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Chapter 2 
 

Suicide 
Safe Passage through Suicide Risk: Navigating the Failure Modes 

Yad M. Jabbarpour, M.D. 
Geetha Jayaram M.D., M.B.A. 

 
Case Example 
 
The Athena General Hospital psychiatric unit just had peer review, focusing on patients admitted after a suicide attempt.  Peer 
review showed that suicide risk assessment was documented 90% of the time as “Patient denies suicidal ideation” or as “∅ SI.” 
Mitigation of suicide risk factors and support of risk reduction factors occurred in 12% of the cases, and 6% of the patients had 
documented crisis plans targeting prevention of relapse of suicidal behavior or prevention of suicide risk factors. 
 
Mr. Glaucus, a 44-year-old, recently unemployed fisherman, came to his regularly scheduled 15-minute medication-check 
appointment with his outpatient psychiatrist. Mr. Glaucus reported that he had separated from his girlfriend the previous day. He 
reported that he had 1 hour of sleep, and he was noticeably agitated and has alcohol on his breath. He said, “There is no reason to 
live,” and acknowledged a plan to kill himself by driving into a tree, poisoning himself, or hanging himself in his garage at home. He 
agreed to assessment in the emergency department of Athena General Hospital 2 miles away. His family agreed to meet him there. 
 
The emergency department was busy when Mr. Glaucus arrived. The employee who was called to sit with the patient had been 
hired only 5 weeks ago, and she did not understand why she was asked to provide one-to-one observation for Mr. Glaucus. After 8 
hours, Mr. Glaucus was admitted to a psychiatric unit at 20:50. He was placed in a private room. He denied suicidal ideation when 
asked by the registered nurse on the evening shift and by the admitting physician at 22:00. In an audiotaped nursing change-of-shift 
report, Mr. Glaucus was noted to have poor sleep with escalating agitation, tremulousness, and nausea. The patient received a 
telephone call from his girlfriend the next morning.  After the call, nursing staff noticed that he was crying and that his pacing was 
worsening.  The nurse let the resident who was in the chart room know about the nursing staff’s observations.  There was no formal 
morning report.  At 08:55 on the nursing 15-minute check, Mr. Glaucus was found dead.  Using his own bed sheets, he had killed 
himself by hanging. 
 
The resident and attending psychiatrists were devastated; as were the nursing staff, other colleagues, and the patient’s family. The 
clinicians asked themselves, “What did I miss? Will I be sued? Could I have prevented this? Does this mean I am not a good 
psychiatrist?” 
 
Suicide is a high-risk, relatively low-frequency event that 
most psychiatrists encounter at some point in their 
practices but yet are unable to predict (Scott and 
Resnick 2006). Approximately 30,000 suicides occur per 
year in the United States (The Joint Commission 2008). 
Five percent to 6% of suicides occur in hospitals (Scott 
and Resnick 2006); thus a total of nearly 1,800 inpatient 
suicides occur each year. Suicide is the number-one 
Joint Commission sentinel event in our nation (Scott and 
Resnick 2006). A sentinel event is defined as an event 
that results in an unanticipated death or major 
permanent loss of function that is not related to the 
natural course of the patient’s illness or underlying 
condition. Suicide as a hospital sentinel event is more 
common than operative and postoperative 
complications, more common than wrong-site surgeries, 
and more common than medication errors. Suicide is the 
primary cause of psychiatric malpractice settlements and 
verdicts (Scott and Resnick 2006). 
 
However, with the rate of suicide so low and jeopardy so 
high, psychiatrists and organizations cannot expect to 
wait for suicides or lawsuits to occur to realize 
opportunities for change. Mistakes occur, even within the 
practices of good psychiatrists working in good systems 

of care. Barriers to prevention of suicide exist for 
individual clinicians within themselves and within the 
treatment team, organization, and mental health system 
where they practice. These factors create failure modes 
that affect suicide risk assessment and risk reduction. 
 
Barriers to Suicide Risk Assessment and Reduction 
Failure modes can be extrapolated from common 
allegations of negligence associated with patients’ 
suicide, as summarized in Table 1. 
 
System failure modes can be organized across a 
spectrum consisting of several areas ranging from the 
quality of suicide risk assessment to the appropriateness 
of training and orientation. In each of the eight areas, 
subsequent solutions can be achieved within the scope 
of the individual clinician, the treatment team, the 
organization, and the entire mental health system. 
Strategies to navigate the barriers to effective suicide 
risk assessment and risk reduction include preparing the 
organization to implement new practices and guidelines 
for suicide prevention, and raising awareness of staff to 
do so. (Risk Management Foundation of Harvard 
Medical Institutions 1996; Joint Commission on 
Accreditation of Healthcare Organizations 2000).
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Table 1. Common Allegations of Treaters’ Negligence Associated with Patient Suicides 
OUTPATIENT SUICIDE INPATIENT SUICIDE 

The treater(s) failed to … 
• Diagnose or foresee the suicide 
• Control, supervise, or restrain 
• Evaluate adequately suicidal intent 
• Provide appropriate pharmacotherapy 
• Provide adequate monitoring 
• Gather an adequate history 
• Remove potentially harmful items such as belts or 

shoelaces 
• Provide a safe, secure environment 

SUICIDE IN ALL SETTINGS 

The treater(s) failed to … 
• Evaluate properly the need for 

psychopharmacological intervention or provide 
suitable pharmacotherapy 

• Implement hospitalization 
• Maintain an appropriate clinician-patient 

relationship 
• Obtain supervision and consultation 
• Evaluate for suicide risk at intake and at 

management transitions 
• Secure records of prior treatment or perform 

adequate history taking 
• Conduct a mental status examination 
• Diagnose a patient’s symptoms appropriately 
• Establish a formal treatment plan 
• Safeguard the outpatient environment 
• Document adequately clinical judgments, 

rationales, and observations 

The treater(s) failed to … 
• Provide proper assessment and management in 

high-volume patient settings 
• Construct a comprehensive treatment plan 
• Perform and record a comprehensive suicide risk 

assessment 
• Obtain past treatment records 
• Make a rational diagnosis on the basis of the 

history and evaluation 
Source: Scott and Resnick 2006; Simon 2006. 

 
The assessment of suicide risk always begins with the 
patient and a comprehensive psychiatric evaluation. This 
assessment must take into consideration various 
aspects of the patient’s presentation: the life story, the 
particular disposition and constitutional dimensions of 
the patient, completed suicides in the family, prior 
attempts made, depth of depression including anhedonia 
and melancholia, preceding events that affected the 
patient’s life and mental state, behaviors that complicate 
the picture such as alcohol intoxication and drug abuse, 
and delirium or cognitive decline or limitations. Risk 
factors are identified based on review of the literature as 
well as on the clinician’s understanding of the 
characteristics of the individual in question. 
Implementing evidence-based practices that have been 
shown to improve suicide prevention is one suggestion 
to modify systems of care (American Psychiatric 
Association 2003; Shea 2002). 
 
Beyond assessing the patient, the clinician must 
communicate concerns to family members and other 
staff members who provide care, assess the 
environment for potential danger such as access to 
firearms, and note possible triggers that could worsen 
the patient’s mood or anxiety (Mays 2004). 
Documentation of the assessment in the medical record, 
with repeated notes on progress, is recommended. If a 
patient does not seem to make satisfactory progress, a 
consultation is warranted. For inpatients, documentation 
of privilege levels and notation of mental status at points 
of transition are equally important. Levels of observation 
must match the concern about the patient. For example, 
15-minute checks are insufficient for a suicidal patient. 
Close observation at all times or a higher level of 
observation, such as one-to-one observation, may be 
required until the danger of self-harm has passed. 

Issues of transference and countertransference must be 
examined for both inpatients and outpatients. 
Countertransference present in a negative system of 
care may stand in the way of accurate assessment of 
suicide risk. Treatment teams must regularly review 
hospital policies and procedures to assure application 
and compliance. Training for new residents and nursing 
staff must be ongoing. 
 
Is “∅ SI” Good Enough As a Suicide Risk 
Assessment? 
In Busch and Fawcett’s study of patients who committed 
suicide in an inpatient setting or immediately after 
discharge, 78% of patients denied suicidal ideation at 
their last communication. As Figure 1 shows, the second 
greatest clinical root cause of inpatient suicide is a 
failure in clinical assessment. 

 
Figure 1. Root Causes of Inpatient Suicides. 

Source: The Joint Commission, © 2008.  
Reprinted with permission.
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Although clinicians are not able to predict suicide with 
accuracy, assessment of suicide risk is required in the 
current psychiatric standard of care (Simon 2006). The 
suicide risk assessment is part of a five-step process to 
address potential suicidal behavior. The remaining steps 
in the process are suicide risk formulation, safety 
management and treatment plan, crisis plan, and re-
assessment of suicide risk.   
 
Suicide Risk Assessment 
The formation of a therapeutic relationship with the 
patient provides the foundation for a complete interview. 
In addition to the patient interview, a review of all 
possible information resources, ranging from contact 
with family and care providers to review of records, is 
essential. Failure to pursue review of information 

resources thoroughly has been grounds for successful 
malpractice claims. On the basis of the patient interview 
and information from other resources, the clinician 
should identify the extent of suicidality and identify 
dynamic and static risk factors and risk reduction factors. 
 
Identification of individual risk factors and protective 
factors is an important part of the assessment. In more 
restrictive settings, the risk of elopement should be 
assessed simultaneously, given that successful suicides 
have been associated with elopement. If the patient can 
be served in a less restrictive setting, assessment of the 
patient’s capacity to implement a treatment plan will be 
important. A brief outline of selected risk factors and risk 
reduction factors is presented in Table 2. 

 
Table 2.  Static and Dynamic Risk Factors for Suicide and Suicide Risk Reduction Factors 
STATIC RISK FACTORS DYNAMIC RISK FACTORS RISK REDUCTION FACTORS 
• History of suicide attempts 
• Male gender 
• Age (older adults, young 

adults) 
• White race 
• Widowed, divorced, single 

(especially males) 
• History of family violence or 

physical or sexual abuse 
• Loss issues (loss of vocation, 

relationship, or health; 
presence of legal problems) 

• Family history of suicide 
• Physical illness 
 

• Suicidal intent  
• Severe agitation, severe 

anxiety 
• Hopelessness 
• Impulsivity 
• Aggression, including violence 

toward others 
• Thought constriction (tunnel 

vision) 
• Access to firearms 
• Bipolar disorder 
• Major depression 

(anhedonia/hopelessness, 
insomnia, recent sense of 
peace or well-being, comorbid 
alcohol or other substance use 
disorder) 

• Schizophrenia (age less than 
40 years, more than high 
school education, command 
hallucinations) 

• Alcohol or other substance use 
disorder, intoxication 

• Pregnancy 
• Responsibility for children 

younger than age 18 years 
• Sense of responsibility to 

family 
• Organized religion 
• Employed 
• Living with another person, 

especially a relative 
• Positive social support 
• Positive therapeutic 

relationship 
 
 

 
One strategy for recalling risk factors is to remember “the dozen A’s of suicide risk,” presented in Table 3. 
 

Table 3.  The Dozen A’s of Suicide Risk 
• Attempts made—recent or earlier  
• Age  
• Alliance with the therapist 
• Adherence to treatment 
• Alcohol and drug abuse  
• Anxiety/Agitation 
• Anhedonia 
• Affective component (unstable mood, depression) 
• Availability of weapons 
• Adverse life events (e.g., trauma, new diagnosis of cancer, chronic 

pain, medical illness) 
• Auditory hallucinations commanding the patient to harm self 
• Absence of protective factors such as responsibility for children, other 

loved ones 
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More complete listings of risk factors and risk reduction 
factors, as well as discussion of interviewing approaches 
to elicit extent of suicidality and risk factors, can be 
found in the literature (American Psychiatric Association 
2003; Jacobs 1999; Joint Commission on Accreditation 
of Healthcare Organizations 2000; Magellan Behavioral 
Health 2006; Mays 2004; Risk Management Foundation 
of Harvard Medical Institutions 1996; Shea 2002; Simon 
2004).  The literature also includes resources for suicide 
risk assessment when working with special populations, 
including children and adolescents (American Academy 
of Child and Adolescent Psychiatry 2001; Gould et al. 
2003) and older adults (Conwell and Heisel 2006), when 
working in jails and prisons (American Correctional 
Association 2003, 2004; Hayes 1995), and when 
working with various ethnic groups (Wender et al. 2006). 
 
Formulation 
Based on the suicide risk assessment, the psychiatrist 
formulates the information into a coherent, clinically-
based assessment, including estimation of risk. Although 
suicide assessment measures may be used as an 
adjunct to the clinical interview, no formal suicide risk 
assessment measure used alone currently has 
predictive value for suicide in individual patients 
(American Psychiatric Association 2003). The artful and 
skilled formulation by the clinician is the key. Key 
elements of the suicide risk formulation are discussed by 
Shea (2002). 
 
Safety Management and Treatment Plan 
The suicide risk assessment and formulation will drive 
the treatment plan. Determination of level of care and 
decisions about use of one-to-one suicide precautions 
will be based on estimation of risk. Treatment plans 
should address mitigation of dynamic risk factors and 
strengthening of the risk reduction factors. Biologic 
therapies (American Psychiatric Association 2003; Kim 
et al. 2006) and psychosocial treatments (American 
Psychiatric Association 2003; Goldsmith et al. 2002), 
including cognitive therapy (Brown et al. 2005), have 
been shown to decrease suicide risk. 
 
Crisis Plan 
In community-based psychiatric care, 11% of persons 
who completed suicide made contact within a year 
before the suicide; 4% within a day of contact (Pirkis and 
Burgess 1998). About 5 percent of suicides occur during 
hospitalization (Crammer 1984; Robins et al. 1959). 
Development and implementation of a crisis plan can 
provide an indispensable safety net and be a valuable 
operational component of recovery. The crisis plan is 
used to outline a relapse prevention approach with the 
patient and other persons in the system. The plan 
includes strategies for monitoring for and preventing 
antecedents of relapse and for implementing response 
to relapse. Table 4 summarizes key elements of a crisis 
plan. 
 
 

Table 4.  Elements of a Crisis Plan 
• Address the specific management of risk factors 

that might significantly increase the likelihood of 
suicidality during a weekend pass or after discharge  
(e.g., relapse of mental illness, discontinuation of 
medication, noncompliance, alcohol/substance 
relapse, loss issues) 

• Outline response by patient, family, outpatient 
system if there is a crisis 

• Specify procedures for access to emergency 
services(e.g., telephone numbers to call if there is a 
crisis) 

• Assess the patient’s capacity and ability to 
collaborate with caregivers 

• Plan for family members’/significant others’ 
involvement and education 

• Spell out methods for transmission of information to 
outpatient systems and to family 
members/significant others as applicable 

• Identify treatment needs 
• Plan for follow-up appointments 
• Limit supply of medications to nonlethal amount 
• Recommend removal of all firearms/ammunition 

from home/environment 
 
Issues addressed in the crisis plan can be discussed 
with the patient as part of the wellness/recovery action 
plan or be operationalized as part of a psychiatric 
advanced directive. 
 
Suicide Risk Reassessment 
Reassessment of suicide risk should occur at the time of 
high-risk transitions for the patient. Identification of high-
risk transitions should be individualized based on the 
patient’s clinical situation (e.g., the period following a 
stressful telephone call, a significant loss, and 
occurrences reported in the literature to be associated 
with high risk (see Table 2), such as step-down from 
intense observation, transfer between units, and the 
immediate post-discharge period. The most common 
locations for suicide are bathrooms, followed by the 
individual’s room (Joint Commission on Accreditation of 
Healthcare Organizations 2000). 
 
 
Conclusions 
Although research evidence has shown that suicide 
cannot be predicted (American Psychiatric Association 
2003), assessment and reduction of suicide risk are 
attainable goals. Risks for certain categories of medically 
and psychiatrically ill patients are well researched and 
documented. With the right skill, teamwork, and system 
support, the dangerous waters of suicide risk can be 
navigated to minimize the risk for the patient and 
physician. The case of Mr. Glaucus presented at the 
beginning of this chapter might have had a different 
outcome if the failure modes for suicide had been 
addressed. Awareness of the barriers to effective suicide 
assessment and risk reduction is the first step toward 
problem solving. Information on evidence-based 
approaches and best practices is available from 
numerous sources, including the academic work of Keith 
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Hawton (2002, 2005) and Robert Simon (2006) and 
resources provided by the American Psychiatric 
Association, including its practice guidelines. Clinicians 

can use these resources to enhance their confidence in 
suicide risk assessment and reduction, thereby 
improving patient safety.  

 
Take-Away Points 
• Document clinical opinion, assessment, and safety management, treatment, and crisis plans. 
• Suicide prediction is not the standard; suicide risk assessment is the standard. 
• Suicide risk assessment entails  

a. eliciting information about the patient’s suicidality, risk factors, and risk reduction factors, 
and  

b. pursuing and reviewing all available sources of information about the patient’s risk, 
including medical records, consultation with colleagues, and interviews with the patient’s 
family. 

• Formulation is 
a. balancing of clinical detail, including information from interviews with the patient, record 

review, and other resources for identifying the patient’s suicide risk factors and protective 
factors. 

b. systematic and disciplined. 
c. a reasoned and inductive process that drives treatment planning. 
d. not a prediction, guess, or exercise of intuition. 

• Estimate risk for the near future. 
• Build a therapeutic alliance with the patient and family, supporting hope and recovery. 
• Maintain awareness of countertransference issues and manage them if they arise. 
• Do not rely on safety/suicide contracts. 
• Consider seeking consultations and second opinions. 
• Management and treatment is driven by the suicide risk assessment, targeting a decrease in 

dynamic suicide risk factors and a strengthening of dynamic risk reduction factors. 
• Reassess suicide risk, especially at high-risk times, such as admission, discontinuation of one-to-

one observation, times of psychosocial change for the patient, periods immediately before 
weekend passes and discharge, termination of treatment, and other transition points. 

• Develop a relapse prevention plan to help mitigate reemergence of suicide risk. 
• Support teamwork and open communication with colleagues by establishing a context of mutual 

respect and structured procedures for transmitting information. 
• Work in a setting with appropriate resources and staffing, including safe and secure 

environments of care. 
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