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After completion of this course, the participant will be able to: 

◼ Recognize mental health issues unique to older adults. 
◼ Explore challenges related to intervention and treatment of mental health 

disorders in the elderly. 
◼ Identify signs & symptoms of suicide. 
◼ Understand suicide prevention and intervention strategies  

 
Introduction: 
Suicide is a major, preventable public health problem. The age-adjusted suicide 
rate in 2017 was 14.0 per 100,000 individuals. The rate of suicide is highest in 
middle-age white men in particular. In 2017, men died by suicide 3.54x more 
often than women. On average, there are 129 suicides per day. White males 
accounted for 69.67% of suicide deaths in 2017. In 2017, firearms accounted 
for 50.57% of all suicide deaths. Ninety percent of people who die by suicide have 
a mental disorder at the time of their deaths. 

People may consider suicide when they are hopeless and can't see any other 
solution to their problems. Often it's related to serious depression, alcohol or 
substance abuse or stressful event. Older Americans are disproportionately likely 
to die by suicide.  In 2017, the highest suicide rate (20.2) was among adults 
between 45 and 54 years of age. The second highest rate (20.1) occurred in those 
85 years or older. Younger groups have had consistently lower suicide rates than 
middle-aged and older adults. In 2017, adolescents and young adults aged 15 to 
24 had a suicide rate of 14.46. Unfortunately, heath care professionals are ill 
prepared to recognize warning signs and miss timely opportunities to intervene.  
Suicide attempts and successful suicides among the elderly are commonly 
dismissed and ignored.   Professionals must understand that intervention is 
possible and necessary.  As with other suicides occurring in other demographics, 
the emotional impact is as devastating on loved ones.  Through learning signs, 
symptoms and intervention strategies, suicides and the resulting emotional 
wreckage can be eliminated. 



 

Mental health issues and the elderly: 
 
Older adults are generally considered 60 years and older.  As individual’s age and 
health issues evolve treatment must become highly customized since older adults 
commonly experience a combination of chronic health illnesses.  Statistics reveal 
that 50% of adults age 65 and older have at least one chronic health condition. 
Nearly 20 percent of the 55 and older population experience specific mental 
disorders that are not part of “normal” aging.  One study has shown that older 
alcohol abusers are more likely to have triple diagnoses (alcoholism, depression, 
and personality disorders). 
 
As a result of those conditions, nearly 90% of older adults use medication.  The 
suggested average number of prescribed medication per person is 4.5.  Many 
medications go unmonitored due to the older adult receiving care through 
numerous medical professionals and poor coordination of care.  In addition to 
prescription usage, it isn’t unusual for over the counter medications to be 



combined as well. Long term medication use can cause numerous side effects 
many being in the area of mental health.   Many of these side effects are 
preventable.   Opportunities to intervene exist through assessing medication 
usage.  Asking patients to bring in their medication as well as inquiring about over 
the counter, herbal supplements and vitamin supplements is critical.  According to 
Jay S. Cohen M.D., anti-inflammatory drugs cause more than 16,000 deaths and 
100,000 hospitalizations each year.  This statistic alone emphasizes the 
importance of understanding what and how patients of all ages are using 
medications.   All too often, older adults are prescribed medications in the same 
dosage as a person half their age and double their size.  They are also prescribed 
medication without an assessment of their other medications therefore 
increasing the potential side effect of combining medications.   
 

 
 
It is essential to understand depression in the elderly to improve suicide 
prevention and intervention strategies.  Many mental health conditions are also 
prevalent in elderly populations.  Depression is one condition most commonly 
associated with suicide in older adults.  Unfortunately, depression is also widely 
under-recognized and undertreated in all populations and likely more so in elderly 
populations. 
 



The prevalence of depression among the elderly is essentially the same as other 
populations.  However, the prevalence is 2-4% higher in hospitalized elderly. 
Rates are higher in special populations, medical outpatients (10-30%) and the 
highest rates reported for inpatient and nursing home residents (30-50%).  
Research shows that older adults have a much greater chance of being admitted 
to the hospital than any other age group in the United States. People 65 years and 
older make up 13% of the U.S. population but account for 36% of hospital 
admissions for acute care and nearly half of hospital spending for adult care. This 
trend is expected to increase rapidly as the population continues to age and the 
needs of the older adult become more complex. There are currently 35 million 
people over the age of 65. By 2030 (when the Baby Boomers retire), that number 
is projected to reach 70 million.  
 
Depression risks increase when other illnesses are present as well as when one’s 
ability to function becomes limited.  Individuals receiving home care services such 
as home healthcare and those in hospitalized settings have a higher than the 
already elevated percentages present in the elderly population.  
 
Additionally, as a person ages, numerous life transitions can trigger depression.  
Women commonly experience numerous physical, mental and emotional 
challenges as they go through menopause.  The drop in estrogen levels during 
peri-menopause and menopause triggers physical as well as emotional changes 
such as depression or anxiety and changes in memory. Like any other point in a 
woman’s life, there is a relationship between hormone levels and physical and 
emotional symptoms.  
 
Another life transition is “the empty nest” whereby adults are no longer living 
with their children and are then becoming reacquainted with their spouse or they 
may be living alone if they have been single parenting. During these times, it is 
not unusual for older adults to experience depression and also to turn to other 
coping mechanisms such as alcohol or drugs. 
 



 
 
Approximately 2 million elderly are diagnosed with major depression.  Major 
Depression meets the following diagnostic criteria according to the Diagnostic and 
Statistical Manual of Mental Disorders (DSM V): 

A. Five (or more) of the following symptoms have been present during the same 
2-week period and represent a change from previous functioning; at least one of 
the symptoms is either (1) depressed mood or (2) loss of interest or pleasure. 

Note: Do not include symptoms that are clearly due to a general medical 

condition, or mood-incongruent delusions or hallucinations. 

 

The DSM-5 outlines the following criterion to make a diagnosis of depression. The 

individual must be experiencing five or more symptoms during the same 2-week 

period and at least one of the symptoms should be either (1) depressed mood or 

(2) loss of interest or pleasure. 

1. Depressed mood most of the day, nearly every day. 

2. Markedly diminished interest or pleasure in all, or almost all, activities most 
of the day, nearly every day. 

3. Significant weight loss when not dieting or weight gain, or decrease or 
increase in appetite nearly every day. 



4. A slowing down of thought and a reduction of physical movement 
(observable by others, not merely subjective feelings of restlessness or 
being slowed down). 

5. Fatigue or loss of energy nearly every day. 

6. Feelings of worthlessness or excessive or inappropriate guilt nearly every 
day. 

7. Diminished ability to think or concentrate, or indecisiveness, nearly every 
day. 

8. Recurrent thoughts of death, recurrent suicidal ideation without a specific 
plan, or a suicide attempt or a specific plan for committing suicide. 

To receive a diagnosis of depression, these symptoms must cause the individual 

clinically significant distress or impairment in social, occupational, or other 

important areas of functioning. The symptoms must also not be a result of 

substance abuse or another medical condition. 

Depression and suicide are closely related for all populations. The vast majority of 
patients who successfully commit suicide in fact have a diagnosis of depression or 
another mood disorder.  Unique to the elderly population is that successful 
suicide is more frequent than any other population.  Current statistics show that 
30% of yearly suicides are committed by the elderly although they only make up 
12% of the population.  Suicide attempts resulting in suicide are generally 2-4 
attempts in comparison to 100+ attempts for younger adults.  Therefore early 
intervention is even more important due to the increased likelihood of a 
successful attempt.  Statistically, older white males have the highest suicide 
mortality rate.  Approximately 60% of suicide victims are male and is more likely 
to occur by means of violence such as with firearms.   



 

Other mental health issues are present for the elderly which require intervention 
to reduce the risk of suicide. Higher co-morbid physical illness is experienced. 
Research shows that physical illness resulting in pain and reduced physical 
capabilities result in increased depression as well as loss of hope and fear. 
Assessing for depression when physical complications arise is therefore critical 
due to the correlation.  Research shows that nearly 50% of depression is under 
recognized in primary care settings.  Another finding reveals that many elderly 
patients are non-compliant with medications. Regardless of the cause of the non-
compliance, studies indicate that elderly patients are more likely to stop using 
their medications within the first month.  For elderly patients who have been 
diagnosed with depression, it is strongly suggested to increase follow up and case 
management to increase compliance.  Additionally, other mental health disorders 
are prevalent in the elderly such as anxiety, severe cognitive impairment and 
other mood disorders.  Interestingly, “normal aging” does not site the increase in 
mental health disorders, however elderly patients presenting with mental health 
disorders are commonly identified as experiencing an illness common to aging, 
therefore missing an important intervention opportunity.  Statistically, physical 
illness and loss seem to be most common precipitants in later life and most 
elderly do share their suicidal thoughts to family or friends prior to the act of 
suicide.  Studies show that many older adults, who die by suicide, up to 75% have 
visited a physician within a month before death. 



 
Challenges related to intervention and treatment of mental health disorders in 
the elderly: 
 
Many intervention and treatment challenges have been identified in relation to 
working with elderly populations. Data collection reveals that older adults who 
receive mental health care are treated by their primary care physicians. Research 
has also shown that older persons with psychiatric illnesses are more likely to 
receive inappropriate pharmacological treatment and less likely to be treated 
with psychotherapeutic interventions than younger primary care patients.  
General mental health clinicians lack training in basic assessment and treatment 
of the mental disorders of aging. 
 
People with mental health disorders are routinely seen in primary care settings. 
Some studies have found that while people with common mental illnesses had 
some contact with primary care services, few received specialty mental health 
care. About half of the care for common mental disorders is delivered in general 
medical settings. Primary care providers actually prescribe the majority of 
psychotropic drugs for both children and adults. While primary care providers 
appear positioned to play a fundamental role in addressing mental illnesses, there 
are persistent problems in the areas of identification, treatment, and referral. 

Despite their prevalence, mental health disorders often go undiagnosed, 
untreated, or under-treated in primary care. Primary care providers' rates of 
recognition of mental health problems are still low, although the number 
identified is increasing. When mental illnesses are identified, they are not always 
adequately treated in the primary care setting, and referrals from primary care to 
specialty mental health treatment are often never completed. 

Identify signs & symptoms of suicide risks: 

Understanding and recognizing signs and symptoms of potential suicide are 
essential for all health-care professionals.  The mindset of a suicidal person 
includes: 1) The person feels alone. Regardless of how many people may be 
surrounding the person, they have a substantial sense of loneliness and being 
alone without support.  2) The person feels as if there is no solution to the pain(s) 
in their life. They view suicide as a solution to the pain.  3)  They do not see the 
value they hold, they experience self-loathing and they stop caring about what 
happens to them.  4)  The person doesn’t believe that anyone cares about them.  



They feel isolated in their pain and that they don’t possess qualities that can 
contribute to others.  It is also extremely beneficial to understand risk factors 
more common among older adults experiencing suicidal thoughts or plans.  These 
may include; the recent death of a loved one, being widowed or divorced, 
physical illness, uncontrollable pain or fear of prolonged illness, living alone, 
major shifts or changes in social roles such as retirement, stressful life events 
which can include above examples and additional stress such as financial 
struggles, housing challenges, limited social opportunities and finally access to 
firearms. 

In order to prevent and/or intervene successfully, understanding what to look for 
and how to ask questions to explore the person’s intentions are critical.  First, we 
must direct the client/patient toward the solutions.  Identify solutions as well as 
steps to reach the solutions in order for them to see small steps. It is essential for 
the professional to remind themselves that suicidal thinking is not chronic 
thinking.  The goal is to assist the person away from the use of suicide as a 
solution which in turn returns the suicidal thinking to an acute issue.  In order to 
do so, taking actions that will prove their beliefs untrue will assure that there are 
alternatives.  A suicidal person may be convinced that no one cares for them or 
that their life is not going to improve, do not argue with the person about their 
beliefs, reflect back to them what you hear them saying.  The professional must 
remember and also remind the patient/client that suicide is not necessarily about 
wanting to die however it is an avenue to reduce and/or remove emotional pain 
and suffering.  The professional must echo back to the individual in a way that 
they can see that the goal is to find a solution to end the pain.  Therefore, 
intervention is about solving/resolving the emotional pain which in turn can 
reduce the likelihood of self harm. 

Unique to the health-care professional is that many intervention opportunities 
exist and are unfortunately missed in patient care settings.  Studies have shown 
that many patients who commit suicide have seen their primary care physician 
within several months before their death.  Many physician’s have reported being 
unaware of the patients intentions or that the patient had previously attempted 
suicide.  Frequently, the physician and patient had a longstanding relationship 
that centered on physical rather than psychiatric ailments before the patient 
committed suicide.  Due to these statistics, it is clear that opportunities to 
intervene are present in patient care settings and are not being identified. 



Screening for opportunities requires professionals to determine the extent of 
suicidal ideation.  Is there a presence of a suicidal plan and does the individual 
have means to commit suicide? Suicidal behavior can be characterized as a 
spectrum that ranges from fleeting suicidal thoughts to completed suicide.  
Intervention strategies include; identifying with the older adult, positive life 
reinforcements.  Older adults commonly have difficulty identifying positive 
reinforcements which are more commonly identified in younger client/patient 
populations.  It is essential that professionals assist with identifying new ideas 
such as family, friends, social opportunities, community events and other 
resources to support their physical, mental, emotional and spiritual dynamics.  
Case management frequently uncovers opportunities for older adults not 
identified by the primary care provider.  Assist with bridging the gap with other 
professional organizations that can support all areas of their life.  Talk and engage 
with the individual, allow them to share the dynamics of their life, this is a key 
element as many times the older adult has become isolated and has few social 
opportunities to support their mental and emotional needs.  Offer opportunities 
of reflection on their life to explore areas that may be revisited now in later life 
such as hobbies and other special interests.  Professionals need to be proactive in 
linking older adults to community opportunities.  Additionally, offer support 
through organizations that commonly provide home visits such as through 
churches, synagogues, and non-profit organizations.  

Intervention dialogues include some of the following suggestions: 

◼ “Do you ever wish you could go to sleep and never wake up?” 
◼ Sometimes when people feel sad, they have thoughts of harming or 

killing themselves. Have you had such thoughts? 
◼ Are you thinking about killing yourself? 
◼ When was the last time that you thought about suicide? 

Professionals must be mindful of the biases and stereotypes that commonly exist 
when working with older populations.   Professionals commonly dismiss 
symptoms as a part of “normal aging”.  The most common aspects of normal 
aging include changes in brain size and its weight, sensory diminishment, stomach 
and digestive inefficiencies, hepatic and renal changes and musculoskeletal 
changes primarily related to decreased muscle mass. Depression and mental 
health disorders are not “normal aging” processes.  It is essential for professionals 
to be proactive and increase their interaction with the older adult client/patient 
populations to ensure they are not presenting with suicidal features. 



Signs and symptoms include: 

◼ Extreme mood or personality changes unrelated to dementia or other 
diagnosis 

◼ Talking about death or suicide 
◼ Preoccupation with struggles of daily life 
◼ Feeling helpless & hopeless 
◼ Giving away cherished objects 
◼ Disturbance in sleeping or eating 
◼ Severe threat to self or self-worth 
◼ Extended grief following death of loved ones 

If an individual is presenting with signs and symptoms outside of a professional 
setting, take immediate action by calling: 911, a local mobile crisis resource or 
(800) 273-TALK. Or contact the Crisis Text Line by texting TALK to 741741. 

A story of suicide and the elderly: 

When world-renowned Kodak inventor George Eastman invited a small group of 
close friends to his home on March 14, 1932; he wanted them to witness the 
rewriting of a new will. It wasn’t an unusual moment in the life of the 77-year-old 
man from Rochester, New York, who was known as “the father of photography” 
due to his achievements with Kodak and making photography easy and accessible 
for everybody. Eastman was also a shrewd businessman who liked to be in 
control, and he wanted to make sure his financial affairs were in order. 
 
THE FINAL YEARS 
Eastman’s life went downhill in 1928 when he was diagnosed with a spinal 
condition known as lumbar spinal stenosis; a narrowing of the spinal canal that 
causes terrible back pain. It meant he had great difficulty walking, eventually 
needing a wheelchair, something he found incredibly depressing. 
His mother, who lived with him until her death in 1907, had also used a 
wheelchair, as did his late sister Katy. Eastman, a man of strong character who 
was used to being in control of his life, hated the thought that he was now 
considered “an invalid”.  
 
He wrote to a friend: 



“God keep me from being like them. Doesn’t it seem strange that the clearest 
minds I have ever known should be taken this way? That is the sad thing about 
illness.” 
 
When Eastman’s friends were invited to his home to witness the rewriting of his 
will, they had no idea the meeting was also a farewell. 
 
The note Eastman left for his friends is incredibly short, leaving no doubt as to 
why he decided to end his life. 
 
“To my friends, my work is done. Why wait?” 
 
Eastman’s short, sad suicide note is on display in the second floor sitting room, 
although it’s said the gun he used to end his life disappeared many years ago. 

 

References: 

1) Centers for Disease Control and Prevention, National Center for Injury 
Prevention and Control. Web-based Injury Statistics Query and Reporting 
System (WISQARS): www.cdc.gov/ncipc/wisqars. 

 
2) Burns BJ, Taube CA: Mental health services in general medical care and 

nursing homes, in Mental Health Policy for Older Americans: Protecting 
Minds at Risk. Edited by Fogel B, Furino A, Gottlieb G. Washington, DC, 
American Psychiatric Press, 1990, 103.  

 
3) George LK, Blazer DG, Winfield-Laird I, et al: Psychiatric disorders and     

mental health service use in later life, in Epidemiology and Aging. Edited by 
Brody JA, Maddox GL. New York, Springer, 1988. 

 
4) Mental Health: A Report of the Surgeon General. Rockville, Md, US         

Department of Health and Human Services, 1999. 
 
 
 
 
 

http://www.cdc.gov/ncipc/wisqars


Suicide and the Elderly 
Post Test 

 
1) The rate of suicide is highest in middle-age white men in particular. 

True   False 
 

2) Forty percent of people who die by suicide have a mental disorder at the time of their 
deaths.   True   False 
 

3) What percentage of older adults use medication? 
a) 40% b) 60%  c) 75%  d) 90% 

 
4) Depression is one condition most commonly associated with suicide in older adults.  

True   False 
 

5) The drop in estrogen levels during peri-menopause & menopause triggers physical as 
well as emotional changes such as depression or anxiety & changes in memory. Like any 
other point in a woman’s life, there is a relationship between hormone levels and 
physical and emotional symptoms.  True   False 
 

6) Which of the following mindsets are not common with older adults who are suicidal: 1) 
The person feels alone. 2) The person feels as if there is no solution to the pain(s) in 
their life. 3)  They do not see the value they hold, they experience self-loathing and they 
stop caring about what happens to them.  4)  The person believes that people care 
about them even though they feel depressed. 
 

7) An intervention goal is to assist the person away from the use of suicide as a solution 
which in turn returns the suicidal thinking to an acute issue.   
True   False 
 

8) Studies have shown that many patients who commit suicide have seen their primary 
care physician within several months before their death.   
True   False     
                      

9) Which of the following is not a suggested intervention dialogue: “Do you ever wish you 
could go to sleep and never wake up? A) Sometimes when people feel sad, they have 
thoughts of harming or killing themselves. Have you had such thoughts? B) Are you 
thinking about killing yourself? C) When was the last time that you thought about 
suicide? D) There are no good reasons to kill yourself. 
 

10) Disturbance in sleeping or eating is not a sign of someone who is suicidal.    
 True   False 

 


