Suicidal Risk Assessment – important notes

· The risk of suicide in depression is VERY low.   The risk factor to bear in mind is hopelessness.

· The essential risk factor for suicide is a genuine intent to die. Most male and a substantial proportion of female suicides die in their first suicide attempt, a fact that necessitates early recognition of suicide risk, particularly among males. (Jouko Lönnqvist , Psychiatr Danub. 2006 Sep ;18 Suppl 1:34)
· However, you also need to remember that about 10-15% of attempters eventually die by suicide (by accident or in some cases, genuine intent).
· The expressing of suicidal ideas is not a protective factor contrary to popular previous belief.  It is a risk factor to take into account and one must quantify it: 80% of people who commit suicide expressed ideas in the preceding months.

· There are many suicidal risk assessment scales out there

Beck’s Suicidal Ideation Score

Suicidal Risk Assessment Scale (R.S.D.)

Hamilton’s Depression Scale

New York Suicide Prevention Centre Risk Assessment Scale

Los Angeles Suicide Prevention Centre

The Samaritan’s Suicidal Risk Assessment Score

· There is no evidence for validity for any one of them – ie that they actually measure what they are trying to measure or whether they have an impact on outcome

· The scales ARE useful when 

a) they are NOT used in isolation but instead

b) used in a way to add further information to your history taking/gathering information

So, don’t use them to replace your CLINICAL judgement.  You might think “why use them then?”: they can be good at helping remind health staff which areas to explore and ensure important bits aren’t missed off during the enquiry.

· Two scales that look particularly interesting are:

i. The Samaritan’s Scoring for Suicidal Risk  

ii. Suicidal Risk Assessment Scale (R.S.D.)
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	In population studies, many risk factors are associated with suicide completion. Yet we cannot accurately predict whether any individual patient will die by suicide. Completers are a distinct population from attempters and do not necessarily present for treatment by mental health professionals. Research on suicide prevention has yielded some promising findings but has not shown that interventions produce definitive results. The strongest evidence for successful prevention derives from reducing access to means. A population-based strategy may be more effective than a high-risk strategy focusing on patients with suicidal ideas or attempts. Much more research is needed before developing effective suicide prevention programs.



