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Abstract

Age-related challenges to health and well-being among older adults give rise to a distinctive array
of risk factors for suicide, calling for a unique approach to suicide interventions. Americans over
the age of 65 are disproportionally overrepresented in the number of completed suicides. This
paper examines the epidemiology of geriatric suicide, reviews age-specific risk factors for suicide,
discusses interventional modalities for use with suicidal older adults, and describes the role of the
counselor in geriatric suicide interventions. In particular, we focus on a gerocounseling perspective
to guide strategies for intervening with older adults contemplating suicide. This model utilizes a
multidisciplinary approach derived from the integration of physical, psychological, and sociological
aspects of aging. Additionally we consider the potential for emerging therapeutic models promoting
resilience, sense of coherence, and dignity to be incorporated into counseling services

for older adults. Specific therapies discussed include Cognitive Reappraisal, Reminiscence Therapy,
and Dignity Therapy. We conclude with a discussion of the potential application of the principles of
palliative care in designing and implementing holistic approaches to counseling older adults
presenting with suicidal ideation.

Background

Suicide is a phenomenon of public significance with implications on the personal, interpersonal,
and institutional levels of society. Of considerable concern is the fact that the highest rates of
suicide occur among older adults and the recognition that with the aging of the baby boom
population this may be a problem of increasing magnitude (Van Orden & Conwell, 2011). While
theorists and practitioners have contributed to our knowledge of the origins, manifestations, and
management of suicidal behavior, there are unique challenges in intervention strategies when
working with older adults. As scientists have explored the predisposing and precipitating factors
associated with suicide, health care professionals have developed medical and psychosocial
modalities for use in suicide prevention, intervention, and postvention.
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Individual suicidal behavior can be viewed on a trajectory that includes suicidal ideation, attempts,
and death (Van Orden & Conwell, 2011). Van Orden and Conwell highlighted the importance of
intervening early in this trajectory. Thus, there is a blurring of classification between prevention

and intervention when discussing actions to interrupt the progress from suicide ideation to
attempts to take one’s life. For example, activities generally labeled as “prevention,” such as Suicide
Prevention Hotlines can be seen as an intervention, requiring that individual thinking about suicide
make an overt effort to seek someone with whom he/she can discuss thoughts and feelings.

Epidemiology of Geriatric Suicide

Describing the landscape of older adult suicide is the first step in identifying risk factors and
understanding the unique characteristics of older adults who should be targeted for counseling
interventions. Americans over the age of 65 comprise approximately 13% of the population, yet
account for almost 19% of the suicides (Mental Health Association of Colorado, 2011). This is
equivalent to “one elderly suicide every one hour thirty minutes” across the United States (Mental
Health Association of Colorado). While this statistic is startling, it is even more striking that 83% of
elderly suicides are among men, the majority of whom are white (Edelstein, Heisel, et al. 2009).
Indeed, the rate of suicide for older black women is particularly low, 1.1 per 100,000 for women 55
years and older (Cohen, Colemon, Yafee, Casimer, 2008).

Older adults are less likely to attempt suicide, yet they are more likely to complete suicide
(Edelstein, 2009). Over 75% of older men and 35% of older women used firearms to complete
their suicide (Meehan, Saltzman, & Sattin, 1991). The scope of geriatric suicide is hard to ascertain
due to societal pressure to attribute death by suicide to other causes. Because suicide data is
abstracted from death certificates, this may not be a true reflection of the magnitude of the
problem. Thus, the data presented here may underestimate suicide rates among older adults
(Breiding & Wiersema, 2006). Moreover, research suggests that suicides are more likely to be
attributed to injury of undetermined intent among people of color, perhaps contributing to higher
reported rates of suicide among whites (Rockett et al., 2010).

Additionally, while it is often assumed that older adults attempting suicide are suffering from
chronic disease at the end of life, only a small number (2-4%) have been diagnosed as being
terminal (Mental Health Association of Colorado, 2011). Moreover, 70% of older adults who died
by suicide had seen a health care provider within a month of their death (Edelstein), and 20% had
seen a physician with 24 hours of completed suicide (Luoma, Martin, & Pearson, 2002; Conwell,
Lyness, Duberstein et al,, 2000).

Characterizing Older Adulthood

While this discussion uses chronological years as the basis for discussing older adulthood, it is only
one perspective from which to view the aging process. Functional ability interacts with societal
expectations and attitudes to influence personal perceptions of age (Chudacoff, 1989). The
experience of “feeling old” has been associated with poor physical ability and health, and may be
more prevalent among persons of lower socioeconomic status (Quadagno, 2011, p. 7). Gender
differences in the perception of chronological and functional aging are important, as well, giving
rise to sex-based variations in patterns of suicidal ideation across the life course. For example,
although women may feel subjectively “older” than men in society, suicide among women declines
after middle age (Mental Health Association of Colorado, 2011). In contrast, while cultural
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perceptions of aging men are more favorable than those of older women, suicide rates are higher
for older men than older women. In discussing the rates of suicide among older adults, it must be
remembered that older women outnumber men and that this gap widens with increasing age.

Coming to Terms with Mortality in Older Adulthood

Older adulthood is characterized by a sense of the boundedness of the human life span. For the older
adult, awareness of mortality interacts with the mental and physical challenges of aging to impact
the existential relationship to the world. While younger adults may view time as a limitless resource,
the older adult faces a limited future. When Erik Erikson was in the final stage of life, his wife noted
that they had been premature in limiting development to eight stages, ending with “integrity and
despair” (Erikson, 1997). She suggested adding a ninth stage, gerotranscendence, during which the
older adult defines his/her position in the universe - an existential (or spiritual) time of life during
which the older adult comes to terms with increasing vulnerability and disability while realizing that
death is eminent (Tornstam, 2005). Kahana and Kahana (1996) also identified the period of
declining health as a unique stage of the life-cycle and note three requirements to cope with this
period of life: (a) a social support system; (b) the ability to find new roles to substitute for lost roles;
and (c) having the resources to modify one’s environment, all of which reflect strengths developed
earlier in the life-course. The therapeutic approach can be particularly relevant when helping the
older adult to assess and to access the resources suitable to their individual situations. These can be
important considerations for clinicians when designing interventions with a suicidal individual.

Although individual situations will vary, older adulthood can be characterized as an interaction of
physical, mental, and social losses with potentially deleterious effects on wellbeing and quality of
life. While counselors’ efforts to intervene in suicide prevention are perhaps targeted at helping
older adults find meaning in life, it is also critical for counselors to understand the physical and
mental challenges faced by older adult clients.

Aging-Related Challenges to Health and Well-Being

A useful framework for organizing the challenges faced by older adults was developed by George
(1994) who conceptualized a model of the social antecedents of geriatric depression. Factors
include: (a) demographic characteristics; 2) early-life events and achievements; 3) later life events
and achievements including financial status; 4) social integration and support; as well as 5)
vulnerability factors resulting from physical and mental illness. This model which addresses how
the balance of provoking agents (chronic stresses as well as acute life events) and the presence or
lack of coping strategies interact to result in depression has been adapted by researchers (Cohen,
Colemon, Yafee, & Casimer, 2008).

Our utilization of this model highlights the importance of taking a life-course approach to suicide
risk. The individual’s thought to consider and/or attempt suicide can be viewed in the context of
earlier life experiences and exposures as well as current conditions, taking into account both
personal life events and societal historical influences. On the individual level, personality, defined
as “a social construct that defines who we are and how we react to our environment” (Quadagno,
pg. 162), is a key factor carried into the later part of the life course and can be directly linked to the
adaptive skills necessary to maintain resilience in the face of age-related decrements.
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On the social and historical level, early life socio-economic and cultural constraints to the
individual’s pursuit of education may have resulted in a life time of lower paying jobs and a lack of
financial resources for retirement. Likewise, in a period of economic recession, older adults might
face the stress of being forced into retirement involuntarily because of workplace forces beyond
their control. Similarly, the resources and investments an older adult had counted on to provide a
secure retirement may be diminished by the societal economic situation. While the aging process is
tempered by social and historical forces, the experience of becoming an older adult is shaped by
challenges to health, function and wellbeing.

Physical and Mental Challenges of Older Adulthood

The geriatrician has the primary goal of helping “the patient regain lost function and maintain as
much independence as possible. Itis important to note that physical and mental illnesses affecting
the elderly often interact and result in a loss of functional ability much more than any one problem
in itself. The elderly are particularly vulnerable as they have less ‘reserve capacity’” (Gambert,
2009, p. 1). Although many adults do not suffer disease-related functional disability, with age there
is increased risk of functional decline measured by Instrumental Activities of Daily Living (such as
doing housework, preparing meals, using the telephone, and handling finances) and Activities of
Daily Living (such as getting out of bed, eating, toileting, dressing, and bathing) (Hooyman & Kiyak,
2011). Additionally older adults face the specter of Alzheimer’s dementia, even if they have not
been diagnosed (French, Floyd, Wilkins, & Osato, 2011)

Chronic Conditions and Geriatric Syndromes

Chronic conditions are prevalent among older adults, rarely occurring alone (multi-morbidity) and
often requiring older persons to deal with ongoing and multiple challenges, including declining
health and function (Yates, 2001). Available data suggests that 80% of those over the age of 65
years have a minimum of one chronic condition, while 20% have four or more conditions (Chodosh
et al, 2005).

The term “geriatric syndromes,” captures the distinctive features and complex nature of health
processes commonly affecting aging individuals that are not uniquely due to any single underlying
disease or cause. Thus, geriatric syndromes are “multi-factorial health conditions that occur when
the accumulated effects of impairments in multiple systems render [an older] person vulnerable to
situational challenges” (Inouye, Studenski, Tinetti, & Kuchel, 2007, p. 781.) Although these
challenges are typically physical in nature, such as frailty, impaired mobility, incontinence, and
cognitive decline, their course and ultimate outcomes are influenced by psychosocial factors
including the individual's ability to adjust, adapt, and harness resilience in the face of changing
circumstances (Hildon et al,, 2010).

Social and Emotional Challenges of Older Adulthood

Anecdotally, we know that older adults often will tolerate socially-limiting conditions, excusing them
as “What do you expect? I'm old.” For example, older women may limit activities such as attending
church because they need to stay close to a bathroom due to incontinence. An older adult with
hearing problems may withdraw from interacting with others because of the communication
difficulty. Medication regimens and side effects of medication may interact with physical disability
to impose limitations on the life-style of the older adult.
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Caregiving for a sick spouse presents physical and mental health challenges for the caregiver; when
the spouse dies, widowhood may expose the older adult to loneliness and/or social isolation. Self
preservation in the face of aging-related losses is an important task of advancing old age (Tobin,
1988), particularly in the presence of physical ailments. Physical disability may prompt role loss.
For older persons, the coexistence of mental and physical illness, social and economic stressors, and
age-related physiological changes and functional losses can have a destabilizing impact on the sense
of self. Suicidal ideation among older adults may be a response to a diminishing sense the threat of
continuity of self, reflecting a loss of personal meaning and purpose.

Feelings of hopelessness, inadequacy and perceived burden on others, particularly those for whom
one feels a sense of responsibility, can engender or exacerbate thoughts of suicide as a means of
bringing relief to loved ones (Britton et al, 2008; Cukrowicz, Cheavens, Van Orden, Ragain, & Cook,
2011; Jahn, Cukrowicz, Linton, & Prabhu, 2011). As an example of such thinking, we note that 55%
of adults aged 55 and older in Alabama, reported that “being a burden to others” was an end-of-life
concern (Baker & Allman, 2004).

One of the most challenging issues for aging adults is the pressure and desire to live independently
in the face of age-related changes in health, function, and social roles. While medical care can target
the maintenance of health for older adults, social services may be needed to assist older adults to
maintain independent living. The counselor needs to help the older client explore services that may
be available or consult with a social worker to provide this information. This would include options
for transportation and nutrition (Senior Center programs and Meals on Wheels). It should be noted
that the notion of intergenerational living is not equally devalued; some families will view such
situations as reciprocal while others see the need as burdensome. As in retirement, the impact of
the decision to live with others may reflect the voluntary versus. forced nature of the move and may
result in the older adults feeling that they cannot contribute equitably to the social relationship
(Wilmoth, 2000) The counselor can assist the older adult to understand this sense of imbalance in
social reciprocity and find ways to restore a sense of control and dignity.

Risk Factors for Suicide
Societal and Structural Risk Factors

Why do older adults consider suicide? The classic discussion of suicide by the Sociologist, Emile
Durkheim (1897, translated 1951) acknowledges that the act of suicide represents both a socio-
historical fact, situated in the structure of society and a personal biographic feature, rooted in the
subjective reality of the individual (Durkheim, 1897). Durkheim articulated four types of suicide: (a)
egoistic, (b) altruistic, (c) anomic, and (d) fatalistic. In Durkheim‘s typology, egoistic suicide was the
act of an excessively individuated person with tenuous ties to the norms and values of the larger,
cohesive social group. This may be the case of the isolated older adults whose social ties to

family and others are weak or have been severed over time. Altruistic suicide was the polar opposite
of egoistic suicide, occurring among individuals willing to sacrifice their life for the greater good of
a larger social group to whose ideals and goals they were tightly bound. This may be the case for
the older adult who worries about depleting family resources such as money, time, and physical
care capabilities and becoming a burden.

In Durkheim’s conceptual scheme, anomic suicide occurred among individuals lacking personal and
social direction who were living in societies characterized by social disruption and economic
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instability. This may be the case of the older adult who lacks a sense of meaning and purpose in life.
In contrast, fatalistic suicide arouse in highly regulated, oppressive societies where the absence of
personal autonomy engendered a sense of hopelessness, severely limiting the individual’s options
for acting on their own behalf. This may be the case of the older adult who feels powerless to effect
positive change on their own behalf and cannot envision a future worth living. The interaction of
aging-related social, emotional, and physical changes can engender a vulnerability to suicidality
stemming from one or more aspects articulated in Durkheim typology.

Physician Assisted Suicide (PAS) and euthanasia are contemporary issues that have relevance for
our consideration of suicide among older adults. Because of the contested nature of this topic, we
sometimes overlook that fact that it involves a decision to end one’s life that can be understood in
the context of Durkheim’s conceptualization of the causes of suicide: egoism, altruism, fatalism,
and/or anomie. However, attempts to legalize PAS or euthanasia may lead to the de-stigmatization
and decriminalization of the act, effectively making it qualitatively different from other suicide
methods.

Physician assisted suicide is legal in only three U. S. states (American Medical News, 2010). Although
it is reported that the American public is divided about whether or not physician assisted suicide
should be legal (Quill and Greenlaw, 2008), 27% of older Alabamians reported that there might be
might be a situation when they would consider requesting physician assisted suicide or euthanasia
(Baker & Allman, 2004). There are three levels to consider: physician assisted suicide refers to the
situation where the patient receives information or the means (medication) to perform the act
themselves. Perhaps in response to the stigma associated with suicide, the trend is to call this
physician assisted death (Quill and Greenlaw, 2008). Active euthanasia refers to assisting another to
terminate his/her life while passive euthanasia refers to withholding treatment and/or life-
-sustaining activities (Quadagno,2011). Another issue is self-neglect, the inability or refusal to
adequately take care of one’s health, hygiene, nutrition, or social needs (Abrams, Lachs, McAvay,
Keohane, Bruce, 2002). Intentionality would place this in the literature on suicide.

In general, health care professionals equate the desire for suicide to be associated with mental
illness and unclear thinking, often manifest as depression and cognitive impairment (Quill, et al,,
2008; Abrams, et al,, 2002). There is common agreement that death may be seen as the only way to
escape suffering (Quill, et al.,) and that it is rare for persons with life-threatening disease not to
consider suicide, at least in passing (EndLink Resource for End of Life Care Education, 2004).
However, current medical practice has the means to relieve physical suffering and this should be
available to all. The tenets of palliative care are based on the belief that all patients with life-
threatening illness should have access to optimal symptom control and supportive care (Quill, et
al.) which would greatly reduce the desire to hasten death. This model complements causes of
suicide for individuals of all ages (Lester, 2001).

Psychosocial and Biographical Risk Factors

While suicidal ideation is “the clinical precursor” of suicide among older adults (Bruce et al., 2004,
p. 1081), other psychosocial, biographic level, risk factors for geriatric suicide have been articulated
(see Table 1). Such factors are useful not only for identifying high risk patients, but also for
designing interventions appropriate for the older adult. Sadly, older adults completing suicide are
more than twice as likely to have visited a primary care provider than a mental health specialist in
the month preceding death (Vannoy, Tai-Seale, Duberstein, Eaton, & Cook, 2011). Therefore, it is
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imperative to establish a systematic referral process from primary care to mental health services so
that at-risk older adults are seen by counselors with training and experience in assessing risk and
targeting interventions for geriatric suicidality.

Widowhood and bereavement. Research suggests that changes in marital status due to marriage,
divorce, or spousal loss elevate the risk for suicidal behavior among older adults, especially during
the 12 months immediately following the shift in status (Roskar, et al.,, 2011). Among older adults,
spousal loss is a commonly occurring event, and is associated with increased risk of all-cause
mortality, in general, and death by suicide, in particular. Compared to married persons, recently
bereaved men have an excess mortality rate of 131%. In age-adjusted analysis, newly bereaved
individuals are four times more likely to die from suicide than their married counterparts
(Martikainen & Valkonen, 1996)

Although this bereavement effect has been widely studied, the mechanisms linking widowhood to
excess mortality remain unclear. It has been suggested that exposure to the psychosocial stress of
spousal loss has a deleterious effect on physiological processes, increasing the individual’s risk for
physical and psychiatric problems. Bereaved older adults are likely to avoid professional help
because they fear a diagnosis of mental illness and the perception that they are unable to live
independently. For these reasons, professional counseling services framed as supportive or self
help programs tend to have greater acceptance among bereaved older adults (Bambauer &
Prigerson, 2006).

Depression. Among aging individuals, an episode of depression is present in the majority of suicide
cases. Geriatric depression is a major risk factor for suicide among older adults and is present in up
to 75% of older adults who complete suicide. Clinical depression, in particular, is associated with
an array of physical symptoms as well as problems with rational thought and concentration,
feelings of guilt and worthlessness, desire for death, and recurring suicidal ideation (American
Geriatric Society Foundation for Health in Aging, 2005). Because mental and physical health are
inseparable in older adults (Katz, 1996), treatment for depression is an essential element of the
medical care plan for suicidal persons. At the same time, seeking help for depression and other
mental health concerns may be socially and personally unacceptable to some older persons, often
engendering feelings of shame, and producing a stigmatized identity (Conner et al., 2010; Raue,
Weinberger, Sirey, Meyers, & Bruce, 2011)

Substance Abuse. Substance abuse is on the rise among older adults and is associated with physical
and mental health problems, particularly among older men. Abuse of alcohol and drugs is
associated with elevated risk for impaired physical and psychological functioning and is a major
risk factor for suicide among older adults (Kennedy, 2000). Misuse of alcohol, in particular, is
harmful to the physical, psychological, and social wellbeing of older persons, negatively impacting
self-esteem, coping skills, and relationships with others. Older adults are more likely to abuse
prescription medicines than illicit drugs (Simoni-Wastila & Yang, 2006); and even medications
taken as prescribed have side-effects of depression and/or dementia.

Although geriatric alcohol abuse can have its roots earlier in life, later life onset of problem drinking
is associated with aging-related stresses, losses, and transitions such as retirement, bereavement,
and the emergence of chronic health problems. Alcohol abuse can develop out of attempts to use
alcohol to numb emotional, physical, or psychosocial pain of such losses. A subset of older adults
who abuse alcohol are close to 3 times more likely than other older adults to suffer from other
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psychiatric conditions including dementia, depressed mood, and suicide. Additionally, alcohol
abuse is associated with deleterious interaction effects when mixed with over-the-counter or

prescription medications and complicates the management of geriatric depression (American
Geriatric Society Foundation for Health in Aging, 2005).

Table 1. Risk Profile for Late-Life Suicide
Clinical:

Expressed intent

Depression or other nondementing mental disorder
Alcohol use, moderate to heavy

Cancer, heart disease, lung disease
Chronic pain

Poor self-assessed health

Smoking

Sociodemographic:

White male

Age 85 or older

Firearms purchase/possession
Divorced, widowed

Recent life change event

Historical:

Previous attempt

Lethality of attempt (firearms, jumping from height)

Family history of attempted or completed suicide

Low probability of rescue

Recent visit to primary care physician or mental health specialist
Anniversary of loss

Source: Kennedy, 2000. Table reprinted with permission of publisher
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Table 2. Practitioner-Based Interventions to Reduce the Risk of

Late Life Suicide

When few risk factors are present
Annual screening for depression
Advanced directives (Patient Self-Determination Act)
Encourage abstinence or moderation in alcohol intake

Encourage active social network

When several risk factors are present but suicidal ideas are denied

All the above and ...

Optimize treatment of depression, anxiety, insomnia, pain, alcohol abuse

When risk factors and thoughts of suicide are present but without intent or
a plan

All of the above and ...

Make family aware of elevated risk and ensure physician availability

Family or third party to remove lethal means and alcohol

Identify countervailing forces (concern for family, religion, life event goals)

Fix an appointment (not as needed), ask that family attend

When lethal means are at hand, a plan is expressed, or intent is evident
Refer for emergency psychiatric evaluation (involuntary if needed)

Consider hospitalization, electroconvulsive therapy
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When suicide has been attempted with lethal means, or countervailing forces are
not available to prevent recurrent attempts

Emergency psychiatric evaluation (involuntary if need be)

Hospitalize if intent not convincingly recanted or attempt is a recurrence

Source: Kennedy, 2000. Table reprinted with permission of publisher

Table 3. Countervailing Forces That Might Lessen the Older Adult’s

Likelihood of Acting on a Suicidal Impulse

Supportive, involved family

Presence of spouse

Social network

Financial security

Physically independent

Alcohol abstinence

Dementia (inability to sequence steps toward death)

Positively anticipated life events in family members (e.g. graduation, bar or bat
Mitzvah, confirmation, marriage, childbirth)

Religious beliefs and values (optimistic rather than fatalistic)

Advanced directives, health care proxy

Practitioner’s optimism and concern, regular appointments for ongoing care
Treatment of depression, anxiety, insomnia, pain

Source: Kennedy, 2000. Table reprinted with permission of publisher
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Counseling the Older Adult

Counselors can make the greatest inroads against suicidal thoughts and behavior in the area of the
older adult’s life choices and decision-making processes (Dickerson & Watkins, 2009). The aging
process is shaped not only by age-associated physical changes, but also by what is termed
“secondary aging” - how the individual perceives and responds to growing older, in general, and
the choices he or she makes to maintain well-being and quality of life, in particular. Social and
cultural stereotypes about aging (ageism) persist, presenting unique challenges for the counselor
working with older adults. Dickerson and Watkins (2009) delineated several issues that require
additional attention by counselors serving the geriatric population. These include longer
counseling sessions, more flexible scheduling, sensitivity to intergenerational barriers, and the
potential for ageism on the part of both the counselor and the patient. In particular, older adults’
attitudes about aging and mental health can impede client progress. At the same time, counselors’
stereotypical perceptions of older adulthood can be a therapeutic barrier.

Among today’s older adults there may be a cohort effect such that the stigma associated with
seeking mental health services will be a barrier to providing interventions. Thus, seniors not likely
to seek “counseling” may be open to interventions under another name. For example, group
therapy may be more attractive reframed as a peer support group. Likewise, older adults may be
more open to telephone intervention programs if they are reframed from crisis interventions to
talking opportunities. For example, a telephone help/check line was shown to be successful in
reducing suicides (Van Orden & Conwell 2011). The Senior Talk Line sponsored by the Jefferson
County Crisis Center is another example.

Gerocounseling

Gerocounseling is a subspecialty targeting the needs of older adults. It is premised on the belief that
aging is associated with a distinctive array of developmental tasks and life processes that
distinguishes older adulthood from other phases and stages of the life course. The Gerocounseling
Model (Burlingame, 1995) utilizes a biopsychosocial approach, drawing upon theories of aging
from the biological, psychological, and sociological sciences and differentiating among processes of
optimal aging, normal aging, and pathological aging (Dickerson & Watkins, 2009). In
Gerocounseling educational programs, trainees are urged to (a) “explore their feelings about aging
and themselves;” (b) “challenge personal myths and stereotypes regarding the older adult;” and (c)
develop “awareness of their personal responses to older adults who are their clients” (Cavallaro &
Ramsey, 1984, pp 75-76 ). The Gerocounseling Model is generating renewed interest, and has
promise for the care of suicidal older adults (Foster & Kreider, 2009).

There is an increasing need for professional counselors to provide services to community-dwelling
older adults. Gerontological counseling services range from one-time consultations and referrals to
community resources, social services, and medical providers to ongoing therapeutic interventions
related to issues of physical and emotional function, family stress, and existential crises involving
role loss, meaninglessness and hopelessness. Additionally, counseling services for older adults may
require putting into place coordinated client support systems on the family, community, and the
organizational levels to support long-term situational management needs (Cavallaro & Ramsey,
1984).
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Developing Geriatric Suicide Interventions

A 2011 systematic review on suicide prevention and intervention programs for older adults
recommended the development and implementation of multi-component clinical strategies to
promote positive aging and resilience among at-risk geriatric patients (Lapierre et al., 2011). In
response, an international consensus panel on suicide among older adults articulated key
considerations for evidence-based suicide interventions targeting the geriatric population. These
guidelines for interventions are organized into universal, selective, indicated, and general
classifications, which in combination, provide the most effective and comprehensive approach to
reduce the prevalence and impact of suicidal behavior (Erlangsen etal, 2011).

Universal interventions. Universal interventions target older adults in general. They include
programs for self-administered depression screenings, limited access to means of suicide, attention
to concerns about aging and age-related dependency on others, and educational interventions to (a)
promote healthy aging, resiliency, and empowerment; (b) increase awareness of suicide risk factors
and suicide protective mechanisms; and (c) systematize and publicize procedures for reporting
suicidal behavior (Erlangsen et al.,, 2011).

Selective interventions. Selective interventions target multiple stakeholders, including medical,
social, and psychological service providers, high risk elders, and the community at large. For

medical practitioners and trainees, the panel recommends: (a) providing systematic screening tools
in medical care (primary, specialty, and long term) and social and psychological service settings and
(b)) sensitizing medical, social, and psychological service trainees to the relevance of geriatric

losses associated with declines mobility and sensory acuity. For caring for high risk elders, the
panel’s recommendations include the following; (a) offering systematic outreach services to assess

and support recently retired or bereaved, socially-isolated older men suffering from functional
decline, chronic pain, and subject to marital and family stressors; (b) improving quality of life and
reducing suicidal ideation by optimizing treatments for pain and non-pain symptoms; and (c)
enhancing psychiatric treatment modalities (i.e. drug compliance) by designating case managers
and introducing psychotherapeutic, psychosocial, and other non pharmacologic adjuvant therapy
such as problem solving training. For sensitizing the community at large, the panel recommends
drawing attention to the problem of geriatric alcohol abuse (Erlangsen et al,, 2011).

Indicated interventions. Indicated interventions target risk reduction among older adult survivors
of suicide attempts, as well as those presenting with acute suicidal ideation. For the highest-risk
patient and their family, the panel’s recommends that social and psychological service providers:
(a) communicate with elderly suicidal patients, their family and caregivers before initiating
treatment, stressing the importance of monitoring suicide risk status; (b) help at-risk older adults
to envision a future self that is congruent with reality; and (c) engage the older adult in follow-up
activities (home visits, phone calls, post cards) to reassure them of ongoing interest in their
wellbeing and to communicate appreciation for the meaning and value of their life. Additionally,
the panel urges implementing lay “gate-keeping” training programs for identifying at risk
individuals and referring them for treatment for depression.

For professional providers and trainees in a wide variety of helping specialties, the panel advocates
(a) offering training and continuing education to detect, intervene, and manage depression and
suicide risk in older adults; (b) designing and implementing interdisciplinary depression care
management modalities; (c) promulgating practice guidelines for detecting and management later-
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life suicide; and (d) facilitating referrals to social and community services with resources and
expertise to assess and manage a wide variety of physical and psychosocial problems and to
activate programs for improving living conditions, reducing stress, and providing psychological
support. Finally, ongoing assessment of the impact of the intervention, surveillance of patient
status, and provision of educational and social support is critical during the post-intervention
period to the prevention of future suicide attempts (Erlangsen et al, 2011).

Considerations on the Older Adult’s Interventional Readiness

Applying the Transtheoretical (TTM) model of change, typically used to describe adopting healthy
behaviors, can target points of intervention to prevent suicide among older adults. The stages of
precontemplation, contemplation, preparation, and action are particularly applicable as target
points for interventions although the specific time periods may not be applicable (Redding, 2000).
Precontemplation (defined as no intention of action within the next 6 months) nonetheless may
represent a time when the act of suicide becomes a conscious option. Both passive thoughts about
death and active ideation of wanting to die (Cohen, et al., 2008) could be placed in this phase of the
model. Understanding the risk factors for older adults who commit suicide would allow targeting
vulnerable individuals before they themselves have thoughts of employing lethal actions.

As older adults move from being aware of suicide as an “option” to individualizing and
contemplating what that would mean for themselves, significant others may remain unaware of the
suicidal ideation. In the TTM model this is time defined as contemplated action within a six month
period. Careful attention to verbal cues for persons identified at risk could trigger intervention
strategies and prevent the progression to the stage of Preparation, defined by TTM as action within
30 days, and action. Older adults typically do not verbalize movement as they progress between
contemplation to preparation to action, and because most suicide attempts in older adults are likely
to be completed, interventions must necessarily occur early in the process.

Specific Recommendations for Counselors

In many cases the counselor of a suicidal older adult may need to recommend a geriatric
assessment to identify undiagnosed or undertreated conditions for which medical care is available.
Once medical and social support aspects of clients’ lives have been explored, and the counselor has
the opportunity to address reasons their clients are in despair, the counselor may want to consider
recent therapeutic approaches that have emerged as a way to increase meaning and the desire to
live. These modalities, promoting resilience and dignity, were developed to for older adults (and
others) suffering from life-threatening disease and have relevance for adults with suicidal ideation.

A Focus on Resilience

Resilience can be defined as “the experience of being disrupted by change, opportunities, adversity,
stressors or challenges, and after some disorder, accessing gifts and character to grow stronger
through the disruption (Bradshaw et al.,, 2007, p. 643).” Resilience theory is comprised of a growing
body of knowledge that describes the qualities of resilient individuals, delineates the processes
through which resilient qualities are acquired, and models the pathways by which resilience
responses emerge (Richardson, 2002). Resilience is both a biopsychosocial phenomenon comprised
of: (a) recovery or the capacity to regain equilibrium physiologically and psychosocially following
acute stressors; and (b) sustainability or the capacity to endure and carry on in the face of chronic
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stressors (Zautra, 2009, p. 1935). Resilience is thought to be a common response to stress,
representing a distinct trajectory in the process of recovery and sustainability with multiple
pathways based on individual characteristics and circumstances (Bonanno, 2004). The role of the
counselor fits nicely into helping the suicidal older adults discover (or rediscover) strengths and
coping strategies.

There is growing interest in utilizing resilience interventions as clinical tools in primary care
settings for a variety of chronic conditions, including depression (Bradshaw, Richardson, &
Kulkarni, 2007; Dowrick et al., 2008). Adaptive responses to aging are pervasive in the daily lives of
older adults and not restricted to acute life events (Ong, Bergeman, & Boker, 2009). Historically,
research on resilience among older adults has been tied closely to the concept of optimal aging
(Baltes & Baltes, 1990; Rowe & Kahn, 1987; Schulz & Heckhausen, 1996). Using data from the
MacArthur Foundation Network on Successful Aging, Seeman and colleagues studied functional
levels of community dwelling older adults and found that psychosocial resources provided a
protective benefit against the deleterious impact of advancing years (Seeman, et al., 1995). In a
similar vein, Ryff and colleagues recognized the need for research focused on resilience among
older adults, to examine the unique strengths and capacities that enable them to respond positively
to chronic stress or adversity (Ryff, Singer, Love, & Essex, 1998). Fry and Debats (2010) believe
that identification of the source of personal life-strengths is linked to the capacity for resilient
aging. Thus, although individuals may vary in whether or not their major life-strength resides
within themselves or comes from an outside force, the acknowledgement itself promotes resilience.

Sense of Coherence

The theoretical framework of resilience utilizes an autogenic rather than pathogenic approach to
health and illness, focusing on individual strengths and assets, rather than deficits (Antonovsky,
1979). Itis theorized that resilience stems from the interplay of biological, psychological, social and
environmental resources. One of the most important psychosocial resources at work in resilience is
the sense of coherence. Antonovsky defined sense of coherence as "a global orientation that
expresses the extent to which one has a pervasive, enduring though dynamic feeling of confidence
that (a) the stimuli deriving from one's internal and external environments in the course of living are
structured, predictable and explicable; (b) the resources are available to one to meet the demands
posed by these stimuli; and 3) these demands are challenges, worthy of investment and engagement
(Antonovsky, 1987, p. 11).

Cognitive Reappraisal

Research suggests that good or excellent self-rated health is a surrogate for resilience (Hardy,
Concato, & Gill, 2004; Pierini & Stuifbergen, 2010). Other markers of resilience have been
described in the research literature as well. Primary among them is the process of cognitive
transformation, characterized by a reappraisal of the impact of the adverse experience from a
negative and life diminishing perspective to one that is positive and life enhancing (Tebes, Irish,
Puglisi Vasquez, & Perkins, 2004). Cognitive re-interpretation is closely associated with the process
of adversarial growth or stress related growth, the experience of positive change emerging from
trauma and loss. Cognitive appraisal variables such as acceptance, optimism, and positive affect
have been shown to be correlated with adversarial growth and are described in the literature as
markers of resilience (Linely & Joseph, 2004; Ai & Park, 2005). Additional markers of resilience
examined in the literature include positive affect, in general, which has been associated with
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physiological resilience (Fredrickson & Joiner, 2002; Tugade & Fredrickson, 2004; Tugade,
Fredrickson, & Barrett, 2004) and optimism, in particular, which has been linked to perseverance
and coping (Peterson, 2000; Segerstrom, Taylor, Kemeny, & Fahey, 1998).

Reminiscence Therapy

There is increasing interest in the use of reminiscence as therapy for older adults struggling with
issues of hopelessness, meaninglessness, or loss of social roles. Structured reminiscence has been
shown to be a useful psychosocial intervention, targeting patient mood, well-being, and behavior.
As a psychosocial tool, structured reminiscence can promote mastery, reduce depression, and
increase meaning in life (Bohlmeijer et al, 2009; Bohlmeijer, Westerhof & Emmerik-de Jong, 2008;
Peng, Huang, Chen & Lu, 2009; Stinson, 2009; Stinson, Young, Kirk & Waller, 2010).

Dignity Therapy

Dignity Therapy is an empirically-derived psychotherapeutic reminiscence intervention, originally
designed to moderate psychological distress among terminally-ill cancer patients. The goal of
Dignity Therapy is to generate positive emotions, improve the sense of mastery and esteem, and
promote psychosocial wellbeing. Dignity Therapy uses the process of guided life review to promote
a sense of personal continuity, enhance feelings of mastery, and restore meaning to life (Chochinov,
2002; Chochinov, 2004; Chochinov, 2006; Chochinov, Hack, Hassard, Kristjanson, McClement &
Harlos, 2004; Chochinov, Hack, McClement, Kristjanson & Harlos, 2002; Hack , Chochinov, Hassard,
Kristjanson, McClement & Harlos, 2004; Thompson & Chochinov, 2008).

Dignity Therapy is derived from Erikson’s theory of psychosocial development and focuses on the
Integrity versus Despair stage of the life course where life review and acceptance are important
psychological tasks (Erikson, 1950 & 1959). Dignity therapy is thought to be both generative and
restorative for patients facing the end of life. In particular, the life review process utilized in dignity
therapy fosters the creation of a legacy document, helping to dispel feelings of meaninglessness and
despair over a lost past, a stressful present, and an uncertain future. As part of dignity therapy,
patients tell the story of their life, recalling important events, reminiscing about significant
relationships, expressing values and beliefs, and articulating how they would want to be
remembered by posterity. Dignity therapy sessions are conducted by trained interviewers, audio-
recorded, transcribed, and edited into a generativity document, celebrating the patient’s life and
preserving his or her memories.

Dignity therapy has been shown to ease psychological suffering among terminally ill patients, with
benefits including an enhanced sense of self-esteem and self worth, as well as a heightened sense of
purpose and connectedness (Chochinov, et al.,, 2002: McClement et. al, 2007). In a randomized
control trial comparing dignity therapy with client-centered care or standard palliative care,
terminally ill patients in the dignity therapy arm saw greater reduction in sadness and depression
than those receiving palliative care as well as greater improvement in spiritual wellbeing than
those in client-centered care (Chochinov et al,, 2011). Additionally, researchers have also explored
the efficacy of family-based life review activities with older adults approaching end of life. A study
conducted by Allen et al (2008), found that patients in the intervention group reported a reduction
in depressive symptomology.
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Research in the area of dignity therapy shows promise for a variety of clinical applications
(McClement et al., 2004). In the clinical setting, dignity therapy offers a way for the therapist to
focus on the patient’s life stories, valued memories, and unique composite of character and
personality traits (Chibnall, Tumosa & Desai, 2009). A recent study by Montross, Winters & Irwin
(2011) examined the use of Dignity Therapy in a clinical setting where patients were referred by
members of an acute care interdisciplinary team such as social workers, nurses, and physicians.
The completion of an individualized dignity therapy document required an average of 6.3 hours
over 4 sessions. Training manuals and workshops on the use of dignity therapy are available
(Chochinov, 2010).

Dignity therapy is a “new horizon” and “emerging paradigm” for the care of persons approaching
the end of life (Kissane, Treece, Breitbart, McKeen & Chochinov, 2009, p. 342; Chochinov, 2006, p.
84), offering a window into the subjective experience of facing death (Hack et al,, 2010). As such,
Dignity Therapy offers a therapeutic modality for targeting psychosocial distress among older
adults facing death for any reason, including suicidal ideation. Although the efficacy of dignity
therapy as a clinical intervention for suicidality has yet to be tested, evidence to date points to a
potential role in the care of suicidal older adults (Chochinov et al., 2011)

Palliative Care

Palliative care may provide a model for suicidal interventions among older adults. According to the
World Health Organization (2004):

Palliative care is an approach that improves the quality of life of patients and their
families facing the problems associated with life-threatening illness, through the

prevention and relief of suffering by means of early identification and impeccable
assessment and treatment of pain and other problems, physical, psychosocial, and

spiritual.

Palliative care modalities encompass holistic, multidisciplinary approaches and can inform suicide
intervention therapies and policy. Recent literature advocates the role of counselors in the
palliative care setting, highlighting the specific skills of counselors to address “complex emotional,
cultural, and spiritual” issues and enhance communication between patient’s, families, and health
care providers (Babcock & Robinson, 2011).

At present, the literature does not describe a well-defined role for palliative care interventions for
suicide among older adults, except in specific cases. These include responses to individuals with
terminal or progressive and life-limiting conditions who express the desire to end life or request
physician-assisted suicide or euthanasia. In such cases, palliative medicine implements
interventions to relieve physical pain, emotional/psychological suffering, and psychosocial,
spiritual, and existential distress. Growing evidence shows that relief of suffering decreases the
desire for death, and that meaning-making interventions such as Dignity Therapy reduce
depression among the terminally ill.
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Conclusion

Increasingly, counselors will encounter older adults who are contemplating suicide. Because the
work of the counselor is client based they are in the position to understand that today’s older adult
is part of a cohort of individuals with unique attitudes and expectations based on the social and
historical period in which they came of age. Intervention targeting suicidal behavior in older adults
requires a multi-faceted interdisciplinary approach that adopts emerging therapeutic modalities
such as those used in palliative care. Counselors have a unique role in suicide interventions based
on their training, expertise, and experience. Partnerships with institutional and community health
care professionals can strengthen and support the work of the counselor in this endeavor.
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