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Outpatient visits for sleep-related difﬁculties and the rate of suicide in the United States have both
increased by more than 20% since 1999. Research suggests that anywhere from 75% to 91% of suicide
decedents had contact with a physician within the year prior to fatally attempting suicide. Although the
prevalence of such contacts among sleep clinicians is unknown, it is important to note that sleep disturbances in general are both a risk factor and potential warning sign for suicide. Screening for suicide
risk among sleep patients is recommended, especially among those with a history of psychiatric and
chronic medical conditions. Using evidence-based screening tools, such as the Columbia suicide severity
rating scale, when screening patients for suicide risk is recommended despite the need for more research
on the efﬁcacy of suicide screening. For sleep clinic professionals who do not have the time to
comprehensively assess and manage suicide risk, they are encouraged to implement suicide prevention
policies within their departments and clinics and to follow the best available evidence to inform these
policies. A protocol for screening for suicide risk in sleep clinics is outlined along with triage and
documentation recommendations.
© 2019 Elsevier Ltd. All rights reserved.
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Introduction
Sleep disorders have been identiﬁed as independent risk factors for suicide ideation and fatal and nonfatal suicidal behavior
[1]. This is important for sleep clinicians (e.g., sleep physicians,
sleep psychologists, etc.) to know given the increased prevalence
of suicide [2] and outpatient visits for sleep-related complaints [3]
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since 1999. Additionally, physicians have been considered viable
partners in the public health initiative to prevent suicide [4]. We
call for sleep clinicians to join the suicide prevention initiative,
especially given the established associations between sleep
problems and suicide risk and the role that sleep may play in the
development of psychiatric illnesses [5] associated with suicide
risk. The purpose of this paper is to provide sleep clinicians with
recommendations for screening suicide risk and triaging at-risk
adult sleep patients using an evidence-based screening tool
such as the Columbia suicide severity rating scale. We also provide
a brief review of the sleep and suicide risk literature with additional sections focused on hypnotics and suicide, the clinicianpatient alliance, and the potential gatekeeper role that those
outside the sleep clinic can occupy to assist in the detection of
suicide risk among those with sleep problems.
Methods
As part of this paper, we conducted a literature review of suicide
risk screening and assessment studies identiﬁed through PsychINFO, MEDLINE/PubMed, and Google Scholar. Papers included in
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this review were peer-reviewed and published in English. This review was conducted to ensure the comprehensiveness of the
following sections in this paper: the initial paragraph in the
Screening for suicide risk section and the Limitations of single item
screening and Concerns about iatrogenic effects subsections. Each
search was run separately by two of the authors and ﬁndings were
merged. Using the search terms suicide, risk, and assessment
yielded 4423 results when using PsychINFO and 4330 results when
using MEDLINE. Additional search terms used included [iatrogenic
AND suicide], [ED ‘screening’ AND suicide], [suicide risk assessment
AND self-injurious behavior AND follow-up] and [suicide AND
‘mass screening’]. The literature search was conducted with no start
date limit until April 2017 and no limitations were placed on the
searches. Articles that did not focus on the screening or assessment
of suicide risk were discarded, reducing the total number of articles
to 54. Evidence of the research was not graded given published
research on the screening and/or assessment of suicide risk among
sleep patients was not identiﬁed.
Background
The 2012 United States national strategy for suicide prevention
[4] called for increased primary care provider (PCP) education
regarding suicide warning signs as well as increasing PCP knowledge about how to screen patients for risk and refer at-risk patients
for mental health care. These three areas are considered a few of the
basic services and supports that “should be available” to patients
when visiting their physician [4].
This call for action is preceded and followed by empirical studies
showing patient contact with a PCP in the months prior to a fatal
suicide attempt. A review of studies based in Europe, Australia, and
the United States showed that 75% of suicide decedents had contact
with a PCP within the 12 mo prior to fatally attempting suicide,
with 45% of the decedents making contact with their PCP within
one month of their fatal attempt [6]. Other studies have revealed
higher percentages of PCP contact within 12 mo of suicide (ranging
from 80% in Northern Ireland [7] to 91% in England [8]) and percentages as low as 38e39% within one month of suicide in populations from both Israel and Slovenia [9,10]. Though more research
is needed in order to determine the efﬁcacy of screening for suicide
risk in primary care settings and preventing suicide by improving
physician suicide risk assessment knowledge [11], the Joint commission for the accreditation of hospitals now requires a systematic
assessment of suicide risk for every patient who presents to the
hospital (including the emergency room) with any behavioral
health complaint [12].
With several empirical studies demonstrating potential opportunities for PCPs to prevent suicide attempts, such opportunities
may also present for sleep clinicians. Although, to our knowledge,
no studies have examined the prevalence or timing of sleep clinic
appointments prior to a fatal suicide attempt (or the cross-sectional
prevalence of suicide ideation in patients presenting to sleep
clinics), one study analyzing several near-term risk factors for suicide found that 76% of people who had died by suicide reported
sleep problems to their clinical practitioner in the 30 d prior to
suicide [13]. The research literature on sleep disturbance and suicide risk [1] suggests that opportunities to prevent suicide also
extend to sleep clinicians.
Sleep and suicide research
Suicide nomenclature has developed over time with a two-part
landmark nomenclature paper deﬁning suicide as a self-initiated
action intended to end one's life that results in the death of the
individual [14]. There are also precursors to suicide including

suicide ideation, which includes thoughts focused on suicide that
may also include intent to attempt and/or a suicide attempt plan
(but with no action taken). A suicide attempt is a self-initiated action intended to end one's life that does not result in the death of
the individual [15]. Planning can be thought of as equating to the
thoughts surrounding how one will attempt (e.g., identifying an
attempt method and/or a place to attempt) while preparing often
requires some type of action (e.g., stockpiling medications, securing
access to a ﬁrearm, etc.) and could be considered a suicide-related
behavior [16]. For the purpose of this paper, suicide-related
thoughts and behaviors are differentiated by the level of action
taken by the individual and suicide risk is the cumulative likelihood
of an individual to engage in suicide-related behaviors.
Sleep disturbance
The importance of sleep disturbance in predicting suiciderelated behavior, among other variables, was shown empirically
almost six decades ago [17], yet our knowledge about why this
association exists is still emerging. It was only recently that the
results of two systematic reviews supported the conclusion that
sleep disturbances in general are both a risk factor and potential
warning sign for suicide [18,19]. In addition, the inclusion of sleep
disturbance as a warning sign of a “suicidal crisis” among youth was
highlighted recently by the National center for the prevention of
youth suicide [20].
A 2012 meta-analysis also supported the observation found in
previous studies regarding signiﬁcant associations between sleep
disturbances (including insomnia and nightmares) and suiciderelated ideation and behavior [21]. Additionally, the 2012 metaanalysis showed that depression did not moderate the association
between sleep disturbance and suicide risk, an important result to
highlight given both sleep disturbance (in this case, insomnia) and
suicide-related ideation are diagnostic features of a major depressive episode [22].
Sleep disturbance may be able to stand alone as an independent
pathway to increased suicide risk and eventual suicide [23]. However, when considering the relations between sleep variables and
suicide risk, much of the research literature is focused on speciﬁc
sleep disorders. A few that have received attention empirically
include sleep disordered breathing, restless legs syndrome, narcolepsy, insomnia, and nightmare disorder.
Sleep disordered breathing
A small number of studies have investigated for relations between sleep apnea and suicide risk. A cross-sectional study of more
than 40,000 U.S. adults showed that suicide-related thoughts and
suicide attempt planning were more likely among adults with sleep
apnea than those without the condition (when controlling for
several suicide risk factors, one of which included past year
depressive episode) [24]. Additionally, a study of 153 female sexual
assault survivors with posttraumatic stress disorder (PTSD) showed
that those with sleep disordered breathing demonstrated greater
depression severity and suicide risk compared to those without
sleep-disordered breathing [25]. Of note, research suggests that
anywhere from 39 to 61% of patients diagnosed with obstructive
sleep apnea have insomnia symptoms [26,27], a condition that has
been associated repeatedly with increased suicide risk (see
Insomnia section). Thus, it will be important for future studies to
control for co-occurring sleep disorders. To further emphasize this
point, consider that those with the greatest depression severity and
suicide risk in the sample of female sexual assault survivors with
PTSD was shown among those with sleep-disordered breathing and
a sleep movement disorder.
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Restless legs syndrome
Similar to sleep-disordered breathing, restless legs syndrome
(RLS) has not received much empirical attention in regards to a
potential relation with suicide risk. One study showed that 38% of
RLS patients in the sample endorsed thoughts of suicide, with
depressed RLS patients being more likely than controls to attribute their sleep disturbances, depressive symptoms, and suicide
ideation entirely to RLS [28]. More research is needed among
patients with RLS in order to determine if co-morbid insomnia or
other psychiatric illness can explain the relation between RLS and
suicide risk.
Narcolepsy
Narcolepsy has been associated with an increased risk of allcause mortality across all age groups when compared with the
general population [29], with suggestions that mortality at earlier
ages may be due to suicide given the association between excessive daytime sleepiness and suicide among adolescents (see
Excessive daytime sleepiness section). At present, few studies
have examined the prevalence of suicide among those diagnosed
with narcolepsy, but each of these studies reported increased
suicide risk [29,30].
Insomnia
Multiple studies show that self-reported insomnia symptoms
may independently increase the risk of suicide-related ideation and
fatal and nonfatal suicide attempts [31e33]. Insomnia severity is
positively associated with the intensity of suicide-related ideation
in patients experiencing a major depressive episode, even when
controlling for depressed mood and anhedonia [34]; and has been
associated with violent, nonfatal suicide attempts in a sample of
patients admitted to an Emergency department [35].
Additionally, the results of a study of middle-aged and older
adults indicated that insomnia severity was more pronounced
among adults with depressive symptoms and past suicide-related
behavior than adults with depressive symptoms and concurrent
suicide-related ideation [36]. Signiﬁcant differences remained between these groups when the researchers controlled for several
potential confounders, which included severity of depression and
anxiety symptoms, and they also noted that the signiﬁcant differences in insomnia symptom severity observed between these
groups could not be explained by interpersonal difﬁculties, executive dysfunction, posttraumatic stress disorder (PTSD) symptoms,
or benzodiazepine use [36].
However, it has been hypothesized that decreased frontal lobe
function and executive dysfunction resulting from sleep disturbance may contribute to suicide risk [37] and one potential
confounder of the insomnia-suicide relation may be the presence of
nightmares. For instance, recent research suggests that the relation
between insomnia symptoms and suicide-related ideation can be
explained by nightmares and dysfunctional beliefs and attitudes
about sleep [38]. Additional mechanisms of the insomnia
symptom-suicide risk relation have been explored (i.e., duration of
insomnia symptoms, cognitive/affective symptoms of depression,
hopelessness, agitation, and thwarted belongingness). We direct
readers to a recent narrative review for more information on these
mechanisms [39].
Nightmares
As with self-reported insomnia symptoms, nightmares also
appear to independently increase suicide risk [40,41]. The
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frequency of nightmares has been implicated as a risk factor for
forthcoming fatal [41] and nonfatal suicide attempts [42]. Indeed, a
prospective study of adult inpatients admitted after a nonfatal
suicide attempt showed that baseline nightmare frequency independently predicted a future suicide attempt, even when controlling for early morning awakening or difﬁculties with initiating or
maintaining sleep [40]. However, the researchers observed that the
risk for a future suicide attempt was highest in those patients who
reported experiencing nightmares at both baseline and two-month
follow-up, which may suggest that the length of time an individual
has been experiencing nightmares is an important factor in predicting suicide risk.
This supposition was supported in a recent study by Golding and
colleagues [43] who found that nightmare duration among older
adults predicted more variance in suicide risk than several sleep
and psychiatric variables, including current presence of nightmares, current insomnia symptoms, insomnia duration, PTSD
symptoms, or anhedonia (one of the core symptoms of a major
depressive episode [22]). In addition, severity of suicide risk among
young adults has been shown to increase the longer they have
experienced nightmares [44]. This ﬁnding held even after controlling for the symptoms of depression, PTSD, and anxiety.
As more knowledge has accumulated regarding the role that
nightmares have in elevating suicide risk, the mechanism by which
this risk is convened is still largely unknown. Though the results
from one study that examined a multiple mediation hypothesis in a
sample of 91 individuals who experienced past traumatic events
may provide a starting point for this type of research [45]. This
particular study showed that feelings of defeat, entrapment, and
hopelessness partially explained the relation between nightmares
and suicide risk. As noted previously [46], such mediation research
potentially provides a base to spring future investigations from in
regards to improving our understanding about why nightmares
increase risk for attempting suicide. Extending our understanding
of the mechanisms that can explain why nightmares independently
confer risk for attempting suicide is important given that such an
understanding can improve our ability to assess for and formulate
the patient's level of suicide risk [46].
Excessive daytime sleepiness
One potential consequence of the above-mentioned sleep
concerns includes excessive daytime sleepiness. Few studies have
examined the relation between daytime sleepiness and suiciderelated variables, but those that have showed that daytime
sleepiness is associated with suicide ideation among adults with
depression [47] and differentiated (along with sleep onset
insomnia) adolescents who fatally and non-fatally attempted
suicide [31].
Hypnotics and suicide
Poisoning (which includes hypnotic prescription overdoses) has
been the third-leading fatal suicide attempt method in the United
States since 1995 (second-leading method from 1981 to 1994) [48].
Although benzodiazepine receptor agonist hypnotic therapy is
considered one of the best pharmacotherapeutic approaches for
the treatment of insomnia [49], research shows an association between hypnotic use and suicide among middle-aged [50] and older
adults [51]. For instance, one case-control study showed a four-fold
increase in fatal suicide attempt risk among older adults taking
hypnotics (independent of any DSM-IV axis I disorder), with about
half of the suicide decedents in the sample having hypnotic prescriptions at the time of suicide [51]. Additionally, prescription
hypnotic use in the past year has been associated with suicide
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ideation, suicide attempt planning, and nonfatal suicide attempts
among a sample of adults [52]. This relation held after statistically
controlling for demographic variables, chronic medical conditions,
sleep disturbances, and past year psychiatric illness symptoms, and
hypnotic use was shown to be a stronger predictor of suiciderelated thoughts and nonfatal suicide attempts than insomnia
symptoms [52].
The mechanism by which hypnotics increase suicide attempt
risk is generally unknown [53]. Postulates include a history of
psychiatric or medical conditions that contribute to sleep problems (and increase access to hypnotics via prescription) [52],
hypnotics inducing parasomnia behavior that was absent prior to
hypnotic use [54], and the medications either negatively
impacting the patient's inhibition or altering consciousness [53].
To reduce the risk of suicide when prescribing hypnotics, it is
recommended that prescribers use the lowest available dose as
the starting dose, insist on rapid re-evaluation after one week of
treatment, and discontinue the hypnotic if signs of parasomnia,
dissociation or emergent suicidal ideation are observed [53]. We
also suggest that clinicians take note of the sleep patient's mental
health history given sleep disturbance often presents concomitantly with psychiatric illnesses [55], or can lead to their development [5], and because the risk for suicide among those with a
psychiatric illness is elevated [56]. Findings vary across studies,
but a few of the psychiatric conditions linked with increased
suicide risk include major mood disorders (i.e., major depressive
disorder and bipolar disorder), borderline personality disorder,
anorexia nervosa [57], impulse control disorders (e.g., substance
use disorders, conduct disorder, etc.) and those disorders with
signiﬁcant anxiety and agitation (e.g., PTSD) [58].
Screening for suicide risk
Although screening for suicide risk is becoming standard in
many ﬁelds, it is important to note that these recommendations
rely on rather little evidence. In 2004 and 2014, the United States
preventive services task force [59] determined that there is
insufﬁcient evidence to assess the potential beneﬁts and harms of
suicide risk screening in primary care settings. This recommendation regarding primary care settings was supported by a 10y systematic review of suicide prevention interventions which
also found insufﬁcient literature to judge the beneﬁts and risks of
screening [11]. Though more research is needed to determine the
effectiveness of suicide screening tools in primary care, it is
important to note that a recent randomized control trial supported the conclusion of previous studies showing no iatrogenic
effects attached to assessing for suicide risk (see Concerns about
iatrogenic effects section) [60]. Although the evidence is not yet
clear regarding the effectiveness of suicide risk screening in primary care or sleep specialty settings, evidence exists supporting
the contention that physician inquiries about suicide risk are
infrequent when interacting with depressed patients [61],
including research showing that suicide risk screening tools are
generally well accepted by patients and professionals when utilized [62,63]. Further, screening for suicide is rapidly becoming
the standard of care in many ﬁelds. For instance, and as noted
earlier, the Joint commission now requires a systematic assessment of suicide for every hospital patient with a behavioral health
complaint [12]. Given that several sleep disorders are listed in the
current edition of the American psychiatric association's diagnostic and statistical manual of mental disorders (e.g., insomnia,
nightmares) [22], and some of these have been linked with suicide
risk, sleep clinics are increasingly being put in a position where
they need to decide how to implement suicide screening and
patient safety procedures.

Limitations of single item screening
Further complicating recommendations to screen for suicide
risk is the reliance on tools that are not speciﬁcally designed to
detect impending suicide-related behavior. One example is item 9
from the Patient health questionnaire-9 (PHQ-9). Studies have
found that PHQ-9 item 9 can be predictive for detecting suicide risk
over time [64], but it demonstrates mixed results in detecting
forthcoming suicide attempts. More speciﬁcally, the PHQ-9 was not
a strong predictor of imminent suicide risk, but did predict suicide
over a two-year period [65,66]. The lack of imminent suicide risk
prediction may be due to the PHQ-9 not assessing the presence of a
plan or intent to attempt suicide, which has been shown to be
predictive of a future suicide attempt within the ensuing 12
mo [67]. Thus, although predictive of suicide over time, these tools
are less likely to be helpful in identifying imminent suicide risk,
which is the focus in clinical practice.
Misclassiﬁcation of risk can also occur when there are few
response options. Research has found that misclassiﬁcation of risk
decreased when providing participants with multiple response
options across more than one item [68]. Of note, using a singleitem measure has been proposed as potentially improving the
detection of individuals at-risk for attempting suicide, though
multi-item self-report measures and/or clinical interviews appear
to elicit information that will lead to more accurate classiﬁcations
of suicide-related thoughts and behaviors than single-item measures [68,69].
Screening recommendations
There are multiple screening tools that can be used to screen
for suicidal thoughts and behaviors [70]. We recommend that
sleep clinicians utilize a depression screening instrument that
includes an item querying about suicide ideation for every new
sleep evaluation (e.g., PHQ-9 or the BDI; see Fig. 1 for a ﬂow chart
of our recommendations). If a patient is in need of further
assessment (i.e., suicide item is endorsed), we recommend the use
of the Columbia suicide severity rating scale primary care screen
with triage points (C-SSRS; see Table 1) when screening for suicide risk. These recommendations are consistent with another
recent article calling for the use of a depression screener (PHQ-9)
followed by the C-SSRS in the management of suicide risk for
outpatient medical providers [71].
We recommend the C-SSRS for a couple reasons. First, when
used for screening suicide risk in an outpatient setting, the CSSRS generates less false-positives than item 9 from the PHQ-9
[72]. The speciﬁcity of the C-SSRS in one study was 95%
compared to 81% for the PHQ-9 and sensitivity to detect risk was

New sleep
evaluation

• Administer depression screener (e.g., PHQ-9 or BDI)

Patient
endorsed
suicide item

• If the patient does not endorse the
suicide item, then the evaluation is
complete.

Administer
the C-SSRS

• The C-SSRS should be
administered by a
licensed provider which
can include a nurse
practitioner or physician
assistant.

Note. PHQ-9: Patient health questionnaire-9; BDI: Beck depression inventory; C-SSRS:
Columbia suicide severity rating scale.

Fig. 1. Recommended procedure for every new sleep evaluation.
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92% for the PHQ-9 and 95% for the C-SSRS [72]. Second, the CSSRS has demonstrated adequate predictive validity and can
screen for variables predictive of suicide risk that will be missed
when using depression measures as screeners [73e75]. A general
query about current suicide ideation by clinicians unfamiliar with
suicidology may sacriﬁce opportunities to obtain information
that is predictive of an impending suicide attempt, such as suicide ideation severity [76], intent to attempt suicide [77], or
preparatory behaviors [78,79] (e.g., writing a suicide note,
acquiring access to a particular suicide attempt method, etc.).
Additionally, it is important to consider that some suicide decedents in treatment (inpatient and outpatient) denied suicide
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ideation during their last therapy session prior to fatally
attempting suicide [80]. This is one reason why it is important to
go beyond a single question and collect information about past
ideation, intent, and suicide-related behavior.
Finally, we recommend that sleep clinicians conduct repeat
suicide risk screenings on return appointments for patients that
have previously endorsed suicide risk, especially when sleep
patients report a worsening of sleep problems. This recommendation is given in light of research suggesting that sleep disturbances may be proximal risk factors for suicide [13,23]. For
instance, adolescent suicide decedents were more likely than
controls to experience sleep disturbances (insomnia and

Table 1
Columbia-Suicide Severity Rating Scale: Primary care screen with triage points.

(continued on next page)
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Table 1 (continued)

Note. Columbia suicide severity rating scale: Primary care screen with triage points reproduced with permission from Adam Lesser, LCSW (on behalf of Kelly Posner, Ph.D.) on
March 16, 2017.

hypersomnia) that intensiﬁed the week preceding their fatal
suicide attempt [31]. Sleep clinicians are advised to follow the
protocol outlined above when conducting repeat screenings. Of
note, there is a “Since Last Contact” version of the C-SSRS that
sleep clinicians can use while also utilizing the triage guide
included in the primary care screen. We want to emphasize,
however, that these recommendations are pending empirical
support in sleep medicine settings. Future research is needed in
order to evaluate the effectiveness of the proposed approach and
identify any implementation barriers that arise for sleep medicine professionals.

Other considered instruments
There are other instruments available that measure suicide risk
such as the Suicide behaviors questionnaire-revised (SBQ-R) [81] or
the Suicide status form (SSF), which is part of a larger clinical
framework called the Collaborative assessment and management of
suicidality (CAMS) [82]. The SBQ-R is a validated and reliable measure consisting of four questions assessing thoughts and behaviors
related to suicide and used to differentiate those that are at risk and
those that are not. An advantage of the SBQ-R, is that it is readily
available online and easy to use. However, it is disadvantaged by
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being a lifetime measure of suicide risk instead of an imminent
measure. Thus, like the PHQ-9, although it may be predictive of
suicide in the future, it does not provide information regarding
whether suicide is about to occur.
The SSF is another valid and reliable tool used to identify
suicide risk and guide a collaborative assessment and management of suicide risk [83]. The beneﬁts of this measure is that it
provides in-depth information regarding the patient's risk level,
including suicide-related thoughts and behaviors and reasons for
living and dying. The drawback is that this tool is designed to
assess rather than quickly screen for suicide risk and is used
within the larger clinical framework of CAMS, which requires
training and ongoing collaboration between the mental health
provider and the patient [82].
These other measures, although useful, present the challenge of
ﬁnding the balance between enough information to understand the
nuances of suicide risk while also providing a concise and efﬁcient
method of data collection without necessitating an ongoing therapeutic relationship. As such, despite these being strong tools, we
believe the C-SSRS is the best choice for most sleep practices.
The Columbia suicide severity rating scale
The C-SSRS was designed as a structured, rater-based assessment meant to provide a standard nomenclature that can guide
assessment and differentiate individuals with suicide ideation with
varying levels of suicide risk [84]. The measure can be accessed
online, is free for professionals to use, and versions of the C-SSRS
are available that can be administered by non-clinicians and laypersons [85]. In addition, information about its implementation can
be readily obtained via free, online tutorials. Furthermore, the CSSRS has been endorsed by the United States Food and Drug
Administration as a suitable suicide risk screening tool in registration clinical trials for new psychotropic medications [86].
Table 2 outlines a C-SSRS screening response protocol. The
screening version of the measure can be completed quickly, with
administration varying from a minimum of three questions to a
maximum of six questions. Questions cover general thoughts about
death, passive thoughts of suicide, the speciﬁc suicide attempt
methods considered, intent to attempt suicide with or without a
speciﬁed plan, and history of suicide-related behavior. Discrimination between acute and non-acute risk can be made based on
patient responses. Endorsements of suicide ideation with any
intent to attempt (i.e., questions 4 and 5) and/or past suiciderelated behavior within past 3 mo (i.e., question 6) warrant the
need for immediate action that should coincide with organizational
policies regarding patient safety and the assessment and management of acute suicide risk [87].
Referral recommendations
We recommend a referral to a licensed mental health professional
for all levels of risk (i.e., endorsements on any of the six questions) in
order to further evaluate suicide risk and collaboratively determine
the appropriate treatment setting. We offer this recommendation
given the changeability between the desire to live or die among
people who experience suicidal ideation with or without an attempt
history [88] and the research literature we reviewed linking suicide
risk with sleep disturbance. Regarding acute suicide risk, though, we
strongly recommend having someone available in your ofﬁce to escort
patients with acute suicide risk to an emergency room for an immediate and comprehensive suicide risk assessment if positive responses
are given for questions 4, 5, or 6.
It is difﬁcult to determine the frequency of patients with
suicide risk given the paucity of research exploring suicide
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Table 2
Columbia Suicide Severity Rating Scale screening response protocol.
Last Item Marked “Yes”

Response

Item 1
Item 2
Item 3

Behavioral Health Referral
Behavioral Health Referral
Behavioral Health Consulta
and consider Patient Safety Precautions
Behavioral Health Consulta
and Patient Safety Precautions
Behavioral Health Consulta
and Patient Safety Precautions
Behavioral Health Consulta
and consider Patient Safety Precautions
Behavioral Health Consulta
and Patient Safety Precautions

Item 4
Item 5
Item 6
Item 6
(3 mo ago or less)

Note. Response protocol adapted with permission from Adam Lesser, LCSW (on
behalf of Kelly Posner, Ph.D.) on March 16, 2017.
a
Psychologist, Psychiatric Nurse, Licensed Clinical Social Worker.

ideation prevalence in sleep clinics. Anecdotal reports suggest
that sleep clinicians will infrequently encounter patients with
imminent intent to attempt suicide, instances that would warrant emergent action. These actions can include emergency
department referral, involuntary hospitalization, a same-day visit
with the patient's established psychiatrist, or a same-day visit in
a walk-in outpatient psychiatric clinic. However, it is important
to highlight that not all endorsements of suicide ideation are
emergencies nor will they necessitate hospitalization. We suggest a mental health referral if any level of suicide risk is
endorsed, whether the risk seems imminent or the patient is
presenting with passive thoughts of suicide without a plan or
identiﬁed attempt method(s). To ensure thorough services are
provided by their sleep practice, we also encourage sleep physicians to review complimentary resources, such as the Suicide
prevention toolkit for primary care practices [89], to guide the
development of suicide prevention policies within their practice.
These toolkits include sample suicide prevention protocols for
your ofﬁce, modules focused on educating clinicians and ofﬁce
staff about suicide prevention, sample letters to assist with
developing partnerships with local mental health providers, patient management tools, self-care resources, and patient education information about suicide prevention.
Concerns about iatrogenic effects
One concern that may still percolate in some settings is the idea
that assessing for and/or discussing suicide may increase suicide
risk. The results of several studies have shown that screening for or
assessing suicide risk does not lead one to begin thinking of suicide,
nor does it increase suicide risk [90e92] and may even provide
small beneﬁts [93]. No research thus far has shown that asking a
patient about current or past thoughts of attempting suicide can
lead one to seriously consider attempting later.
Fear of legal action is shared among health professionals who
work with at risk patients [94] and patients fatally or non-fatally
attempting suicide often are common reasons for litigation
among health professionals working with psychiatric patients [95].
Regarding liability [96], this often occurs “when patients are not
assessed carefully and when there are no adequate records documenting the management plan” (p. 245). Therefore, it seems
paramount to the safety of the patient and the legal safety of the
sleep clinician to have a means of screening and documenting
suicide risk that follows the best available research (see Table 3 for
documentation recommendations).
With the patient's safety as a guide to our screening, assessment, and documentation practices, we also recommend that
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Table 3
Documentation recommendations for suicide risk screenings.
Suicide-related Item

What to Document

Suicide ideation

Endorsement or denial of a wish
to die and thoughts about
attempting suicide.
Details of the patient's plan,
including all suicide attempt
methods and how the patient would
access the identiﬁed methods.
Endorsement or denial of intent to follow
through with suicide attempt plan(s).
Endorsement or denial of a nonfatal suicide
attempt that occurred within the past year
and/or the last three months. Also include the
number of attempts (if more than one) and
inquire about any precipitating events,
attempt methods used (and how access
was obtained), and the patient's attitude
toward being alive following the attempt.
Endorsement or denial of a nonfatal suicide
attempt that occurred more than a year ago.
Also include the number of attempts (if more
than one) and inquire about any precipitating
events, attempt methods used (and how access
was obtained), and the patient's attitude
toward being alive following the attempt.
Endorsement or denial of any suicide risk or
protective factors that are discussed.
Your ﬁnal decision with a justiﬁcation informed
by the patient's history, screening responses,
and relevant information obtained from
follow-up questions.

Suicide attempt
plan

Suicidal intent
Recent suicide
attempts

Suicide attempt
history

Suicide risk and
protective factors
Screening response
decision

sleep physicians consider that idiosyncratic cases of emergent
suicide-related thoughts and behaviors may occur with standard
treatment [53]. In such cases, when a suicide attempt may be
imminent, we recommend that patients receive rapid follow up
with a licensed and qualiﬁed professional, receive limited
supplies of hypnotic medications (if currently prescribed) to
decrease the risk of parasomnia behavior and self-injury
risk [53,54], and be re-screened for suicide risk at subsequent
appointments.
The clinician-patient alliance
Last, but certainly not least, the clinician-patient alliance should
be considered when developing policies for addressing suicide risk
within the sleep medicine clinic. Trust and clinician genuineness
have been shown to be important factors in eliciting honest disclosures during suicide risk screenings. In one sample of 34 veterans [97], participants accepted the need for screening, but were
substantially more likely to report suicidal ideation when the
clinician displayed genuine concern and offered a rationale for
performing the assessment rather than performing a rote or templated assessment [98]. It is deemed important to see suicide risk
“through the eyes of the patient” [99] (p. 206) and to include the
patient as an “active participant” in the risk assessment process.
Patients should be seen as partners in the decision-making process
that ensues from the screening and risk assessment and formulation. As Fowler [100] notes: “Unnecessary hospitalization can lead
to a sense of betrayal, alliance ruptures, unilateral termination of
treatment, and conceivably, an inadvertent stressful life event that
increases future suicide risk” (p. 88).

ﬁnd new and improved ways to identify and intervene with
individuals at risk of suicide. In this vein, sleep medicine has
the potential to play an important role in helping to bend the
curve. As was outlined previously, sleep disorders are associated
with suicidal behavior, often independent of other forms of
psychopathology [39]. As such, there are suicidal patients who
will report to a sleep clinic who will not have a reason to report
to a mental health practitioner's ofﬁce. This presents sleep
clinics with the opportunity, and perhaps even the obligation,
to make a difference through helping to identify patients who
are at risk and refer them for further treatment. Although the
literature on screening is still insufﬁcient, it is the current best
practice, and research has shown that asking about suicide will
not increase risk, but may actually reduce suicide risk [92,93]. It
is our hope that this article will assist sleep clinics in adopting
suicide risk screening practices by providing useful suggestions
for where these clinics can start in order to be in line with best
practice.

Practice points
 Sleep disturbances in general are both a risk factor and
potential warning sign for suicide.
 Not all patients presenting with suicide risk will have a
history of psychiatric illness.
 Using evidence-based risk screening tools, such as the
Columbia suicide severity rating scale (C-SSRS), is recommended despite insufficient evidence to date on the
outcomes of suicide risk screening.
 We recommend that sleep clinicians be aware of idiosyncratic instances of emergent suicide risk that could
result as part of standard care and monitor patient access
to hypnotic medications during high-risk periods due to
increased risk for inducing parasomnia and self-injurious
behavior.
 For sleep clinic professionals who do not have the time to
comprehensively assess and manage suicide risk,
implementing suicide prevention policies within their
departments/clinics is recommended, along with
following the best available evidence to inform these
policies.

Research agenda
Future research is needed in order to understand:
 The prevalence of suicide risk among patients presenting
to sleep clinics;
 The effectiveness of screening for suicide risk among
sleep patients;
 The facilitators and barriers that arise for sleep medicine
professionals when screening for suicide risk in their patients and implementing suicide prevention policies in
their practice settings.

Clinical implications
Conﬂicts of interest
Suicide has been increasing in the United States over the
past decade [2], and it is becoming apparent that we need to
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