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Assessment of acute suicide risk in life
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In cases of acute suicide risk during severe life crises,
intensive psychotherapeutic and pharmacological treatment
must be initiated immediately.

Despite national prevention campaigns and guidelines, data from various countries
show that the incidence of suicide is increasing (1). The problem is very common. In
Norway, suicide risk is the primary factor or a contributing factor for admission to an
acute psychiatric department in more than 70 % of cases (1). When faced with a person
in crisis, clinicians must try to distinguish between two main groups: one consisting of
patients prone to repeated episodes of self-harm without clear signs of a genuine desire
to die, and another where the patient has exhibited explicit or implicit suicidal
behaviour, including signs of a genuine wish to die (2). This article focuses on the latter

group.

«Traditional risk factors offer little guidance for clinicians in direct
interactions with patients»
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Risk factors versus warning signs

Until the start of the new millennium, the knowledge base primarily consisted of
retrospective psychological autopsy studies, in which individuals who knew the suicide
victim were interviewed after the event. These studies identified numerous risk factors,
mostly categorical variables, that may indicate a statistically increased risk of suicide,
particularly in a long-term perspective. Examples of these risk factors include sex,
severe somatic illness, old age, mental illness, previous suicide attempts and substance
use.

Traditional risk factors offer little guidance for clinicians in direct interactions with
patients. Their clinical predictive value is limited because they do not provide insight
into the acute psychological processes that lead to suicide or a state of immediate
suicide risk (3). Neither do they differentiate high-risk patients from others with an
acute mental illness. Upon admission to a psychiatric ward, more than 70 % of patients
will be under the influence of at least one medication or substance. Previous suicide
attempts carry a statistically higher long-term risk, but more than 60 % of suicide
victims die on their first attempt.

Do you need to talk to someone after reading this article?

If there is an immediate risk of suicide, contact emergency services.
You can find more information and local resources at:
findahelpline.com.

What should the clinician look out for?

Prospective clinical studies can measure different parameters from retrospective studies
(4). Warning signs for suicide are dynamic, state-related, cognitive, emotional and
behavioural symptoms that indicate an immediate or imminent danger. The clinician is
therefore able to diagnose a 'suicidal crisis' (5, 6).

The important warning signs that the clinician should look out for are 'mental pain',
agitation, desperation, panic, severe sleep problems, hopelessness, shame, increased
substance use in the last few days, acute relational problems and the feeling of being
trapped or locked in the mental state of pain (2, 3, 6, 7). These warning signs give an
indication of which patients need urgent, intensive treatment (3, 4). In contrast to risk
factors, warning signs can be addressed immediately through therapeutic interventions,
including medication (4).

«Many clinicians believe that serious suicidal behaviour only occurs
after prolonged contemplation. This is a misunderstanding»
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What should be given less emphasis?

There is no evidence to suggest that an open dialogue on the topic can in any way
worsen the situation for patients. What could mislead the clinician is the extent to
which the patient's responses influence their subsequent treatment. Some patients give
reliable answers, but various studies show that 75 % of suicide victims denied any
suicidal intent in their last conversation with a healthcare provider (3, 4). The key point
is that the clinician should not view the patient's statements about suicidal thoughts
merely as a 'screening' tool for further assessment, but should place greater emphasis
on symptoms and behaviours that indicate a high or acute risk (3). The main message is
that a patient's denial of suicidal intent is neither sufficient nor determinative for how
the therapist should assess individuals in severe life crises.

Many clinicians believe that serious suicidal behaviour only occurs after prolonged
contemplation. This is a misunderstanding; it typically takes less than ten minutes from
decision to action (7, 8). Serious suicidal behaviour is often an impulsive act. Our
assessments must therefore be based on the psychological processes, behaviours and
symptoms that may indicate the presence of a suicidal crisis.

Warning signs are dynamic and state-related. They are also highly variable, meaning
that acute risk can change quickly after an assessment. Guidelines suggest that parental
responsibility, a supportive spouse and access to treatment can be protective factors,
but these can also be misleading for the clinician (3).

Treatment of individuals at acute risk of suicide

When patients exhibit warning signs indicating a suicidal crisis, clinical interventions
should aim to maximise safety in the days that follow (5). This involves immediate
psychotherapeutic, milieu therapeutic and pharmacological interventions in
collaboration with the patient's support network. Patients experiencing a suicidal crisis
should be monitored around the clock. Intensive milieu therapy and pharmacological
treatment for three to five days will significantly reduce the patient's mental pain,
which in turn will reduce the risk of suicide.

All patients in suicidal crises should be subject to continuous observation and interval
observation. Observation at 15-minute intervals and various forms of 'agreements not
to self-harm during hospitalisation' have no documented effect (4). Observation at 10-
minute intervals should be the maximum permitted.

The psychotherapeutic intervention should have a psychoeducational and
straightforward profile. Patients experience cognitive impairment, so information needs
to be simplified and repeated. Be an optimistic therapist. The mental pain of almost all
patients will improve significantly as soon as they receive the appropriate medication.
The vast majority recover within three to five weeks.
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Psychopharmacology

Many patients in acute suicidal crises will meet the diagnostic criteria for depressive
disorders. However, the main focus of primary pharmacological treatment is not
depression; the immediate symptoms to address are anxiety, desperation and panic. The
patient also needs to sleep (4). The priority, therefore, is to administer medications with
sedative and anxiolytic properties that do not lower the seizure threshold. These clinical
guidelines have been in place since the 1990s (4).

Patients experiencing a severe suicidal crisis are victims of an unbearable, internal pain
(7). They are by no means rationally thinking, acting or autonomous individuals (9).
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