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Learning objectives:

By the end of this presentation, you will be able to: 

1. Demonstrate an increased understanding of the 
epidemiology and risk and resiliency factors 
associated with suicide among older adults;

2. Discuss a humanistic approach to suicide risk 
assessment and response with at-risk older adults; 

3. Show familiarity with knowledge translation tools 
for suicide risk detection and response with older 
adults.



Let’s start with a few quick 
multiple-choice questions…



Question 1:
According to the World Health Organization, 
approximately ____________ people of all ages die 
by suicide every year, worldwide.

a) 600 c) 45,000
b) 4,000 d) 800,000



Question 2:
Which of the following factors carries the highest 
risk for death by suicide among older adults?

a) Depression
b) Previous suicidal behaviour
c) Misuse of alcohol or other substances
d) Social isolation



Question 3:
Fill-in-the-blank with the best answer.

“Having a _______     increases risk for suicide.”

a) Functional limitation.
b) Cognitive or memory disorder.
c) Mental disorder. 
d) Terminal illness.



Question 4:
Which of the following statements is true regarding 
late-life suicide risk?

a) Take any threat of suicide or wish to die seriously.
b) Once a person is suicidal, they will have suicidal 

thoughts for the rest of their life.
c) Risk for suicide is low when someone starts 

emerging from a depressive episode.
d) Asking about suicide can plant the idea in an 

older person’s mind.



Question 5:
Research evidence supports which of the following 
approaches in reducing suicide risk in older adults?

a) Collaborative care between mental health 
providers and primary care practitioners

b) Psychotherapy combined with antidepressants
c) Community outreach and support services
d) All of the above
e) None of the above





• The World Health Organization (WHO; 2014) 
reports that over 800,000 lives are lost to suicide 
worldwide, annually (roughly 2% of all deaths).

• This exceeds the global number of lives lost to 
war and homicide combined.

• The costs are staggering; a Canadian report on injury 
estimated that Suicide and Self-Harm accounted for 
11% of total costs of injury in Canada in 2010, 
exceeding $2.9 Billion/year (Parachute, 2015)

• There is no price that can capture the deeper 
emotional impact of this loss of human life.

Some Background



• 4,012 people died by suicide in Canada in 2019, 
including 3,058 men or boys (M: 76%) and 
954 women or girls (F: 24%).

• This corresponds to a national suicide rate of 
10.7/100,000 overall, or 16.4/100K for Males and 

5.0/100,00 for Females (Statistics Canada).

• Older adults, and older men in particular, 
have the highest suicide rates in Canada, the 
U.S., and most countries worldwide.



Canadian Suicide Rates by Sex and Age for 2019
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• The global older adult population is expanding.

• People are living longer; reduced mortality to childhood 
illness and infectious disease* and decreased birth rates 
contribute to increased longevity (NIA/WHO, 2011).

• The over-65 population could increase from 524MM 
in 2010 to nearly 1.5 Billion people by 2050, or 16% 
of the world’s population (U.S. NIA/WHO, 2011).

• 20-25% of the North American population (75MM+) 
will be over 65 by 2030 (Statistics Canada, U.S. NIA).

• Nearly 1 in 8 older Canadians is 85+ (Statistics Canada).

* It is yet unclear what medium-to-longer-term impacts 
COVID will have on population demographics.

Demographics of the Aging Population
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• The burden of older adult suicide is increasing.

• More than 9,500 North Americans over 65 die 
by suicide annually or more than 18,000 over 55; 
this number is growing (CDC, StatsCan).

• 3,606 individuals died by suicide in Canada in 2000;  
by 2019, this figure increased 11% to 4,012.

• 402 older adults died by suicide in Canada in 2000; 
by 2019, this figure increased by 60% to 642.

• Older adults typically use highly lethal means of 
suicide (men over 60 account for nearly 40% of 
firearm-related deaths by suicide in Canada).



Source: Statistics Canada
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Suicide can be prevented!



Prevention

Intervention

Postvention



• Mann et al., (2005) conducted a large-scale review 
of the suicide prevention literature investigating 
publications from 1966-2005

• They identified 5,020 articles and evaluated:
• Meta-analyses and systematic reviews
• Quantitative studies (trials or cohort studies)
• Ecological or population-based studies

• Their outcomes of interest were:
• Death by suicide
• Suicide behaviour
• Suicide ideation

What Works?



• Increasing Awareness and Education, among:
• The General Public
• Primary Care Physicians/General Practitioners
• Gatekeepers

• Screening Approaches
• Treatment Interventions:

• Pharmacotherapy
• Psychotherapy
• Follow-up Care Following Suicide Behaviour

• Restriction of Suicide Means
• Working with the Media

Their Findings of Areas of Promise



• Zalsman et al., (2016) have updated this review, 
(using PubMed and Cochrane databases) for the 
period extending from 2005-2014

• They assessed the following interventions:
• public and physician education
• media guidelines and strategies
• screening
• lethal means-restriction
• treatments
• Internet or hotline support

What Works? (2.0)



• They identified 1,797 articles and reviewed:
• 12 meta-analyses 
• 40 RCTs
• 67 cohort trials
• 22 ecological or population-based studies

• Their outcomes of interest were:
• Death by suicide
• Suicide behaviour
• Suicide ideation
• Intermediate/secondary outcomes 
(treatment-seeking, risk-identification, 
antidepressant prescription and/or use, and 
referrals for care)



• Restriction of Suicide Means 

• Evidence is stronger (especially re: analgesics and 
jumping from “hot spots”)

• Increasing Awareness and Education:
• School-based programs can effectively reduce suicide 

ideation and behaviour

• Interventions:

• Pharmacotherapy (Clozapine & Lithium are effective 
but apparently less specific than previously thought)

• Psychotherapy + pharmacotherapy for depression

Their Main Findings: Effectiveness



• Screening Approaches:

• Primary care

• Public Education

• Media Guidelines

Insufficient Evidence



• Gatekeeper Training
• Physician Education
• Internet and Helpline Support

More Research is Needed:



• Many at-risk older adults never access mental 
healthcare services; over 70% who died by suicide had 
seen a primary care medical provider in the prior month 
(e.g., Luoma, Martin, & Pearson, 2002). 

• Even when they do access mental healthcare services, 
many rarely receive recommended care due in part to a 
paucity of provider knowledge and skill in suicide risk 
detection and intervention (Heisel & Duberstein, 2005).

• Education and training can effectively enhance provider 
knowledge and attitudes towards working with suicidal 
individuals (Huh et al., 2012; Schmall & Pratt, 1993).

Training Needs



CCSMH Guideline Project: 
Setting the Context

 In January of 2005, the Canadian Coalition for 
Seniors’ Mental Health (CCSMH) received 
funding from the Public Health Agency of 
Canada, Population Health Fund

 Goal: To lead and facilitate the development of 
evidence-based recommendations for best 
practice guidelines in areas of seniors’ mental 
health



Setting the Context: Review 
of CCSMH Guideline Project: 

Guideline Topics

 Assessment & Treatment of Delirium

 Assessment & Treatment of Depression

 Assessment & Treatment of Mental Health 
Issues in LTC (focus on mood & behaviour)

 Assessment and Prevention of Suicide





• The CCSMH guidelines focus on:

• The language of Suicidology (Glossary)

• The epidemiology of late-life suicide

• Suicide risk and resiliency factors

• Detection, assessment and diagnosis

• Treatment and risk management

• Systems of care

• Ethics, confidentiality, and research needs



 These have been widely disseminated

 Additional funding by the PHAC and a CIHR KT 
Award supported development of additional KT tools 
(available online at www.ccsmh.ca):

– A quick reference clinician pocket-card (as follows)

– Interactive case-based DVD 

– A facilitator’s manual

– A guide for family members

 A CIHR-funded KT study assessed the impact of 
training workshops on provide knowledge and attitudes 
(M.J. Heisel and S.L. Moore, co-PIs)

 It is time to update the 2006 guidelines





 We evaluated dissemination of the CCSMH tools by 
delivering half-day workshops to frontline providers 
employing these tools.

 We assessed change in knowledge and attitudes toward 
working with older adults at-risk for suicide using two 
scales we developed for this purpose.

 Findings indicated significant improvement in provider 
knowledge and attitudes reflecting greater comfort and 
perceived competence in working with older adults 
regarding risk for suicide.

CIHR Betty Havens Award for KT in Aging



 University of Iowa Gerontological Nursing 
Interventions Research Center (Holkup et al., 2002; 
Butcher & Ingram, 2016).

 The American Psychiatric Association’s (2003) 
“Practice guideline for the assessment and treatment of 
patients with suicidal behaviors.” 

 SAMHSA (2011) “Promoting emotional health and 
preventing suicide: A toolkit for senior living 
communities (SPARK kit).”

 The U.S. Veterans Administration has also developed a 
set of KT tools.

Other Guidelines/Resources Exist



Suicide Risk Assessment



• Depressed older adults often downplay 
psychological symptoms (Duberstein et al., 1999).

• With older adults, we initially need to gently 
approach the issue of suicide; however, we must ask 
the question, even if risk is not apparent.

• Consider use of collateral source information 
(Heisel, Conwell, Pisani, & Duberstein, 2011).

• Suicide risk assessment is ideally carried out in a 
sensitive fashion, in the context of a trusting 
therapeutic relationship.



Approaches to Detecting Suicide Risk

• Risk Factors

• Protective and Resiliency Factors

• Assessment Tools/Interviews

• Warning Signs



Suicide Assessment & Prevention for Older Adults 
Clinician Pocket-Card

RISK FACTORS:

1. Suicidal Ideation and/or Behaviour

 Prior suicidal behaviour (including suicide attempt), prior 
self-harm behaviour, previous expression of suicide ideation

 Feels tired of living and/or wishes to die

 Thinks about suicide, has suicidal wishes and/or desires

 Has a suicide plan/note

 Access to a firearm or other means of suicide

2. Family History

 Family history of suicide, suicide ideation, mental illness



RISK FACTORS (Cont.):

3. Mental Illness (can include)

 Any mental disorder, co-morbidity

 Major depressive disorder

 Any mood disorder

 Psychotic disorder

 Substance misuse disorder/addictions

4. Personality Factors
 Personality disorders
 Emotional instability
 Rigid personality
 Poor coping skills, introversion



RISK FACTORS (Cont.):

5. Medical Illness
 Pain, chronic illness
 Sensory impairment
 Perceived or anticipated/feared illness or decline

6. Negative Life Events and Transitions
 Family discord, separation, death or other losses
 Financial or legal difficulties
 Employment/retirement difficulties
 Relocation stresses

7. Functional Impairment
 Loss of independence
 Problems with activities of daily living



• Suicide among older adults does not typically occur 
in the context of terminal illness, but rather in the 
context of depression and/or other mental disorders 
and losses or other life transitions and stressors 

• Kleespies et al. (2000) reported that 30-40% of U.S. 
older adults who died by suicide were medically ill 
at the time, yet only 2-3% were terminally ill

• Most suicidal older adults are not terminally ill; and 
most terminally ill older adults are not suicidal

• Nevertheless, receiving a terminal prognosis can be 
psychologically overwhelming and temporarily 
induce suicide ideation (Silverman, 2000). 

• These thoughts subside quickly for most; however, 
some experience an on-going desire to hasten death, 
increasing risk (Chochinov, 2006; Waern et al., 1999). 



No. of Deaths by MAID in Canada by Age Group for 2017

Source: 4th Interim Report on MAID
Note: Average age = 73; M=51%; # self-administered deaths = 1 (i.e., 99.95% by clinician); 

95% by physician; roughly 64% were cancer-related; 56% in large urban centres



Suicide Assessment & Prevention for Older Adults 
Clinician Pocket-Card

RESILIENCY FACTORS:

1. Religious (or spiritual) practice.

2. Sense of meaning and purpose in life.

3. Sense of hope or optimism.

4. Active social networks and support from family and friends.

5. Good health care practices.

6. Positive help-seeking behaviours.

7. Engagement in activities of personal interest.



Our Conceptual Framework
(e.g., Heisel & Flett, 2014)



Risk Assessment
• Suicide risk assessment must be carried out in a 
sensitive fashion, in the context of a trusting 
therapeutic relationship

• Rating scales and other measures can be helpful, but 
are insufficient on their own to assess risk

• Be aware of validity issues; don’t just take 
self-reports at “face value”

• Work within your skill-set and competencies; use of 
assessment tools requires appropriate training

• There is no such thing as a “best” screening or 
assessment tool; rather certain tools are more 
appropriate in particular contexts and populations



• Although measures developed with adults can often 
be used with older adults, provided validation data 
exist, these measures may not be as relevant to the 
experiences or reporting styles of older adults. 

• Professional geropsychology guidelines recommend 
use of age-specific measures developed and/or 
validated with older adults (APA, 2004).

• We saw the need for a tool to specifically assess 
older adult suicide risk and resiliency, and developed 
the Geriatric Suicide Ideation Scale to meet this need 
(GSIS; Heisel & Flett, 2006).

• More recently, we developed an abbreviated, 5-item 
GSIS-Screen for use in health screenings, residential 
care, and clinical practice (Heisel & Flett, in press).



• Harmful Behaviors Scale (HBS; Draper et al., 2002), 
a 20-item, 5-point, Likert-scored, observer rating 
scale for nursing home residents. 

• Reasons for Living Scale-Older Adults Version
(RFL-OA; Edelstein et al., 2009), a 69-item Likert-
scored measure of reasons for not killing one’s self 
when feeling suicidal. 

• Suicidal Older Adult Protocol (SOAP; Fremouw et al.), 
an 18-item clinical interview measure assessing static 
(demographic and historical variables) and dynamic 
factors (clinical, contextual, & protective variables).

Additional Scales



CCSMH Suicide Assessment & Prevention for 
Older Adults Clinician Pocket-Card

Assessment Process:
1. Establish rapport and assess for suicide risk in a sensitive 

and respectful fashion.

2. Respect the dignity of older adults. Acknowledge their 
experiences and validate their feelings.

3. Assess for suicide risk factors.

4. Assess for psychological resiliency.

5. Assess for suicide warning signs IS PATH WARM.



Assessment Process (Cont.):
6. Where appropriate, access collateral information 

(medical chart, family members, other providers).

7. Be mindful of ambivalent wishes to live and to die.

8. Develop a risk management/action plan.

9. Seek consultation and/or assistance if you do not have 
specialized training in mental health or in suicide 
prevention.



Suicide Assessment & Prevention for Older 
Adults Clinician Pocket-Card

KEY QUESTIONS:
1. Ask about their feelings
 Do you feel tired of living?
 Have you been thinking about suicide?
2. Ask about a suicide plan
 Have you made any specific plans or preparations 

(giving away possessions, tying up 'loose ends')?
 Do you have access to lethal means like a gun or other 

implements?
3. Ask about their reasons to live
 Who or what makes life so worth living that you would 

not harm yourself?



Intervention



The Language of Prevention Science
(U.S. Institute of Medicine)

• Universal = At the population level 
(primary)

• Selected = For a group with elevated risk 
(primary)

• Indicated = For those at imminent risk 
(secondary early intervention)

•Prevention strategies are needed at all levels!!



• Public health initiatives

• Community initiatives

• Clinical initiatives

•All modes of prevention are relevant!!

Modes of Prevention



• Public health initiatives (Universal)
• Means restriction (medication packaging, CO, bridge 

barriers, firearms, media guidelines)
• Clinician education (screening & intervention)
• Suicide prevention strategies/treatment guidelines

• Community initiatives (Selected)
• Gatekeeper training and response/referral
• Community outreach/support (DeLeo et al., Oyama et al.)

• Clinical initiatives (Indicated)
• Psychotherapy (+ medication, and possibly ECT)
• Emergency Cards and caring letters
• Organizational change

Empirically-Supported Initiatives



•Lithium 
(Angst et al., 1999; Baldessarini et al., 1999; Goodwin, 1999)

•Clozapine (Meltzer et al., 2003)

•Other antipsychotics (Hawton et al, 1998; Palmer et al,1999)

•Antidepressants (Angst et al., 1999)

•ECT (Prudic & Sackeim, 1999)

•These studies were not specific to older adults

MEDICAL INTERVENTIONS



Psychotherapeutic Interventions with 
At-Risk Older Adults

•Not much (Links, Heisel, & Quastel, 2005)

•PST and antidepressants (Unützer et al., 2006)

•DBT research underway (Lynch et al.)

•CBT research underway (Brown; Kiosses et al.)

•IPT and antidepressants (Bruce et al., 2004; 
Heisel et al., 2009, 2015; Szanto et al., 2003, 2007)

•Meaning-centered approaches (Breitbart et al., 2015; 
Heisel et al., 2020; Lapierre et al., 2007)



Recommendation: Treatment and Management:

• Develop a trusting and genuine therapeutic relationship with 
at-risk older adults.  Actively and attentively listen to the 
client, and take your time.  When present, these elements 
help contribute to a person feeling heard and respected, and 
can help contribute to the older client feeling connected.

• Foster hope in clients who are suicidal. Health care providers 
may promote hope by initiating hope-focused conversations.  

• Health care providers should explore strategies to assist older 
persons find and maintain meaning and purpose in their lives.



Risk Management



Immediate Risk Management
1. Do not leave the person alone until you have arranged 

for the involvement of another appropriate care provider 
or source of protection

2. Establish an immediate safety plan that includes:
 family support; 24-hour (or in-home) care providers
 police intervention (if needed)
3. Consider care needs:
 emergency services
 Telephone and/or in-person distress/support services
 mental health services
 medical services
 social service providers, community supports
4. Ensure that follow-up care is arranged.
5. Where possible, restrict access to lethal means.



Ongoing Risk Management
1. Address underlying issues:
 medical, psychological, social, and environmental
2. Continually assess suicide risk, resiliency, & warning signs
3. Continue to build and sustain the therapeutic relationship.
4. Foster hope and enhance a sense of meaning in life.
5. Develop a safety plan that includes after-hours support.
6. Read and review CCSMH and other treatment guidelines.
7. Work within a culturally competent model of care.
8. Work in an inter-disciplinary care model where possible:
 Develop relationships with mental health teams for support 

and on-going follow-up.
 Be aware of community resources and referral 

sites/processes.



• Be willing to sit and listen, non-judgmentally

• Be interested, supportive, and approachable

• Find out about situational/interpersonal issues

• Don’t assume all is well…QUESTION!

• Listen to your gut (or little voice in your head), 
and follow-up on dropped comments/hints

• Involve others!!!

• Document

What should providers do?



• Keep detailed notes; documentation is critical

• But avoid “no-harm contracts”(Lewis, 2007)

• Contracts do not decrease risk for suicide; 
Kroll (2000) reported that 41% of psychiatrists 
who used no harm contracts lost a patient to 
suicide while on a contract

• Moreover, calling it a contract raises the legal 
bar, and the consequent risk of a lawsuit

• Develop a “safety plan” instead (Brown et al., 2005)

• Provide follow-up and supportive aftercare



• Suicide is a human problem, necessitating a 
human response.

• There is no one approach to preventing suicide.

• Shneidman identified “psychache” as driving  
thoughts of suicide.

• Leenaars similarly noted that reduction of 
psychological pain is needed when working 
with people at-risk for suicide.

• Get to know your clients, their backgrounds, 
life experiences, hopes, worries, fears, what 
makes life worth living, and where they hurt.



Know your clients/patients
• The relationship is crucial

• Learn about the person’s personal and family 
medical and mental health history

• Cookie cutter approaches do not work here

• Get to understand the context of his/her life

• Be vigilant to worries, concerns, problems

• Be aware of pending challenges and losses

• Be kind and empathic and retain your objectivity



• We cannot predict who will die by suicide; however, we can 
and must assess suicide risk (and resiliency) 

• Outreach is critical for detecting at-risk individuals; 
don’t forget to follow-through

• Make suicide risk assessment part of usual practice, even 
when you don’t think it’s present

• Routinely assess access to firearms and other lethal means

• Assess history of suicidal behaviour; one of the strongest 
risk factors for death by suicide

• Be open to discussions of suicide-it takes time and should

• Consider use of rating scales

• Work in teams wherever possible

• Communication among providers is absolutely critical

Treatment Implications



“Suicide prevention is everybody’s business”

• We each have a role to play

• Know yours

• Learn who else is available to help

• And reach out to them…early



 Suicide is a significant problem in our society; 
societal responses are desperately needed!

 Older adults have high rates of suicide

 The population is growing; increasing numbers of 
older adults are dying by suicide (and MAID)

 Guidelines and other KT resources now exist for 
assessment and intervention with at-risk older adults

 Suicide risk and resiliency must be assessed

 Use of validated measures and approaches can help

Summary



 Promising clinical & community interventions exist; 
more are desperately needed, especially with cut-
backs in and ineffectiveness of hospital-based care

 Enhanced healthcare services are needed

 Mental healthcare is still inaccessible for many

 Collaborative care is strongly encouraged

 Outreach approaches can help and are needed

 Ensure that you have supports in place; this work 
can be both challenging and highly rewarding



Thank You


