain and despair, and/or a
genuine wish to die. Most suicide attempters have
communicated their intentions to others at some
point.39,40 It is the obligation of the evaluating physician
to make contact calls even without the consent of the
patient if they are necessary.39 Contact calls are valu-
able for corroboration of the patient’s story and to
assess the level of risk. This break in confidentiality is
accepted and necessary in cases where the patient or
another is at risk.21 These contacts may be especially
useful if the decision to discharge the patient is made.
Be as discreet as possible, while still gaining the
needed information.

Risk Factors
Essential elements of the history include the past
medical and psychiatric history, home and social life
activities, and medications. Patients who haven’t
attempted suicide but who present with a history
of depression, substance abuse, anxiety, or other
psychiatric disorders should routinely be assessed for
suicidal ideation.

Demographic data and risk factors can help the
physician determine the degree of risk. (See Table 2.)
Presence or absence of risk factors, however, does not
conclusively rule in or rule out suicidal ideation.
Factors such as psychiatric disorders (mood disorders,
substance abuse, psychotic disorders, personality
disorders), previous suicide attempts, family history of
suicide, history of being sexually abused, serious
physical illness (especially HIV, dialysis, or conditions
causing incapacitating, chronic pain), prior outpatient
psychiatric treatment or psychiatric hospital admission

within the past year, recent stressful interpersonal,
legal, financial, or work-related life events, and
impulsive or aggressive tendencies may therefore help
risk-stratify patients.38,41 Such factors, especially in
combination with other life stressors, assist the clini-
cian in assessing risk and determining the proper
treatment strategy for patients with suicidal ideation.38

Little research has differentiated between risk
factors for completed vs. attempted suicides. The risk
factors for the two groups appear similar. One study
has suggested that those who complete suicide are
more likely to be male, older, and to have a current
diagnosis of non-affective psychosis; attempted
suicides, on the other hand, are more likely to have
a current diagnosis of anxiety disorder and to be
socially isolated.42

A previous suicide attempt is considered to be
the best predictor of a future completed suicide;
however, this history alone cannot be used to predict
which patients will ultimately commit suicide.43

About one-third of people who attempt suicide will
repeat the attempt within one year, and about 10%
of those who threaten or attempt suicide eventually
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Table 3. Factors Protective Against Suicide.

Compliance with psychiatric medication
Social support
Involvement in a religious group
Being a parent
Positive coping skills
Adequate treatment of chronic pain
Adequate treatment of substance abuse
Adequate follow-up of discharged patients

Source: Goldsmith SK, Pelimar TC, Kleinman AM, et al, eds; Committee
on Pathophysiology and Prevention of Adolescent and Adult Suicide
Board of Neuroscience and Behavioral Health. Reducing Suicide: A
National Imperative. Washington, DC: Institute of Medicine; 2003.

do kill themselves.
While the great majority of people who have a

mental illness will not commit suicide, up to 90% of
people who complete suicide have a diagnosable
psychiatric illness at the time of death.14 The most
common is major depression. An estimated 2%-15% of
those diagnosed with major depression die by suicide.
In addition, people who die by suicide frequently have
undiagnosed, undertreated, or untreated depression.
(Underlying medical conditions such as hypothyroid-
ism may be associated with depression.44) Schizophre-
nia, bipolar disorder, personality disorders (borderline,
in particular), and anxiety also have an association
with increased suicide risk. Depression combined with
other mental illnesses also increases the risk.

Current estimates of the lifetime risk of suicide in
alcoholics are as high as 19%—or 60-120 times that of
people without a psychiatric diagnosis.60-63 Alcohol and
substance abuse problems are a significant risk factor
and contribute to suicidal behavior in several ways.
This risk is raised if combined with other mental
illnesses, especially depression. Major depression
combined with substance dependence is strongly
associated with more severe and frequent suicide
attempts.46 The abuse of alcohol combined with one
or more other drugs increases the risk tenfold.35

Patients who are dependent on alcohol or other
drugs often have a number of other independent risk
factors for suicide, such as social or financial problems
or impulsiveness.

Intoxication by drugs or alcohol may increase
suicide risk by decreasing inhibitions, increasing
aggressiveness, and impairing judgment. About 40%-
60% of those who die by suicide are intoxicated at the
time of death. Additionally, use of substances such as
alcohol increases the lethality of some medications,
making it more likely that a suicide attempt via
overdose will be lethal.45

Suicide risk is great during the early stages of
treatment of a mental illness, including the week after
hospital admission (while still an inpatient) and the
month immediately following discharge.38

Hopelessness about the future, even independent
of clinical depression, is associated with increased
suicide risk, especially in combination with other risk
factors. Self-perception of poor health is associated
with a significantly increased risk of suicidal ideation,
even in the absence of common mental and physical
disorders.47 Uncharacteristic violent behavior in
individuals with no history of alcohol misuse, espe-
cially among adolescents, is a significant predictor of
increased suicide risk.48 Lack of social contacts, lack of
connection with a church or community group,
widowhood, or an acute financial or personal crisis
may precipitate strong suicidal feelings whether or not
an underlying psychiatric problem exists.

Several factors are protective against suicide,
including strong social support systems and

compliance with medical and psychiatric treatment.
(See Table 3.)

New medications or recent changes in dose or
compliance with existing medications may induce
acute changes in a patient’s mental status. This may be
particularly true with medications such as selective
serotonin reuptake inhibitors (SSRIs) and lithium.
These medications have been proven safe and effective;
however, there are some caveats. For instance, recent
discontinuation of lithium has been associated with an
increase in suicide morbidity and mortality.3 In March
2004, the U.S. Food and Drug Administration issued a
statement requiring the manufacturers of several
antidepressants (fluoxetine, sertraline, paroxetine,
fluvoxamine, citalopram, escitalopram, bupropion,
venlafaxine, nefazodone, and mirtazapine) to include a
warning statement that recommends close observation
of adult and pediatric patients treated with these
agents for worsening depression or the emergence of
suicidality, particularly at the beginning of therapy or
when the dose either increases or decreases.49 It is
unclear whether these symptoms are due to the
underlying disease or the drug therapy itself; it has
been suggested that the initiation of therapy can
decrease the patient’s hesitation about suicide before
reduction of the patient’s depressed mood occurs. If
emergent suicidality is severe, abrupt in onset, or was
not part of the patient’s symptoms prior to therapy,
either discontinuing or tapering the current drug
therapy may be indicated. Consultation with the
prescribing physician is recommended to determine
the best course of action. Finally, note any potentially
lethal medications the patient has been prescribed, for
both toxicologic evaluation in the ED and in case the
patient is discharged.

Depressed mood may be the manifestation of
significant underlying medical conditions. Endocrine
or metabolic disorders as well as medications are
common causes of depressed states.50,51 Adult patients
(especially after the age of 40 years) who present to the
ED with new psychiatric symptoms are frequently
suffering from an underlying medical problem.52 The
elderly, in particular, are more susceptible to both
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Table 5. Modified SAD PERSONS Scale.

Factor Points

S = Sex (male) 1

A = Age (<19 or >45 years) 1

D = Depression or hopelessness 2

P = Previous suicide attempts
or psychiatric care 1

E = Excessive alcohol or drug use 1

R = Rational thinking loss 2

S = Separated, divorced or widowed 1

O = Organized or serious attempt 2

N = No social supports 1

S = Stated future intent 2

Score of 6-8:
full emergency psychiatric evaluation/treatment

Score of 9 or greater:
immediate psychiatric hospitalization

Source: Hockberger RS, Rothstein RJ. Assessment of suicide potential
by nonpsychiatrists using the SAD PERSONS score. J Emerg Med 1988
Mar-Apr;6(2):99-107.

Table 4. SAD PERSONS Scale.

Factor Points

S = Sex (male) 1

A = Age (<19 or >45 years) 1

D = Depression 1

P = Previous suicide attempt 1

E = Ethanol abuse 1

R = Rational thinking loss 1

S = Social supports lacking 1

O = Organized plan 1

N = No spouse 1

S = Sickness (chronic debilitating disease) 1

Score less than 2:
discharge with outpatient psychiatric evaluation

Score of 3-6:
consider for hospitalization or at least very close follow-up

Score of 7 or greater:
hospitalization

Source: Patterson WM, Dohn HH, Bird J, et al. Evaluation of suicidal
patients: the SAD PERSONS scale. Psychosomatics 1983 Apr;24(4):343-
345, 348-349.

organic causes and medication reactions. In one study,
nearly 20% of elderly patients brought for emergency
psychiatric evaluation were from a drug reaction.53 (See
also the March 2002 issue of Emergency Medicine
Practice, “Behavioral Emergencies: Differentiating
Medical From Psychiatric Disease.”) Evaluating for the
presence of psychosis in a depressed patient may
require interviews with family members. Auditory
command hallucinations, thoughts of external control,
and religious preoccupation are all dangerous symp-
toms requiring admission into a psychiatric facility,
with or without reported suicidal ideation.54

Screening Tools
There is no reliable assessment instrument or biological
marker that can consistently predict which individuals
will go on to commit suicide.55 No scale or instrument
can substitute for a physician’s complete clinical
assessment. Most psychiatric assessment instruments
currently in use are impractical for the ED because
they are too long and do not address issues of immedi-
ate risk.56 Major obstacles to the recognition of mental
disorders by primary care physicians include inad-
equate knowledge of the diagnostic criteria, uncer-
tainty about the best questions to ask to evaluate

whether the criteria are met, and time limitations.57 The
SAD PERSONS and modified SAD PERSONS scale
attempt to address these difficulties. (See Table 4 and
Table 5.) Patterson et al developed the SAD PERSONS
scale as an easy mnemonic to assist the emergency
physician in determining the need for immediate
hospitalization of suicidal patients. One point is given
for each criterion, and a total score is calculated.
Patients with a score less than 2 can be discharged with
outpatient psychiatric evaluation, those with a score of
3-6 should be considered for hospitalization or at least
very close follow-up, and those with a score of 7 or
greater should always be hospitalized.58 Later,
Hockberger and Rothstein modified the original SAD
PERSONS scale in an attempt to help emergency
physicians accurately assess suicide risk and determine
the proper disposition of patients with suicidal
ideation.59 New criteria were added, including a feeling
of hopelessness, a history of psychiatric care, drug
addiction, a “serious” attempt, and affirmative or
ambivalent answers to questions regarding future
suicide intent.59 The modified SAD PERSONS scale
recommends that a patient with a score of 6 or more
requires a full emergency psychiatric evaluation, and a
score of 9 or greater indicates a need for immediate
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Table 6. CAGE Screen For Alcohol Abuse.

C = “Have you ever felt you should Cut down on
your drinking?”

A = “Have people Annoyed you by criticizing your drinking?”

G = “Have you ever felt bad or Guilty about your drinking?”

E = “Have you ever had a drink as an Eye-opener first
thing in the morning to steady your nerves or help
a hangover?”

Yes to two or more: probable alcohol abuse

Source: Mayfield D, McLeod G, Hall P. The CAGE questionnaire:
validation of a new alcoholism screening instrument. Am J
Psychiatry 1974 Oct;131(10):1121-1123.

hospitalization.59 The modified SAD PERSONS scale is
a quick and useful instrument currently in use that is
suited to ED evaluation and provides help in assessing
depression/suicidal risk.

Given the relatively high correlation between
alcohol abuse and suicidal behavior, emergency
physicians must be comfortable screening patients for
alcoholism. (See also the September 2001 issue of
Emergency Medicine Practice, “Alcohol-Related Emer-
gencies: A New Look At An Old Problem.”) The CAGE
questionnaire is a simple diagnostic tool that can be
built into the everyday practice of the emergency
physician as a method of detecting alcoholism.64 (See
Table 6.) Patients in whom the suspicion is high can
then be appropriately assessed for suicidal ideation,
including risk factor assessment.

Evaluation of substance abuse and suicidality
are important, but using two or more screening tools
in a busy ED can be onerous. Furthermore, there are
no foolproof instruments, questionnaires, or risk
factors that can reliably predict suicide. The SAD
PERSONS scale, modified SAD PERSONS scale, and
CAGE questionnaire can only assist the clinical
judgment of the emergency physician in determining
patient disposition.

Physical Examination
The emergency physician should perform a physical
examination on every patient who presents to the ED.

A complete examination begins with attention to
the vital signs. Fever, in combination with a psychiatric
complaint, is suspicious for an intracranial infection or
significant systemic illness. In one case, suicidal intent
and subtle personality changes were the presenting
symptoms in a patient found to have cerebral toxoplas-
mosis and previously undiagnosed HIV disease.52

Hypoglycemia and hypoxia are common causes of
agitation and alteration in mental status. Fingerstick
blood glucose and oxygen saturation must be consid-

ered along with the vital signs.65

Other components of the physical examination
that require attention include the skin, pupils, and
abdomen, which may indicate the presence of a
“toxidrome.” (See also the August 2001 issue of
Emergency Medicine Practice, “Toxicology Update: A
Rational Approach To Managing The Poisoned Pa-
tient.”) Inspect the patient for signs of trauma. Look
for fresh or healed needle tracks as well as lacerations
over the wrist.

The complete psychiatric mental status examina-
tion includes the patient’s appearance, behavior, mood,
affect, speech, thought process, thought content,
insight, and judgment. Most of this information can be
gathered during the routine patient interview. The
neurologic mental status examination assesses the
patient’s cognition and includes the mini-mental status
examination. One questionnaire of emergency physi-
cians demonstrated that emergency physicians use
their own hybrids of selected, unvalidated pieces of the
standard mental status examination, and that 72% take
less than five minutes to evaluate mental status in the
ED.66 Today’s busy EDs do not always allow for
extensive and time-consuming testing. A brief assess-
ment focusing on seven major areas (affect, attention,
language, orientation, memory, visual-spatial ability,
and conceptualization) is often sufficient for use in the
ED. A variety of abridged mental status questionnaires
have been developed and discussed in the literature;
however, further research is required for a single one
to be proven clinically superior.

Diagnostic Testing
Suicide Attempts
The history, physical examination, and overall clinical
picture guide the need for further diagnostic tests.
Patients with new psychiatric illness may need further
tests, while those with known disease may not need
any testing.

Useful initial diagnostic tests in patients who have
attempted suicide may include an electrocardiogram,
acetaminophen level, salicylate level, and blood
alcohol level. The ECG can be diagnostic in suicide
attempters who present with an altered mental status
or unstable vital signs. In particular, tricyclic antide-
pressant toxicity is suggested by the presence of a
rightward axis in the terminal 40-msec of the QRS
complex coupled with QRS widening.67 Alcohol levels
are useful in determining whether alterations in mental
status attributed to alcohol intoxication may actually
be caused by injury, illness, or other processes. Aspirin
and acetaminophen are stored routinely in most
medicine cabinets and are potentially fatal. Serum
levels of these commonly ingested agents can easily
be obtained.

Suicidal Ideation
There is currently no published literature regarding the
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Continued on page 12

proper diagnostic evaluation of patients with suicidal
ideation. Most of the published literature has been on
the evaluation of patients with “psychiatric emergen-
cies,” a topic in which suicidal ideation is usually
included. There is disagreement in the literature
regarding the utility of diagnostic tests in the evalua-
tion of patients who present to the ED with a primary
psychiatric complaint. The degree of diagnostic testing
varies between EDs and between physicians.68 Some
studies in patients with psychiatric emergencies
recommend an SMA-14, urinalysis, urine toxicology
screen, and an electroencephalogram, while others
recommend a CBC, blood urea nitrogen, glucose,
calcium, electrolytes, toxicology screen, urinalysis,
head CT, and lumbar puncture.68-70 Alert adult patients
with new psychiatric symptoms may have an organic
etiology that can be discovered through a combination
of history, physical examination, alcohol and drug
screens, electrolytes, BUN, creatinine, glucose, calcium,
and, when indicated, head CT and lumbar puncture.52

Basic thyroid function tests (TSH, T4, T3) may help
reveal undiagnosed or mismanaged hypothyroidism
as a possible etiology and potentially curable cause
of depression.71

There is no data-driven consensus on the appropri-
ateness of routine laboratory screening for patients
with suicidal ideation or primary psychiatric com-
plaints.72 Furthermore, many authorities disagree with
extensive medical evaluation of all patients, claiming
that a thorough and individualized assessment should
guide any diagnostic testing—that is, they maintain
that test selection should be guided by the pretest
probability of an important medical problem suggested
by the medical history and physical examination.72

Recent literature seems to indicate that extensive
routine testing for medical disorders in the initial
evaluation of patients who are undergoing a psychiat-
ric admission is unnecessary. More efficient and
accurate testing strategies, based on clinical informa-
tion, can and should be developed.73

Most authors would agree that patients with new-
onset suicidal ideation without a previous psychiatric
history require a more extensive evaluation than those
with a previous history of depression or suicidal
ideation. Particular populations such as those with no
previous psychiatric history, the elderly, and those on
electrolyte-altering medications are more likely to
benefit from laboratory testing. Emergency physicians
must make an individual determination regarding
which labs are necessary for each situation. Clinical
suspicion should be the driving force in ordering
laboratory investigations. Ultimately, the clinical
judgment of the physician after a proper history and
physical examination should guide further assessment
of the suicidal patient.

A more recent retrospective observational analysis
of 352 patients concluded that the vast majority of
medical problems and substance abuse in ED psychiat-

ric patients can be identified by a comprehensive
history and thorough physical examination (including
vital signs) alone, but on occasion, laboratory screen-
ing is both indicated and helpful. Laboratory investiga-
tion is useful in patients who have acute medical
complaints, chronic medical problems, or who take
electrolyte-altering medications.74 Laboratory screening
of all patients is a prohibitive and unnecessary invest-
ment of time, money, and manpower—and it has the
potential to generate counterproductive delays in the
psychiatric care of patients in acute psychological and
situational distress.74

Treatment

Medically assess and stabilize suicide attempters for
injury and toxic ingestion as soon as they arrive in the
ED. Treatment must be tailored to the patient’s specific
physical condition. (A complete discussion of all
methods used in suicide attempts is beyond the scope
of this article.)

Toxic Ingestion/Overdose
Mixed ingestions are common in suicide attempts, and
patients often mislead the physician about the amount
and type of ingestions.75,76 This is particularly true in
serious attempts. Additional information about what
has been taken may be obtained from EMS or family
members who report what medication bottles or other
agents were found at the scene. While benzodiazepine
overdose alone is seldom lethal, other ingestions,
particularly tricyclic antidepressants, may be rapidly
fatal. It is a mistake to “clear” these patients without
full assessment and an adequate period of observation,
because recent ingestions may not become symptom-
atic until hours later. The substance ingested, the
absolute amount and/or serum level, the patient’s
mental status, and other applicable diagnostic studies
will determine the period of observation. Serum
aspirin and acetaminophen levels should be obtained,
even if the patient denies taking these medications.
Both are easily accessible in most medicine cabinets,
may be fatal, are easily diagnosed, and have specific
treatment regimens.

Management of specific ingestions is aided by
early involvement of a toxicologist or local poison
center. Decontamination with gastric lavage, whole
bowel irrigation, and charcoal administration should
be considered on an individual basis. Frequently the
patient is cooperative with this process, but uncoopera-
tive patients with potentially lethal ingestions may
require airway protection with endotracheal intubation
and orogastric tube for this purpose. Particular
attention to the airway must always be considered
early, as many overdose patients are at risk for aspira-
tion with progressive decreases in mental status and
vomiting of charcoal, antidotes like N-acetylcysteine,
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upon a patient’s individual needs. Failure to comply with this pathway does not represent a breach of the standard of care.

Copyright ©2004 EB Practice, LLC. 1-800-249-5770. No part of this publication may be reproduced in any
format without written consent of EB Practice, LLC.

Clinical Pathway: Approach To Patients
With Suspected Suicidal Ideation

Does the patient
appear to be a

danger to self or
others, or is there a
risk of elopement?

Is the patient agitated, aggressive, or violent?
• Immediately

assign 1:1
observation

• Search for
sharps and
medications

(Class II)

➤YES

➤NO

➤

  Standard ED evaluation
• History
• Physical examination (vital signs)
• Diagnostic tests (as per history and physical)

(Class I)

➤

➤

NO

YES

• Check fingerstick glucose
• Check oxygen saturation
• Attempt to calm with verbal measures

(Class I)

If patient is uncooperative or remains violent:
• Administer ativan/haloperidol

• Weight-based dosages, up to 2 mg and 5 mg PO/IV/IM
• Avoid haloperidol use with suspected drug

intoxication
(Class II)

If patient is uncooperative or remains violent:
• Repeat ativan/haloperidol
• Physical restraints with proper documentation in

chart; adhere to JCAHO restraint guidelines
(Class III)

➤

➤

➤➤

➤
➤

  Assess suicide risk
• Does the patient have sociodemographic risk

factors? (Male, white, age greater than 65 years,
single, living alone, no social support system)

Directly inquire about:
• Suicidal ideation, intent, plan, available means
• Personal history of suicide attempts
• Family history of suicide
• Past/current history of mental illness (especially

depression, schizophrenia, bipolar disorder, border-
line personality, and anxiety disorders)—screen for
depression (modified SAD PERSONS scale) and/or
anxiety

• Past/current history of alcohol and/or drug abuse—
screen for alcoholism (CAGE questions)

• Presence of psychotic symptoms (especially auditory
command hallucinations, thoughts of external
control, and religious preoccupation)

• Recent life stressors (e.g., marital separation, job loss)

Corroborate details and assess home conditions with
family member

➤

➤

  Probable suicidal ideation
Go to “Clinical Pathway: Management Of Patients With
Stated Suicidal Ideation Or Intent” on next page

  Unlikely suicidal ideation
Appropriate discharge planning and follow-up
instructions
(Class II)
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Clinical Pathway: Management Of Patients
With Stated Suicidal Ideation Or Intent

Is there an imminent suicide risk?

Score > 6

  Address imminent suicide risk
• Arrange 1:1 observation
• Search patient for sharps and medications
• Psychiatric consultation for admission to the hospital

(this may involve transfer by ambulance/proper legal
authorities/psychiatrist)

• Benzodiazepines for patient anxiety
• Analgesics if patient reports pain

(Class II)

  Assess level of suicide risk
• Thorough history and physical examination
• Question patient’s family, friends, primary care

physician, and/or psychiatrist
• Assess social support system
• Directly ask about suicide plan and previous attempts
• CAGE questionnaire (assess alcoholism)
• Attempt risk stratification

(Class I)

  Use modified SAD persons scale to
  assess risk further
(Class III)

  Arrange discharge and follow-up
• Rapid outpatient psychiatric follow-up (make arrange-

ments from the ED)
• Psychiatric consult in ED (where available)
• Inform and involve someone close to the patient
• Document patient’s phone number, address, and

emergency contact information
• Discuss case and plan with patient’s primary care

physician
(Class III)

  Address imminent suicide risk
• Arrange 1:1 observation
• Search patient for sharps and medications
• Psychiatric consultation for admission to the hospital

(this may involve transfer by ambulance/proper legal
authorities/psychiatrist)

• Benzodiazepines for patient anxiety
• Analgesics if patient reports pain

(Class II)

  Address imminent suicide risk
• Arrange 1:1 observation
• Search patient for sharps and medications
• Psychiatric consultation for admission to the hospital

(this may involve transfer by ambulance/proper legal
authorities/psychiatrist)

• Benzodiazepines for patient anxiety
• Analgesics if patient reports pain

(Class II)

➤➤ Low risk High risk

➤➤ Score less than 6 Score 6 or greater

➤ ➤NO YES
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Continued from page 9

Ten Pitfalls To Avoid

1. “The patient was too violent to be examined fully.”
Violent and agitated patients still require an adequate
physical examination. Consider medical diagnoses like
hypoglycemia and hypoxia first. Use physical and/or
chemical restraints when necessary to perform an
adequate examination.

2. “She said that she only took a couple of Tylenol. How
could I have known she took the entire bottle?”

Suicidal patients are notorious for giving false
information in the history. Always assume the worst.
Check aspirin and acetaminophen levels and observe
every potential overdose patient for an adequate
amount of time, depending on the substance ingested.

3. “The patient was very disruptive. He was shouting and
cursing in response to auditory hallucinations. The psych
ED wasn’t busy, so I just sent him over.”

Although disruptive, these patients need to remain in
the ED until an appropriate history, physical examination,
and diagnostic tests (if necessary) can be obtained.
Do not place these patients in a corner or out of
immediate sight.

4. “The patient is a frequent flyer. He routinely arrives
intoxicated, sobers up, and then goes home. I thought he
was just drunk.”

There is an increased prevalence and incidence of
suicide in alcoholics. Always perform a complete physical
examination with the patient fully undressed and check
vital signs, blood glucose, and oxygen saturation.
Reassess these patients each hour to make sure the
patient is becoming sober and more appropriate.
Frequent flyers are frequently featured in morbidity and
mortality conferences.

5. “I thought she was just looking for some attention.
She’s 15, and her boyfriend just broke up with her. She
promised that she wouldn’t take random pills from the
medicine cabinet again and I believed her.”

All suicidal gestures should be taken seriously, even if
they are an impulsive reaction to a stressful event.

Although not all patients require admission, you must
ensure adequate follow-up and discuss the case with
family members. Adolescents should always be
discharged to the care of parents or legal guardians.
Always err on the side of taking the patient seriously.

6. “The patient was old, depressed, and recently
diagnosed with cancer. He said that he wanted to kill
himself and has nothing to live for.”

Always protect the patient from harm. Assess the risk of
suicide and intervene. Adequately assess the patient’s
needs and secure appropriate referrals for pain
management, psychological assessment, substance use,
and depression.

7. “I planned to arrange one-to-one observation as soon
as I assessed the other new patients in the ED.”

Ideally, assign a trained staff person to maintain one-to-
one observation immediately when suicidal ideation is
detected. In cases in which this is not feasible, some
patients may need to be restrained.

8. “I didn’t ask the patient if he had a suicide plan
because I didn’t want to encourage him to think of one.”

Direct questioning about suicide does not increase
suicidal thoughts but will provide details that indicate
the severity of patient’s suicidal ideation.

9. “He said he jumped off the fourth floor. EMS didn’t
believe him, and he didn’t appear injured.”

Perform an adequate evaluation anyway. Patients with
blunt trauma, as from jumping from a height, can harbor
injuries that are much more severe than they appear at
first glance.

10. “He was an elderly white male with a poor social
support system and probable depression. It didn’t occur
to me to review his medication list.”

Polypharmacy causes acute mental status changes,
particularly in the elderly. Review the medication list in
every patient. Renal and hepatic insufficiency in the
elderly alters serum levels of medications. ▲

or gastric contents.

Jumpers
Patients who have survived a jump may harbor
catastrophic injuries. These patients may rapidly
develop hemorrhagic shock from vascular injuries
and pelvic or long bone fractures. Blood components
may be required early, and uncrossmatched or type-
specific blood may be necessary. Concomitant intoxica-
tion makes neurologic and abdominal assessment
unreliable, and these patients require extensive

contrast imaging with CT scanning to look for injuries.
Intracerebral hemorrhage as well as great vessel,
spinal, and abdominal injuries are common in jumpers
and may not be detected unless the emergency physi-
cian looks for them.

Strangulation/Nonjudicial Hanging
Hanging is divided into two groups. Judicial (or
complete) hanging refers to hanging in which the
victim is completely suspended. In these cases, distrac-
tion of the head from the neck results in complete
spinal cord transsection and death. Nonjudicial
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hanging, in which the patient is not completely
suspended, usually causes death by strangulation. This
is the method commonly encountered in suicide
attempts. Death results from vascular congestion,
cerebral hypoxemia, and fatal dysrhythmias—surpris-
ingly, not by tracheal occlusion. Near-hanging patients
who survive to the hospital may present moribund
with varying degrees of cerebral hypoxic insult.
Cerebral edema is typical in these patients and must be
aggressively managed with standard protocols for
increased intracranial pressure. Hyperventilation can
be used for acute decompensation while osmotic
agents take effect.

Nonjudicial hanging may also result in laryngotra-
cheal injury, which may or may not be apparent on
initial presentation. Loss of airway due to swelling is a
threat in laryngotracheal injury. Airway control with
orotracheal intubation may complete a partial injury or
result in a false passage. These patients are best
managed by advanced airway procedures, including
fiberoptic intubation or tracheostomy if a definitive
airway is required.

Special Circumstances

Elderly Patients
Suicidal behavior is more common in the elderly than
among younger age groups, and the elderly tend to
select more lethal methods.77 In the United States in
1999, those age 85 and older had a suicide rate 1.8
times higher than the general population, with the
vast majority of these suicides occurring among
white men.78

The “cause” of suicide in the elderly is complex.
Affective disorder is a powerful independent risk
factor for suicide in the elderly, as it is in the general
population. Physical illness and functional impairment
increase risk in the elderly, but their influence appears
to be mediated by depression.79 Older patients are
more frail, subject to acute and chronic diseases, and
lacking physical reserves.77 The elderly are susceptible
to electrolyte imbalances, hyper- and hypoglycemia,
cardiovascular, pulmonary, and renal disease, thyroid
abnormalities, and drug interactions and intoxications,
all of which are capable of producing acute organic
psychosis and change in mental status.72 The toxicities
of prescribed medications should also be carefully
considered in the elderly.

Factors that increase risk specifically in this
population include depression and hopelessness, being
widowed, divorced, or living alone, the likelihood of
using a firearm, physical illness, and alcohol use.”80

The disruption of social ties is a significant and
independent risk factor.79 For men with a longstanding
history of alcoholism who have survived to their 50s
and 60s, the combination of continued alcohol abuse
and loss of social supports may be lethal.80

While many prevention strategies have been

recommended, the number of suicidal elderly patients
has not decreased.77 Intervention and treatment are
particularly challenging in the elderly population.
Older adults are more likely to have avoided interven-
tion, taken precautions against discovery, and are
frequently less willing to communicate their intent to
others.80,81 Elders with mental health issues are gener-
ally less likely to obtain psychiatric help but may
present with somatic symptoms; therefore, screening
for depression and/or suicide ideation may be particu-
larly beneficial among this population.5 Most elderly
use firearms as a means to committing suicide, and a
reduction in access to weapons could potentially
decrease the number of completed suicides.82

Perhaps the most important means of decreasing
suicidal ideation and completed suicide in the elderly
is the detection and treatment of depression. Older
people with depression are at increased risk for
mortality from all causes, especially suicide.77 Emer-
gency physicians often have the only opportunity to
detect depression with or without suicidal ideation. A
high index of suspicion must be maintained to “weed
out” depressed patients. However, many primary care
providers and emergency physicians devote little time
to exploring depression as an underlying disorder. In
one prospective study, recognition of depression in the
elderly by emergency physicians was found to be
poor.83 This contributes to continued underdiagnosis
and undertreatment in this population.84

Adolescent Patients
Violent or unnatural death is the primary cause of
mortality for adolescents in the United States. Each
year, more than 2000 people between the ages of 10
and 19 years complete suicide in this country. Suicide
is the third-leading cause of mortality in this age
group.85 The CDC Youth Risk Behavior Surveillance
System reported that in 1997, 20.5% of high-school
students had seriously considered attempting suicide,
15.7% had made a plan to attempt suicide, and 7.7%
had made an actual suicide attempt.86 The American
Association for Suicidology cites a ratio of attempted
suicides to suicide deaths of 100 to 1 among adoles-
cents. Young females are twice as likely as males to
report suicidal ideation and suicide attempt behavior.87

However, as with the population at large, completed
suicides are more common among males. The most
common means employed by completed suicides is
firearms, while self-poisoning is the most common
method adolescents use to attempt suicide.88

Increasing numbers of children and adolescents
now present to hospital EDs with mental health
concerns, primarily self-destructive behavior. Unrecog-
nized suicidal intent in the ED is associated with
substantial morbidity, potential mortality, and in-
creased healthcare utilization and costs.86

Despite the substantial proportion of primary care
providers who encounter suicidal adolescent patients,
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most providers still do not routinely screen their
patients for suicidal thoughts or associated risk
factors.85 Eighty-three percent of adolescent patients
who had attempted suicide were not previously
recognized as suicidal by their primary care physi-
cian.89 Although 47% of primary care physicians
reported having an adolescent patient who attempted
suicide in the past year, fewer than half of the physi-
cians surveyed reported that they routinely screened
their patients.85

The weight of evidence suggests that most suicide
attempts by young people result in minor physical
harm and do not represent serious intent to die.
Nevertheless, some adolescents are at high risk for
further suicide attempts.87 Regardless of the apparent
mildness of the adolescent’s suicidal behavior, the
physician must perform an adequate examination and
obtain information from a third party. Suicide
attempters who express a persistent wish to die or who
have a clearly abnormal mental state must be admitted.
Discharge can be considered only in select cases in
which adequate supervision and support will be
available and a responsible adult has agreed to “sani-
tize” the environment by securing or disposing of
potentially lethal medications and firearms.3

Despite the importance of recognizing suicidal
intent in the ED, providers with specialized training in
recognizing and managing psychiatric cases are often
unavailable. In addition, physician knowledge of risk
factors for adolescent suicide is incomplete. Although
most physicians in one study recognized that histories
of attempt(s) or depression are important risk factors
for adolescent suicide, most did not recognize the
importance of conduct disorder, borderline personality
disorder, or concerns about sexual orientation as strong
risk factors.85 While a prior psychiatric diagnosis is
cited as a risk factor for adolescents, another study also
identified a greater incidence of interpersonal conflicts
and prior sexual and physical abuse among suicidal
adolescents.88 It is imperative that the emergency
physician be familiar with screening tools to guide
in the rapid and accurate detection of adolescent
suicide risk.86

Controversies/Cutting Edge

Challenges To The Physician
Patients who deliberately harm themselves can be
challenging to the emergency physician on many
levels. The evaluation and paperwork are often time-
consuming, the physician might perceive that the
patient is being manipulative, or the physician might
be uncomfortable in assessing and managing the
variety of psychiatric conditions that can be present in
patients who attempt suicide.90

There is also no standardized evaluation proce-
dure for potentially suicidal patients. Few emergency
physicians routinely screen for substance abuse or

depression at all, “medically clearing” most psychiatric
patients before a proper history and physical examina-
tion.36 Unfortunately, there is often a striking contrast
between the care given to potentially suicidal patients
vs. those with medical diagnoses, despite the fact that
suicide is such a common yet often preventable cause
of death.

For many patients, an ED visit may be the only
opportunity for intervention prior to a completed
suicide. Up to two-thirds of patients who commit
suicide have seen a physician in the month before their
death.14 Apart from patients who present because of an
overt suicide attempt, many patients present to the ED
with suicidal ideation or intent and will go on to
complete suicide. Others initially present with medical
rather than psychiatric complaints while harboring
suicidal intent. Failure to competently evaluate, treat,
and refer these patients may result in catastrophic
outcomes. Staff training can improve the quality of
psychosocial assessment of patients with deliberate
self-harm.91

The No-Harm Contract
The so-called “suicide contract” or “no-harm contract”
is a verbal or written agreement between a suicidal
person and a clinician, intended to prevent the former
from taking his or her own life.92 First described in the
1960s, this technique has been widely used by psychia-
trists, other mental health professionals, emergency
physicians and primary care physicians in outpatient
and inpatient settings.93 However, there are no studies
of “no-harm contract” outcomes that meet criteria for
scientific research design.93 One study even found that
41% of psychiatrists who used the contracts had
patients who went on to commit or make serious
attempts to commit suicide.94 Thus, there is no empiri-
cal evidence that “no-harm contracts” are efficacious at
either preventing suicide or in having suicidal persons
fulfill the “promise” to contact the clinician or health-
care provider if they are suicidal in the future.93,95 Their
use may provide false reassurance to the clinician and
affords no legal liability protection.

Toxicology Screens
Urine toxicology screens are often ordered as part
of the work-up of patients with intentional overdoses
or a history of substance abuse. However, the
majority of overdoses are managed supportively
and symptomatically.96 Thus, the results of the toxicol-
ogy screen rarely necessitate a change the current
medical management.97,98

Disposition

Assessing a patient’s suicide risk can be difficult.
Patients who attempt suicide may be ambivalent about
their wish to die. However, even vague suicidal
gestures should not be dismissed lightly. It is impor-
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tant to recall that about one-third of people who
attempt suicide will repeat the attempt within one
year, and about 10% of those who threaten or attempt
suicide eventually do kill themselves. Factors that go
into the decision include an assessment of the patient’s
seriousness of intent, impulsiveness, social circum-
stances, symptoms of decompensation, and others.
Decisions must be made on a case-by-case basis. While
assessment tools such as the SAD PERSONS and
modified SAD PERSONS scales can be helpful, they
are far from foolproof and may even give the health-
care practitioner a false sense of security if followed
too rigidly.5

Assess each patient for suicidal ideation, intent,
and a plan prior to disposition.54 The current standard
of practice is to hospitalize, either voluntarily or
involuntarily, any patient with suicidal ideation, plan,
and intent who is seen in the ED. This practice is based
on the ethical principals of beneficence. Although it
runs the risk of violating autonomy, in most cases it is
likely that the patient is not making a rational decision,
but one that is impaired.99 The most appropriate place
to treat a patient in imminent danger of suicide is a
psychiatric inpatient unit with a staff trained to care
for such patients. (Also, any depressed patients with
suicidal ideation and psychotic symptoms such as
command hallucinations should be hospitalized, even
if they deny suicidal plan or intent.)

Arrangements to hospitalize patients should be
made with the utmost sensitivity, and with the
patient’s safety in mind. Keep the patient informed
and try to enlist his or her cooperation if possible. If
the individual who is assessed as a high acute risk
refuses to be admitted, involuntary commitment
procedures in accordance with applicable civil laws
must commence.39 It is important for ED personnel to
be aware that pressuring suicidal patients into hospi-
talization against their wishes presents an immediate
risk for an impulsive act such as a suicide attempt,
assault, or elopement from the ED. The patient must be
supervised at all times and restrained if necessary.

In certain cases, patients with suicidal ideation but
without intent and/or a plan may be discharged after a
complete evaluation. The decision to discharge must be
made with caution, in consultation with a psychiatrist.
Family member or significant other involvement is also
prudent, as a strong social support system is a neces-
sity in discharging patients with suicidal ideation.
Outpatient therapy with the patient’s psychiatrist or
physician may consist of antidepressant therapy,
referral to a drug or alcohol treatment program,
psychotherapy, or some combination thereof.

Again, lack of suicidal intent and/or a plan does
not clearly suggest that discharge is appropriate for a
particular patient. In any case in which the patient is
discharged, it is important to document thoroughly
because of the inherent liability risk. The so-called
“suicide contract,” discussed earlier in this article, has

not been shown to be effective when employed in the
ED and offers no legal protection to the physician.

Prescribe only a limited supply of any potentially
lethal medication. For patients in chronic pain, ad-
equate analgesia may reduce feelings of hopelessness
and despair.100 While antidepressants such as lithium
and SSRIs are often helpful in suicidal patients, these
agents take days to weeks for efficacy to occur, making
them impractical as a component of ED treatment.
The decision to use them should be made by the
patient’s psychiatrist.

Follow-up is especially important for any patient
who is discharged.10 While there is currently no routine
follow-up for suicidal patients discharged from the ED,
facilitating referrals and treatments for self-destructive
patients is an important goal, given the significance of
this public health problem and the high rate of recidi-
vism. Unfortunately, a national report has found that
fewer than half of adolescent suicide attempters are
referred for treatment following ED visits, and many of
those who are referred fail to attend their initial
appointment.10 Practitioners who emphasize the
benefits of follow-up treatment and who explain the
dangers of ignoring suicide attempts to both patients
and their families have produced greater treatment
completion rates on the part of persons having sought
care in ED.101

Summary

Attempted suicide and suicidal ideation are commonly
encountered in EDs. Patients with overt suicidal
ideation, intent, and a plan require psychiatric hospi-
talization. The management of more subtle presenta-
tions can be ambiguous; there are no hard-and-fast
evidence-based rules for risk assessment.

Given the frequency with which suicidal patients
seek medical care prior to a successful suicide attempt,
the detection of underlying medical and/or psychiatric
conditions that can precipitate suicidal behavior can
indeed be lifesaving. While case management of these
patients is not the role of emergency physicians,
facilitating appropriate disposition and follow-up is
key to successful long-term management of patients
at risk. ▲
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Physician CME Questions

17. The highest rates of completed suicide occur
among:
a. adolescents.
b. adults 20-40 years of age.
c. adults 40-60 years of age.
d. the elderly.

18. A history of past suicide attempts:
a. is a significant predictor of future suicide

attempts.
b. suggests that the patient is seeking attention.
c. is worrisome only if a particularly lethal

method was chosen.
d. is significant in adolescents but not elderly

patients.

19. Directly inquiring about a patient’s plans to
commit suicide:
a. should be avoided, as it may increase the

patient’s intent.
b. is appropriate in all depressed and/or poten-

tially suicidal patients.
c. should be done only to assess future risk in

patients who have presented because of a
suicide attempt.

d. is the role of the psychiatrist, not the ED
physician.

20. Which of the following is not generally corre-
lated with an increased risk of suicide?
a. History of depression, schizophrenia, bipolar

disorder, borderline personality, or anxiety
disorders

b. Chronic, debilitating illness
c. Being married and/or having children
d. Alcoholism

21. A physical examination is required:
a. in all potentially suicidal patients.
b. only when the patient has made an overt

suicide attempt.
c. only when the history suggests its need.
d. only in elderly patients.
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22. Contacting a potentially suicidal patient’s
family, friends, primary care physician,
or psychiatrist:
a. is a breach of confidentiality.
b. should only be done with the patient’s

consent.
c. is time-consuming and rarely yields

useful information.
d. can help assess the level of risk,

particularly in cases in which discharge
is being considered.

23. Which of the following can cause depression/
suicidal ideation?
a. Endocrine or metabolic disorders
b. Medications or medication reactions
c. Intracranial infection
d. Alcoholism
e. All of the above

24. Alcoholism:
a. is an independent risk factor for suicide.
b. is often associated with other mental illnesses,

such as depression, which can increase the risk
of suicide.

c. is often associated with impulsiveness and/or
social or financial problems, which can
increase the risk of suicide.

d. all of the above.

25. All of the following are true about intoxication
except:
a. It occurs in about half of completed suicides.
b. It may have a potentiating effect when

combined with other drugs used in overdose
attempts.

c. It generally indicates that a suicide attempt
isn’t serious.

d. It may increase suicide risk by decreasing
inhibitions, increasing aggressiveness, and
impairing judgment.

26. Which of the following screening tools can
definitively identify patients at significant risk
for suicidal behavior?
a. The SAD PERSONS scale
b. The modified SAD PERSONS scale
c. The CAGE questionnaire
d. Any of the above
e. None of the above

27. All of the following factors are generally consid-
ered to be protective against suicide except:
a. recent discharge from a psychiatric inpatient

facility.
b. compliance with psychiatric medication.
c. involvement in a religious group.
d. adequate treatment of chronic pain.

28. A brief mental status assessment focusing
on seven major areas (affect, attention,
language, orientation, memory, visual-spatial
ability, and conceptualization) is often
sufficient for the ED assessment of potentially
suicidal patients.
a. True
b. False

29. All of the following are true about SSRIs and
lithium except:
a. They are generally safe and effective in

reducing depression and other factors associ-
ated with suicidal behavior.

b. Recent initiation of therapy or changes in
dosage can produce acute changes in mental
status, including suicidal ideation.

c. They produce short-term benefits, including
the reduction of suicidal ideation in patients
discharged from the ED.

d. The FDA recently issued a warning concerning
the use of several antidepressants in both
adults and children.

30. All of the following regarding diagnostic
testing of patients with suicidal ideation are
correct except:
a. New-onset suicidal ideation without previous

psychiatric history suggests the need for a
more extensive evaluation than suicidal
ideation in patients with a previous history of
depression or suicidal ideation.

b. There is no data-driven consensus on the
appropriateness of routine laboratory screen-
ing for patients with suicidal ideation or
primary psychiatric complaints.

c. Patients with no previous psychiatric history,
the elderly, and those on electrolyte-altering
medications are less likely to benefit from
laboratory testing.

d. Laboratory screening of all patients is a
prohibitive and unnecessary investment of
time, money, and manpower.

31. “No-harm contracts,” which are verbal or written
agreements designed to prevent suicide:
a. have been shown to reduce suicide risk when

employed by ED physicians.
b. have been shown to be a useful adjunct in

cases in which the decision to discharge the
patient has already been made.

c. give the physician protection against legal
liability.

d. have no empirical evidence showing them to
be efficacious at either preventing suicide or in
having suicidal persons fulfill the “promise”
to contact the clinician if they are suicidal in
the future.
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32. Patients with suicidal ideation, intent, and plan
who are seen in the ED:
a. require hospitalization (either voluntary or

involuntary).
b. require hospitalization only if they don’t have

a safe home environment or social support
systems.

c. can be discharged as long as outpatient
therapy with the patient’s psychiatrist or
physician has been arranged.

d. can be discharged as long as an appropriate
antidepressant is prescribed.


