
S P E C I A L I S S U E A R T I C L E

Suicide prevention in older adults

Carlos Augusto de Mendonça Lima1 | Diego De Leo2,3 | Gabriel Ivbijaro4,5 |

Igor Svab6

1Centre Médical du Jorat, WPA Section of Old

Age Psychiatry, Mézières, Switzerland

2Australian Institute for Suicide Research and

Prevention, Griffith University, Brisbane,

Australia

3Slovene Centre for Suicide Research,

University of Primorska, Koper, Slovenia

4NOVA University, Lisbon, Portugal

5Faculty of Management, Law and Social

Sciences, University of Bradford, Bradford, UK

6Department of Family Medicine, University of

Ljubljana, Ljubljana, Slovenia

Correspondence

Carlos Augusto de Mendonça Lima, Centre

Médical du Jorat, WPA Section of Old Age

Psychiatry, Route de Servion 4, CH-1083

Mézières, Switzerland.

Email: climasj@yahoo.com

Abstract

Background: Suicide among older adults is a multifactorial problem with several

interrelated factors involved that vary with age, gender and culture. The number of

suicides is highest in those aged 70 years or older in almost all regions of the world.

With the increase in life expectancy, and the decrease in mortality due to other cau-

ses of death, we could expect the absolute number of older adults' suicide continue

increasing.

Methods: Review of the literature on suicide protective factors of suicide among

older adults.

Results: Improvements on social determinants of health and the timely detection and

early treatment of affective disorders are key interventions. Prevention based on

community actions and training of gatekeepers may have positive impact. Commu-

nity programs that promote a sense of usefulness, belonging and that contribute to

preserve social integration should be encouraged. Governments should develop the

improvement of retirement programs and the development of support systems. The

access to general health and mental health services should be facilitated and Primary

Care professionals should receive proper training to detect and manage older persons

at risk. Actively promoting a culture of coping to different stages of life and to the

changes imposed by the advancing of age should form the essential part of a process

bringing to better successful aging avenues.

Conclusions: Suicide prevention in older adults should broaden its focus and pay

attention to the many socio-environmental conditions that may be relevant in older

age, especially social isolation, financial security and physical health.
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1 | INTRODUCTION

In 2016, there were 817 000 suicide cases globally and an all-age rate

of 11.1 deaths per 100 000 (world population). The total number of

suicide deaths globally increased between 1990 and 2016 by 6.7%

(from 0.4 to 15.6%), but the age-standardized suicide death rate

decreased by 32, 7% (27.2–36.6%) from 16.6 deaths (15.2–17.6) per

100 000 in 1990 to 11.2 deaths (10.4–12.1) per 100 000 in 2016

(Global Burden Disease, 2019). The overall mortality by suicide is

approximately 1.49% of the total deaths in a year (GBD, 2019). The

ratio between suicide and suicide attempts is estimated to be around

1–20 (WHO, 2019), while the psychological consequences of a sui-

cide can affect more than 100 people in a person's social network.

The number of people who die by suicide is highest in those aged

70 years or older for men and women in almost all regions of the

world (WHO, 2014).

Rates of suicide have decreased in all regions and countries

(GBD, 2019) and suicide rates in older adults have decreased more
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than in other age groups. It is possible that older adults have benefited

more than younger people from the improvements in general health

assistance and quality of life (Shah et al., 2014). Non-fatal suicidal

behavior decreases proportionally with increasing age (De Leo &

Scocco, 2000; Shah et al., 2008). Approaching the natural end of life is

not necessarily accompanied by an increased frequency of suicidal

thoughts or death wishes (De Leo et al., 2005).

Suicide prevention strategies have contributed to the reduction in

the number of suicides (WHO, 2019) but the majority of the recom-

mendations are focused on younger adolescents and younger adults

(WHO, 2014). The study of protective factors for suicide in old age is

just beginning.

The aims of this paper are (a) to review characteristics of suicide

in older adults; (b) to describe risk and protective factors for

suicide prevention in older adults; (c) to recommend adjustments to

suicide prevention strategies in older adults to provide guidance to cli-

nicians, public mental health professionals, politicians and decision-

makers.

2 | METHODOLOGY

We have used narrative review methodology to choose key papers

and data to review the list of key risk and protective factors for sui-

cide proposed by WHO (2014, 2019) taking into account the potential

impact of the aging process and propose suicide prevention strategies

for implementation in older adults. We have also taken into account

their own experience of working in this clinical field to enrich the

material presented.

3 | CHARACTERISTICS OF SUICIDE IN
OLDER ADULTS

Older adults have different suicide risk and protective factors com-

pared to younger adults and may require a different approach to sui-

cide prevention and this should be taken account when implementing

interventional strategies to prevent suicide (Rabheru, 2004).

It is important to differentiate negative emotions resulting from

stressors associated with this life period such as poor physical health,

frailty, loss of independence, autonomy, bereavement and social and

financial status from symptoms of depressive disorder. Older adults

may be subject to ageist attitudes, which can contribute to difficulty

detecting suicidal thoughts (Pope, 2017). Depression is under-

diagnosed in old age. One reason for this is because sadness may be

considered normal in old age as a result of co-morbidity and social dis-

advantage (De Leo & Diekstra, 1990).

A diagnosis of depression is strongly associated to suicide (De

Leo 2001) and suicide can also occur in the absence of mental disor-

ders (Nelson & Ramirez, 2017). Suicide methods vary by country, gen-

der and age. Older adults tend to choose more lethal methods

resulting in lower suicide/suicide attempts ratios compared to other

age groups with evidence of greater determination to die as older

people make more efforts to avoid being rescued by someone. The

higher incidence of concomitant health disorders in older adults

results in increased frailty making them less likely to recover from a

suicide attempt if they are found (Conwell & Thomson, 2008; De Leo

et al., 2009; Dombrovski et al., 2008).

4 | INTEGRATING RISK AND PROTECTIVE
FACTORS IN SUICIDE PREVENTION OF
OLDER ADULTS

Risk and protective factors interact cumulatively to affect an individ-

ual's vulnerability to suicidal behavior (WHO, 2014). Identification of

risk and protective factors is the key to suicide prevention strategies.

Research specifically focused on suicide prevention of older adults is

still in its early stages (Stoppe, n.d.). We will now summarize the risk

factors that need to be considered when assessing suicide risk with

specific reference to older adults using a systematic approach.

Table 1, adapted from WHO publications (WHO, 2014, 2019), sum-

marizes the risk factors that need to be considered when assessing

suicide risk with specific reference to older adults using a systematic

approach.

5 | RISK FACTORS PERTINENT TO
SUICIDE PREVENTION IN OLDER ADULTS

5.1 | Health systems

Psychiatric conditions are highly prevalent in older adults who have

died as a result of a suicide: they are present between 71 and 95% of

them, with affective disorder being the most common of them

(Conwell, 2014a; Conwell & Thomson, 2008; Shah & De, 1998).

Somatic and functional-impairment significantly increases the risk of

suicide in subjects aged over 65 years and serious physical illnesses

may be independently associated with suicide among males (Conwell

et al., 2002; De Leo et al., 1999; Waern et al., 2002).

Hospitalization can be a risk factor for suicide in older adults

(Karvonen et al., 2009; O'Dwyer & De Leo, 2016). In one study,

approximately 30% of suicides in older adults between 1988 and

2003 occurred within 1 month of discharge from hospital (Karvonen

et al., 2009) with almost 80% of diagnoses made during the hospitali-

zation non-psychiatric. In Denmark, men over 80 years hospitalized

with medical illnesses had the highest suicide rate of all age groups

(Erlangsen et al., 2005).

Many older adults who take their life have consulted their general

practitioner (GP) shortly before their death. In one study 76.9% of

cases visited their GP within 3 months prior to death by suicide, 8%

within 2 days, 22% between 3 and 7 days, 30% between 1 and

4 weeks and 27% of cases between 1 and 3 months prior to death by

suicide (Draper et al., 2014).

There is a need for timely access to health care and a primary care

team skilled in suicide risk assessment to reduce the risk of suicide in
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TABLE 1 Key risk and protective factors for suicide and possible negative impact of aging (De Leo et al., 1999; WHO, 2014, 2019)

Community level Negative impact of aging

Risk factors I—Disaster, war, conflict, epidemic • Reduced available somatic and mental

health care

II—Acculturation and dislocation • Higher risk of abandon in case of

immigration of younger adults

• Fewer coping skills to adapt to new cultures

III—Stigma and discrimination • Higher risk of double jeopardy because of old age and

mental disorder

IV—Trauma by violence, abuse and neglect • Increased risk of becoming victim of trauma by violence,

abuse and neglect

Protective factors I—Social integration, good living conditions, access to

recreational community activities

• Higher risk of reduced social integration opportunities

Health systems level Negative impact of aging

Risk factors I—Barriers to accessing healthcare • Increase pressure on health care

• Decreased focus on mental health care

• Increased barriers to access care due to physical and health

insurances reimbursement

• Price of drugs to high

Protective factors I—Effective mental and somatic health care • Reduced access to effective mental and somatic health care

II—Palliative care • Few services available

• Exclusion of older adults by triage criteria

Society level Negative impact of aging

Risk factors I—Access to suicidal means • Access to more prescribed and not prescribed drugs

II—Inappropriate media reporting • Sensationalizing suicide by media impacts the perception of

risks

III—Stigma associated with help-seeking behavior • Reduced help-seeking behavior

• Higher exclusion of necessary care

• Increased stigma in societies with higher tendency to

stigmatize persons that are older and have mental health

problems

Protective factors I—Specific legal protection and promotion of human rights for

older adults (including protection against violence, neglect

and abuse)

• Fewer such legislation for older adults

II—Specific legislation concerning protection and promotion of

social determinants of health and mental health in old age

• Fewer such legislation for older adults

Relationships level Negative impact of aging

Risk factors I—Social isolation and loneliness • Increased risk of social isolation and loneliness

II—Unsolved relationship conflicts, bereavement • Increased chances that old conflicts remain unsolved

• Increased risk of losing someone

III—Trauma by violence, abuse and neglect • Increased risk of becoming victim of trauma by violence,

abuse and neglect.

Protective factors I—Strong social relationships

II—Effective legal protection against violence, abuse and

neglect.

• Fewer opportunities to develop strong social relationships

• Fewer such legal protection for older adults

Individual level Negative impact of aging

Risk factors I—Previous suicide attempts • Higher risk of accumulation of previous suicide attempts

II—Mental disorders • Increased risk of more frequent and more severe mental

disorders

• Reduced access to treatment

III—Harmful use of alcohol, caffeine, tobacco and prescribed

and non-prescribed drugs

• Increased risk of harmful use of such substances

IV—Recent, severe and chronic health disorders • Increased risk of recent, severe and chronic disorders

V—Chronic pain • Increased risk of having chronic pain

(Continues)
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older adults when they seek help (Cho et al., 2013; Uncapher &

Arean, 2000). Health systems in many countries are designed to sup-

port older adults either because of limited resources of complex design.

Barriers to access in older adults are worsened by low level of literacy,

mobility issues and sensory deficits (Heine & Browning, 2014). It is

important for health systems to be equipped to address these issues

often associated with older adults including the use of community vol-

unteers and policies that support easier access to transport for older

people. Consideration should also be given to addressing finance to

ensure that difficulties in covering the cost of care are not a barrier to

access.

Older adults consume much more global health care and delays in

delivering treatment contributes to increased risk of suicide

(Parliamentary and Health Service Ombudsman, 2015). Receiving

effective mental and somatic health care is a protective factor. The

offer of palliative care may also significantly reduce suicide and

the search for medical assisted suicide (Lennon, 2018; Mercadante &

Piccione, 2020).

5.2 | Society and community

Limiting access to means of suicide is one of the most effective uni-

versal strategy to reduce suicide rates in the world (de Mendonça

Lima, 2011). There is no convincing evidence that access restriction

may be effective with populations of older adults. The ingestion of

prescribed drugs is the most common means of suicide in several

countries. Controlling the quantity of available drugs is mandatory for

patients at risk (Jurlink et al., 2004; Voaklander et al., 2008). This risk

may be heightened by multiple prescriptions and increases with medi-

cation strength. Limiting access to alcohol is also useful and all kind of

arms should be kept safe.

There are few publications about the consequences of reporting

older adults' suicide in the media. Suicide prevention strategies

include media reporting because vulnerable individuals may be

influenced to initiate a suicide attempt because of reports of suicide,

particularly if the coverage is extensive, prominent, sensationalist

and/or explicitly describes the method of suicide. The media can also

help by reporting educational material about suicide to the public to

encourage help seeking by those at risk (World Health Organization &

International Association for Suicide Prevention, 2008).

Combating stigma and discrimination against older adults and

promoting the social determinants of health, can contribute to suicide

prevention and requires education to change beliefs and attitudes,

and legal interventions to address age related discrimination (Graham

et al., 2003). Providing effective, well-regarded health and social sup-

port services for older people with mental disorders should be the first

priority of any strategy to reduce stigma and discrimination.

Culture and religion influence suicide rates (Searight &

Gafford, 2005). Social determinants of health are associated with men-

tal disorders by contributing to their onset or course (de Mendonça

Lima, 2011). Addressing the adverse social determinants of health will

play a role in suicide prevention and communities where older adults

live may be protective against suicide because of social capital including

opportunities for intergenerational interaction and integration that sup-

ports resilience.

Older persons are likely to experience negative health changes in

the wake of a disaster, over and above the negative health changes

that occur normally with aging. Because a disaster affects all people

living in an affected area, its public health consequences may be con-

siderable (Dorly et al., 2005; Oriol, 1999). In particular, these disasters

and other stressful situations, may increase susceptibility to depres-

sion (Capurso et al., 2007). However, even in the absence of an affec-

tive disorder, these factors can markedly upset the life of an

individual, often creating living conditions too difficult to be accepted,

which may increase the risk of suicide at very advanced age.

The extent to which older persons suffer from natural and non-

natural disasters and their exclusion from humanitarian assistance,

research and emergency preparedness, amount to neglect and structural

abuse (HelpAge International, 2016a; World Health Organization, 2003).

Several reports state that in situations of emergency, older persons are

at higher risk of violence, including sexual and domestic abuse,

TABLE 1 (Continued)

Community level Negative impact of aging

VI—Financial restriction • Increased risk of having reduction of financial income

VII—Hopelessness feelings • Increase risk of having damageable hopelessness feelings

VIII—End of life issues • Higher risk to die

Protective factors I—Life skills and lifestyle practice • Reduced skills for problem solving, positive coping

II—Religion or spiritual beliefs • Reduced opportunities to develop and practice religious or

spiritual

III—Good nutrition • Higher risk of irregular intake of enough balanced food

IV—Physical activity • Risk of decreased physical activity by lesser offer of such

opportunities or by physical limitations or lack of motivation

V—Adequate sleep habits • Risk of bad of somatic and mental symptoms on the already

physiological changes of sleep with aging
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exploitation by family members (HelpAge International, 2016b; HelpAge

International, 2016c; UNHCR, 2020). We seldom have hard data to dem-

onstrate the extent of the problem or to prove the correlation between

the abuse suffered and the mortality and morbidity of older people in

these situations, including death by suicide.

5.3 | Relationships

Isolation occurs when a person feels disconnected from his or her

closest social circle and is often associated with depression and feel-

ings of loneliness and despair (Rubenowitz et al., 2001). In combina-

tion with other risk factors, loneliness can lead to an increased risk for

suicidal behavior, in particular for older persons living alone (Casiano

et al., 2013; Sisask et al., 2008) and is particularly relevant for older

adults during lockdown measures associated with the COVID-19 pan-

demic (Courtet et al., 2020).

The existence of relationship conflicts in the family or the pres-

ence of a very tense climate or discord may also represent suicide risk

factor (De Leo, Draper, et al., 2013a) which may be particularly

intense at the end of life because the incapacity to solve family con-

flicts increases the risk of suicide.

Previous traumatic experiences can have consequences in later life

and are associated with increased likelihood of suicidal behavior

(De Leo et al., 2002; Draper et al., 2014). Older adults are often depen-

dent on others for help and may be subject to trauma as, according to

WHO, around one in six older people experience some form of abuse

in the past year (World Health Organization, 2020). A 2017 systematic

review of elder abuse prevalence studies in the community in 28 coun-

tries found that 15.7% of people aged 60 and over had suffered some

form of abuse over the previous year (Yon et al., 2017) and a 2019 sys-

tematic review of prevalence studies in institutions revealed that 64.2%

of staff admitted to having committed a form of elder abuse in the past

year (Katona et al., 2009; Yon et al., 2019).

All forms of elder abuse represent a risk factor for suicide in older

adults. Attention should be paid to the identification of abuse in

older adults as part of suicide prevention strategies (Salvatore

et al., 2018). Services should be available to support older adults who

at increased use of elder abuse whether in their home or other care

settings.

5.4 | Individual

The risk of suicide can be influenced by individual vulnerability or

resilience (WHO, 2014).

The presence of previous attempts of suicide in older adults

strongly predicts the risk of repeated suicide attempts and fatal sui-

cidal behavior (Hawton & Harriss, 2006; Yoshimasu et al., 2008). Dur-

ing a period of 12 months following the index episode of attempted

suicide, 11% of participants of the WHO/EURO Multicentre Study on

Suicidal Behavior aged 65 years and over repeated their not-fatal

behavior, and 13% of them died by suicide (De Leo et al., 2001).

Depressive disorder occurs in 8–16% of the general older adult

population (Conwell, 2014b) and has been identified as the most pow-

erful independent risk factor for suicide in old age (Reynolds &

Kupfer, 1999). Recent studies on subjects of 60 years of age and over,

based on psychological autopsy, have shown that depression is less

frequently present in older adults who die of suicide when compared

to younger people who die of suicide (Neulinger & De Leo, 2001a).

Even if depression is the primary presenting condition age-related

medical conditions are often concomitant (Montano, 1999)

making the identification of depression difficult or delaying its

treatment. Depression in older adults is often accompanied by symp-

toms of anxiety or a full-blown anxiety disorder which increase the

risk of suicide (Diefenbach et al., 2009; Fawcett, 2009).

Alcohol abuse remains an important risk indicator for both sexes

in older adults although it represents a less common risk factor for sui-

cide in older adults when compared to young adults (Conwell &

Thomson, 2008; Krysinska et al., 2006). Alcohol abuse increases the

risk of suicide through its interaction with other factors that are par-

ticularly prevalent among older adults, such as depressive symptoms,

medical conditions, a negatively perceived health status, and poor

control of social environment.

Psychotic disorders are much less common in older people who

die by suicide that in younger individuals (De Leo et al., 2009;

Harwood & Jacoby, 2000). Personality disorders appear to be less fre-

quently associated with cases of suicide in older adults compared to

younger persons (Neulinger & De Leo, 2001b). Specific personality

traits including cognitive rigidity, apprehensiveness and anankastic

traits seem to be particularly common among suicides in older adults

(Conwell, 2014a; Draper et al., 2014).

Dementia is not significantly associated with an increased risk of

suicide (Schneider et al., 2001) and the few cases reported in the liter-

ature relate to subjects with preserved insight, who are aware of the

seriousness of the diagnosis, with evidence of depressive symptoms,

and not showing any positive response to anti-dementia drug treat-

ment (Haw et al., 2009a).

Older adults are prone to multimorbidity. Long term physical condi-

tions such as respiratory, metabolic and cardiac disorders, including

chronic pain, are associated with increased risk of suicide (Goldblatt,

2000; Lönnqvist, 2001) and somatic complaints are common in older

adults living in the community. Somatic symptoms, particularly chronic

pain, have been found to predict not only suicidal thoughts and mortal-

ity from suicide (Jeong et al., 2014). Housing, retirement status and

social context are important in older adults. Older adults are especially

exposed to changes in income, social status and family roles and risk of

suicide is particularly high in the first 2–3 years after the termination of

employment and retirement (De Leo & Diekstra, 1990). Financial uncer-

tainty may lead to an increase of the suicide risk through interaction

with other risk factors such as depression, anxiety, violence and the

harmful use of alcohol (Chang et al., 2013; Turvey et al., 2002).

Appropriately supported housing is one of the most important

needs in people's lives (Burrows & Laflamme, 2005; Law et al., 2016;

Navarro et al., 2010). Tenuous or inappropriate housing is a factor

linked to a higher risk of suicide (Baum, 2008) and precipitating

de MENDONÇA LIMA ET AL. 5 of 12



factors for suicidal behavior among older adults include forced reloca-

tion, a recent placement in a nursing home or the anticipation of such

an event (Loebel et al., 1991; Torresani et al., 2014) Suicide risk

should be actively monitored after home relocation in older adults and

family and loved one should be encouraged and supported to maintain

meaningful connections. Homelessness in older adults is increasing

and is associated with increased physical and mental difficulties

(Baggett et al., 2010). Homeless individuals also suffer from geriatric

conditions decades earlier than housed older adults, including cogni-

tive or visual impairment, incontinence and frailty (Brown et al., 2017).

Hopelessness, shame and guilt are risk factors for suicide (Abramson

et al., 2000; Hastings et al., 2002; Haw et al., 2009b) and for those aged

80 years and older the loss of a partner including the loss of a pet

increases the risk of suicide, particular during the first year after the death

particularly in men (De Leo, Cimitan, et al., 2013; Turvey et al., 2002).

Recognizing age dependent gender differences is important in

suicide prevention. In most countries, males have higher rates of sui-

cide (Bertolote & Fleischmann, 2009), while females have higher rates

of non-fatal suicidal behavior (Canetto, 1995; Hawton &

Harriss, 2008) and men are generally less likely than women to seek

treatment for psychological problems because of societal expectations

of male behavior (Cochran & Rabinowitz, 2003).

A family history of suicide is an individual risk factor for suicide

(Jordan & McIntosh, 2011; Van Orden et al., 2010) especially as those

left behind can face stigma as a barrier to grieving and support

(Farberow, 2001; Mann & Currier, 2010) putting themselves at

increased risk of mental illness and suicide (Qin et al., 2002).

Although a relatively rare phenomenon, older adults are dispro-

portionately represented among both perpetrators and victims of

domestic murder-suicide (Bell & McBride, 2010; Malmquist, 2006;

Malphurs & Cohen, 2005). Most cases of murder-suicide are commit-

ted by men against a female spouse with a firearm (Bell &

McBride, 2010), 100 with 40% providing assistance to a spouse with

a long-term illness or with a disability (Malphurs & Cohen, 2005).

6 | SUICIDE PREVENTION IN OLDER
ADULTS

The study of protective factors for suicide in old age is in its infancy

but has identified some protective factors include high levels of educa-

tion, high socioeconomic status, engagement in valuable activities and

religious involvement including participation in faith related social activ-

ities (De Leo, 2002; Fiske et al., 2009; Gagne & Whitehurst, 2010). The

presence of significant levels of social support, either represented by

intimate friends or relatives, can constitute an important protective fac-

tor. A recent psychological autopsy study has evidenced that individ-

uals who died by suicide were particularly missing the help from both

relatives and friends (Dombrovski et al., 2008). Marriage seems to con-

stitute a protective factor, particularly for older adult males (Harwood

et al., 2000).

Successful suicide prevention strategies need to balance risk and

protective factors and relate these to the life course highlighting what

is pertinent to older adults taking into account how these differ in sig-

nificance according to the cultural and social context (De Leo, 1999).

The evidence on the effectiveness of suicide prevention interven-

tions for older adults remains limited. A multi-factorial approach and

multiple levels of suicide prevention could reduce suicide in older

adults (Erlangsen et al., 2011). The International Association for Sui-

cide Prevention Interest Group on Suicide in Old Age (Lapierre

et al., 2011) has reviewed 19 studies with an empirical assessment of

a suicide prevention program for adults aged between 60 years and

older. The recommendations stressed the need for multi-component

approaches, to be based on available scientific evidence, with an orga-

nized system of distribution of resources while monitoring the effec-

tiveness of each intervention that could support the efforts through

various levels.

Communication of suicidal thoughts tends to be less common

among men and older adults who die by suicide than it is among

women and younger people (Conwell et al., 2002). Older people tend

to minimize their psychological problems and consider them to be

related to physical illness. As a result, family and friends can be the

first to note that an older adult is at risk of suicide (Dombrovski &

Szanto, 2005; Erlangsen et al., 2011). Social services and communities'

members can represent potential gatekeepers (Wasserman, 2001).

The training of gatekeepers at community level may be a potentially

useful method to identify older individuals at risk for suicide (De Leo

et al, 2013b). It is clear, however, that every effort needs to be done

to promote the integration of older people in social groups and com-

munities. By providing a social support network, connectedness can

help to moderate isolation (Conwell, 2014a) and loneliness.

Older adults are more likely to approach a Primary Care team pro-

fessional for help, rather than specialist mental health services (Raue

et al., 2014; Michel, 2000; Rutz, 2001; Suicide Prevention Resource

Center, 2007). Primary care staff members are available, accessible,

knowledgeable and committed to providing care. Other reasons why

focus should be made on Primary Care staff are (World Health

organization, 2000):

• primary care staff have a long and close contact with the commu-

nity and are well accepted by local people;

• they provide the vital link between the community and the health

care system;

• they are the primary source of health care in several low-income

countries;

• their knowledge of the community enables them to gather support

from family, friends and organizations;

• they can offer continuity of care;

• they are often the entry point to the health services for those

in need.

Elements of a national prevention strategies that could be of relevance

also for late life suicide are (De Leo & Arnautovska, 2016):

(a) awareness of suicide and its public health dimension; (b) recognizing

suicide risk factors and controlling those that are modifiable;

(c) coordination of mental health and substance abuse control
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TABLE 2 Evidence-based public health strategies of suicide prevention and recommendations of implementation for older adults

Strategy Description Actions

National suicide

prevention

strategy

A national strategy indicates a government's

clear commitment to dealing with the

issue of suicide

Government (national & regional level)

• Develop a national strategy for suicide prevention

• Include specific issues for suicide prevention in old age

Surveillance A surveillance system collects information

about all national deaths by suicide and,

when possible, of suicide attempts and

try to identify the risk and protective

factors

Government (national & regional level)

• Develop a national surveillance strategy of deaths by suicide and

suicide attempts

Local healthcare system

• Give proper and timely input to the national surveillance system

of deaths by suicide and suicide attempts

Means restriction Restriction of access to lethal means of

suicide entails various points of

application, such as drugs, firearms or

pesticides

Government (national & regional level)

• Restrict

- sales of lethal means, such as firearms

and pesticides,

- amount of medication bought per person

• Ensure safe storage of firearms and medication at warehouses

and at home through public awareness and policies

• Inform the public carefully about reduction of access

Responsible media

reporting

Bi-directional relationship between media

reporting and suicidal behavior

Public health response

• Existing WHO guidelines for responsible media reporting

• Additional and locally adapted guidelines to reduce

sensationalizing of possible old age-related suicides

Stigma and

discrimination

reduction

Stigma against older people with mental

disorders leads to the development of

negative attitudes. These negative

attitudes lead in turn to discrimination

against these persons such poor-quality

treatment and care, marginalization

within care systems, “warehousing”
outside the health care system,

inadequate funding at national and local

levels, inequity in reimbursement for

treatment, unnecessary

institutionalization.

Government (national & regional level)

• Plan, fund and provide health and social services for older people

as part of general health and social care system

• Develop specific policies and laws around stigma/ discrimination

at all levels of government

• Necessary resources should be allocated for the development and

realization of information campaigns within education and

through the media

• Politicians should ensure that professionals, family carers and

patients have a “voice”
• National and local justice systems should provide explicit

effective and accessible protection against stigma and

discrimination;

• Services should be planned to ensure equity of provision to older

people with mental disorders.

Public health response

• Ensure that professionals' own practice is free from stigma and

discrimination

• Plan and develop services, and ensure that they avoid stigma and

discrimination

• Ensure that all educational and continuing professional

development curricula contain appropriate material on mental

disorders in old age and training to develop awareness of stigma

and discrimination

• Ensure that professional bodies have policies in place to identify

and reduce stigma and discrimination

• Ensure that local workplace policies are in place to identify and

reduce stigma and discrimination

• Help patients, families and other professional carers to cope with

the stigma and discrimination that they experience

Training for health

workers, police,

firemen, other

gatekeepers

Interventions to increase presence of

individuals qualified to identify suicidal

individuals and refer them to appropriate

services

Public health response

• Continued education and training programs

• Increase the number of volunteers to participate in the programs

through public awareness

Access to health

care

Appropriate and accessible treatment for

somatic and mental disorders, including

drugs and substance use and palliative

care

Public health response

• Provide economical support to health and mental health services

• Ensure accessibility to mental healthcare services and palliative care

Local healthcare system

(Continues)
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programs; (d) development and implementation of strategies to reduce

the stigma associated with mental illness and suicidal behavior; and

(e) creating programs to improve help-seeking behavior, particularly

among males (WHO, 2014).

Suicide prevention strategies aimed at the group of older

adults generally promote mental health, with particular emphasis

on the early recognition and treatment of depression. To achieve

these objectives, access to integrated mental health services

and adequate treatment and support for older adults and their

carers are needed (De Leo & Arnautovska, 2016). Studies on the

effectiveness of mental health services for older adults provide

encouraging evidence, in particular for those services involving

community multi-disciplinary teams (Draper & Low, 2004). Table 2

summarizes some evidence-based public health strategies of

suicide prevention and recommendations of implementation for

older adults, adapted from WHO recommendations for the global

population (WHO, 2014).

7 | SUICIDE PREVENTION IN OLDER
ADULTS AND COVID 19

The current COVID 19 pandemic presents new challenges for older

adults. We are just beginning to see the effects on morbidity, mortal-

ity and suicide rates worldwide. The traditional approach to suicide

prevention needs to be re-considered to develop ways to address

suicide prevention in older adults in this new context (Ivbijaro

et al., 2020).

TABLE 2 (Continued)

Strategy Description Actions

• Plan and adjust resources to maintain/improve treatment and

follow-up of older adults with mental disorders.

• Ensure availability of staff for mental healthcare

• Provide mental health support to frontline and healthcare

workers

Treatment of mental

disorders

Pharmacological and psychological

treatment of all mental disorders in old

age

Local or national healthcare system

• Develop guidance for assessment of mental disorders and suicide

risk

Mental healthcare providers

• Treatment and assessment of at-risk individuals

• Develop guidance for mental health support in for primary care

professionals and when to refer to the mental healthcare system

• As untreated older adults have a higher risk of suicide, ensure

appropriate care for:

- recent, severe or chronic somatic health disorders, including

chronic pain

- anxiety, depressive, PTSD symptoms

- cognitive impairments, including delirium and dementia

- alcohol and drug misuse

- suicidal behavior

- psychotic and other psychiatric disorders

Reduction of

harmful use of

substances

Interventions to reduce harmful use of

alcohol and other drugs have been shown

to reduce suicide rates

Government (national & regional level)

• Restrict availability of alcohol and other drugs

Healthcare response

• Follow-up individuals at risk

Public health response

• Increase awareness of the harmful effects and discourage misuse

of alcohol and drugs

Postvention Continuous and useful chain of care and

follow-up of suicide attempters through

availability of

mental health resources

Healthcare professionals

• Awareness of potential risk of further suicide attempts

• Educate about mental health resources and appropriate care

• Train staff for mental health responses

• Mental health support for survivors of suicide attempters

Public health response

• Helplines for:

suicidal patients

suicide survivors

• Train volunteer workers in mental

Health

• Support for family members of a suicidal old person
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A 2019 narrative literature review proposed adopting a holistic

approach adopting the six P's of (a) Personal resilience, (b) People,

(c) Places, (d) Prevention, (e) Promoting collaboration, and (f) Promot-

ing research as a matrix to guide the further development of suicide

prevention interventions. It can be adapted for older adults

during this period of increased loneliness associated with the

COVID 19 pandemic ensure that there is collaboration across all

sectors that provide services to older adults (Ivbijaro et al., 2019).

The challenge is for systems to be better prepared, the voices of

people with lived experience being heard to inform developments

in strategy, particularly those from vulnerable and older populations

(Niederktotenthaler et al., 2020).

We need to have strong primary care and community assets to

support older adults (Ivbijaro et al., 2020). Epidemics and pandemics

are global threats that will continue to happen. Evidence from the

Spanish Flu epidemic 1918–1919 (Wasserman, 1992) and the 2003

SARS outbreak in Hong Kong (Yip et al., 2010) shows that these

threats were associated with increased rates of death by suicide

reinforcing the need for a holistic evidence-based approach toward

suicide prevention in older adults including during periods of

pandemic with primary care partnered with NGO's and third sector

organizations with expertise in working with older adults as part of

the solution (Ivbijaro et al., 2020).

8 | CONCLUSIONS

The number of suicides of older adults is decreasing (GBD, 2019)but

more targeted actions are necessary to continue this progress. The

improvements in health care and quality of life driving this improve-

ment is unequal among the countries of the world.

The prevalence and incidence of suicide in older adults needs to

be continually monitored so that trends associated with new develop-

ments affecting older adults including effects of pandemics, migration,

homelessness, and refugee status can be recognized and responded

to age appropriately in national and local suicide prevention

strategies.

Combating stigma and discrimination and especially how it relates

to older adults is likely to have an impact on suicide rates in this group

and there should be active promotion of coping strategies adapted to

different life stages taking into account changes related to advancing

of age.

Suicide among older adults is a multifactorial problem with several

interrelated factors that vary with age, gender and culture. Suicide

prevention strategies for older adults should broaden their focus to

address the many socio-environmental conditions relevant to older

adults especially social isolation, financial security and physical health.

9 | LIMITATIONS

This is a narrative review that has only considered literature published

in English.
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