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Serious Suicide Attempts:
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Lessons Learned at the Interface of
Medicine and Psychiatry

The Psychiatric Consultation Service at

Massachusetts General Hospital sees medical and
surgical inpatients with comorbid psychiatric
symptoms and conditions. During their twice-weekly
rounds, Dr Stern and other members of the Consultation
Service discuss diagnosis and management of
hospitalized patients with complex medical or surgical
problems who also demonstrate psychiatric symptoms
or conditions. These discussions have given rise to
rounds reports that will prove useful for clinicians
practicing at the interface of medicine and psychiatry.
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who had made a life-threatening drug overdose

(OD) or suicide attempt? Have you been
uncertain about what factors would be involved in
determining whether they needed a psychiatric
hospitalization or care in some other rehabilitative or
treatment setting? Have you been troubled by
problematic interactions between staff and family
members regarding disposition decisions? Have you
wondered who would develop long-term sequelae after
their suicide attempt? If you have, the following case
vignette and discussion should prove useful.

| | ave you ever treated or had to evaluate a patient

CASE VIGNETTE

Ms A, a 26-year-old woman with severe and
recurrent major depressive disorder (MDD) (taking
escitalopram 10 mg/day), was brought to the hospital
by emergency medical services after an acetaminophen
and alcohol OD (in the context of a relationship breakup
and losing her job due to her depression). Ms A left a

note that conveyed a detailed plan and her intent
to die.

In the emergency department (ED), she was
confused, had signs of rhabdomyolysis (with a
creatine kinase [CK] of 15,000 U/L), and markedly
elevated liver enzymes (including an aspartate
aminotransferase of 1,200 IU/L and an alanine
aminotransferase of 1,100 U/L). Although the exact
timing of her OD was unclear, she was treated with
N-acetylcysteine to manage her acetaminophen
toxicity. As she awoke, she became more coherent
and said repeatedly that she wished she had died.
She denied having a history of an alcohol
or substance use disorder (SUD).

Ms A lives alone and has limited social support aside
from her mother, with whom she has a strained but
ongoing relationship. She has a history of intermittent
engagement in psychiatric care but has struggled with
treatment adherence, often discontinuing therapy and
medications when her symptoms improved. Given her
ongoing wish to die, the intensive care unit (ICU) team
placed Ms A on suicide precautions (with a 1:1
observer). Her mother, who was sitting at her bedside,
was visibly distressed. A psychiatry consult was called
to assess Ms A’s ongoing risk of suicide, address her
depression, and determine the level of psychiatric care
she would need after becoming medically stable.

DISCUSSION

What Is a Serious Suicide Attempt?

An attempt on one’s life can be considered as serious
when there was the intent to die, the consequences of the
attempt required medical/surgical care (eg, the attempt
required a life-saving intervention), or the blood levels of
an ingested agent exceed a certain threshold. Serious
suicide attempts often necessitate intensive care, airway
protection, cardiac monitoring, or antidotal treatment
to counteract the toxic effects of medications (eg,
acetaminophen). Methods involving asphyxiation, high-
impact trauma, and self-inflicted injuries requiring
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Clinical Points

- Approximately half of the individuals who take their own
life have had contact with their primary care provider within
the month before their death.

. Assessments of suicide risk are based upon clinical
judgment, ie, a distillation of the individual’s interpersonal,
situational, clinical, and demographic factors that may
increase or decrease one’s risk of suicide. Unfortunately,
many health care facilities now rely solely on the answers
to brief screening questions (eg, the Columbia Suicide
Severity Rating Scale) to determine whether a person is
safe.

- All patients considered at risk for suicide must be
protected until the evaluating clinician determines that the
patient is not at imminent risk of self-injury and suicide.

« The least restrictive method that provides for the safety of
the patient should be employed, the method(s) chosen
should be effective, and the rationale for their use should
be documented in the medical record.

- Although states differ in their criteria for civil commitment,
most states require that an individual must have a
psychiatricillness and pose animminent threat to their own
safety or to that of others or be so gravely disabled that
they cannot provide the necessities for their survival.

- Reactions by staff to those who have made a serious
suicide attempt are shaped by myriad factors (eg, their
religious beliefs and personal experiences with suicide) as
well as by a patient’s behaviors on the medical-surgical
ward.

surgical interventions are also classified as serious suicide
attempts. Additional factors include premeditation,

steps taken to avoid discovery, and the use of means with
high potential for lethality (see Table 1 for additional
case vignettes of suicide attempts). Identifying these
characteristics is essential for risk stratification and
guiding intervention strategies.

Who Is Most Likely to Attempt Suicide?

According to data provided by the Centers for Disease
Control and Prevention in 2021, suicide was the 11th
leading cause of death in the United States and the
second leading cause of death in those aged
10-14 and 25-34 years.! Suicide (the act of intentionally
ending one’s life) is a tragic event that leaves grieving
loved ones with unanswered questions.

Roughly one-third of those who think about suicide
go on to attempt suicide, with approximately 1 person
dying by suicide for every 20 individuals who attempt
suicide.? Moreover, the risk of acting on suicidal
thoughts tends to increase when thoughts of suicide and
the desire to die become more frequent.> Among
302 individuals who made medically significant suicide
attempts, roughly one-third (37%) attempted suicide
again during a 5-year follow-up period, and 6.7% died by
suicide.*
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Those at highest risk for suicide are those with a
psychiatric illness (roughly 95%), while serious affective
illnesses (MDD and bipolar disorder) account for 50% of
individuals who take their own lives, alcohol and SUDs
account for 25%, schizophrenia and other psychotic
disorders account for 10%, and borderline personality
disorder accounts for 5%.°

While individuals with psychiatric disorders are at the
highest risk for suicide, severe or chronic medical
conditions (eg, acquired immunodeficiency syndrome
[AIDS], malignancy, head trauma, epilepsy, and
dementia) also predispose to suicide, with those with AIDS
having a 3-fold increase in the risk of suicide and those
with malignancy having a suicide rate almost twice as
great as those in the general population, with the highest
rates found within the first 2 years following the
diagnosis.® Overall, medical disorders account for
approximately 35%—40% of suicides, and as many as 70%
of suicides occur in individuals above the age of 60 years.

While a specific genetic predisposition for suicide has
not yet been established, suicide is more common in
certain families. Even after controlling for a family’s
psychiatric history, there is a 2-fold increase in the risk
of suicide in those with a family history of suicide.
Whether this risk is mediated by a shared genetic
predisposition, psychiatric disorders, impulsive
behavior, or shared family environment remains unclear.’

Rates of suicide differ by age, gender, and ethnicity.
Individuals older than 65 years are roughly 1.5 times
more likely to take their own life than are younger
individuals, with white males over the age of 85 years
having an even higher suicide rate. In general, 1 out of
4 suicide attempts in the elderly is fatal, attributed to
more serious attempts and to less physiological reserve
after a suicide attempt.®

While elderly individuals have the highest rates of
suicide, suicide rates among young adults (between ages
15 and 24 years old) have roughly tripled over recent
decades, with suicide being the second leading cause of
death in those aged 15—24 year in the United States as of
2022.° Native Americans and white people attempt, and
die from, suicide more than those from other races, with
African American and Hispanic individuals having
approximately half the suicide rates of white people.®

Suicide is also more common among men (ie, because
they use more lethal means), although women attempt
suicide more often than do men. Those who have never
married, who are unemployed, who are under financial
stress, or who have terminal illness are at increased
risk, as are those with a family history of suicide.
Furthermore, half of those who take their own life have
already made an unsuccessful attempt.®

Roughly half of the individuals who take their own life
have had contact with their primary care provider (PCP)
within the month before their death, and approximately
three-fourths of people who died by suicide had seen
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Serious Suicide Attempts

Table 1.
Case Vignettes of Suicide Attempts
Scenario

Key clinical considerations

Ms B: Overdose on 15 g of phenobarbital

Spent 2 days in a coma, prior history of similar overdose, knew roommate was
coming home and she would be found, did not intend to die

Ms C: Overdose on a 2-week supply of amitriptyline

Required airway protection and cardiac monitoring; blood levels exceeded lethal
threshold

Mrs D: Firearm use (her husband’s) in the setting of IPV

Evaluate immediate safety concerns, assess ongoing IPV risk, coordinate with social
work for housing safety evaluation, explore legal interventions, and address firearm
access

Mr E: Substance use intoxication/overdose secondary to substance use disorder
and SI

Assess withdrawal management needs, consider medication-assisted treatment if
applicable, ensure toxicology screening, evaluate co-occurring psychiatric
conditions, provide overdose education/harm reduction strategies, and connect to
addiction treatment

Mr F: Intentional motor vehicle accident with TBI and confusion

Does not remember suicidality, but wrote a suicide note, family reports significant
financial stressors job loss, depression, and alcohol use prior to the accident. Assess
post-TBI cognitive and mood disturbances and ongoing SI, coordinate
neuropsychiatric follow-up

Mr G: Admitted with hallucinations secondary to delirium, paranoid about staff,
attempted to use oxygen tubing to strangle himself with inability to recall suicide
attempt

Determine if SI preceded delirium onset, rule out medical causes, ensure psychiatric
consultation, and implement safe postdelirium monitoring

Ms H: Overdose on prescribed pain medications with intent to die

Review prescription monitoring history, assess S| severity and planning, determine
psychiatric needs, and evaluate medication safety strategies (eg, lockboxes, reduced
prescription supply)

Ms I: Self-inflicted lacerations requiring surgical repair

Distinguish self-injurious behavior from a suicide attempt, assess psychiatric history,
ensure wound care follow-up, reinforce coping strategies, and establish a safety plan
and psychiatric follow-up before discharge

Mr J: Attempt by hanging found in time for rescue

Assess for anoxic brain injury, evaluate S| severity, identify psychosocial stressors,
and determine psychiatric stabilization plan (psychiatric hospitalization vs physical
rehabilitation)

Abbreviations: IPV =intimate partner violence, SI=suicidal ideation, TBI = traumatic brain injury.

their PCP during the year before their death. Given that a
history of attempted suicide is one of the most potent
risk factors for suicide, a thorough and systematic
suicide risk assessment should be performed after
someone has made a suicide attempt.

Which Factors Predispose or Protect
Against Suicide?

Suicide risk assessments evaluate an individual’s acute
and chronic risk factors, protective factors, and precipitants
to determine overall risk level (eg, low, moderate, and high)
and guide targeted intervention strategies (see Figure 1 for
a flowchart on suicide risk assessment).> A comprehensive
suicide risk assessment should go beyond identifying risk
factors—it must clarify why an individual is experiencing
suicidality now and how modifiable factors can be addressed
to reduce imminent risk. While suicide screening tools are
commonly used, they often focus on static risk factors
rather than actionable areas for intervention.

Suicide risk factors can be categorized as modifiable
or nonmodifiable and acute or chronic (see Table 2 for
suicide risk factors and protective factors). While
nonmodifiable risk factors (eg, male sex, age, prior
suicide attempts, family history) contribute to baseline
vulnerability, modifiable factors, including access to
lethal means, untreated psychiatric symptoms,
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hopelessness, sleep disturbance, substance use, and social
isolation, drive imminent risk and require proactive
intervention. To bridge the gap between assessment and
action, Table 3 provides a structured, risk-stratified
approach to suicide prevention. High-priority risks (eg,
recent suicidal intent, access to lethal means) require
immediate intervention, while moderate and lower-
priority risks warrant tailored support services and long-
term management (see Table 3).

Protective factors against suicide include effective
coping skills, problem-solving abilities, cultural identity,
and reason to live (see Table 2). Family support, social
connectedness, and access to community resources
further buffer risk, while societal factors (eg, moral/
religious objections to suicide, restricting of lethal
means) remain essential.® The goal of assessing
protective factors is to reinforce resilience and connect
individuals with appropriate mental health and
community-based support.

Risk assessments must balance chronic and acute risk
factors. An individual with prior suicide attempts but no
current suicidal thoughts may have low imminent risk but
moderate chronic risk. However, acute distress, such as
loss of a partner or major life stressors, can rapidly escalate
risk, underscoring the importance of clinical judgment in
risk stratification and targeted intervention.”
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Figure 1.
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Suicide Risk Stratification and Management

Patient Identified in ED, ICU, or Primary Care

v

Consult psychiatry in the ED/ICU
Remove potential ligatures
Initiate 1:1 observation

Immediate Safety and Medical Stabilization
(in ED/ICU after serious suicide attempt)

Address acute medical needs, monitor consciousness, stabilize vitals
Address comorbid conditions (eg, PTSD, depression, substance intoxication/withdrawal)

v

Initial Suicide Risk Screening (C-SSRS) and Clinical Assessment

Gather history of suicidal thoughts, behaviors, past attempts, intent, means
Assess acute and chronic risk, protective factors, access to lethal means
Speak to primary team, spouse, family, and friends and review chart

v

Action: ensure 1:1 observation

Risk Stratification and Management

High Risk > Active suicidal ideation with intent and plan

ICU safety considerations: environmental modification, medication oversight
Manage in ICU or medical unit until medically stable with psychiatric consultation
Continued risk screening, reassessment, and supportive interventions

Psychiatric hospitalization when medically stable, involuntary hold if necessary

v

follow-up

Intermediate Risk - Passive suicidal ideation, no plan or intent

Action: Stanley Brown Safety Planning, lethal means restriction, crisis resources, close

Continued risk screening, reassessment, and supportive interventions
May require admission for stabilization or intensive outpatient care

v

Psychiatry consult

Low Risk = No suicidal ideation or mild transient thoughts

If recovering from a serious suicide attempt:
Action: Monitor, assess, ensure safety with 1:1 observation initially

ICU safety considerations: environmental modification, medication oversight

Continued risk screening, reassessment, and supportive interventions

Referral for additional services (intensive outpatient program, resources)
Ongoing Management and Discharge Planning

Abbreviations: C-SSRS = Columbia Suicide Severity Rating Scale, ED = emergency department, ICU = intensive

care unit, PTSD = posttraumatic stress disorder.

How Are Individuals Who Have Made a
Serious Suicide Attempt Managed in Critical
Care Units and on General Medical and
Surgical Floors?

Psychological treatments in medical-surgical
settings are often limited, yet early psychotherapeutic
interventions have been developed for those
who survive a serious suicide attempt.® The Suicide
Attempt Multicomponent Intervention Treatment
is an inpatient psychotherapy program designed
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for patients hospitalized in medical units following a
medically serious suicide attempt. It consists of
8 individual psychotherapy sessions, combining
dialectical behavioral, mentalization-based,
and narrative therapies, with the goal of reducing
the risk of suicide reattempts, enhancing coping
strategies, and addressing psychological distress prior
to discharge.®

In critical care settings, engagement in psychological
interventions is often complicated by delirium, sedation,
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Table 2.

Suicide Risk: Nonmodifiable, Modifiable, and Protective Factors

Nonmodifiable risk factors Modifiable risk factors

Protective factors

Sex (male)
firearms or other weapons

Access to lethal means including

Safe and stable environment Resilience

Age (<24 y or >44 y) Poor treatment adherence

Intact marriage Ability to tolerate frustration

Prior suicide attempts Hopelessness

Responsibility to another person or pet  Skills in coping, problem-solving,

and conflict resolution

Prior nonsuicidal self-injuries Psychic pain/anxiety

Child-rearing responsibilities Good impulse control

An organized plan Turmoil or an acute event

Social support and connection Commitment and engagement in

treatment

Chronic psychiatric disorders, potentially modifiable Sleep disturbance
with appropriate interventions

Spiritual, religious, cultural, or other
beliefs that prohibit suicide

Help-seeking behaviors

Recent psychiatric hospital discharge Low self-esteem

Future orientation/identification of
goals

Sense of belonging

Adverse childhood experiences, including abuse or  Impulsivity or reckless behaviors

trauma (physical or sexual)

Physical well-being Optimism

Chronic physical illness and/or pain

Use of alcohol or other substances

Adequate medical/mental health support Intact reality testing

Family history of suicide

Physical pain/illness/impairment

Positive self-esteem and sense of
identity

Engagement in pleasurable activities

Suicide role model

Social isolation or relationship problems Strong interpersonal bonds

Limited access to lethal means

No spouse or significant other Legal problems

Beliefs about the meaning and value of  Fear of risky behaviors
life

Recent significant loss Current thoughts of suicide

Significant life transitions

Recent communications about suicide

Cultural and environmental factors/stigma

Occupational or financial stressors

and communication barriers from intubation.
Engaging in psychological interventions is often
problematic. Nevertheless, assessment of emotional
responses to surviving a suicide attempt can provide
insight into ongoing suicidal intent and facilitate
support interventions.® Medical and surgical

sequelae of serious attempts frequently exacerbate
distress. Spiritual care consultations for patients

who identify as religious or spiritual may help alleviate
this distress.

A comprehensive social history helps identify suicide
risk factors (eg, loneliness, intimate partner violence,
housing instability, and lack of support). Collaboration
with social workers and families can strengthen
protective networks, while trauma-informed care should
be used for individuals with a history of trauma.
Firearm access and other lethal means must be
assessed to reduce further risk (see Table 3 and Figure 1
for additional risk prioritization and intervention
strategies). Law enforcement may be involved in
emergency responses to suicide attempts that intersect
with legal concerns, substance use, firearm-related
incidents, or attempted murder-suicide, where medical
teams must navigate complex ethical and legal dynamics
while ensuring safe transport and appropriate
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management, including cases where the patient is
under arrest.

Suicide assessments among critically ill individuals
are often complicated by difficulties in communication
(eg, associated with intubation that was required for
airway protection and which prevents them from
speaking). In addition, sedation often interferes with
consciousness and attention, making clarity of thought
problematic. Moreover, life-saving care typically
disrupts sleep cycles and interferes with empathic
interviews and assessments.!®

Delirium, comprised of disordered affect, behavior,
and cognition, also interferes with the ability to appreciate
and manipulate information and make decisions.
Further, memory impairments (affecting immediate,
recent, and remote recall) can hinder the ability to obtain
an accurate history.!%!

Medications, including psychotropics, replete with
side effects can pose challenges in critically ill
individuals (eg, promoting drug-drug interactions).!?
In ICU settings, medication administration for
actively suicidal patients requires close monitoring and
precautions to ensure safety. There may be concerns
about “cheeking” or hoarding pills in furtherance of a
future suicide attempt. To mitigate these risks, oral
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Prioritizing Suicide Risk Factors: A Structured Framework and Intervention Strategies

Risk factor Intervention strategies

Most concerning risk factors (highest risk)

Access to lethal means

Prior suicide attempts

Current thoughts of suicide

An organized plan

Recent significant loss

Social isolation

Recent psychiatric hospital discharge

Chronic physical illness and/or pain
Use of alcohol or other substances

Higher-risk factors (moderate-to-high risk)

Hopelessness

Psychic pain/anxiety

Impulsivity or reckless behaviors
Turmoil or acute event

Legal problems

Occupational or financial stressors
Family history of suicide

Suicide role model

Lower-risk factors (contributory but less predictive)

Sex (male)
Age (<24 or >4, y)
Adverse childhood experiences

Low self-esteem

Poor treatment adherence

Recent communications about suicide
Significant life transitions

Sleep disturbance

Cultural and environmental factors/stigma

Secure environment: firearm lockboxes, lethal means restriction, reducing medication stockpiles

Stanley Brown Safety Planning and structured follow-up: intensive postattempt monitoring, referral

Crisis intervention and consult: hospitalization if imminent risk, crisis hotlines, acute psychiatric care
Immediate intervention: 1:1 observation, ensure no access, hospitalization if needed

Support systems and grief counseling: family/community outreach, bereavement support

Engage in structured activities and social support: peers, community, group therapy

Postdischarge aftercare and follow-up: ensure timely follow-up within 7 days, bridge appointments, collaborative
outpatient care, intensive outpatient treatment

Pain management and resilience building: palliative and collaborative care, integrative medicine

Substance use treatment and dual-diagnosis care: MI, harm reduction, medications for SUD (eg, naltrexone,
acamprosate, buprenorphine)

Positive psychiatry interventions: strength-based therapy, gratitude journaling, meaning-making activities
Mindfulness and emotional regulation: DBT skills, guided imagery, breathwork

Impulse control strategies: problem-solving therapy, behavioral activation

Stabilization and crisis resolution: support groups, therapy, short-term interventions

Access to legal resources and advocacy: pro bono legal aid, social work support, or advocacy organizations
Financial assistance and job counseling: vocational training, employer-based mental health support
Psychoeducation, coping strategies, support groups: understanding genetic and environmental risks
Postvention support and resilience building: survivor support groups, trauma-informed therapy

Masculinity-informed mental health care: normalizing emotional vulnerability, peer mentoring
Age-specific support: school-based programs for youth, loneliness interventions for older adults
Trauma-informed care and resilience-building: CBT, support services, parenting programs, safe housing
programs

Self-efficacy and strengths-based approaches: CBT for self-image, empowerment workshops

MI and care coordination: personalized treatment planning

Active listening and validation: nonjudgmental engagement

Transition support systems: veteran service organizations, retirement planning, senior social programs
Behavioral sleep interventions: CBT-I, sleep hygiene coaching

Destigmatization and outreach: community-based education, culturally tailored mental health services

Abbreviations: CBT = cognitive-behavioral therapy, CBT-I = cognitive-behavioral therapy for insomnia, DBT = dialectic behavior treatment, EMDR = eye movement
desensitization and reprocessing, Ml = motivational interviewing, SUD = substance use disorder.

medications should be administered under

direct observation to ensure that they are swallowed.
Alternatively, intravenous (IV) medications

may be more appropriate when available and
clinically appropriate, as they deliver medications
reliably.

Those who regain consciousness in the ICU after a
suicide attempt often experience despair (at the
realization that they are still alive), shame (regarding
their actions and the burdens they placed on loved ones),
guilt (over the pain and anxiety they caused family and
friends), fear (of judgments held by others), and dismay
(at the possibility of long-term medical complications
that they may face due to their actions).!® Some
individuals are ambivalent about surviving their suicide
attempt (eg, feeling relief, disappointment, and/or anger
that their attempt failed knowing that their problems
remain unresolved).'®

Following a serious suicide attempt, patients in
critical care settings may be unable to provide informed
consent due to several factors (eg, intubation,
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sedation, or delirium). Emergency medical treatment
should proceed without delay while awaiting a
comprehensive evaluation by a psychiatrist. When
available, advance directives or input from a health
care proxy may guide urgent medical decisions. If
further interventions are required and the patient is
able, informed consent should be sought whenever
possible. However, when there are concerns about
impaired decision-making capacity due to delirium,
depression, or persistent thoughts of suicide, an
urgent capacity assessment by a consultation
psychiatrist is essential.

The intensity and pervasiveness of emotions
following a serious suicide attempt vary widely. Some
individuals are withdrawn and remain unwilling to
engage in interviews, while others readily convey their
feelings and seek support from staff.1%12

Health care professionals should approach survivors
of a serious suicide attempt with an empathic and
respectful approach, listening closely to what the patient
is communicating.'®

Posting of this PDF is not permitted. | For reprints or permissions, contact
permissions@psychiatrist.com. | © 2025 Physicians Postgraduate Press, Inc.


mailto:permissions@psychiatrist.com
https://www.psychiatrist.com/pcc
https://www.psychiatrist.com

Serious Suicide Attempts

What Do Suicide Precautions Entail in
Settings Filled With Lines, Tubes, and Sharp
Objects?

Suicide risk assessment begins even before a patient
arrives at the ED and continues throughout their stay.
Patients at risk must be protected until they are no
longer at imminent risk. Common precautions include
1:1 observation, removal of potentially dangerous
objects or medications, and restraints as a last resort,
with ongoing reassessment and documentation.'?

No-harm or safety contracts are no longer considered
acceptable and do not prevent suicide or remove
provider liability.!® Instead, structured interventions,
such as Crisis Response Plans and Safety Planning
Interventions, focus on concrete skills and strategies to
reduce risk and can be implemented in both psychiatric
and medical settings.!®

Medical and surgical floors present unique
challenges, as essential equipment (eg, IV tubing, oxygen
lines, monitoring devices) cannot be removed. Unlike
psychiatric units, which are designed to be ligature-
resistant, critical care settings require a balance between
medical care and risk mitigation. The American
Psychiatric Association and the Joint Commission
provide guidelines for suicide precautions in general
hospitals, emphasizing the need for 1:1 monitoring, with
trained staff or 360-degree video surveillance as
alternatives.*1¢ Efforts should focus on removing obvious
hazards (eg, eating utensils, corded phones) while
maintaining appropriate medical care. Monitoring
should continue during sleep and restroom use, and
visitors, incoming items, and personal belongings should
be screened for potential risks.!®

ICUs pose additional risks, as most essential medical
equipment and supplies can serve as a means for self-
harm.!° Maintaining suicide precautions in these settings
requires interdisciplinary collaboration among nurses,
physicians, and psychiatric consultants to monitor
behavior, remove potential hazards, and interpret
suicidal statements in context.!® While 1:1 nursing care
is ideal, when staffing is limited, sitters or covering staff
should be used, with restraints as a last resort.!%!”
Ultimately, the goal of suicide precautions is to foster a
safe and supportive environment that promotes recovery
while ensuring essential medical care.

What If a Patient Does Not Remember
Making a Suicide Attempt?

If a patient does not remember their suicide attempt,
this warrants a careful evaluation by a psychiatrist.
Potential contributing factors (eg, delirium, intoxication,
traumatic brain injury [TBI], hypoxia, medication side
effects) should be thoroughly assessed. A comprehensive
psychiatric evaluation is crucial to identify ongoing risk
factors. Collateral information from first responders, ED
records, nursing and critical care staff, family, or loved
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ones can provide valuable context and help inform safety
planning and treatment.

What Type of Treatment Is Indicated After a
Serious Suicide Attempt?

Following a serious suicide attempt, the primary goal
is medical stabilization, followed by assessing the reasons
for the attempt and the risk of further harm. Given the
strong association between suicidality, suicide attempts,
and mental health conditions, evaluation includes
diagnostic clarification and psychiatric treatment
planning, with recommendations for the most
appropriate level of care.’®-2! The goal is to identify the
least restrictive setting where a patient can be managed
safely, minimizing coercion and undue restrictions on
their freedom of movement and privacy. Repeat
evaluations often refine treatment recommendations, as
the psychiatric history is clarified over the course of the
medical admission.

A locked inpatient psychiatric admission is generally
indicated for those who remain suicidal, particularly if
they endorse a plan, have persistent intent, have
unmanageable urges to harm themselves, pose a threat
to others, or demonstrate severely impaired judgment in
the context of a mental illness that interferes with their
ability to remain safe in the community. High lethality
attempts, a low probability of rescue, premeditation, or
disappointment at survival raise additional “red flags.”??
However, hospitalization may be counterproductive in
chronically suicidal patients, lead to worse outcomes, and
reinforce a pattern of self-injury, as seen in patients with
borderline personality organization.?® In general, acute
psychiatric hospitalization should be viewed as a time-
limited intervention aimed at stabilizing the crisis, rather
than as indefinite confinement.

Some patients without acute intent or plan may still
benefit from voluntary inpatient psychiatric care,
particularly if they have impairments that limit their
ability to engage in self-care or follow through with
outpatient treatment.?? Lack of social supports, primary
care, transportation, or insurance can further complicate
outpatient care access. If effective treatment is not
feasible in a less restrictive setting, a psychiatric
admission may be warranted. In studies of ED patients,
hospitalization following a suicide was recommended in
only 25%-50% of cases.?*?

In weighing the risks and benefits of various
treatment settings, health care providers should consider
patient preferences and the potential disruption of
hospitalization, especially an involuntary admission.
While involuntary admissions may lead to a comparable
degree of improvement in social functioning and rates of
treatment adherence (including follow-up care), other
studies note they lead to lower treatment satisfaction and
higher perceptions of coercion.?>?” Some argue that
involuntary hospitalizations fail to protect against
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suicide and that any type of hospitalization is associated
with trauma.?® A negative experience may preclude the
formation of a therapeutic alliance and lead some
patients to avoid seeking future psychiatric care. Further,
an unexpected hospitalization can disrupt employment,
education, and financial stability, exacerbating
depression and hopelessness.

Patients may also have competing needs for
psychiatric treatment and inpatient physical
rehabilitation due to prolonged critical illness or
extensive physical trauma. Some facilities integrate
psychiatric care within rehabilitation settings, while
others require separate treatment paths. Patients who
engage with consultation-liaison (C-L) psychiatry during
medical recovery on a medical or surgical unit often show
improvement in psychiatric symptoms and may continue
transition to outpatient care without requiring inpatient
psychiatric admission. Patients who have pronounced
psychiatric symptoms coupled with ongoing medical
needs that cannot be met on a psychiatric unit may need
to remain on the medical or surgical unit, with ongoing
treatment by the psychiatric consultation team.

What Happens to Patients in the Aftermath
of a Serious Suicide Attempt and After
1Year?

The morbidity and mortality rates after a suicide
attempt vary depending on the method used and the
patient’s characteristics. According to a 2022 meta-
analysis, suicide attempts involving a firearm were lethal
90% of the time, hanging and suffocation in 85%, jumping
from height in 47%, drug ingestion in 8%, and cutting in
4%.28 However, these figures likely do not match the
experience of critical care providers, as a significant
proportion of individuals who attempt suicide die before
they can be transported to the hospital. Once an
individual has been transported and admitted to a
hospital, their chances of surviving are substantially
improved. For example, in a study of 11 consecutive
cases of self-inflicted gunshot wounds to the head who
were admitted to Harborview Medical Center, 10 were
still alive at follow-up 11 months after their injury.?® The
patient’s age, medical comorbidities, and, in some studies,
gender also mediate the likelihood of dying.

Evaluating a patient’s prognosis after a serious
suicide attempt must account for survival and the chances
of a meaningful recovery. However, the interaction of the
method employed and patient characteristics makes the
outcome of any specific case difficult to predict. For
instance, of the 10 individuals who survived in Kriet
and colleagues™ study, 3 recovered completely,

6 experienced modest chronic deficits (eg, expressive
aphasia and anosmia), and 1 developed a moderate
cognitive impairment. Understanding the mechanism of
the injury offers the best opportunity to make an accurate
prediction. Gunshot wounds cause a variety of injuries
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and TBIs; hanging can cause hypoxia and hypoperfusion
of the central nervous system; jumping from a height can
result in orthopedic and spine injuries and TBI; and drug
ingestions may cause hypoxia, hypotension, arrhythmia,
or other outcomes depending on the substance(s)
consumed. Neuroprognostication involves significant
uncertainty, and the recovery trajectory of TBIs often
extends beyond 1 year.

In addition to recovery from physical injuries, patient
outcomes are also driven by their psychiatric sequelae and
the risk of a repeat attempt. Many studies have found an
increased risk of taking one’s own life among those who
have attempted suicide, while those who have a history of
medically serious or violent suicide attempts have an even
higher risk of attempting suicide again. In a 10-month
follow-up study of patients admitted to a critical care unit
following a serious OD, Koh and colleagues noted that 5%
died by suicide, and an additional 42% were readmitted
after another nonfatal attempt.®> Studies in international
settings across several decades have reported similarly
elevated risks after a medically serious suicide attempt.*
Moreover, the overall mortality from other causes is also
elevated after a serious suicide attempt, possibly
associated with older age and chronic illness.!

Psychiatric diagnoses and SUDs also mediate suicide
risk, with borderline personality disorder and alcohol use
disorder both associated with higher rates of another
attempt at suicide.?! Opioid use disorder is another
significant factor, but the difficulty in determining the
intent behind fatal ODs makes it more challenging to
quantify. Finally, it is important to note that suicide
attempts predict a more severe trajectory for patients
with mood disorders. Individuals with MDD and a prior
attempt have a longer duration of illness and a greater
number of depressive episodes, as well as higher rates
of comorbid anxiety.?

What Does Civil Commitment Entail?

Each state has its own process through which health
care providers (eg, psychiatrists, psychologists, internists,
nurse practitioners), or, as occurs in some states, judges
or police officers can pursue civil commitment, the
specifics of which are beyond the scope of this article.?*3*
However, despite the differences between criteria for
commitment among states, the civil commitment
process in all states is based largely on the legal principles
of parens patriae and police powers. Parens patriae
refers to the government’s responsibility to intervene
on behalf of citizens who cannot act in their own best
interests, while police power refers to the state’s duty
to protect the interests of its citizens.*® Although patients
with psychiatric illnesses have been hospitalized since the
1400s, the modern basis for civil commitment emerged
in the 1960s—1970s when the focus of interventions
shifted from providing asylum toward addressing
dangerousness.®
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At present, to satisfy the requirements for civil
commitment, an individual must have a psychiatric illness
and pose an imminent threat to their own safety or to
that of others or be so gravely disabled that they cannot
provide the necessities for their survival. In those who
have made a suicide attempt that requires hospital-level
care, this requirement for imminent dangerousness is
almost always reached.?® When a patient is civilly
committed, they are not allowed to leave the hospital,
and attempts to leave warrant involvement of hospital
security or local law enforcement to maintain the patient’s
safety.

How Can the Assessment of Suicide Risk Be
Monitored Throughout a Hospitalization?

Assessment of suicide risk often begins with the use
of screening tools, eg, the Columbia Suicide Severity
Rating Scale (C-SSRS), which serves as a valuable
starting point for those less comfortable with suicide risk
assessment. The C-SSRS is designed to quantify the
spectrum of suicidal ideation (SI) and behavior and
distinguish between suicidality and nonsuicidal self-
injurious behavior. Analyses have shown this tool to have
a high sensitivity and specificity for suicidal behavior,
with the 2 highest levels of severity, suicidal intent and
suicidal intent with a plan, being correlated with higher
risk for attempting suicide.®

During a hospitalization, especially a prolonged
one, the use of evidence-based screening and
assessment tools (eg, the C-SSRS and Safe-T) should
be performed regularly, and a plan for suicide risk
mitigation should be explicitly documented in the
medical record.!® Most often, the risk mediation plan
ultimately involves transfer to an inpatient psychiatry
unit; however, this may not always be the most
appropriate option given the severity of a patient’s
medical needs.

Most individuals who have been admitted to a
hospital following a suicide attempt are likely to be
categorized as being at high risk for suicide based on
these metrics.?® In the absence of medical needs, such an
individual will be transferred to an inpatient psychiatric
unit for acute and ongoing management, with the goal of
treatment being to mitigate the risk of suicide. Most
patients are offered a voluntary hospitalization; however,
should they decline, they are appropriate for civil
commitment (ie, involuntary hospitalization).

How Might Medical and Surgical Staff React
to a Person Who Has Made a Serious
Suicide Attempt?

Medical-surgical nurses who care for individuals
following a serious suicide attempt may face internal
conflicts as they confront their anxiety surrounding the
possibility that their patient might die in the hospital.?”
Other emotions (eg, pity, sympathy) may be experienced
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or they may feel annoyed or overwhelmed by having to
care for someone who did not care enough about their
own life.?” Reactions by staff are shaped by myriad factors
(eg, their religious beliefs, personal experiences with
suicide), as well as by a patient’s behaviors on the
medical-surgical ward.

All patients benefit from feeling valued and
empowered by their health care team. Negative
responses (eg, anger, frustration, anxiety, or fear) can
cause a patient to feel worthlessness, which might have
contributed to their suicide attempt. C-L psychiatrists
can support team members and provide opportunities
for reflection when managing psychologically intense
cases; this can help staff face insecurity, isolation, or
demoralization generated while caring for these
individuals.

How Might Family Members React to the
News of a Serious Suicide Attempt?

Family members often take on multiple roles
following a serious suicide attempt, including advocates,
caregivers, and surrogate decision-makers when the
patient lacks capacity. Their reactions vary based on
their relationship to the patient, proximity to the event,
and whether they directly witnessed the attempt. The
trauma of finding a loved one seriously injured can
compound feelings of shock, grief, guilt, and
uncertainty.*®

Financial stressors, job disruptions, marital strain,
and withdrawal from usual sources of meaning and
support further intensify emotional distress.*® Critical
illness may trigger sadness, anger, and fear, and suicide
attempts often raise questions about whether the event
could have been predicted or prevented. In the
aftermath, family members frequently report distress,
anxiety, insomnia, depression, SI, and anger, and many
express a strong need for information and reassurance
from the medical team.**

Repeat suicide attempts, particularly those occurring
soon after hospitalization, can heighten family distress
and may be perceived as a rejection of care. While these
situations often stem from persistent suicidality,
untreated psychiatric illness, or lack of protective factors,
families may react with frustration, fear, or even
mistrust of the treatment process. Education on suicide
risk trajectories, the likelihood for future attempts, and
the potential for clustering within families is essential.*?
Given the high emotional and practical burdens placed
upon the family, treatment teams must prioritize family
support, provide psychoeducation, and facilitate access
to community resources.

How Might a Person React to Surviving a
Serious Suicide Attempt?

A patient’s reaction to surviving a serious suicide
attempt is typically influenced by the emotions and
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Table 4.

Resources for Suicide Prevention and Support

Resource

Information

Matta et al

Website

988 Lifeline/Loss Survivors

The 988 National Suicide Prevention Lifeline was developed by the
Department of Health and Human Services’ Substance Abuse and
Mental Health Services Administration (SAMHSA) in collaboration with
the Department of Veterans Affairs, to include the Veterans Crisis
Line. The 988 Lifeline provides confidential and free emotional
support to individuals with suicidal ideation and emotional distress 24/
7 with a nation-wide network of over 200 local crisis centers. In
addition, it offers resources and support for loss survivors in the
aftermath of a loved one’s suicide

https://988lifeline.org/help-yourself/loss-survivors/

Veterans and Military Crisis Line

The Veterans Crisis Line (dial 988, then press 1or text 838,255) offers
free, confidential support for Veterans, active-duty service members,
National Guard and reserve members, their families, and those who
support them. It is available to all Veterans, regardless of VA
enrollment or health care participation. The website provides
additional resources and support

https://www.veteranscrisisline.net/
https://www.veteranscrisisline.net/get-help-now/
military-crisis-line/

Suicide Prevention Resource Center The Suicide Prevention Resource Center provides information on https://sprc.org/
suicide prevention and best practices. It offers access to an online
library, training resources, and updates on news and highlights
related to suicide prevention

American Foundation for Suicide The American Foundation for Suicide Prevention (AFSP) is a voluntary  https://afsp.org/

Prevention

health organization focused on funding research, educating the
public, and supporting survivors of suicide loss. With local chapters in
all 50 states, DC, and Puerto Rico, AFSP organizes programs and
events both locally and nationwide

Columbia-Suicide Severity Rating Scale
(C-SSRS)

The Columbia Lighthouse Project’s C-SSRS is a widely supported tool
designed to prevent suicide through a short series of questions that
can be used by anyone. Available in over 100 country-specific
languages, it is used across diverse settings including health care,
schools, corrections, and the military. A mobile app for the Columbia
Protocol is also available, offering local crisis resources and suicide
facts

https://cssrs.columbia.edu/

Stanley-Brown Safety Planning
Intervention

The Stanley-Brown Safety Planning Intervention is a brief,
collaborative approach between a clinician and an individual at risk for
suicide, focused on reducing immediate danger. It provides
personalized coping strategies and resources to enhance safety and
decrease the likelihood of future suicidal behavior

https://suicidesafetyplan.com/

Suicide Awareness Voices of Education
(SAVE)

SAVE is a national nonprofit that provides resources for survivors,
including a support group database, a named memorial program to
honor loved ones, and events for survivors

https://www.save.org/programs/suicide-loss-support/

FindTreatment.gov

FindTreatment.gov offers free and anonymous resources to help
locate treatment facilities in the United States for substance and
mental illness

https://findtreatment.gov/

precipitants that led to the attempt. One method of

prior to the attempt often include depressed mood,

assessing the intent and seriousness of an attempt is to
embark upon a “psychological autopsy” that gathers
information (from family members, therapists,
psychiatrists, or suicide notes) and generates a
timeline of events, psychological states, warning
signs, and potential intervention points, which

could have interrupted the self-destructive thought
process. While this strategy can help to identify

early indicators of suicidal thinking, it has limitations,
as the reactions of family, friends, and caregivers

(eg, guilt, self-blame) may skew the reliability of the
information received. Similarly, when examining the
psychological state of individuals who have survived a
serious suicide attempt, the most distressing symptoms
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hopelessness, desperation, and emptiness.** Frequent
themes in such cases include being alive by accident,
losing the fear of death, regretting survival, and
considering the impact of the suicide attempt on
relationships with loved ones.

In addition, individuals who wished they had died
from their suicide attempt often endorse higher levels
of depression, hopelessness, and suicidal intent and are
more likely to die by suicide later in life, compared to
those who are glad to be alive or who are ambivalent
about having survived.** These reactions are crucial to
unearth, as they can be assessed and modified through
therapeutic interventions, thereby decreasing the risk of
future suicide attempts and death.
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Where Can Patients and Providers Obtain
Specialty Consultation, Support, and
Treatment?

PCPs play a critical role in long-term suicide
prevention by monitoring risk factors, ensuring treatment
adherence, and coordinating psychiatric care following
hospital discharge. Given that many individuals who die
by suicide have had recent contact with their PCP,
integrating structured risk assessments and follow-up
care is essential. Providers can refer to Table 3 for risk
stratification and intervention planning and Table 4 for
additional resources on suicide prevention, support
services, and treatment access. These resources provide
support for patients, clinicians, and family members who
encounter issues related to suicide.

What Happened to Ms A?

Over the course of several days, Ms A’s liver function
and renal function gradually improved, and her CK
and creatinine levels decreased. Although Ms A was
transferred from the ICU to a regular medical unit,
her psychological outlook remained concerning. She
continued to express passive SI (ie, the wish to be dead),
yet she acknowledged the need for further psychiatric
care. Ms A was seen daily by a psychiatrist for supportive
therapy, while family interventions were provided by a
social worker. Ms A was placed on a Section 12 (legal
hold) due to ongoing concerns about making another
attempt; however, she agreed to be transferred to an
inpatient psychiatric unit for additional treatment
(including therapy and medication) until her depression
and coping skills improved.

CONCLUSIONS

Serious suicide attempts are those in which there was
the intent to die, the consequences of the attempt
required live-saving medical/surgical care, or the blood
levels of an ingested agent exceeded a certain threshold.
While individuals with psychiatric disorders are at the
highest risk for suicide, severe or chronic medical
conditions also predispose to suicide.

Suicide assessments seek to identify risk factors,
especially modifiable ones, which can be altered to reduce
the risk of suicide. Modifiable risk factors can be acute or
chronic and include access to lethal means, treatment
adherence, hopelessness, psychic pain/anxiety, sleep
disturbance, recent turmoil, low self-esteem, impulsive
and reckless behavior, use of alcohol or other
substances, physical pain/illness/impairment, social
isolation or relationship problems, legal problems,
current thoughts about suicide, and occupational or
financial stressors. Assessment of the patient’s social
history is key to identifying risk factors for suicide (eg,
loneliness, intimate partner violence, housing instability,
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unemployment, and lack of social support). Suicide
assessments among critically ill individuals are often
complicated by difficulties in communication (eg,
associated with intubation that was required for airway
protection, and which prevents them from speaking). In
addition, exogenous sedation often interferes with
consciousness and attention, making clarity of thought
problematic.

The evaluation of suicide risk (eg, gathering
information about thoughts of suicide, plans for suicide,
the intent to commit suicide, past attempts at suicide, the
precipitants for suicide, a family history of suicide,
premeditation or impulsivity linked with an attempt, the
risks associated with an attempt, and the opportunities for
being rescued) often begins even before a patient has
arrived at the ED. However, even repeated suicide
assessments often fail to identify why an individual is
making, or has made, an attempt and why the individual is
entertaining that action now as a solution to their problems.

Those who regain consciousness in the ICU after
a suicide attempt often experience despair (at the
realization that they are still alive), shame (regarding
their actions and the burdens they placed on loved ones),
guilt (over the pain and anxiety they caused family and
friends), fear (of judgments held by others), and dismay
(at the possibility of long-term medical complications
that they may face due to their actions).
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