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Suicidality in Childhood and Adolescence

Merle Becker, Christoph U. Correll

Summary

Background: The suicide of minors in Germany is rare in absolute numbers: there
were only 212 suicides among persons aged 10 to 20 in Germany in 2017.
Nonetheless, in school surveys, 36.4-39.4% of those surveyed reported suicidal
ideation, and 6.5-9% reported suicide attempts. Suicide among children and
adolescents is thus a clinically and societally relevant problem.

Methods: This review is based on pertinent articles retrieved by a selective literature
search in the PubMed and PsycInfo databases (April 2019) employing the search
terms “suicidality,” “suicidal*,” and “suicide,” and on further information from several
textbooks (1991-2017).

Results: In children and adolescents with a mental illness, the risk of suicide is
higher by a factor of 3 to 12. Mobbing experiences increase the suicide risk as well
(odds ratio [OR] = 2.21, p <0.05). Non-suicidal self-injurious behavior (NSSB) is also
a risk factor for both suicidal ideation (OR = 2.95) and suicide attempts (hazard ratio
[HR] = 2.00). Intoxication with medications is the most common method of at-
tempted suicide (67.7%). Most suicides are preceded by early warning signs.
Psychiatric hospitalization is indicated for children and adolescents who are in acute
danger of doing harm to themselves. Specific types of treatment, family-centered
methods in particular, have been found to lessen the frequency of suicidal ideation
and suicide attempts. The administration of antidepressant drugs to children and
adolescents is controversial, as there is evidence of increased suicidality (but not
mortality) for single medications. Antidepressant drugs should not, however, be with-
held for this reason, if indicated. The prerequisite in all cases is close observation.

Conclusion: To prevent suicide and improve outcomes, risk factors for suicide must
be considered, and the indications for primary and secondary preventive and thera-
peutic measures must be established. Online therapeutic modalities may become
more widely used in the near future, particularly among young patients, who are well
versed in the use of the Internet.
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n Germany in the year 2017, 184 adolescents and
young adults between 15 and 20 years of age took their
own lives. A further 28 persons who committed suicide
were 10 to 15 years old (1). In absolute terms, suicide in
the age group 10-20 years (212 cases in 2017) is rarer
than in older adults (e.g., 50-60 years: 1958 cases in
2017). The danger should not be underestimated, how-
ever; suicidal thoughts and suicide attempts are common
among adolescents. In German school samples,
36.4-39.4% of the students questioned reported suicidal
thoughts and 6.5-9.0% had made at least one suicide at-
tempt (2, 3). The findings did not differ significantly from
those in a population of school students in the USA (2). In
a German study, 25.6% of a group of 13- to 25-year-olds
receiving inpatient psychiatric treatment reported a
suicide attempt in the past (4). Suicidality thus occurs in
young people with and without underlying psychiatric ill-
ness.

Although not every case constitutes acute self-
endangerment or a psychiatric emergency, it is vital to
provide professional care to those seeking help. Basic
familiarity with how best to manage risk groups is rel-
evant not only for specialized psychiatric personnel,
but also for all members of the medical, therapeutic,
nursing, and teaching professions who work with
children and adolescents.

Method

This review of suicidality in childhood and adolescence
is based on a survey of the literature in PubMed/
PsycINFO in April 2019 using the search terms
“suicidality”, “suicidal*”, and “suicide.” Furthermore,
a number of textbooks published between 1991 and
2017 were scrutinized. We focus on the definition, epi-
demiology, etiology, risk factors, diagnosis, and guide-
line-oriented treatment of suicidality in childhood and
adolescence.

Definition

The term suicidality embraces suicidal thoughts, plans,
and actions, suicide attempts, and completed suicide
(5). The spectrum of suicidal thoughts among the
young is broad, ranging from occasionally thinking that
life is no longer worth living to actively considering
suicide (5, 6). A suicide plan exists when the young per-
son has already decided on concrete methods (7). A sui-
cide attempt is any self-initiated behavior which, at the
time of action, is designed to lead to death (8). This
means, for example, that the intake of substances that
an adult would not consider harmful (e.g., large
amounts of contraceptive pills) in the expectation of a
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BOX 1

Classification of the severity of suicide attempts by external
circumstances (9)

© High
— Method subjectively assessed as fatal, objectively dangerous
— Discovery and rescue improbable or impossible

© Moderate
— Method subjectively assessed as dangerous, but not fatal
— Discovery and rescue possible

® Low
— Danger of method subjectively assessed as only slight
— Discovery and rescue possible and probable

BOX 2

Warning signs and risk factors for suicidality in childhood
and adolescence

© Warning signs (21, 22)
— Sudden change in behavior
- Apathy
- Withdrawal
- Unusual preoccupation with dying or death
- Giving away personal possessions
— Symptoms of depression, basic unhappiness
— Mood fluctuation, elevated emotional lability
— Distinct hopelessness
— Distinct feelings of guilt and self-reproach
— Expression of altruistic ideas of suicide or self-sacrifice
— Severe sleep disturbances
— Recent experience of loss
— Acute or chronic traumatization

© Risk factors*

— Previous suicide attempts (28, 29)

- Non-suicidal self-injury (NSSI) (24, 25)

— Mobbing (26, 27)

- Mental iliness: in particular, depressive disorder and bipolar disorders,
acute psychotic disorder (especially with imperative acoustic halluci-
nations), post-traumatic stress disorder (23), dependency diseases,
bulimia nervosa, attention deficit/hyperactivity disorder, anxiety disorders,
disordered social behavior with elevated impulsiveness, personality dis-
orders with elevated impulsiveness, delinquency (22, 31, 32)

— Suicidal behavior in the family (25) and among friends (33)

— Conflict, separation, or divorce of parents, loss of a parent, or a history of
sexual abuse/maltreatment (24, 34)

— Performance problems at school (35)

— Chronic organic illness and physical disability (22)

— Low socioeconomic status (36)

*\We have attempted to list the risk factors in order of importance. In clinical practice, the number of
risk factors and one’s situative assessment of acute suicidality are crucial in determining the degree
of danger and deciding on the appropriate preventive measures.

fatal outcome also counts as a suicide attempt. Self-
harming actions not intended to end in death must be
distinguished from suicidality (9). Such actions in-
clude, for instance, tests of courage and—relatively
widespread among minors—non-suicidal self-injury
(NSSI), which frequently serves to regulate aversive
emotional states (10). Tragic deaths such as those re-
sulting from psychotic misconceptions or organ failure
in anorexia nervosa without the intention of dying do
not count as suicide (9). However, it may be difficult to
classify individual deaths as suicide or otherwise.

The different degrees of severity of suicide attempts
are described in Box I (9). This classification of
severity is, however, controversial, as a strong wish to
die may underlie an objectively non-life-threatening
action (9). Seven percent of adolescents who undergo
medical treatment after a suicide attempt, regardless
of its severity, try to kill themselves again. Among
those who have already made two or more suicide
attempts, 24% try again (11).

Epidemiology

According to the World Health Organization (WHO),
suicide is one of the greatest health problems world-
wide (12). In western countries, suicide is the second or
third most common cause of death in adolescence (13).
The suicide statistics in Germany follow the
“Hungarian” pattern, i.e., the rate of suicide is much
higher in old age than in youth (14). In 2017, men ac-
counted for 76% of suicides in Germany (1). In contrast
to completed suicides, girls and young women (14-24
years) are overrepresented with regard to suicidal
thoughts (odds ratio [OR] = 1.7; p <0.001) and suicide
attempts (OR = 1.7; p <0.5) (15). A Swiss study of sui-
cidal minors found that more boys than girls killed
themselves. The boys used “hard” methods (e.g.,
hanging) significantly more often than the girls (16). A
German study in adults came to similar conclusions
(17).

Considering male and female suicide attempts to-
gether, the most frequently used method is poisoning
with drugs (67.7%). However, this method was
associated with the lowest rate of death in the afore-
mentioned study in Switzerland (4.7% versus 77.9%
for guns, 77.1% for hanging, etc.) (16). Suicide at-
tempts and completed suicide are extremely rare in
younger children (no cases of suicide in children
<10 years in Germany in 2017), who do not usually
possess the cognitive maturity required for the
preparation of a “successful” suicide attempt (1).

Etiology and risk factors

Adolescents in suicidal crises perceive their room for
maneuver as extremely limited. The notion that they
can decide whether to live or die can have a temporary
liberating effect. The “presuicidal syndrome” described
by Ringel in 1953 (18) refers to a possible suicidal
decision chain and defines various components, includ-
ing inhibited aggression turned against the self. Many
young people in suicidal crises are ambivalent to the
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last (19). Although their actions are intended to end
their life, they are actually striving for another life (5).
According to Joiner, the interaction of the following
three factors represents a risk constellation for suicide
(20):

® The feeling of social alienation

® The feeling of being a burden to others

® The acquired ability to enact self-injury

Particular warning signs may point to the develop-
ment of suicidality in minors (Box 2) (21, 22).
However, few suicides are planned carefully far in
advance. Especially young people are prone to act
impulsively (5).

One risk group is adolescents with mental illness;
they have a 3- to 12-fold higher risk of suicide (22). In
acute intoxication, the substance-related reduction in
critical faculties and weakening of inhibition increase
the suicide risk. In adolescents with borderline per-
sonality development disorders, chronic or repetitive
suicidality may be a component part of the syndrome
(22). A German/Swiss study of adolescents and young
adults showed that 93.4% of suicide attempts in this
population were preceded by post-traumatic stress
disorder. The authors concluded that these attempts at
suicide might have been prevented by adequate treat-
ment of the post-traumatic stress disorder (23). Young
people with NSSI are more likely to have suicidal
thoughts (OR = 2.95) (24) and to attempt to kill them-
selves (hazard ratio [HR] = 2.00) (25). Mobbing also
increases the risk of suicide (OR = 2.21; p <0.05) (26,
27). Previous suicide attempts constitute one of the
most important predictors of completed suicide (28,
29). However, the low sensitivity and specificity of
the risk factors makes it difficult to predict future
suicidal behavior (30).

Additional risks, particularly to minors, may arise
from social media and internet use (Box 3).

The risks that may arise from prescription of psy-
chopharmaceuticals for treatment of acute and
chronic suicidality in adolescents have been the
subject of debate ever since the health authorities in
the USA issued a warning in 2003 (e2). Selective se-
rotonin reuptake inhibitors (SSRI) have been claimed
to lead to behavioral activation in adolescents with
suicidal thoughts (e3, e4). Although a meta-analysis
of patient data from the year 2016 found no signifi-
cant difference in the incidence of suicidal thoughts or
suicidal acts between antidepressants and placebo,
suicidal thoughts/acts occurred around twice as often
in patients given the antidepressants duloxetine,
fluoxetine, paroxetine, sertraline, and venlafaxine
(3.0% versus 1.1%, OR =2.39) (e4). However, the
data on children and adolescents came from only 11
selected studies (n=2223). Moreover, suicidal
thoughts/acts were not associated with higher mortal-
ity for antidepressants than for placebo. In contrast, a
network analysis published in 2016 that embraced 3
times as many studies (N = 34) and 2.4 times as many
patients (n=15260) demonstrated no relevantly
elevated suicide risk for children and adolescents
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Suicidality and internet communication

Suicidality comes to the attention of children and adolescents not so much
through journalism as through frequently deficient internet-based communi-
cation. Particularly the young are susceptible to imitation effects. One of a
number of exhaustive reading lists on this topic was provided by the German
Society for Prevention of Suicide (Deutsche Gesellschaft fiir Suizidprévention)
in 2006 (37). An example of the responsibilities media have and the different
ways they deal with them was provided by the “Blue Whale Challenge’—a
web-based “test of courage” comprising a series of 50 tasks. Participants were
encouraged to perform risky and/or self-harming acts of increasing intensity,
the last of them being suicide. The existence of the Blue Whale Challenge
remains controversial, but it was discussed in media worldwide (38).

Children and adolescents in suicidal crises may be endangered by offensive
posts on social media or websites providing concrete information on how to
obtain the means of committing suicide. Critics emphasize that hopelessness
can be reinforced and at the same time the seeking of professional help can
be hindered (39). On the other hand, those looking for assistance online can
encounter not only condemnation, but also sympathy. The communi-
cation—sometimes anonymously—of feelings and fantasies can relieve the
pressure to perform suicidal acts and open a path towards controlled and
protected contact with other people (39). One positive example of web-based
suicide prevention is the information platform www.klicksafe.de, a European
Union initiative for higher safety on the internet. This website offers advice for
parents and teachers on how to deal with suicidal pronouncements on the
internet and in concrete risk situations (40). A second positive example is the
“U25” e-mail counseling service of the charity Caritas, where young people in
suicidal crises are advised anonymously and free of charge by “peers,” i.e.,
professionally trained counselors of their own age (e1). Comprehensive evi-
dence for the efficacy of the different internet-based interventions for suicide
prevention and the promotion of resilience has yet to be provided.

taking antidepressants (e5). Suicidal thoughts/acts
occurred in 0-13% of the randomized children and
adolescents with 14 different antidepressants and in
0-14% with placebo. Only the administration of ven-
lafaxine was associated with a significantly higher
likelihood of suicidal thoughts/acts than with placebo
(4.3% versus 0%)—also than with other anti-
depressants (duloxetine, fluoxetine, escitalopram,
imipramine, paroxetine), all of which were
comparable with placebo. Since some other anti-
depressants were associated with numerically non-
significant increases in suicidal thoughts/acts,
however, caution is advised, and patients should be
monitored particularly closely in the early stages of
treatment.

Diagnosis

The initial care of patients in a suicidal crisis or follow-
ing a suicide attempt often takes place at non-psychiatric
hospitals/community facilities. Apart from initiating
whatever somatic measures are necessary (e.g., de-
toxication) the treating physician must take care that the
patient performs no (more) self-harming acts (9). The
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BOX 4

Questions for clinical assessment of the suicide risk in a
patient who has expressed suicidal thoughts

© Have there been previous suicide attempts? If so, how purposeful and
dangerous were they? How high was the likelihood of discovery and rescue?

© |s there a family history of completed suicide?

© Are there any underlying mental illnesses? If so, what are they? Are they being
adequately treated?

© How concrete are the suicidal thoughts? Were preparations made? If so, what
were they?

® Does the patient exhibit any other self-harming behavior? If so, what? How
often? When was the last time?

© Has there been a suicide in the patient’s social circle? If so, when? How close/
important was the person concerned?

® |s there a chronic/painful underlying disease?

© Does the patient lack plans for the future or display hopelessness?

® |s the suicidality linked with acute trauma? If so, how long ago did the
traumatic event occur?

® |Is the causal conflict or trigger factor still present?

© |s the patient socially isolated?

® Can distancing from suicide be achieved during the conversation?

® Does the patient have access to fatal means of suicide (e.g., medications,
guns)?

® Can a credible no-harm agreement be achieved?

patient should always be questioned about suicidality
after a suicide attempt or if suicidality is suspected.
Depending on the local structures, a suitable expert
should be asked to assess the danger of suicide and make
recommendations for the patient’s further treatment. This
consultation is urgent if acute suicidality cannot be confi-
dently excluded. The suicide risk is always assessed by
means of a personal conversation in a clinical setting.
Analysis of the patient’s situation with regard to stress in
the family, at school, or in their social life is essential. An
atmosphere of openness and acceptance is decisive for a
successful conversation. Structured interviews such as
the Self-Injurious Thoughts and Behavior Interview
(e6)—the German version of which has been validated in
a clinical sample (e7, including a link to the download-
able questionnaire)—may help to avoid overlooking any
crucial aspects. However, they can never replace direct
clinical evaluation. Suicidality is never triggered or
reinforced by professional, anxiety-free questioning (e8).
Indeed, most suicidal patients are relieved to be able to
discuss this taboo, shame-/guilt-laden topic. Whenever
possible, the patient’s statements should be verified or
supplemented by a third person (9). Questions designed
to elicit information important for clinical assessment are
listed in Box 4.

In exploration of suicidality the conversation always
covers the patient’s history and includes the psycho-
pathological findings (9). The differential diagnosis of
NSSI has to be ruled out (9). In many patients repetitive

NSSI (>5 times/year) is not an expression of suicidality,
but these patients nevertheless have an elevated risk of
suicide (10). In this context, Joiner speaks of the ac-
quired ability to enact self-injury (20). Self-injury
sheds its painful and anxiety-laden properties, poten-
tially undermining a barrier to suicide. The possible
presence of accompanying suicidality must therefore
always be explored in cases of NSSI (9) (Box 4).

Treatment

The treatment is oriented on the clinical assessment of
suicidality (Box 4) and may involve various interven-
tions. New perspectives in favor of living often evolve
during the course of treatment, particularly in persons
who are not approaching the end of their life (e8). The
central goal is therefore to gain time to deal with the
person concerned in such a way that they experience al-
leviation of their psychic suffering and have the oppor-
tunity to rethink their perspective. If a young person
shows no credible distancing from their suicidal intent,
they must be admitted to a protected ward in a child and
adolescent psychiatry hospital, taking care to observe
the legal stipulations (eBox). If they do not cooperate
voluntarily, the police and ambulance services may
need to be involved (eBox).

Before discharge, the treating physician and the pa-
tient work together to develop an individual emergen-
cy plan that must be implemented if suicidal thoughts
recur. Environment-related measures (e.g., family
counseling, change of school, perhaps accommo-
dation outside the family home) have the long-term
goal of modifying any environmental factors and con-
ditions that might trigger suicide (e10). It is important
to treat the underlying psychiatric illness, first with
psychotherapy and then, if necessary, with the appro-
priate medication (Figure).

Psychotherapeutic attitude and interventions

Inpatient child and adolescent psychiatry interventions
are generally integrative, i.e., ideas and approaches
from various schools of psychotherapy are used in
group and/or individual sessions. Manualized treatment
concepts have proved their worth particularly in the
management of adolescents with repeated suicidal
crises. A systematic review of 23 original articles pub-
lished between 2003 and 2013 investigated the effects
of psychotherapeutic interventions on suicidality in a
total of 2582 adolescents (e11). Most studies found de-
creases in suicidal thoughts and/or suicide attempts.
The effect size (ES) was particularly great when family
members were included in the intervention. For
example, using family-based crisis intervention in the
emergency department lowered the hospitalization rate
from 55% to 33% (el2), and attachment-based family
therapy reduced the rate of suicidal thoughts from 87%
to 52% (el13). A systematic review published in 2018
came to similar conclusions (e14). Various studies on
dialectic behavioral therapy for adolescents (el5) have
shown reductions in suicidal thoughts, NSSI, or suicide
attempts (e16, e17). Furthermore, the positive results of
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Algorithm for treatment of suicidality in childhood and adolescence according to the guidelines of the German Society for Child and
Adolescent Psychiatry, Psychosomatics, and Psychotherapy (Deutsche Gesellschaft fiir Kinder- und Jugendpsychiatrie, Psychosomatik und

Psychotherapie, DGKJP) (9)

an online intervention (Reframe IT) in 2016 were inter-
esting (el8). The modules were completed on com-
puters at school and in the home, with moderate ES for
reduced suicidal thoughts (ES =0.66) and depressive
symptoms (ES = 0.60).

Apart from these specific measures, a sympathetic
therapeutic stance may also be effective in dealing
with suicidal patients. The appropriate approach
depends on the one hand on acknowledgment of the
wish to commit suicide (in view of the hopelessness
perceived by the patient) and on the other hand on the
conviction that the young person concerned
has—under changed conditions—a life worth living
in front of them (5).
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Pharmacotherapy

In the acute suicidal stage, the affected person is usually
highly stressed. To facilitate emotional distancing and
reduction of internal tension, it may be helpful to pre-
scribe sedatives, such as benzodiazepines (e.g., loraze-
pam) or low-potency first-generation antipsychotics
(e.g., pipamperone, levomepromazine, chlorprothixene,
melperone) (8). Secondary suicide-preventing effects
have been demonstrated for lithium and clozapine, but
only in adults (e19—e21).

Recent research findings indicate that a combination
of psychotherapy and antidepressant medication should
be considered particularly in a severe episode of de-
pression or in severe anxiety disorder or obsessive—
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Key Messages

@ |n school samples, more than one third of adolescents report
suicidal thoughts and 6-9% state they have attempted
suicide.

® Suicidal thoughts and acts in childhood and adolescence are
potentially life-threatening and always require detailed evalu-
ation, usually including psychiatric diagnosis, counseling,
and, if indicated, treatment.

o |f the threat of suicide is judged imminent, factors specific to
this age group (e.g., the lack of appreciation of danger and
the tendency to act impulsively) must be taken into account.

@ Suicidal adolescents come into anonymous contact with
relevant internet forums. This may lead to suicidality being
acted out and reduced, but the result can also be mainte-
nance and intensification of suicidality.

@ Suicide prevention is an important task for society; specific
forms of treatment for suicidal adolescents and web-based
programs have both shown early positive effects but need
further evaluation.

compulsive disorder with markedly reduced psychosocial
functioning and/or high subjective distress (e22). The de-
bate about the use of antidepressants in minors should by
no means lead one not to prescribe them when they are
indicated (9). If medicinal treatment is decided upon, the
available data point to fluoxetine as the agent of first
resort (e5). Psychoeducation and close monitoring are
essential for patients taking medication (9).

Prevention

Schools have paramount importance as the place for
programs to prevent suicide in childhood and adoles-
cence (6). A successful example was provided by the
school-based European Union (EU) project “Saving
and Empowering Young Lives in Europe” (SEYLE)
(e23), which was tested in 11 000 schools across 10 EU
countries. In this project, the intervention group took
part in gatekeeper training, an awareness program, and
professional screening. At the 12-month follow-up, the
rates of attempted suicide and suicidal thoughts were
significantly lower than in the control group (minimal
intervention) (e24).

Twenty-eight countries worldwide, Germany among
them, have a national suicide prevention strategy (12).
A 10-year review of 164 intervention studies published
between 2005 and 2014 (e25) demonstrated the
efficacy of a variety of measures to prevent suicides/
suicide attempts. For example, installation of barriers
at “hotspots” for suicide by jumping from a great
height reduced the number of deaths by 86%
(e26—e28). Furthermore, reduction of pack size for
hepatotoxic painkillers decreased the number of sui-
cides by 43% (e29). Randomized studies have also
proved the efficacy of school discussion programs

(e24, e30), which were found to reduce suicide at-
tempts by 55% and suicidal thoughts by 50% within 12
months (e24). The interventions investigated were
directed at adults and/or children and adolescents and
are (except for the prescription of clozapine and
lithium) transferable to minors. Pediatricians (in Ger-
many) and primary-care physicians (in the UK) have
regular contact with young people in the form of routine
periodical examinations, which gives them an important
role in the prevention of suicide in this age group. The
following measures have proven positive effects in
reducing the incidence of suicide, attempted suicide, and
suicidal thoughts:
® Restricted access to suicide hotspots, e.g., bridges
(e26—e28)
® Restricted access to, for example, weapons, pain-
killers, sleeping pills, and pesticides (e29)
® Information programs in schools (e24, ¢30)
® Pharmaceutical and psychotherapeutic treatment
of the underlying psychiatric disorder (e31-e33)
® Specially trained primary-care physicians and pedi-
atricians (e34—e36)
® Treatment with clozapine (e37) and lithium (e38)
(NB: data only for adults)

Summary

Suicidality is a significant problem in young people.
Although suicidality occurs more frequently in the
presence of underlying psychiatric disorders, it may
also arise from acute stress reactions or adolescent
crises. For this reason, persons entrusted with the care
of children and adolescents should be confident in
dealing with suicidality. Prevention, identification, risk
assessment, and adequate treatment of suicidality in all
its forms are crucial in protecting the lives of young
people in suicidal crises and, ideally, making those
lives worth living in the long term. In dealing with
young persons who are experiencing psychosocial
crises, clinicians must bear in mind the possibility of
suicidal thinking and behavior.
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Legal basis

Each German federal state has laws enabling minors to be accommodated against their will in protected wards of child and
adolescent psychiatry hospitals in cases of acute endangerment to self and others. Moreover, parents can (particularly in
cases where there is a medium- to long-term danger that their child will harm itself or others) apply to to the family court,
under the conditions of §1631 b of the German Civil Code, for the child to be treated against its will. The central criteria for
expert assessors include the child’s best welfare and wellbeing, the prognosis, and the question of whether less invasive
options (e.g., outpatient treatment) might not be preferable. If the treating physician considers inpatient treatment neces-
sary but the young person’s legal guardians refuse their permission, the local youth welfare service can, in exceptional
cases, take custody of the child and accommodate it in a hospital or a youth welfare facility (§42 German Social Code VIII,
Child and Adolescent Welfare Act).

Decisions affecting suicidal persons always involve a feeling of personal responsibility. Although the staff of a medical
institution are largely relieved of personal liability by virtue of their position in a hierarchy, they are not free of internal con-
flict. The findings, the measures taken, and the decision pathways must be clearly and precisely documented. If the treat-
ing physician carries out a painstaking exploration and asks the necessary questions, he/she has a margin of discretion in
the evaluation of the degree of suicidality. As stated by Riiping and Lembke: “The legal authorities realize that suicide
during a stay in a psychiatric hospital can never be prevented with absolute certainty” (€9).
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