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Background: Knowledge of effective means of preventing suicide, based on research evidence, is
strikingly limited, but there are indications that specific treatments may reduce suicidal risk in patients with major affective disorders. Method: An international symposium was held in Miami, Fla.,
February 26–28, 1998, to discuss current knowledge of the Effects of Medical Interventions on Suicidal Behavior. Participant experts prepared summary reports of their contributions. Results: Participants considered what is known about the effects of medical treatments on suicidal risk, as well as
proposed approaches to future research. This supplement summarizes the proceedings of the symposium. Conclusion: The symposium strongly supported the proposition that suicide is amenable to
ethical scientific investigation, suggested that evidence supporting suicide risk-reduction can be developed, and strongly encouraged studies to test the effects of specific interventions on suicidal risk.
It also encouraged greater efforts at public and professional education to understand suicide as a result
of mood and other psychiatric disorders, and to improve their early recognition and enhance timely
access to effective treatment by the psychiatric and general medical community.
(J Clin Psychiatry 1999;60[suppl 2]:4–6)
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Resolved, That the Senate—

...recognizes suicide as a national problem and declares
suicide prevention to be a national priority...encourages
initiatives dedicated to...promoting safe and effective
treatment for persons at risk for suicidal behavior...
—Resolution S-84, U.S. Senate, May 6, 1997 1
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his resolution by the United States Senate in 1997
is a landmark in the modern evolution of public perceptions of the problem of suicide.1 While suicide often
remains clouded in secrecy and shame, and its impending
risk is often poorly appreciated by professionals as well
as the general public, attitudes about suicide are changing.
It is increasingly perceived as a manifestation of severe
emotional distress and, most often, associated with a diagnosable and treatable form of depression or other mental
illness.
Nevertheless, rates of suicide continue to be high, with
a worldwide annual incidence of about 10–20 per 100,000
in the general population, ranging from less than 10 to
nearly 40/100,000 in different countries, and with rates of
attempted suicide at least 15-fold higher.2,3 The U.S. rate
is about 11/100,000, accounting for at least 31,000 deaths
annually.3 Rates of completed suicides are at least 4-times
higher in men than women, differ greatly in specific
ethnic groups, and show striking regional and ethnic
variation in the United States. For example, Native Americans have higher risks than African Americans,2–5 and the
American Southwest and Mountain States have much
greater suicide rates than other parts of the country.6
Among adolescents and young adults, fatalities from all
forms of violence (homicides and accidents as well as
suicides) are the leading causes of death.6,7 Such high risks
of violent deaths in young Americans probably reflect,
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in part, relatively easy access to firearms, drugs, and
alcohol.7
Suicidal acts are associated with diagnosable psychiatric or substance abuse disorders in nearly all cases and can
be triggered by acute stress, shame, cult behavior, or incarceration.2–5,8,9 Risks are also increased in the elderly and
chronically medically ill.4 Nevertheless, the great majority
of suicidal acts arise in association with psychiatric illnesses, most often mood disorders including major depression and bipolar manic-depression, and psychotic disorders or in association with primary or comorbid abuse of
alcohol or other substances.2–5,9,10
Depressive and manic-depressive disorders, as recurring and sometimes chronic illnesses, are associated with
high levels of physiologic stress and comorbid abuse of
alcohol or drugs. These factors contribute to higher general mortality rates-for-age than in the general population,
due to cardiovascular and other medical conditions affected by prolonged emotional distress and the effects of
highly prevalent comorbid abuse of alcohol and other substances, in addition to mortality due to suicide.10–12
Suicides are reported to account for 10% to 25% of
deaths in persons with severe nonbipolar major depressive
disorders,2,3,8,9 and similar rates have been reported in bipolar disorders11–14 and in psychotic disorders.15 Standard
mortality ratios (SMRs, or rates compared with expected
rates in the matched general population) due to suicide in
major depression and bipolar disorders may be as high as
15 to 20.6,9 While such alarmingly high risks are found
with relatively severe mental illness, and particularly in
persons who have required psychiatric hospitalization,
suicide rates in more broadly representative samples with
a wide spectrum of illness severity are correspondingly
lower. For example, a recent estimate of suicidal risk
among all cases of major depression was 3.5%.16 Nevertheless, suicide is a sufficiently common outcome in severe mental illnesses of various kinds as to be a matter of
major public health concern.
Despite the close association of mood disorders or
other psychiatric illnesses with suicidal behavior, and
despite the remarkable advances in medical treatment of
major psychiatric disorders in the past half-century,17 the
timely recognition and treatment of such disorders continue to be far from ideal. For example, recent studies indicate that rates of diagnosis of major depressive or bipolar
mood disorders are well below half, and possibly as low
as one quarter of diagnosable cases.13,18 Moreover, once
diagnosed, only a fraction—perhaps one quarter or less—
receive minimally adequate medical treatment.19–22 Among
completed suicides, fewer than a third were in treatment
with a mental health professional, although many had
recent contact with a primary care physician.2–5,14 However, rates of appropriate antidepressant treatment were remarkably low among persons who completed suicide.21–23
It is likely that the proportion of persons with potentially
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diagnosable and treatable major mood disorders may be
10- to 20-times greater than is now recognized. These considerations suggest that underdiagnosis and undertreatment probably contribute to suicidal risk. This factor accounts for an unknown proportion of suicidal acts, and
even patients who are competently treated and closely followed clinically die by suicide.
The general syllogism that clinical depression is the
leading condition associated with suicidal behavior, that
depression is a highly treatable disorder, and that adequate
treatment of depression should reduce suicide risk seems
to be self-evident. Nevertheless, documentation of that
conclusion, based on adequate research studies involving
at-risk populations is remarkably hard to find.2–5,12,14,21–24
There is substantial evidence that lithium contributes to
limiting risk of suicidal behavior and fatalities in bipolar
and perhaps other major affective disorders,25–27 and suggestive evidence that antidepressant treatment may be having at least moderate beneficial effects on population suicide rates.22,23 However, proof remains elusive that any
medical intervention, including the recent development of
safer antidepressants that are not lethal on acute overdose,
has produced a measurable impact on suicide rates in the
general population.21–23,28,29 It follows that a scientific basis
for sound clinical or public health policies concerning suicide prevention remains to be developed.30
This need for information strongly encouraged organization of an international symposium cosponsored by the
American Foundation for Suicide Prevention, the Johns
Hopkins University School of Medicine, and the Long
Island Jewish Medical Center, with the cooperation of the
Suicide Prevention Advocacy Network, and with the support of an educational grant from Solvay Pharmaceutical
Corporation. This special supplement to The Journal of
Clinical Psychiatry summarizes the results of that meeting.
This supplement includes summaries and selected discussions of presentations by symposium participants and
their colleagues on (1) the neurobiology and genetics of
suicide (John Mann and Alec Roy, with discussion by
Raymond DePaulo), (2) mechanisms of action of drugs
that may limit suicidal risk (Robert Lenox and Husseini
Manji), (3) suicide risks in specific diagnostic and clinical
groups (Jules Angst, Herbert Hendin, and Kay Jamison),
(4) relationship of substance use disorder to suicide risk
(Leonardo Tondo), (5) clinical efforts at suicide prevention
(Douglas Jacobs and David Shaffer), and (6) effects of
treatment interventions on suicide risk (Ross Baldessarini,
Frederick Goodwin, Bruno Müller-Oerlinghausen, Agneta
Nilsson, Harold Sackheim, and Richard Wyatt), as well as
conclusions and recommendations emerging from discussions at the meeting.
This Journal supplement represents the third major report of symposia held within the past year in the United
States that were aimed at improving understanding of various aspects of suicide. They include a review of the bio5
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logical aspects of suicidal behavior sponsored by the
NIMH in 199731 and a general clinical and research overview held at Harvard University in late 1997.32 This
supplement presents a first effort at systematically evaluating the effects of medical treatments on suicidal behavior. These meetings and their reports, collectively, indicate
that a great deal of interest has developed in the field of
biomedical research on suicide in recent years that may, in
turn, help to fulfill the hopes expressed in Senate Resolution S-84 of 1997.1

©

r
py
Co

REFERENCES

ht
ig

1. US Senate. Suicide in America. Congr Record 1998;143(57):1–2
2. Roy A. Suicide. In: Kaplan HI, Sadock BJ, eds. Comprehensive Textbook
of Psychiatry, vol 2. 5th ed. Baltimore, Md: Williams & Wilkins; 1989:
1414–1427
3. Hirschfeld RMA, Russell JM. Assessment and treatment of suicidal patients. N Engl J Med 1997;337:910–915
4. Hendin H. Suicide, assisted suicide, and medical illness. J Clin Psychiatry
1999;60:(suppl 2):46–50
5. Jacobs D, Brown HN, eds. Suicide: Understanding and Responding. Madison, Conn: International Universities Press; 1989
6. National Center for Disease Prevention. Suicides per 100,000 population in
regions of the United States, 1986–1994: national profile of suicides per
100,000 population. Atlanta, Ga: US Center for Disease Control; 1997
7. Shaffer D, Craft L. Methods of adolescent suicide prevention. J Clin Psychiatry 1999;60(suppl 2):70–74
8. Angst J, Angst F, Stassen HH. Suicide risk in patients with major depressive disorder. J Clin Psychiatry 1999;60(suppl 2):57–62
9. Harris EC, Barraclough B. Suicide as an outcome for mental disorders: a
meta-analysis. Br J Psychiatry 1997;170:205–228
10. Tondo L, Baldessarini RJ, Hennen J, et al. Suicide attempts in major affective disorder patients with comorbid substance use disorders. J Clin Psychiatry 1999;60(suppl 2):63–69
11. Weeke A. Causes of death in manic-depressives. In: Schou M, Strömgren
E, eds. Prevention and Treatment of Affective Disorders. New York, NY:
Academic Press; 1979:289–299
12. Simpson SG, Jamison KR. The risk of suicide in patients with bipolar disorders. J Clin Psychiatry 1999;60(suppl 2):53–56
13. Mann JJ, Oquendo M, Underwood MD, et al. The neurobiology of suicide
risk: a review for the clinician. J Clin Psychiatry 1999;60(suppl 2):7–11
14. Goodwin FK, Jamison KR. Manic Depressive Illness. New York, NY: Oxford University Press; 1990

O

te

a
du
ra ted
stgprin
Po be
ns ay
ia y m
ic op
ys nal c
Pherso
00 ne p

20

15. Palmer DD, Henter ID, Wyatt RJ. Do antipsychotic medications decrease
the risk of suicide in patients with schizophrenia? J Clin Psychiatry 1999;
60(suppl 2):100–103
16. Blair-West GW, Mellsop GW, Eyeson-Annan ML. Down-rating lifetime
suicide risk in major depression. Acta Psychiatr Scand 1992;95:259–263
17. Baldessarini RJ. Fifty years of biomedical psychiatry and psychopharmacology in America. In: Menninger R, Nemiah J, eds. Fifty Years of American Psychiatry: A Volume Celebrating the 150th Anniversary of the Founding of the American Psychiatric Association. Washington, DC: American
Psychiatric Press. In press
18. Keller MB, Lavori PW, Klerman GL, et al. Low levels and lack of predictors of somatotherapy and psychotherapy received by depressed patients.
Arch Gen Psychiatry 1986;43:458–466
19. Avery D, Winokur G. The efficacy of electroconvulsive therapy and antidepressants in depression. Biol Psychiatry 1977;12:507–523
20. McCombs JS, Nichol MB, Stimmel GL, et al. Cost of antidepressant drug
therapy failure: a study of antidepressant use patterns in a Medicaid population. J Clin Psychiatry 1990;51(6, suppl):60–69
21. Isometsä ET, Henricksson MM, Aro HM, et al. Suicide in major depression. Am J Psychiatry 1994;151:530–536
22. Isacsson G, Bergman U, Rich CL. Epidemiological data suggest antidepressants reduce suicide risk among depressives. J Affect Disord 1996;41:
1–8
23. Isacsson G, Holmgren P, Druid H, et al. The utilization of antidepressants—a key issue in the prevention of suicide: an analysis of 5281 suicides
in Sweden during the period 1992–1994. Acta Psychiatr Scand 1997;96:
94–100
24. Teicher MH, Glod CA, Cole JO. Antidepressant drugs and the emergence
of suicidal tendencies. Drug Saf 1993;3:186–212
25. Crundwell JK. Lithium and its potential benefit in reducing increased mortality rates due to suicide. Lithium 1994;5:193–204
26. Tondo L, Jamison KR, Baldessarini RJ. Effect of lithium on suicide risk in
bipolar disorder patients. Ann N Y Acad Sci 1997;836:339–351
27. Baldessarini RJ, Tondo L, Hennen J, for the International Consortium for
Research on Bipolar Disorders. Effects of lithium treatment and its discontinuation on suicidal behavior in bipolar manic-depressive disorders. J Clin
Psychiatry 1999;60(suppl 2):77–84
28. Freemantle N, House A, Song F, et al. Prescribing selective serotonin reuptake inhibitors as strategy for prevention of suicide. BMJ 1994;309:
249–253
29. Öhberg A, Lonqvist J, Sarna S, et al. Trends and availability of suicide
methods in Finland: proposals for restrictive measures. Br J Psychiatry
1995;166:35–43
30. Gunell D, Frankel S. Prevention of suicide: aspirations and evidence. BMJ
1994;308:1227–1233
31. Stoff DM, Mann JJ, eds. The Neurobiology of Suicide. Ann N Y Acad Sci
1997;836:1–365
32. Jacobs D, ed. Harvard Medical School Guide to Assessment and Intervention in Suicide. San Francisco, Calif: Jossey-Bass; 1998

c.
In
s,

es
Pr

6

J Clin Psychiatry 1999;60 (suppl 2)

