
A FRAMEWORK FOR SUICIDE A FRAMEWORK FOR SUICIDE 
PREVENTION in LATER LIFEPREVENTION in LATER LIFE

November 5, 2009November 5, 2009

Aalborg, DenmarkAalborg, Denmark

Yeates Conwell, M.D.Yeates Conwell, M.D.

University of Rochester School of MedicineUniversity of Rochester School of Medicine

Rochester, NY  USARochester, NY  USA

Center for the Study and 
Prevention of Suicide



DisclosuresDisclosures

•• Conflicts of interest Conflicts of interest -- nonenone

CollaboratorsCollaborators

Yeates Conwell, MD

•• Eric Caine, MDEric Caine, MD and many moreand many more…………

•• Kenneth Conner, PhDKenneth Conner, PhD

•• Paul Duberstein, PHDPaul Duberstein, PHD

•• Deborah King, PhDDeborah King, PhD

•• Thomas Richardson, PhDThomas Richardson, PhD

•• Caitlin Thompson, PhDCaitlin Thompson, PhD

•• Xin Tu, PhDXin Tu, PhD



A Framework for PreventionA Framework for Prevention
CONSIDERATIONS CONSIDERATIONS 

•• WhoWho:: EpidemiologyEpidemiology

•• WhyWhy:: Risk and protective factorsRisk and protective factors
---- defining targetsdefining targets

•• WhereWhere:: Sites Sites 
---- points of accesspoints of access

•• WhenWhen:: Developmental perspectiveDevelopmental perspective
---- suicide as a processsuicide as a process

•• HowHow:: Approaches to preventionApproaches to prevention
---- and their coordinationand their coordination
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WhoWho……??

THE EPIDEMIOLOGY OF THE EPIDEMIOLOGY OF 
SUICIDE SUICIDE 



Suicide Rates WorldwideSuicide Rates Worldwide

1998 1998 ---- WHOWHO



Suicide Rates by Age, Race, and GenderSuicide Rates by Age, Race, and Gender
U.S. U.S. ---- 20042004
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“My work is done.  Why wait?”

George Eastman

March 14, 1932

Age 77



ATTEMPTED:COMPLETED ATTEMPTED:COMPLETED 
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LETHALITY OF LATE LIFE SUICIDELETHALITY OF LATE LIFE SUICIDE

•• Older people are Older people are 

–– more frail (more likely to die)more frail (more likely to die)

–– more isolated (less likely to be rescued)more isolated (less likely to be rescued)

–– more planful and determinedmore planful and determined

•• ImplyingImplying

–– interventions must be aggressiveinterventions must be aggressive

–– primary and secondary prevention are keyprimary and secondary prevention are key



WhyWhy……do older adults kill themselves?do older adults kill themselves?

RISK AND PROTECTIVE FACTORSRISK AND PROTECTIVE FACTORS



DOMAINS OF SUICIDE RISK IN DOMAINS OF SUICIDE RISK IN 
LATER LIFELATER LIFE

Psychological
- personality
- coping

Psychiatric
- depression
- other

Medical 
- illness
- treatment

Social
- loss
- life change

Biological
- aging
- environment

Adapted from Blumenthal SJ, Kupfer DJ. Ann NY Acad Sci 487:327-340, 
1986



RISK (and PROTECTIVE) FACTORS RISK (and PROTECTIVE) FACTORS 
FOR SUICIDE AMONG ELDERSFOR SUICIDE AMONG ELDERS

•• Affective disorderAffective disorder

•• Prior suicide attemptsPrior suicide attempts

•• Medical illness Medical illness [esp. with pain and role function decline][esp. with pain and role function decline]

•• Social dependency or isolation Social dependency or isolation 

•• Family discord, losses, financial strains Family discord, losses, financial strains 

•• Personality inflexibility, rigid copingPersonality inflexibility, rigid coping

•• Access to lethal meansAccess to lethal means

•• (Spirituality; religiosity)(Spirituality; religiosity)

•• (Supportive social networks)(Supportive social networks)



WhereWhere……do we find older adults at risk do we find older adults at risk 

of suicide, so that we can intervene?of suicide, so that we can intervene?

POINTS OF ACCESSPOINTS OF ACCESS



Points of AccessPoints of Access

Mental Health 
Services

Health Care
Primary

Specialty

Long-term

Home

Social Services
Senior centers

Nutrition

Transportation

Peer support

Outreach

Community
Religion

Churches

Temples

BanksBanks

Utility companiesUtility companies

PharmacistsPharmacists

Mail carriersMail carriers



WhenWhen……do older adults kill do older adults kill 

themselves?themselves?

DEVELOPMENTAL EPIDEMIOLOGYDEVELOPMENTAL EPIDEMIOLOGY



Peri-suicidal state

Depression, hopelessness

↑↑↑↑ Symptoms, ↓↓↓↓ Resiliency

Role Changes, Medical Illnesses, Acute & Chronic Stressors

Personality Factors, Social Ecology, Cultural Values & Perceptions 

"Distal" RISK FACTORS "Proximal"
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Caine & Conwell, 2001Caine & Conwell, 2001



HowHow……do we prevent suicide in do we prevent suicide in 

later life?later life?

APPROACHES TO PREVENTIONAPPROACHES TO PREVENTION



Institute of Medicine Terminology:

“LEVELS” OF PREVENTIVE INTERVENTION

Institute of Medicine Terminology:

“LEVELS” OF PREVENTIVE INTERVENTION

“Indicated” – symptomatic and ‘marked’ high risk 
individuals – interventions to prevent full-blown 
disorders or adverse outcomes.

“Selective” – high-risk groups, though not all 

members bear risks – prevention through reducing 
risks.

“Universal” – focused on the entire population as the 
target – prevention through reducing risk and 

enhancing health.

“Indicated” – symptomatic and ‘marked’ high risk 
individuals – interventions to prevent full-blown 
disorders or adverse outcomes.

“Selective” – high-risk groups, though not all 

members bear risks – prevention through reducing 
risks.

“Universal” – focused on the entire population as the 
target – prevention through reducing risk and 

enhancing health.
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SelectiveSelective IndicatedIndicated

UniversalUniversal



POPULATION DISTRIBUTION OF SUICIDE RISKPOPULATION DISTRIBUTION OF SUICIDE RISKPOPULATION DISTRIBUTION OF SUICIDE RISK

Low                        HighLow                        High

Suicide RiskSuicide Risk

MortalityMortality

thresholdthreshold

P
o
p

u
la

ti
o

n
P

o
p

u
la

ti
o

n

Modified from CrosbyModified from Crosby



INDICATED/SELECTIVE APPROACHINDICATED/SELECTIVE APPROACH
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INDICATED PREVENTIONINDICATED PREVENTION

•• Because of the close association between depression and Because of the close association between depression and 

suicide in older adultssuicide in older adults

–– detection and effective treatment of depression are keydetection and effective treatment of depression are key

•• Routine screening for depressionRoutine screening for depression

–– PHQPHQ--99

–– GDSGDS

–– CESCES--D  D  

•• Depression treatment is effectiveDepression treatment is effective

–– Including at reducing suicidal ideation and Including at reducing suicidal ideation and maybemaybe

suicide ratessuicide rates

•• Primary care most common venuePrimary care most common venue



Odds Ratios for Suicidality and Suicidal Behavior Odds Ratios for Suicidality and Suicidal Behavior 
for Active Drug Relative to Placebo by Agefor Active Drug Relative to Placebo by Age

(FDA, 2006)(FDA, 2006)



The IMPACT StudyThe IMPACT Study

Unutzer et al., JAGS 54:1150-6, 2006
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N=1801 subjects >60 yrs with major depression or dysthymiN=1801 subjects >60 yrs with major depression or dysthymiaa

Randomized to Randomized to ---- collaborative care (depression care manager; n=906) collaborative care (depression care manager; n=906) 

---- or care as usual (CAU; n=895)or care as usual (CAU; n=895)



SELECTIVE PREVENTIONSELECTIVE PREVENTION

•• HighHigh--risk groupsrisk groups, though not all , though not all 

members bear risks members bear risks –– prevention prevention 

through reducing risks.through reducing risks.



TeleTele--Help/TeleHelp/Tele--Check ServiceCheck Service
for the Elderlyfor the Elderly

•• 18,641 service users in Padua, Italy18,641 service users in Padua, Italy

•• January 1, 1988 thru December 31, 1998January 1, 1988 thru December 31, 1998

•• Mean age = 80.0 yearsMean age = 80.0 years

•• 84% women, 73% lived alone84% women, 73% lived alone

•• Suicides observed = 6Suicides observed = 6

expected = 20.9expected = 20.9

SMR = 28.8% (p<.0001)SMR = 28.8% (p<.0001)

•• Among womenAmong women

DeLeo et al., Br J Psychiatry 181:226-229, 2002



UNIVERSAL PREVENTIONUNIVERSAL PREVENTION

•• Focused on the Focused on the entire populationentire population as the as the 

target target –– prevention through reducing prevention through reducing 

risk and enhancing health.risk and enhancing health.



Rose’s Theorem: 

“...a large number of people at small 
risk may give rise to more cases of 
disease than a small number who 

are at high risk”

(Rose 1989)

RoseRose’’s Theorem: s Theorem: 
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UNIVERSAL APPROACHUNIVERSAL APPROACH
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THE COAL GAS STORYTHE COAL GAS STORYTHE COAL GAS STORY (Kreitman, 1976)
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THE COAL GAS STORY  THE COAL GAS STORY  THE COAL GAS STORY  
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OPTIMAL SUICIDE PREVENTION =OPTIMAL SUICIDE PREVENTION =

IndicatedIndicated

++

SelectiveSelective

++

UniversalUniversal

““MULTIMULTI--LAYERED SUICIDE PREVENTIONLAYERED SUICIDE PREVENTION””



OYAMA ET AL., Gerontologist 
46:821-826, 2006

OYAMA ET AL., Gerontologist OYAMA ET AL., Gerontologist 
46:82146:821--826, 2006826, 2006

• All residents age ≥ 65 in Yasuzuka, Japan

• Pre/post and comparable town reference cohort

• Intervention – 7 yrs

– Mental health education workshops

– Annual, voluntary screening of depression

– 2-stage screening and referral to general practitioner for 
treatment with psychiatric consultation available

• 64% ↓ in suicide risk for women

• Nonsignificant for men

• No change for men or women in reference region

•• All residents age All residents age ≥≥ 65 in Yasuzuka, Japan65 in Yasuzuka, Japan

•• Pre/post and comparable town reference cohortPre/post and comparable town reference cohort

•• Intervention Intervention –– 7 yrs7 yrs

–– Mental health education workshopsMental health education workshops

–– Annual, voluntary screening of depressionAnnual, voluntary screening of depression

–– 22--stage screening and referral to general practitioner for stage screening and referral to general practitioner for 
treatment with psychiatric consultation availabletreatment with psychiatric consultation available

•• 64% 64% ↓↓ in suicide risk for in suicide risk for women

•• Nonsignificant for menNonsignificant for men

•• No change for men or women in reference regionNo change for men or women in reference region



Framing Questions for the Designers of 
Suicide Prevention Programs

Framing Questions for the Designers of 
Suicide Prevention Programs

• What are the broad goals and specific objectives 
of the intervention and the program?

• Where does this program fit in an overall 
framework (schema, model) of suicide 
intervention?

• Who do we expect to reach with this effort? 

• Who will we miss?

• What will we be changing?

• What are the broad goals and specific objectives 
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• Where does this program fit in an overall 
framework (schema, model) of suicide 
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Framing Questions for the Designers of 
Suicide Prevention Programs

Framing Questions for the Designers of 
Suicide Prevention Programs

• How will we measure those changes, and use 

that information to evaluate the program?

• How confident are we of our findings?

• Can the program and its results be “exported”

widely?

• Can the program be sustained after its ardent 

founders have moved on?

• How will we measure those changes, and use 

that information to evaluate the program?

• How confident are we of our findings?

• Can the program and its results be “exported”

widely?

• Can the program be sustained after its ardent 

founders have moved on?
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Thank you Thank you 
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