
Recognizing and Reacting to Risk Signs for
Patient Suicide

Lori Zitelli, Au.D. 1,2 and Catherine V. Palmer, Ph.D.1,2

ABSTRACT

Evidence-based suggestions for developing an effective clini-
cian-client relationship built upon trust and honesty will be shared, as
well as a review of relevant scope of practice issues for audiologists.
Audiologists need to be prepared if a patient threatens self-harm.Many
patients do not spontaneously report their suicidal thoughts and
intentions to their care providers, so we need to be alert to warning
signs. Information about the strongest predictors of suicide, how to ask
about suicidal intentions, and how to assess the risk of suicide will be
presented. Although it is our responsibility to recognize suicidal
tendencies and have a plan for preventive intervention, it is not our
responsibility to conduct a suicide evaluation. Tips for collecting critical
information to be provided to qualified professionals will be shared, as
well as additional information about how and to whom to disclose this
information. A list of suicide warning signs will be reviewed as well as
some additional suggestions for how to react when a patient discloses his
or her suicidal intent. A review of available resources (for both the
patient and the clinician) will be provided, along with instructions for
how and when it is appropriate to access them.

KEYWORDS: Suicide, self-harm, risk signs, crisis resources

Learning Outcomes: As a result of this activity, the participant will be able to (1) identify risk factors and

warning signs for suicidal behavior and use that information to formulate a plan for how to react when

patients disclose suicidal intent and (2) access resources that can help both themselves (the providers) and

their patients.
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The American Foundation for Suicide
Prevention estimates that suicide is the 10th
leading cause of death (44,193Americans) in the
United States each year. This issue is estimated
to cost our country $51 billion annually.1 As
such, suicide is a topic that should be discussed
and addressed openly in all health care settings.
There are risk factors (discussed later) that all
clinicians should be aware of, regardless of the
population being treated or the field of specialty.
Even clinicians who think that they may not
need to think about suicide (for example, those
who work primarily with patients under the age
of 21) may be surprised to find that each popu-
lation has its own risk factors and concerns
related to suicide. For instance, it has been
reported that suicide represents 12% of deaths
each year in the 15- to 19-year-old age cohort in
the United States and that it is the third leading
cause of mortality in this age group behind
accidental injury and homicide.2 Even clinicians
whomay feel that their field of specialty does not
inherently carry a high risk for suicidal patients
(e.g., audiology) may be surprised to find how
relevant suicide intervention skills can be in their
practice.

DEVELOPING COUNSELING SKILLS
TO CREATE A TRUSTING
RELATIONSHIP WITH YOUR
PATIENTS
Despite primarily identifying as a specific type of
clinician (e.g., audiologist, speech-language pa-
thologist), all practicing clinicians function as a
counselor in at least some capacity throughout
the time that they interact with patients. As
such, clinicians must consider factors that faci-
litate a patient’s trust and willingness to risk
disclosing suicidal ideation. Several factors have
been identified and include the provider being
genuine and empathic, using understandable
language, and building a personal relationship.3

It has also been suggested that therapist behavior
is among the predictors of disclosure of suicidal
ideation and that clinicians should focus on
developing a strong working alliance with their
patients to promote this behavior.4 Additionally,
specific words and phrasing to avoid (e.g., asking
outright if patients are suicidal without creating
a context first, no-problems-expected phrasing

such as “You’re not feeling suicidal, are you?”)
have been identified because they may inhibit
disclosure of information.5

Previous research has linked higher levels of
patient-physician trust to better outcomes,6 but
data specific to audiology are limited. Audiolo-
gists can use the Audiology Counselor Growth
Checklist to foster positive interactionswith their
patients.7 This checklist focuses on five specific
areas of clinical interaction and can be used to
promote the development of counseling skills in
both audiologists and audiology students.

Additionally, audiologists should focus on
differentiating between a content message and
an affective message, which would allow the
audiologist to appropriately respond in a way
that lets the patient know that his or her primary
message is being heard.8 For example, if a patient
asks, “Why is my tinnitus so annoying?,” he or
she is likely not looking for an informational
response, which would be something like, “I
believe your tinnitus is annoying because of the
heightened connections between your auditory,
limbic, and autonomic nervous system.” Instead,
this patient is trying to express an emotion
(frustration, anger, etc.). In this case, a more
appropriate response might be something that
acknowledges that emotion, such as, “I can tell
that this is really bothersome. It clearly has a big
impact on your life and is very disruptive.What’s
the major reason that your tinnitus is such a
problem for you?” This ability to distinguish
between an informational message and an affec-
tive message is important because patients have
reported that they feel that audiologists do not
understand the difficulties that they are trying to
express.9 These difficulties often stem from and
include emotions such as loneliness, isolation,
dependence, frustration, depression, anxiety,
anger, embarrassment, frustration, and guilt.10

COMORBID MENTAL HEALTH
ISSUES
Audiologists should be especially aware of these
risk factors because many conditions and disor-
ders common to our practice have been associa-
ted with comorbid mental health issues that can
become compounding risk factors. Hearing loss
is a known risk factor for increased depression,11

and it has been demonstrated that higher levels
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of distress (e.g., anxiety, depression, phobic
anxiety, interpersonal sensitivity, hostility)
have been noted in a hearing-impaired group
when compared with a control group.12 Tinni-
tus, hyperacusis, and misophonia have also been
linked to high levels of anxiety and depres-
sion.13–15 The overlap between dizziness and
anxiety has been explored,16 and there is evi-
dence that several psychiatric conditions have
been linked to chronic dizziness.17 It has been
noted that although the two diagnoses cannot be
used interchangeably, children with auditory
processing disorder and children with atten-
tion-deficit hyperactivity disorder display many
similar symptoms,18 and there is evidence to
correlate auditory processing disorder and other
mental health disorders.19

RISK FACTORS FOR SUICIDE
In the literature, several risk factors for suicide
have been identified. Risk factors are characte-
ristics that make it more likely that someone will
consider, attempt, or die by suicide. These risk
factors vary and are largely dependent on the
specific population being studied. As an example,
for thosewith clinical depression, these risk factors
include male sex, family history of psychiatric
disorder, previous attempted suicide, severe
depression, hopelessness, comorbid disorders inc-
luding anxiety, andmisuse of alcohol and drugs.20

For current and former U.S. military personnel,
factors significantly associated with increased risk

of suicide included male sex, depression, manic-
depressive disorder, heavy or binge drinking, and
alcohol-related problems.21 Population-depen-
dent variations excluded, the National Suicide
Prevention Lifeline has identified general risk
factors to be aware of while interacting with
patients or other people (see Fig. 1).22

IMPORTANCE OF RECOGNIZING
SUICIDAL TENDENCIES
Audiologists cannot rely on patients to sponta-
neously express their intent of self-harm. The
literature has demonstrated varying percentages
of patients who express this intent to their care
providers.23–25 For this reason, clinicians need
to be prepared if patients display warning signs
indicating that they may harm themselves or
engage in suicidal behavior. These warning
signs should be considered an “invitation” to
ask about suicidal intent (see Fig. 2).20,26 Cli-
nicians who are not experienced in dealing with
patients at risk for suicide sometimes worry that
asking about suicidal intentions may lead to
suicidal thoughts in patients. However, there is
no evidence to support this concern. The avai-
lable evidence suggests that suicidal patients
prefer more regular inquiry about their psy-
chiatric symptoms and that these patients want
to talk to their providers about their mental
health issues.27 If the patient expresses the
intention to die, has a plan to commit suicide,
and has lethal means available, the risk of

Figure 1 Risk factors for suicide.
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suicide is considered imminent and action
should be taken immediately.28

Although audiologists need to be able to
recognize suicidal tendencies and have a plan for
intervention when required, it is not our res-
ponsibility to conduct suicide evaluations. These
assessments are done by trained clinicians who
can assess the level of danger anddeterminewhat
action or actions would be appropriate.29 It is
more appropriate for audiologists and other
clinicians who do not have this level of training
to consider themselves mandatory reporters for
self-harm just as they would be for suspected
cases of child or elder abuse. Accordingly,
audiologists should disclose suicidal ideation to
a qualified professional (e.g., mental health
professional, primary care physician). If risk
signs exist or a patient reports suicidal thoughts,
this information should be disclosed regardless
of whether the audiologist thinks the patient
may actually be at risk.30 In cases where the
Health Insurance Portability andAccountability
Act applies, health care providers are permitted
to disclose protected health information about a
patient to law enforcement, family members, or
others if the provider believes that the patient
presents a serious danger to him- or herself or to
others.31 It may be advisable to inform patients
of your intention to break confidentiality to
ensure their safety. In this case, saying something
like, “Mr.Patient, to ensure your safety, I feel it is
necessary to share this information with your
doctor. Your doctor will be able to take the
appropriate steps to make sure you do not harm

yourself.” If the patient protests your disclosure
of this information, it is recommended to apo-
logize while still maintaining that your primary
concern and responsibility is his or her safety.29

FORMULATING A PLAN TO REACT
TO SIGNS OF SELF-HARM
Once it has been determined that the patient is at
risk, the next step should be to ask the patient
about his or her intentions.29 It is recommended
that the patient be asked directly about suicidal
thoughts, specifically using the word suicide,
because this allows for clarification on the part
of both the patient and the provider. This ques-
tion can be as simple as “Are you having thoughts
of suicide?”32 If the answer to this question is yes,
follow-up questions such as, “Could you tell me
more about your thoughts?” or “Do you have a
plan for how you would kill yourself?” should be
asked to get more specific information. Any
information that can be collected by the audiolo-
gist can then be passed along to a professional
who is qualified to help the patient through this
period of crisis. When listening to the patient’s
answers to these questions, there are five areas
that should be paid specific attention, because
they canprovidemoredetailed information about
the patient’s level of risk: specificity, lethality,
availability, proximity, intent (see Fig. 3).29

When dealing with someone who is threa-
tening suicide or displaying warning signs,
there are several tips to keep inmind to facilitate
an honest conversation that will result in the

Figure 2 Warning signs for suicide.
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most truthful and helpful information being
disclosed.33 See Fig. 4 for a discussion of these
tips. If, as the clinician or caregiver, you are
unsure what to do next, several crisis resources
are available that can provide further guidance.

CRISIS RESOURCES FOR PATIENT
SAFETY
These crisis resources are available for both
patients and providers. The National Suicide

Prevention Lifeline is a resource that can be
used both by someone in distress and anyone
who is unsure how to help someone or if action
should be taken. This resource provides free
and confidential emotional support to people in
crisis or distress 24 hours a day, 7 days a week.
The phone number to call is 1-800-273-TALK
(8255). When this number is called, a trained
person with a background in crisis counseling
and suicide prevention will answer. Callers may
be asked their first name, but do not need to

Figure 3 Five topics to listen for when asking about suicidal intent.

Figure 4 Tips for dealing with someone who is threatening suicide or displaying warning signs.
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provide more information if they do not want
to. In any case, counselors are there to listen,
support, and understand. Their goals are to help
their callers stay safe, think through their
situations, explore their options, and figure
out how to proceed safely.34

Resources to help someone else who is not
available to sit and talk on the phone also exist. For
instance, these resources are available on online
platforms (e.g., Facebook, Twitter). In each case,
social media safety teams can reach out to connect
users with the help that they need.35 Similarly, if
the person in danger has hearing loss or difficulty
speaking, he or she can still be helped by using an
online chat with a LifeLine counselor or the TTY
number (1-800-799-4889).36 Veterans, service
members, or anyone concerned about either can
contact adedicatedVeterans’CrisisLineby calling
the crisis hotline number and selecting the veter-
ans option, texting, or using the online chat.37

Local services that provide around-the-
clock mental health crisis intervention and
stabilization also exist in certain areas. One
example is Allegheny County’s re:solve Crisis
Network, which is sponsored by the University
of Pittsburgh Medical Center and located in
Pittsburgh, Pennsylvania. This service can be
contacted via telephone at 1-888-7-YOU-CAN
or 1-888-796-8226. re:solve provides mobile,
walk-in, and residential services in addition to
phone services.38

For patients who are determined to be in
immediate danger and have been deemed unsafe
to be left alone, emergency medical services may
be used as a resource for transportation to the
nearest emergency department. If the patient is
cooperative and willing, he or she may be trans-
ported to the nearest emergency department or
crisis center by another provider, friend, or
family member.39

CRISIS RESOURCES FOR
PROVIDERS EXPERIENCING
DEATH OF A PATIENT BY SUICIDE
As a provider whose patient has committed
suicide, it is common to experience distress. In
fact, a range of emotions can be expected. This
range includes shock, disbelief, grief, self-doubt,
anger, shame, frustration, and relief among a
variety of other commonly experienced fee-

lings.40,41 It is important to address the emotio-
nal issues experienced by a provider in this
difficult time. Several recommendations have
been made in this case and include addressing
the need for social support, taking advantage of
resources that are available, seeking psychothe-
rapy if it is indicated, and receiving support from
clinical supervisors and administrators.42 Addi-
tionally, the American Association of Suicido-
logy has a Web site for “clinician survivors” that
provides resources and readings on the topic that
many have found helpful.43

RESPONSIBILITY OF AUDIOLOGY
TEACHING PROGRAMS
Many teaching programs in audiology do not
offer any formal training in crisis management.
Moving forward, training programs may consi-
der their responsibilities to their students in this
area. Two main responsibilities have been iden-
tified: (1) taking all reasonable steps to prevent
patient suicides from occurring in the form of
thorough suicide intervention and assessment
and (2) attending to the needs of the trainee in
the event that patient suicide does occur.44

In psychiatry programs, the prevalence of
the experience of death of a patient by suicide
among residents in this specialty ranged from
31% to 69%. However, data on this prevalence
among medical students or residents in special-
ties other than psychiatry were nonexistent as of
2014.Ultimately, we donot knowhowoften this
happens, and there is a great need to develop
researchon this topic for learnerswhoareoutside
of psychiatry.45 It is possible that psychiatry
programs may be partners moving forward in
gathering data that could inform curriculum
development for other programs.

CONCLUSIONS
Suicide is a stigmatized issue that many people
(health care professionals included) do not feel
comfortable addressing matter-of-factly with
others. Education about suicide, awareness of
risk factors and warning signs, and recommen-
dations for intervention should be prevalent in
all areas related to health care. All providers
should consider themselves to be part of the
suicide prevention community. Looking to the
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future, it is reasonable to expect that all profes-
sional programs should consider integrating
suicide training and crisis intervention training
into their curricula as anyone can become a
person who is at risk.
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