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Suicidal Tendencies as a Complication
of Light Therapy for Seasonal Affective Disorder:

A Report of Three Cases

Nicole Praschak-Rieder, M.D., Alexander Neumeister, M.D.,
Barbara Hesselmann, M.D., Matthäus Willeit, M.D.,
Christian Barnas, M.D., and Siegfried Kasper, M.D.

Background: Suicidality in seasonal affective
disorder (SAD) subjects treated with bright light
therapy seems to be a rare phenomenon. We re-
port on three SAD patients with predominant
atypical symptoms who presented for treatment in
our clinic for SAD. Two suffered from bipolar
disorder, one from recurrent major depressive
disorder.

Method: All subjects were drug-free and
treated with bright light therapy as a monotherapy
for the first time. Treatment response was as-
sessed weekly by standardized rating instruments,
using the Hamilton Rating Scale for Depression
(HAM-D) and the HAM-D-SAD addendum for
assessment of atypical symptoms.

Results: Within the first week after beginning
bright light therapy, two subjects attempted sui-
cide. The third patient developed suicidal
thoughts that were so acute and overwhelming
that we had to discontinue bright light therapy
and start with psychopharmacologic treatment in
an inpatient setting.

Conclusion: It is suggested that bright light–
induced amelioration of drive and mood can be
dissociated as can be the case in the “critical
time” of antidepressant therapy. The authors be-
lieve the collection of prevalence data
on suicide and SAD would be worthwhile.
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easonal affective disorder (SAD)/winter type is de-
fined by a regular temporal relationship between theS

onset of major depressive episodes in bipolar disorder or
major depressive disorder and the beginning of the dark
seasons.1,2 Furthermore, the clinical syndrome is charac-
terized by the optional presence of atypical symptoms
like loss of energy, fatigue, hyperphagia with carbohy-
drate craving, weight gain, and hypersomnia. Bright light
therapy has proved to be effective in the treatment of
SAD subjects.3

Suicidality in patients suffering from SAD has never
been reported in the literature. The aim of our paper is to
focus attention on the possibility of suicidal tendencies as
a complication of bright light therapy for SAD. Although
seemingly rare, this complication is an apparent problem
in a few patients. As such, clinicians may do well to look
for this phenomenon.

METHOD

We present three case reports of drug-free SAD sub-
jects of a total sample of 33 patients who participated in a
controlled program investigating the antidepressant effi-
cacy of evening bright light therapy. All patients gave
written informed consent after the procedure was fully
explained. Standardized bright light therapy (neon tubes:
Trulite, Durotest Corp., North Bergen, N.J.; light box:
Theralux, type ATL-6, SML, Aachen, Germany) was ad-
ministered in the patient’s home for 2 hours late in the af-
ternoon (5–7 p.m.). Three thousand lux was administered
at eye level at a 60-cm distance from the light source.
Therapy progress was documented by weekly completion
of the Hamilton Rating Scale for Depression (HAM-D;
21-item version)4 and the 7-item HAM-D-Supplement for
atypical symptoms.5 The patients’ clinical and demo-
graphic characteristics are presented in Table 1.

CASE REPORTS

Case 1
Ms. A, a 35-year-old woman, had been suffering from

SAD with atypical features since 12 years of age. Previ-
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ous treatments for her condition included regimens of flu-
oxetine, paroxetine, and thioridazine. At the age of 13,
she additionally developed bulimia nervosa by DSM-IV
definition characterized by a marked increase in binge
eating in fall and winter and partial remission of the bu-
limic symptoms in summer. Twenty years later, after
long-term psychotherapy, the bulimic disorder fully re-
mitted. Since then, she suffered from a somatoform ab-
dominal pain syndrome that deteriorated in the dark sea-
son. In several of the depressive episodes, suicidal
thoughts without any attempt or even concrete plan were
present. In the fifth week of the current depressive epi-
sode, bright light therapy was started. On that day, the 21-
item HAM-D score was 13 with a Supplement score of
11. The score on the HAM-D item for suicide (Item 3)
was 1. During the whole episode, Ms. A had been drug-
free. After 4 days of bright light therapy, Ms. A reported
that her lack of drive and loss of energy had ameliorated,
but abdominal pain symptoms and depressive mood re-
mained unchanged. The next day she attempted to com-
mit suicide by ingestion of 4 g of thioridazine and 560 mg
of paroxetine and was admitted to a psychiatric ward the
same day. On a regimen of clomipramine up to 125 mg
p.o. q.d., the depressive as well as the abdominal pain
symptoms improved, and she was discharged from the
hospital.

Case 2
Ms. B, a 22-year-old woman, had suffered from bi-

polar II disorder since the age of 18. Although experienc-
ing depressive episodes with the predominance of atypi-
cal features during the dark seasons, she had never
searched for professional help before. After she contacted
our SAD clinic, bright light therapy was started in the

seventh week of the current depressive episode. The
HAM-D score was 21, the HAM-D suicide item was 2,
and the Supplement score was 10. Apart from depressive
mood, the predominant symptoms were lack of activity
and increased duration of sleep by at least 4 hours. After 7
days of bright light therapy, the HAM-D score was 11,
the Supplement score was 2, and the HAM-D suicide
item dropped to 0.

After 12 days, Ms. B ceased bright light therapy.
Within the next 3 days, she experienced a relapse of de-
pression, and the HAM-D suicide item was elevated to 2
again. On Day 4 after reintroduction of bright light ther-
apy, she attempted to commit suicide by ingesting 500
mg of amitriptyline. The next morning she was found in a
somnolent state and was admitted to an intensive care
unit where a peritoneal lavage was performed. Two days
later, she was transferred to a normal psychiatric ward.
Ms. B was then successfully treated with bright light
therapy and was discharged from the hospital.

Case 3
Mr. C, a 28-year-old man, had suffered from a bipolar

II disorder with seasonal pattern since the age of 24. He
has had depressive episodes every year, all of them with
onset in October and remission in May. During the four
previous depressive episodes, he was treated with fluoxe-
tine and maprotiline. At the time of referral to our clinic,
Mr. C was experiencing another depressive episode of 10
weeks’ duration, during which he remained drug-naive.
The day bright light therapy started, he had a HAM-D
score of 28 and a Supplement score of 14. At that time,
transient suicidal thoughts were present. The HAM-D
Item 3 (suicide) score was 2. After 6 days of bright light
therapy, the HAM-D score went down to 11 and the
Supplement to 6. His loss of energy and lack of drive had
ameliorated, but depressive mood and suicidality re-
mained unchanged. On Day 14 of bright light therapy,
Mr. C developed a severe and overwhelming suicidal ide-
ation, which could not be explained by external factors.
Therefore he was hospitalized and treated with amitrip-
tyline 300 mg p.o. q.d. the same day. This regimen led to
a complete remission of the depressive syndrome within
the next 4 weeks.

DISCUSSION

Focusing on biological aspects of suicidal risk, the
most consistent finding has been an association between
low cerebrospinal fluid (CSF) 5-hydroxyindoleacetic
acid (5-HIAA) levels, a direct metabolite of serotonin
(5-HT), and suicidal behavior.6,7 Low CSF 5-HIAA also
seems to be a predictor for short-range suicide risk after
attempted suicide in mood disorder psychiatric inpa-
tients.6,8 Furthermore, the 5-HT hypothesis of suicide has
received substantial support from postmortem studies of

Table 1. Clinical and Demographic Characteristics*
Suicidal
Attempt/

Total Not Suicidal Severe
Sample Under BLT Suicidality

Characteristic (N = 33)  (N = 30) (N = 3)
Age, y (mean ± SD) 38.5 ± 12.3 39.5 ± 12.4 28.3 ± 6.5
Gender (female/male) 26/7 24/6 2/1
Diagnosis according
to DSM-IV (N)

Major depressive disorder 13 12 1
Bipolar II disorder 20 18 2

Subtype
With melancholic features 7 6 1
With atypical symptoms 22 21 1

HAM-D (mean ± SD) 17.6 ± 3.9 17.5 ± 3.8 19.3 ± 5.7
Item 3, suicide
(mean ± SD) 0.4 ± 0.7 0.27 ± 0.5 1.7 ± 0.5

HAM-D-Supplement
(mean ± SD) 13.3 ± 3.8 13.4 ± 3.9 12.3 ± 3.2

History of suicidality
(yes/no) 4/29 2/28 2/1

*Abbreviations: BLT = bright light therapy, HAM-D = Hamilton
Rating Scale for Depression.
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brains of suicide victims. Lowered levels of brain 5-HT
and 5-HIAA were found predominantly in the brain stem,
independent of psychiatric diagnosis. 9,10

A dysregulation of 5-HT neurotransmission also seems
to be involved in the pathobiology of SAD11 and might be
influenced by bright light therapy.12,13 Therefore one might
expect suicide attempts to be more frequent in winter de-
pressive episodes, which makes it all the more surprising
that suicidal behavior in SAD patients has never been re-
ported before. The question arises as to what factors or cir-
cumstances may have promoted or facilitated suicide at-
tempts in these three individuals. Because we recruit our
patients by self-presentation or referrals mostly from gen-
eral practitioners, we presume they are more severely ill
than subjects recruited by advertisements. Regarding the
demographic and clinical characteristics of all SAD sub-
jects taking part in our study, we found that two of the
three patients who became suicidal under bright light
therapy had a history of suicidality (see Table 1). Another
finding was a striking difference in the HAM-D Item 3
(suicide) scores between the three suicidal patients and the
other 30 SAD subjects who did not become suicidal: Ms.
B and Mr. C scored 2 and Ms. A scored 1 the day bright
light therapy was started. All of the other subjects had
scores of less than 2 in the suicide item at the time the
HAM-D was given, i.e., immediately before starting
bright light therapy. In all other characteristics, our three
patients were comparable to others who evidenced no sui-
cidal tendencies under bright light therapy. Questioning
the role of bright light therapy, it seems remarkable that
all three SAD subjects developed suicidal tendencies in
the early treatment phase (Days 4, 5, and 14) of bright
light therapy, between November and January. A well-
documented complication of therapy regimens with other
antidepressants is the possible dissociation of mood and
drive. As patients become activated while still dysphoric,
suicide attempts are likely to occur during this critical pe-
riod. In this connection it may be relevant to consider that
the springtime, when environmental light is increasing, is
the season of greatest prevalence for suicide,14 rather than
winter, when light levels are at their lowest.

In our three case reports, it is also important to shed
light on diagnosis, comorbidity, life events, and current
social stressors. In Patient 1, it has to be taken into consid-
eration that she had been suffering from bulimia nervosa
for many years and that at the time of referral she had a co-
morbid somatoform abdominal pain syndrome that dete-
riorated in the dark season. Not only the comorbidity but
also the fact that she is a chronic pain patient may have fa-
cilitated a suicide attempt under an obviously bright light–
induced amelioration of drive. In addition, Ms. A was con-
scious of the functional cause of her abdominal complaints
and tended to interpret them as an expression of a “miscar-
ried conduct of life.” On the other hand, she had not had
suicidal thoughts or severe alterations of mood before

bright light therapy was started. In addition, no suicidal
behavior was reported during previous depressive epi-
sodes. Patient 2, diagnosed as bipolar II, obviously devel-
oped a depressive-dysphoric mixed state with increased
drive after having ceased bright light therapy. This condi-
tion led to arguments with her boyfriend, which may have
provoked the suicide attempt.

Some studies suggest that bipolar disorder, particularly
in a mixed state, conveys significant risk for completed
suicide.15 Opposite of Patient 1, Patient 3 had been mark-
edly depressed and had had transient suicidal thoughts be-
fore the beginning of bright light therapy. Under bright
light–induced partial remission of his symptoms, he expe-
rienced a severe relapse that could not be explained by ex-
ternal factors. Therefore, we decided to treat this patient
further with regimens of both antidepressants and lithium.

In conclusion, suicidal features in SAD patients who
are treated with bright light therapy seem to be seldom,
but not negligible. As a consequence, it would be interest-
ing to collect lifetime prevalence data on this issue. The
fact that bright light therapy may be associated with sui-
cidality is another evidence, besides the recent case re-
ports of bright light–induced mania,16,17 that bright light
therapy should be applied only by qualified health care
professionals experienced in this form of highly efficient
biological therapy.18

Drug names: amitriptyline (Elavil and others), clomipramine (Anaf-
ranil), fluoxetine (Prozac), maprotiline (Ludiomil), paroxetine (Paxil),
thioridazine (Mellaril and others).
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