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Suicide risk among general hospital inpatients

Jared F. Roush MA, Evan T. Guidry MA

Suicide is the tenth leading cause of death in
the United States’ and a major public health concern.?
According to The Joint Commission, death by suicide
represents one of the most commonly reported sen-
tinel events.® It is estimated that between 0.97% and
1.9% of all suicides occur in general hospitals,* ac-
counting for an estimated 5 to 15 patient deaths per
100,000 admissions in general hospitals.>® Although
psychiatric consultations are appropriate and com-
mon for suicidal patients in nonpsychiatric units,5 it is
important for healthcare providers to competently as-
sess for suicide risk and to take reasonable steps to
ensure the safety of a suicidal patient. Therefore, we
will provide an overview of the characteristics of inpa-
tient suicide, evidence-based assessments that may
be used to evaluate patients at risk for suicide, and
post-discharge suicide risk management recommen-
dations as it pertains to general hospital inpatients.

CHARACTERISTICS OF INPATIENT SUICIDE

The most common diagnoses associated with
death by suicide in the general hospital are depres-
sive disorders (46%), substance-related disorders
(9.3%), and delirium (7.4%).> The most common
nonpsychiatric medical diagnoses associated with in-
patient death by suicide include malignancy (38%),
infectious disease (13%), AIDS (8%), and orthopedic
conditions (8%).° Risk for death by suicide is also as-
sociated with a greater number of previous suicide
attempts.” Other risk factors for suicidal behaviors in
medical settings include previous suicide attempts,
suicide ideation, family history of suicide, physical
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health problems (e.g., central nervous system disor-
ders, chronic or intense acute pain), poor prognosis,
social stressors, loss of independence, loneliness,
and hopelessness.* Warning signs associated with an
imminent risk for suicide include irritability, increased
anxiety, agitation, impulsivity, decreased emotional
reaction, and refusal to eat or have visitors.”*°

Marked differences exist between the modal
death by suicide of a general hospital inpatient and
an inpatient in a psychiatric unit or hospital. Among in-
patients who die by suicide, those in general medical
hospitals are more likely to be older, married, and em-
ployed compared to those in psychiatric units.® Gen-
eral medical inpatients who die by suicide are less
likely to communicate suicide-related thoughts, but
more are likely to engage in suicide attempts shortly
after admission, to use violent methods for suicide, to
die by suicide at night, and to have physical diagno-
ses, compared to psychiatric inpatients.®

The method of choice for death by suicide has
also been examined among general hospital inpa-
tients. The most common method is jumping (54%),
followed by hanging (16%), cutting (12%), firearm use
(10%), poisoning (6%), and drowning (2%).” This is
consistent with the most common method of jump-
ing in psychiatric settings, but contrasts with the most
common method of firearm use in the general popu-
lation.” Unfortunately, it is unknown what particular
monitoring or observation protocols may have been
in place at the time of suicide. Given the limited re-
search examining methods for suicide in general hos-
pital settings and the low base rate of suicidal behav-
iors, no unit-specific findings within general hospitals
emerge from the extant literature.*” Any differences in
the method of choice are likely to reflect disparities in
access to lethal means between settings.

The Southwest Respiratory and Critical Care Chronicles 2015;3(12)

11



Jared F. Roush and Evan T. Guidry  Suicide risk among general hospital inpatients

EVIDENCE-BASED SCREENING AND ASSESSMENT OF
SUICIDE

The SAD PERSONS mnemonic identifies risk
for suicide by the presence of 10 risk factors: Sex,
Age, Depression, Previous attempts, Ethanol abuse,
Rational thinking loss, Support system loss, having
an Organized plan, having No spouse, and having a
terminal or severe chronic Sickness.'® While this mne-
monic provides a very brief way to screen for suicide
risk, it lacks specificity in predicting suicidal behaviors
due to its reliance on broad risk factors.”” An alter-
native screening instrument is the IS PATH WARM
mnemonic, which focuses on the presence of suicide
Ideation, Substance abuse, feelings of Purposeless-
ness, feelings of Anger, feeling Trapped, feelings
of Hopelessness, Withdrawing from social circles,
Anxiety, Recklessness, and Mood changes." A more
thorough evidenced-based suicide risk assessment is
the Suicide Status Form, a clinical assessment and
treatment-planning tool that examines quantitative
and qualitative aspects of psychological pain, stress,
agitation, hopelessness, and self-hate using a 5-point
ordinal response scale.'? Other important factors to
consider when determining risk include a history of
suicide attempts or non-suicidal self-injurious behav-
iors and access to firearms, as these risk factors are
highly correlated with lethal or near-lethal suicide at-
tempts and are consistent with theoretical models of
suicidal behaviors.'®4

When formulating a plan for the safety of a
patient reporting suicide ideation, it is important to un-
derstand that no-suicide contracts are not effective at
helping patients cope or at reducing the risk for sui-
cidal behaviors."™ On the other hand, crisis response
plans have been repeatedly found to be more effec-
tive at reducing suicide risk."®'® A crisis response
plan is a document created collaboratively between
the patient and healthcare provider that is most of-
ten comprised of the following domains: identifying
warning signs and triggers for suicidal thoughts (e.g.,
people, places, objects, songs, times of the year),
identifying coping strategies the patient can rely on in
times of crisis (e.g., distraction techniques, relaxation
techniques), friends and family members the patient
can reach out to in a time of crisis, and professional

agencies that can be contacted if the preceding steps
do not reduce the patient’s desire for suicide.'® Sev-
eral options should be listed for each domain, with
ideas primarily generated by the patient.’® The final
step of the plan should include contact information
for local emergency services including a local emer-
gency room and a crisis hotline such as the Nation-
al Suicide Prevention Lifeline (1-800-273-TALK).'®
Healthcare providers, including psychologists, social
workers, nurses, or physicians, who have a thorough
understanding of the relevant domains that comprise
a crisis response plan and the skills necessary to col-
laborate effectively with the patient are best suited to
implement a crisis response plan.

PoOST-DISCHARGE SUICIDE RISK MANAGEMENT

The heightened risk for post-discharge suicide
is well documented and is typically greatest within the
first week following discharge.'®?' The only suicide
prevention strategy to effectively reduce post-dis-
charge suicide in a randomized clinical trial is the Car-
ing Letters Project,?>% in which discharged patients at
risk for suicide received brief, typed caring letters that
included some basic personal information. The letters
emphasized that staff remembered and had positive
feelings toward the patient. The letters were sent ev-
ery month for four months and then every four months
for eight months.?? Patients who received the caring
letters were more than twice as likely to not die by
suicide during the first two years after discharge.?>
This suicide prevention method can also be adapted
to reflect advances in communication, as discharged
patients have been found to generally prefer e-mail
versus postal mail.?

Recommendations regarding the discharge
process for suicidal inpatients have been made to
reduce the occurrence of post-discharge suicide,
which include psychoeducation with the patient and
patient’s family about suicide risk, potential triggers,
and developing a crisis response plan for the patient
to use as needed before he or she is connected with
ongoing community-based mental health care.?* The
discharge process should also include pre-discharge
medication education and reconciliation, and post-
discharge telephone follow-up within 72 hours of
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discharge to encourage the patient to connect with
his or her outpatient provider.?* Due to the low ad-
herence to mental health outpatient referrals,? efforts
should be made to help ensure that timely follow-up
appointments with mental healthcare providers are
kept. Specific recommendations regarding safe and
effective prescribing practices at discharge include
limiting the quantity of prescribed medications to only
the amount required until a follow-up appointment,
educating the patient’s family about signs of clinical
deterioration and potential overdose, and having the
patient or patient’s family dispose of unneeded medi-
cations.?

CONCLUSION

It is important for hospital staff, including
physicians, nurses, and other allied health providers,
to have an understanding of the characteristics of in-
patient suicide, evidence-based suicide risk assess-
ments, and prevention strategies for patients at risk
for suicide. Although an understanding of risk factors
is important to consider when assessing suicide risk,
evidence-based suicide risk assessments and crisis
response plans should be utilized for suicidal inpa-
tients. Furthermore, care should be taken during the
discharge process for a patient at high risk for suicide,
given the heightened risk for death by suicide follow-
ing discharge.
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