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|vii|Foreword


The Slovene Centre for Suicide Research has been working with honour for a number of years now. The University of Primorska is particularly proud to have it among its institutions. Over the last few years, many activities and projects have been undertaken by the Centre which have benefited community members, students, and scholars around the world.


This volume results from one of the traditional initiatives of the Centre: the TRIPLE i conferences on intuition, imagination, and innovation in suicidology. Each year, under the wise guidance of Prof. Diego De Leo and Dr. Vita Postuvan, a number of master classes are run by world leaders from the field of suicide research and prevention in the beautiful city of Piran. This volume collects some of the most significant lectures and is essential reading for all those who have made suicide prevention a mission in their lives.


This book is the second volume of its kind, and the University hopes further volumes will continue to be published, not only as a tradition but also as a true enrichment for the community of suicide research scholars and practitioners.


Prof. Dragan Marusic


Past Rector Magnificus


The University of Primorska


Prof. Klavdija Kutnar


Rector Magnificus


The University of Primorska





|ix|Preface


Through the lenses of different disciplines and perspectives, understanding suicide has preoccupied humans throughout history. It is a highly value-laden topic that not only relates to the questions of life and death but also of freedom, choices, ethics, and religion, and it captures all the essential explorations of existence.


Today, science can explain several factors contributing to the development of suicidal behaviour, which usually consists of a combination of factors at the social, community, group, and individual levels. However, how these factors are intertwined in the personal story of an individual still constitutes a big challenge for the scientific community.


This book represents an attempt to shed light on the many complexities of suicidality. Distinguished authors from various disciplines have contributed to this volume by offering their expert perspectives on the subject. Thus, the chapters are packed with the latest knowledge and reflections from the field, and we hope that this content may help to increase the probability that more lives can be saved, helping to reduce the unbearable toll of suicide. This is a central mission of the Slovene Centre for Suicide Research (Andrej Marusic Institute, University of Primorska), which holds the TRIPLE i in Suicidology conferences, as it is for other similar institutions around the world. Fighting suicide is a very difficult task; besides knowledge, a determined stance is required at every level of society to enter the battlefield and to not passively surrender to the supposed inevitability of suicidal behaviour. We hope that this collection of master class lectures might also help improve this determination.
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|3|Chapter 1


Assessing Suicide Risk in Older Adults


Diego De Leo


Slovene Centre for Suicide Research, Andrej Marušič Institute, University of Primorska, Koper, Slovenia


Australian Institute for Suicide Research and Prevention, Griffith University, M. Gravatt, QLD, Australia


De Leo Fund, Italy



Introduction


Although suicide late in life is not among the first causes of death, as it is for young people, it is sadly a common occurrence. Knowing how to assess the risk of suicide in an older adult can be a particularly challenging task for many health professionals. Recently, the latter have faced a growing level of external control over the validity of the diagnoses attributed to their patients and the effectiveness of the treatment strategies implemented.


The threat of litigation has greatly influenced the way clinicians cope with patient interactions. As a result, being able to manage the countless issues related to the assessment and management of people who present with a potential risk of suicide is one of the fundamental skills that clinicians need to develop and preserve throughout their professional life.



Epidemiological Considerations


The World Health Organization (WHO) Global Health Estimates provide a comprehensive assessment of mortality due to diseases and injuries in all regions of the |4|world. In 2015, it is estimated that 788,000 people died because of suicide; a much larger number of individuals attempted suicide without a fatal outcome (WHO, 2017).


In the same year, suicide accounted for about 1.5% of all deaths worldwide, making it one of the top 20 leading causes of death (WHO, 2017). Despite the decline in suicide in many countries over the past three decades (Bertolote & De Leo, 2012), suicide rates among individuals aged 65 and over are still the highest for both men and women in almost all regions of the world, as indicated by the WHO report Preventing Suicide: A Global Imperative (WHO, 2014). Furthermore, with the increase in life expectancy and the decrease in mortality due to causes of death other than suicide, it is expected that the absolute number of suicides among older adults could further increase.


Using data from 17 countries, Shah and colleagues (2014) identified that suicide rates continue to grow in very advanced ages (i.e. even in centenarians), with a curve of the steepest trend-line much more pronounced in men than in women. However, older adults seem to have benefited more than other age groups from the improvements in overall health care and quality of life that have been observed in many countries in recent years (WHO, 2014), as evidenced by the fact that suicide rates in older people have decreased more than in young people (Bertolote & De Leo, 2012; WHO, 2014).


Compared with suicide, non-fatal suicidal behaviours (suicide attempts) decrease proportionally with increasing age (De Leo & Scocco, 2000). This was clearly demonstrated by the results of the WHO/EURO Multi-Centre Study on Suicidal Behaviour (a very large cooperative effort), which found that only 9% of 22,665 episodes of parasuicides (episodes recorded in hospitals) were carried out by older people (65+ years) compared with 50% of episodes involving individuals in the 15–34 age group (De Leo et al., 2001). Compared with younger individuals (in particular adolescents and young adults), where the number of non-fatal behaviours is extremely high, the ratio between fatal and non-fatal suicidal behaviour can be very small among older adults, ranging from 1:2 to 1:4 (McIntosh et al., 1994); among young people, if we consider episodes of non-suicidal self-harm, it can reach a ratio of 1:5,000 (Shaffer & Jacobson, 2009). While non-fatal behaviour is particularly common in women of younger age, the prevalence tends to be the same in old age (Shah et al., 1998). The gender paradox in suicide rates (the difference in behaviour between the sexes, with rates in men much higher than those of their female counterparts) is often explained by the better help-seeking behaviour of women and the use of more violent methods by men (such as use of firearms or hanging; Karch, 2011; Kolves, Potts, & De Leo, 2015; Schriivers, Bollen, & Sabbe, 2012).


Contrary to common belief, the approach to the natural end of life is not accompanied by an increased frequency of suicidal ideation or death wishes: Both types of thoughts are more common in adolescents and young adults, as demonstrated by a community survey conducted in Australia in the context of the WHO/SUPRE-MISS Study (De Leo, Cerin, Spathonis, & Burgis, 2005).


|5|A note of caution should be expressed in relation to the validity of data on suicide mortality in old age and in the general population (De Leo, 2015; Williams, Doessel, Sveticic, & De Leo, 2010). In fact, suicide mortality data in older adults are often underestimated. Accidents (e.g. falls, drownings, etc.), the refusal to take life-supporting drugs or overdosing on drugs such as insulin or opioids can easily be recorded as accidental deaths and not as suicide cases. In a recent study, De Leo and Arnautovska examined in detail many of these conditions (2016). On the basis of an analysis of 20,379 cases in five Australian jurisdictions between 2000 and 2007, Walter, Bugeja, Spittal and Studdert (2012) found a significantly lower number of suicide deaths and death by any other cause among older adults (65+) compared with deaths involving children and deaths resulting from medical complications and road accidents. According to Abercrombie (2006), deaths resulting from suicide are often not examined, but are reported as accidents or deaths due to natural causes, simply because the deceased was an older adult.



Characteristics of Suicide in Old Age


Suicide in old age is often considered the result of a rational decision. Lack of positive expectations, fragility, dependence on others, loss of spouse and loneliness are often regarded as motivations that could explain many cases of suicide. The aggregation of different factors, for example the loss of the partner of a dependent and frail individual, can strengthen the paradigm of rational choices. Likewise, suicide can be interpreted as a ‘legitimate exit’ from life when one has experienced loss of reputation or personal dignity or dramatic changes in one’s social state.


Ageistic interpretations tend to consider depression as a normal feature of ageing (De Leo, 2017a; Rabheru, 2004). However, depression is not an obvious answer to particular stressors such as, for example, the deterioration in physical condition or the subsequent financial difficulties. As a general rule, addressing a patient with caution and prudence is always preferable to a clinical attitude that considers life’s stressful events as inevitable and reactions to them as normal. This can indeed lead to an underestimation of depression, especially in old age where stressful events can easily aggregate. On the other hand, the adoption of a very limited medical vocabulary (where everything is defined as ‘depression’) can lead to an overly restrictive attitude to treatment, often limited to the prescription of an antidepressant drug. In this way also the appreciation of the multifactorial nature of suicidality becomes too limited and the possibilities to contrast the complexity of suicide progression too modest. Since there are no magic potions for depression, there is certainly no quick fix for suicidal behaviour, and very rarely can a prescription of drugs make a positive difference.


Even in old age, the methods of suicide vary between sexes and from country to country. While in Italy hanging is common among men and drug overdosing among |6|women (Vichi, personal communication, November 16, 2018), in the United States, for example, the most common method for older men is shotguns, while for older women it is poisoning, especially by drug overdose (Karch, 2011). As in Italy, in England and Wales hanging is the most common method for older men, while for women drug overdose is the method of choice (Shah & Buckley, 2011). In places with many skyscrapers, like Hong Kong and Singapore, jumping from the top is the most common method (Chia, Chia, Ng, & Tai, 2011). Despite the cultural and gender differences, the increase in lethality of the methods chosen by older adults is observable worldwide and reflects the fact that the ratio of suicide-to-suicide attempt cases is much lower in older adults than in other age groups (De Leo et al., 2005; Dombrovsky et al., 2008). Greater determination to die and more attention to avoiding being saved by third parties contribute to this phenomenon (De Leo, Draper, & Krysinska, 2009).



Risk Factors



Mental Disorders


A psychiatric diagnosis has been reported to be present in 71–95% of cases of suicide in older adults. The most common diagnosis is affective disorder, present in 54–87% of these cases (Conwell & Thomson, 2008; Shah & De, 1998) and associated with the highest risk of suicide attributable to the ageing population (Conwell, 2014). Although depressive disorder occurs only in 8–16% of the general older population (Blazer, 2003), suicide among older adults is likely to occur in the context of a depressive episode. Depression – both as chronic depressive symptoms and as a first episode in old age – has previously been identified as the most powerful independent risk factor for suicide in old age (Reynolds & Kupfer, 1999). However, more recent studies of people over 60 years of age, based on the psychological autopsy method, have shown that depression is less present in these patients than in younger patients: In fact, among older adults the prevalence of the disorder does not reach 50% of cases, while for individuals younger than 60 it is close to 60% (De Leo, Draper, Snowdon, & Kolves, 2013).


Although depression may appear to be an important clinical condition, there are many concomitant age-related medical conditions (e.g. cardiovascular disease, stroke, chronic pain, etc.) associated with depression (Montano, 1999). These co-morbidities sometimes make it difficult to identify depression or they delay its recognition and treatment; therefore, depression could end up being regarded as irrelevant or secondary to the somatic condition. In addition, depression in old age is often accompanied by symptoms of anxiety or a full-blown anxiety disorder. These conditions may increase the risk of suicide (Diefenbach, Woolley, & Goethe, 2009; |7|Fawcett, 2009). For example, in a historical series of suicide cases involving older patients admitted to a general hospital, the most common factor was the presence of severe and poorly respondent anxiety, with most cases of suicide occurring in the early hours of the morning when anxiety symptoms are often more intense and surveillance by nursing staff probably less tight (De Leo, 1997).


Although alcohol abuse represents a less common risk factor for suicide in older individuals compared with young adults (Krysinska, Heller, & De Leo, 2006), it remains an important risk indicator for both genders. Usually, alcohol abuse increases the likelihood of suicide through its interaction with other factors that are particularly prevalent among older adults, such as depressive symptoms, somatic conditions, poor health and poor control of social environment. These factors are therefore able to stimulate further alcohol intake, and the vicious circle thus established can easily become lethal. The association between alcohol abuse and suicide has been observed in many Western and non-Western countries, but is particularly pronounced in the Baltic republics and other countries of the former Soviet Bloc (Kolves et al., 2006). In any case, alcohol abuse or any other substance abuse is less common among older adults than among younger people (De Leo, Draper, Snowdon et al., 2013). Similar considerations also apply to the association between suicide and psychotic disorders, much less represented in cases of suicide of older people than those of younger individuals (De Leo, Draper, Snowdon et al., 2013; Harwood & Jacoby, 2000). Personality disorders also appear to be associated less frequently with cases of suicide in older adults than in younger ones (Neulinger & De Leo, 2001). With regard to the presence of specific personality traits, cognitive rigidity (in particular lack of openness to new experiences) and anancastic traits seem to be particularly common among suicides in late life (Conwell, 2014; Draper, Kõlves, De Leo, & Snowdon, 2014).


Despite the high prevalence of dementia diagnoses in old age, this condition does not seem to be significantly associated with an increased risk of suicide (Schneider, Maurer, & Frolich, 2001). The few cases reported in the literature refer to individuals with preserved insight, aware of the severity of the diagnosis, with evidence of depressive symptoms, of a younger age and not showing any positive response to pharmacological treatment with cholinesterase inhibitors (Haw, Harwood, & Hawton, 2009).



Psychosocial Factors


There are several reasons why research into suicide prevention in late life tends to focus on depression as a risk factor. An obvious reason is the presence of several psychosocial factors (such as impoverishment, isolation, transfer to a nursing home and mourning) that may increase susceptibility to depression (Capurso et al., 2007). However, even in the absence of an affective disorder, these factors can greatly alter an individual’s life, often creating conditions of life too difficult to |8|accept, thus increasing risk of suicide. Men, especially when single, widowed or divorced, are often considered to be at greater risk of suicide (Erlangsen, Jeune, Bille-Brahe, & Vaupel, 2004). Financial problems, low level of education, lack of social networks and/or religious support (Turvey et al., 2002) as well as feelings of loneliness (Rubenowitz et al., 2001) can increase the risk of suicide. In particular, isolation and lack of social interactions are important risk factors for suicide in late life, even after taking into account the influence of mood disorders (De Leo, 2017b; De Leo & Trabucchi, 2018). Also, the existence of relationship problems in the family or the presence of a climate of discord can represent important stress factors, increasing the sense of emotional isolation, and is therefore associated with suicidal behaviours (De Leo et al., 2009). In fact, loneliness can also derive from the loss of an important intimate relationship or a social role that previously contributed to preserving a person’s sense of self-esteem and dignity.


Early traumatic experiences (e.g. history of childhood abuse, loss of a parent, etc.) may have consequences in later life and may be associated with a greater likelihood of suicidal behaviour (De Leo et al., 2002a; Draper et al., 2014). Usually, a severe loss is a very stressful event, especially if it involves a child or a close relative (De Leo, Cimitan, Dyregrov, Grad, & Andriessen, 2013). For the old (80+ years), the loss of the partner increases the risk of suicide, especially during the first year after death, with men being more influenced by this stressful life event than women are (Turvey et al., 2002). As a result, widowhood can significantly increase the risk of suicide or attempted suicide in old age (De Leo et al., 2001). Loneliness is also reflected in the solitary nature of suicides among older adults, which are most often performed in their own homes (Harwood & Jacoby, 2000). Even the loss of a pet can be a trigger for a suicidal crisis (De Leo, Cimitan et al., 2013).


Retirement is an event linked to the ageing process with potentially negative effects on the mental health of a senior citizen. The risk of suicide is particularly high in the first 2–3 years after the termination of the employment relationship (De Leo & Diekstra, 1990). Of particular relevance in this context are changes in income, social status and social and family interactions. These changes can lead to feelings of uselessness and loss of self-esteem and life purpose (De Leo et al., 2009).


Geographical areas with residents who do not own their house but pay rent are characterized by higher suicide rates for older people, especially males. These observations are consistent with the results of studies from English-speaking countries, which suggest that house ownership is one of the most important needs in people’s lives (Burrows & Laflamme, 2005; Law, Kolves, & De Leo, 2016; Navarro, Ayala, & Labeaga, 2010). Those who cannot afford to buy their house are more likely to suffer from relationship problems, have lower incomes and more frequent disabilities, factors all linked to a higher risk of suicide (Baum, 2008). Precipitating factors of suicidal behaviour among older adults are also represented by the forced move (as when the landlord wants to re-claiming the housing unit) or the recent transfer to a retirement home or the anticipation of such an event (Loebel et al., 1991).


|9|A particular situation that frequently involves older individuals is homicide–suicide (McPhedran et al., 2018; O’Dwyer & De Leo, 2016). Although this is a relatively rare phenomenon, older people find themselves disproportionately represented among authors and victims of homicide–domestic suicide cases (Bell & McBride, 2010; Malphurs & Cohen, 2005). Existing evidence shows that the vast majority of murder–suicides are carried out by men against their spouse with a firearm (Malphurs & Cohen, 2005; Bourget, Gagne, & Whitehurst, 2010). About 40% of the actors were involved in providing assistance to their spouse, who had a long-term illness or disability (Malphurs & Cohen, 2005). It has been suggested that in over 70% of cases of homicide–suicide in older adults, suicide was the primary motivation (Salari, 2007).



Physical Diseases


Somatic and functional discomfort conditions significantly increase the risk of suicide throughout life (Conwell, Duberstein, & Caine, 2002). Studies comparing suicides of individuals over the age of 65 with live controls found that severe physical illness (in particular visual disturbances and neurological and malignant diseases) were independently associated with suicide among males (De Leo et al., 1999; Waern et al., 2002).


The hospitalization itself can be a risk factor for suicide in old age. In Finland, for example, between 1988 and 2003, about 30% of suicides in older adults occurred within 1 month of discharge from the hospital (Karvonen, Hakko, Koponen, Meyer-Rochow, & Rasanen, 2009). It is interesting to note that about 80% of the diagnoses formulated during admission were non-psychiatric in nature. In Denmark, men over the age of 80 who were hospitalized had the highest suicide rate in all age groups, while the risk of suicide in men over 80 with three or more hospitalization-requiring diseases was also three times higher than that of individuals without co-morbidity (Erlangsen, Vach, & Jeune, 2005).


Misuse or inappropriate use of drugs, particularly painkillers and those used to treat psychiatric disorders, may be an additional risk factor for suicide. A Canadian research team found that the risk increased with the presence of multiple prescriptions and the potency of drugs (Juurlink, Herrmann, Szalai, Kopp, & Redelmeier, 2004; Voaklander et al., 2008). In a case-control study, Conwell and colleagues (2009) compared 86 people aged 50 and over who died by suicide with the same number of living controls and similar characteristics. The researchers found that suicide cases had more Axis I diagnoses of the DSM-IV, worse physical health and greater functional disabilities than controls did. Suicide cases had had previous psychiatric treatment, medical or surgical admissions to the hospital in the previous year, and more frequent home visits compared with the controls. The presence of any active psychiatric disorder and any deficit in the instrumental activities of daily life (e.g. in the preparation of food, in shopping, in the ability to use the telephone, |10|etc.) contributed independently to the risk of suicide (Conwell et al., 2009). The co-morbidity of psychiatric disorders and physical disabilities seems to increase in particular the risk of suicide in the older adults (Kaplan et al., 2007), with loneliness being a multiplier of this risk (Turvey et al., 2002).



Protective Factors


Unfortunately, the study of protective factors for suicide at an advanced age is still in its infancy. Factors identified as potentially protective include high levels of education and socio-economic status, involvement in rewarding and productive activities and religious belief (Fiske, Wetherell, & Gatz, 2009). For example, involvement in Catholic practices has been identified as being associated with lower suicide rates compared with non-Catholics (De Leo, 2002; Durkheim, 1897/1951). The intensity of faith and participation in social activities related to religious practice appear to be the most important explanations for this effect (De Leo, 2002; Krause, 2006). Furthermore, the presence of significant levels of social support, represented by close friends or relatives, can be an important protective factor. Psychological autopsy has shown that people who died by suicide lacked help (or received it less than was necessary) from relatives and friends (De Leo, Draper, Snowdon, & Kolves, 2013). Marriage seems to be a protective factor, especially for the oldest individuals (Harwood, Hawton, & Hope, 2000; Kolves et al., 2015).


In Conwell’s (2014) words:




None of the known risk factors has sufficient predictive power to allow identification of a person at risk of suicide. Very few studies have included samples of sufficient size to allow multivariate models of risk and protective factors. Therefore, our understanding of the role of each individual factor remains very limited. [In addition] ... we know very little about the impact of the combination of different factors. (p. 249)






Contacts With Health Professionals


Unfortunately, many older people who have taken their lives have consulted their general practitioner just before death. In a study that examined contacts with several health-care workers in the 3 months preceding death (suicide cases = 261, cases due to sudden death = 182), 76.9% of suicide cases and 81.9% of cases of sudden death had visited their family doctor. People who died by suicide had significantly more |11|frequent contact with mental health workers than did sudden death controls. People with a mental disorder at the time of suicide attended general outpatient clinics at about the same frequency as people without a mental health diagnosis. Overall, in the 3 months preceding death, about 90% of people who died by suicide and those who experienced sudden death had sought help from the health system, mainly from primary care physicians. With reference to health-care contacts, people who had or did not have a diagnosed psychiatric disorder did not seem to be distinguishable at the level of primary care (De Leo, Draper, Snowdon, & Kõlves, 2013). In 8% of suicide cases, contact had occurred within 2 days of death; in 22% of cases between 3 and 7 days; in 30% of cases between 1 and 4 weeks and in 27% of cases between 1 and 3 months (Draper et al., 2014).


An investigation conducted in the United States has shown that primary care physicians would be less willing to treat suicidal older adults than younger patients, and would be more inclined to deem the suicidal ideation of older adults as ‘rational’ (Uncapher & Arean, 2000). In fact, the communication of suicidal thoughts tends to be less common among men and older adults who die by suicide than is the case for women and young people (Conwell et al., 1998). In addition, older people tend to minimize their psychological problems and consider them related to physical illness. As a result, family and friends may be the first to notice that an older person is at risk of suicide (Dombrovski & Szanto, 2005; Waern et al., 1999).


Regardless of the specific type of problem, however, the lack of positive expectations for the future (hopelessness) has been identified as the most important psychological condition in predicting future suicide episodes. Detecting the presence of hopelessness may be particularly important in the field of primary care, in which older patients may feel hopeless about their experience of disease (De Leo, 2017a).


In addition to considering the factors described earlier, the assessment of suicide risk in old age should not neglect the impact of chronic stress factors such as loneliness, complicated pain and permanent disability. These could trigger suicidal tendencies, especially in the absence of social support (De Leo et al., 2009). Women seem to be able to cope better with the stressors of life compared with their male counterparts and they possess particularly resilient attitudes even at a very advanced age. The disparities in resilience could be explained by the different coping strategies used by older men and women in times of stress (Canetto, 1995). Men are generally less likely than women to seek treatment for psychological problems (Cochran & Rabinowitz, 2003; Galdas, Cheater, & Marshall, 2005) and also to fully adhere to this treatment once it has begun (Vörös, Osváth, & Fekete, 2004). In Western societies, the cultural tradition (still in force) has promoted the attitude to suppress emotions in men, discouraging them from showing sadness, pain or crying, or from seeking interpersonal support in times of difficulty (Canetto, 1995; Cochran & Rabinowitz, 2003).



|12|Evaluation of Older Patient at Risk of Suicide



Clinical Evaluation


The assessment of a suicidal patient – surviving a serious suicide attempt or contemplating a fatal act in the near future – always represents a difficult task in professional life, both intellectually and emotionally. Even the historical reconstruction of potentially suicidal agitations can evoke intense emotional responses. In the case of suicidal ideation and behaviours, what we deal with is often not a diagnosable disease, but situations that can contribute to psychiatric illnesses of different severity. In some cases, it is not possible to diagnose the presence of any psychiatric illness (Milner, Sveticic, & De Leo, 2013).


More and more frequently, doctors and psychologists experience a growing level of external control regarding the validity of the diagnoses they have attributed to their patients and the effectiveness of treatment strategies subsequently implemented. As a result, the threat of litigation greatly influences the way clinicians interact with their patients.


The approach to the suicidal patient always requires attention and serious consideration. On the one hand, the reasons involved in self-harming behaviours and suicidal ideation are often so complex that excluding the intention of suicide unequivocally becomes unlikely. On the other hand, the reported absence of suicidal intentions from the patient should never be sufficient to exclude the risk of suicide. A strong suicidal intention can in fact be disguised in order to avoid interventions that could interfere with the fatal plan.


Older people resort to self-injurious and suicidal practices less frequently than younger people. However, the fatal repetition of the gesture in the former occurs more often (De Leo et al., 2002a). According to the longitudinal observations of Gibb, Beautrais, and Fergusson (2005), in the event of a suicide attempt just performed, the following elements may be considered as negative prognostic indicators: (1) the person declares to have hoped to die; (2) the person does not appear relieved by having survived the attempt; (3) the person still wants to die; (4) the person, immediately after the attempted suicide, declares wanting to repeat the act; (5) the person refuses to talk to health workers and maintains this attitude for a long time.


Furthermore, clinicians should be aware of the frequent fluctuations in suicidal ideation that can occur in individuals. This can change in a few minutes and may represent itself in the form of death wishes (‘I would not wake up again’; ‘If I had a heart attack, it would be a release’) or detailed suicidal plans (‘I have everything ready: I just have to decide the moment’; ‘The gun is loaded and waiting for me in the cabinet’). Between one fluctuation and the other there can also be very long intervals, devoid of any suicidal ideation (Sveticic & De Leo, 2012).


Before deepening the assessment aspects of suicide risk, it is important to clarify that suicidal behaviour cannot be fully understood if interpreted only as a |13|consequence of psychiatric illness. In fact, suicidal behaviour is a multifactorial event that extends beyond the psychiatric or psychopathological realm of human experience. The most important clinical tool that a professional must possess in approaching a suicidal patient is the ability to carry out a comprehensive and effective risk assessment. The final goal of the interview is to transform the information collected into a formulation that expresses the overall level of risk for that individual (Figure 1.1). Patient demographic data and personal and family history are translated into risk or protective factors based on what the survey reveals, bearing in mind that the amount and reliability of the information collected will be closely related to the strength of the therapeutic relationship with the patient being interviewed: The more intense the relationship (and the therapeutic alliance), the greater the probability of a reliable overall picture and therefore of a positive outcome in terms of patient survival. Unfortunately, even the most complete evaluation carried out will be useful only to measure the level of risk for that individual in the current circumstances. In fact, while some risk and protective factors do not change over time, many others change, greatly influencing the choices that health professionals are called to make in the management of the patient. This means that a patient’s risk assessment must be regularly monitored and revised, to reflect the developments of the clinical presentation, of the situations of life and the treatment of the individual, if fully implemented.


In previous years, various professional bodies have published and updated practical guidelines for the assessment and management of individuals at risk of suicide, such as those produced by the British National Institute for Clinical Excellence (NICE, 2004) and the American Psychiatric Association (2003). Some of the variables that can be observed during the interview are outside the clinical control as they are not modifiable. For example, some demographic variables have a strong correlation with suicide rates. One of the most significant is sex. In fact, even if women are more inclined to be admitted to the hospital after a suicide attempt, men die by suicide with much greater frequency. These differences seem to be consistent over time and also in different cultures (WHO, 2014). As already mentioned, men seem to choose more violent and lethal methods and are much less inclined to seek help when needed. Furthermore, they are more likely to exhibit impulsive behaviours and to abuse substances (alcohol, in particular; WHO, 2014).


The risk of suicide also appears to be influenced by the genetic structure. For example, it has been observed that the risk of suicide in those with a family history of suicide is twice as high as that of the general population, regardless of the presence of serious mental illness (Runeson & Asberg, 2003). The improvement of genetic typing has also allowed us to confirm that adopted individuals who die by suicide are more likely to have a family history of suicide among their biological relatives. The impact of genetic predisposition appears to be independent of psychiatric disorders commonly associated with suicide (Roy, 2006).


By simply allowing patients to describe what has happened to them, you help to build the therapeutic relationship and make patients participate in the treatment.








	

|14|What is the motive for a suicidal crisis for an individual? This question is important, because if you can define the risk profile of an individual, you can offer him/her the most suitable treatment.





	

Invite the patient to start his/her personal story from the beginning.





	

Ask questions to find out what motivations, feelings, behaviours and external circumstances have led to the ideation or attempted suicide.





	

The accuracy or reasonableness of the patient's history should never be challenged.














Figure 1.1. Interview Model for Suicidal Patients


Even the previous history of suicide attempts is a non-modifiable factor, but of the highest relevance. Previous suicidal behaviours represent the most important risk factor, at any latitude (De Leo & Krysinska, 2008). About 5% of individuals who attempt suicide and are registered in a hospital for this reason die by suicide within 10 years (Gibb et al., 2005).


Clinicians can obviously have a positive impact on modifiable risk factors. Needless to say, any form of suicidal ideation must be considered clinically important; the utmost diligence must be placed in assessing its nature and severity. Individuals with suicidal ideation are more susceptible to suicide death, regardless of the type and severity of mental illness they may suffer (Beck, Brown, Steer, Dahlsgaard, & Grisham, 1999). Many people perceive self-suppressive ideas as something deeply disturbing, but because of the stigma attached to suicide, they often do not show their discomfort. Also for this reason, the exploration of the presence of suicidal ideation requires some experience, in particular with specific populations like that of older adults, who are even more fearful than adults and young people to unveil their torment, worried about judgements of their sanity and presenting intense feelings of shame. It is important to note that investigating the presence of suicidal ideation does not increase the risk of suicide in patients. On the contrary, they often find comfort in sharing their internal turmoil and are relieved to release some tension.


It is of utmost importance to carefully investigate the possible availability of potentially lethal means (e.g. firearms, poisons, etc.) and to ensure that measures are put in place to limit access to them. In fact, the more detailed the suicide plan, the greater the risk that this will actually occur.


In a number of cases, individuals who have a strong suicidal intention may be reluctant to disclose information that could hinder their plans. Even on the occasion of a hospitalization, these individuals can completely mask their suicidal determination, both in the clinical setting and in the evaluation through questionnaires and scales. In this last regard, it should be noted that to date there is no instrument of recognized validity capable of reliably predicting suicide. Doctors and psychologists will therefore have to carry out a comprehensive risk assessment, knowing that this will be repeated frequently, in consideration of the equally frequent fluctuations of suicidal ideation.


|15|To facilitate a productive interview, a safe and comfortable environment must be provided. This will allow confidential and sensitive information to be communicated comfortably without the risk of distraction or intimidation. The clinician, on the other hand, will have to be able to dedicate to the patient the time necessary for the evaluation without interruptions (sometimes this can mean well beyond the usual time of a consultation!). It is important to ensure that the patient’s mental and physical state is compatible with a reliable interview in terms of information obtained.


In addition to the indications deriving from the interview with the suicidal person, the adequacy of risk assessment could benefit from the availability of a ‘collateral’ story obtained from spouse or partner, relatives or friends. On many occasions, it is the collateral history that will be the main reason for considering the patient to be at high risk and starting treatment. Common examples of this situation are patients who deliberately conceal their intent and suicide plan or those who are affected by such severe mental illness as to be unable to communicate thoughts and feelings in a comprehensible way at the time of the visit.


There is yet another important task that clinicians need to carry out in professional practice: accurately documenting the information collected. There is no need to further emphasize the importance of having sufficiently detailed information in the clinical file in the event of a dispute or verification. Moreover, today it is quite unusual for a patient to come to a health facility receiving assistance from a single operator. Usually, more professionals are involved – in different ways and at different stages – in the patient management process. As a result, each clinician is responsible for communicating the information collected in the most effective way possible in order to avoid unnecessary delays, omissions and duplications.


A good therapeutic alliance is certainly one of the most relevant aspects of successful clinical interaction. Regardless of the nature of the treatment offered, the interview with a suicidal individual requires the clinician to make every effort to build trust and a sense of cooperation. Empathy is still one of the most powerful tools that clinicians can use for the management of suicidal individuals. However, it may be difficult to maintain a sufficient level of empathy when therapeutic efforts are countered by the need to ensure patient safety, and hospitalization appears as the most immediate preventive measure (De Gioannis & De Leo, 2012).


Great attention needs to be focussed on the relationship between hospitalization in a psychiatric environment and suicide risk. First of all, suicide is more frequent in the first days after admission to hospital and in the first days after discharge (De Leo & Krysinska, 2008; Karvonen et al., 2009). Then, the risk of suicide increases with the number of admissions in psychiatric wards (Qin & Nordentoft, 2005) and, as we have already seen, with the co-morbidity between somatic diseases (Erlangsen et al., 2005).


Many clinicians think that hospital treatment is the best way to avoid danger when individuals are considered to be at high risk for suicide. Unfortunately, on many occasions the hospital environment is inadequate to effectively support a suicidal patient. Insufficient staff, pressures to optimize bed turn-over, perceived lack |16|of support or inadequate training for ward workers are some of the critical aspects in the suicidal patient’s hospital management (De Gioannis & De Leo, 2012). Also, possible access to drugs, physical availability of hanging points (e.g. showers) or materials with which to cut oneself (mirrors, glass of doors and windows, etc.) and of unattended staircases and windows on high floors are other elements that can turn hospitals into places where, instead of receiving care, people can choose to die. Not infrequently this happens in older patients, some of whom could deliberately choose the hospital as a suitable place for suicide both for the physical conformation of this (in particular for the opportunities of precipitation) and to shield their loved ones from discovering and having to remove the corpse (De Leo, 1997).


In the case of psychiatric hospitalization, the stigma associated with it (especially for a male patient and of old age) often hinders the recovery process. The result is – in some cases – that the suicidal person perceives the prospect of admission to the hospital as ‘the last resort’, and this paradoxically facilitates the accomplishment of suicide. In reality, hospitalization should always be considered as one of the components of a well-thought-out and well-considered management plan and not as a simple way to prevent suicides through the ‘custody’ of the individual (De Gioannis & De Leo, 2012).


The discharge of a suicidal patient should then be accompanied by an appropriate follow-up, after having agreed to manage this with community services or other health-care providers. The lack of continuity of care and insufficient collaboration between the services or health workers involved are a problem found in many cases of suicide. Insufficient transfer of information or communications between services or personnel, incomplete documentation, failure to draft written recommendations: all are frequently present in the history of suicidal patients (De Leo & Sveticic, 2010). A particularly assertive follow-up is necessary when patients refuse treatment or do not show up for appointments. Families must be actively involved in the patient monitoring process, even when the patients do not physically need to be accompanied.


In retrospect, many suicide risk assessments are superficial or incomplete. Frequently, the level of suicide risk is underestimated, and clinical attention decreases over time. This means that patient monitoring takes place sporadically and inconsistently, and that the difficulties in long-term observation (e.g. due to the distance from the place of treatment or the absence of an adequate network of local services; lack of accompanying person, etc.) are experienced as inevitable or too expensive to manage.



Assessment Scales


This approach uses assessment methods that are formal and algorithmic and follow objective procedures to classify risk. The limitations evidently include the veracity of the claims made by the patients (who can both mask and dramatize their |17|situations) and the exact understanding of the issues represented by the individual items of the scales. Furthermore, these measurements do not take into account the fluctuations in the level of risk, which can change in the space of hours. It goes without saying that a complete clinical interview is better than any standardized measure. Moreover, the specific assessment scales for older adults are very few. The Yesavage Scale for Depression contains five items for suicidal ideation (Geriatric Depression Scale; Sheikh & Yesavage, 1986; Yesavage et al., 1983). The other most frequently used scales represent adaptations for old age individuals of instruments designed for the general population. These include the Reasons for Living Inventory (Linehan, Goodstein, Nielsen, & Chiles, 1983), the Beck Hopelessness Scale (Beck, Weissman, Lester, & Trexler, 1974) and the Scale for Suicide Ideation (Beck, Kovacs, & Weissman, 1979).


The Paykel scale (Paykel, Myers, Lindenthal, & Tanner, 1974) consists of five items that evaluate the presence of suicidal ideation in the past year. The dichotomous approval (yes/no) of one of the two following elements considers the presence of passive suicidal ideation: (1) if the individual believes that life is not worth living, or (2) desires to be dead. Two additional elements measure the presence of active suicidal ideation in the past year: (3) the individual had thoughts of taking his or her own life, or (4) seriously considered suicide. The last element of the Paykel scale investigates the presence of previous suicide attempts (for the past year and in the course of life).


While the use of suicide risk prediction scales remains unsatisfactory (excess of false positives and false negatives, in addition to the static nature of the assessment, and the possible loss of useful resources; Quinlivan et al., 2017), the literature highlights growing support for a collaborative, client-centred approach to assessment based on the need to know a person’s current suicidal state and its possible evolution in depth. For example, the Aeschi Working Group – founded in 2000 – has strongly emphasized the customer-oriented approach, placing the expert of its history, that is, of the client, at the centre of the stage, telling about his or her own suicidality (Michel & Jobes, 2010). This approach emphasizes the importance of the therapeutic alliance and the understanding of the conceptualization of the patient’s suicidal experiences. It originated in opposition to the traditional approach of risk assessment, considered too medicalized and impersonal. In reality, the assessment of suicidal danger should be a systematic process that focusses on individual circumstances (including social, environmental, situational, family and other factors) and should include a set of convergent data collection procedures (e.g. interviewing family, friends, etc.). Sharing the same approach, a protocol for the assessment of suicide risk, called the Screening Tool for Assessing the Risk of Suicide (STARS) has been developed at the Australian Institute for Suicide Research and Prevention (Hawgood & De Leo, 2015, 2016). STARS favours a qualitative dimension aimed at obtaining data based on the patient’s narration. STARS offers an opportunity to collaborate compassionately with patients by discussing some of the most hidden or least communicated experiences of their life. It offers the clinician an opportu|18|nity to tactfully access information about a range of risk and protection elements and possible circumstances potentially contributing to suicidal behaviour. The use of STARS promotes the production of clinical documentation and can increase the effectiveness of patient care by making information immediately available to other clinicians. As mentioned, assistance to suicidal individuals is characterized by anxieties and fears around potential legal disputes, as well as by efforts to enter the patient’s psyche in the short time available. The loss of a patient due to suicide (or the fear of such an event) is known as one of the most serious stressors in the life of a clinician (Ratkowska, Grad, De Leo, & Cimitan, 2013; Séguin, Bordeleau, Drouin, Castelli-Dransart, & Giasson, 2014).


Some examples of today’s leading suicide risk assessment and management methodologies include Jobes’s collaborative assessment and suicide management (CAMS; Jobes, 2016), Shea Chronological Assessment of Suicidal Events (CASE; Shea, 2011), Attempted Suicide Short Intervention Program (ASSIP) by Michel and Gysin-Maillart (2015), and the University of Washington Risk Assessment Protocol (UWRAP; Linehan, Comtois, & Murray, 2000). Common to all these approaches are the importance of the therapeutic alliance and the emphasis on collaboration as a central element to obtain critical information on the suicide of the individual, the same basic philosophy interpreted by STARS (Hawgood & De Leo, 2016).



Clinical Considerations


Suicide risk is often not recognized in older patients (De Leo et al, 2009). In fact, for many suicide cases there had been a consultation with the family doctor just before death.


It is a fact that communication of the presence of suicidal thoughts tends to be less common among adult and older men who die by suicide than it is for young or older women who carry out suicide (Conwell et al., 1998). In addition, older people would tend to minimize their psychological problems and consider them as related to physical illness. As a result, family and friends are often the first to notice that a person of advanced age may be at risk of suicide (Dombrovski & Szanto, 2005; Waern et al, 1999). However, chronic and complicated pain and severe disability trigger suicidal tendencies especially in the absence of adequate social support (De Leo et al., 2009).


The management of a suicidal crisis involves, on the one hand, the validation of the patient’s mental pain but also, at the same time, the elaboration of the best strategy to keep the patient in safe conditions for as long as possible. This involves helping patients and relatives to remove any potentially dangerous means of suicide from the environment in which the patient is located. It is important to inform the patient’s attending physician and to get the collaboration of all the patient’s cohabi|19|tants, as well as to involve all the other services that may possibly participate in the care of the older person. The safety plan proposed by Stanley and Brown (2008) effectively summarizes the instruction to be given to the suicidal older adult in the management of self-destructive impulses (De Leo, 2017b). It goes without saying that if the application of the security plan is not possible and the suicidal crisis appears imminent – especially with evidence of impulsivity and insufficient adherence to prescribed treatments – the hospitalization becomes imperative.






Outpatient setting




	

Wrong assessment of the need for pharmacological treatment





	

Incorrect implementation of pharmacological treatment





	

Incorrect use of psychotherapeutic treatments





	

Hospitalization failure





	

Errors in maintaining an appropriate doctor–patient relationship





	

Failure to consult and supervise





	

Failure to evaluate the risk of suicide when taking care of the patient





	

Missed assessment of suicide risk in changes of clinical management





	

Failure to obtain previous clinical notes





	

Incomplete collection of patient’s clinical history





	

Incomplete obtaining of the patient’s psychic examination





	

Inappropriate diagnostic formulation





	

Incomplete development of a formal treatment plan





	

Insufficient protection of the environment surrounding the patient





	

Inadequate documentation related to clinical observations, their rationale and final clinical judgement








Hospital setting




	

Inappropriate diagnostic formulation





	

Insufficient prediction of future behavioural problems





	

Insufficient safeguard against acts of self-harm





	

Inability to provide a safe environment





	

Inappropriate decision regarding the continuity of admission or discharge of the patient at risk of suicide





	

Inadequate treatment of co-morbid conditions in the patient’s suicidal behaviour





	

Wrongly written notification of therapeutic recommendations





	

Non-documentation of the clinical decisions taken





	

Lack of communication with nursing staff and other staff





	

Missing provision of a therapeutic plan for discharge and agreement for outpatient psychiatric assistance














Figure 1.2. Examples of Incorrect Clinical Practices, Potential Subject of Future Legal Disputes (Adapted from Malin et al., 2018)


|20|Figure 1.2 shows the clinical management conditions most frequently involved in legal disputes. Analysed retrospectively, many treatments may not have been consistent with best clinical practices: Often those who died by suicide received a poor or incomplete clinical evaluation or treatment (Malin, Jimenez-Madiedo, & Kohn, 2018). Changes in patient care or treatment can be risky. For example, older patients should always be aware of the increased risk of suicide when they start a new antidepressant treatment. The lack of communication between health-care professionals, patients and their families is a further concern. Policies must be promoted to ensure monitoring and post-hospital assistance to the families involved, so as to interconnect every possible social-health agency.



Conclusion


Suicide among older individuals is a multifactorial problem that involves several interconnected aspects. These factors vary with age, sex and culture. Depression is only one of the risk factors for suicide in old age and not necessarily the most important one.


Prevention of suicide at an advanced age should greatly extend the portfolio of interventions and pay more attention to the many socio-environmental conditions that may be relevant in this difficult phase of life, in particular loneliness and social isolation, financial insecurity and decreased physical health (Lapierre et al., 2011).
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