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Is Your Patient Suicidal or Homicidal? 

 

 
This question is scary in any treatment setting, but if you mix intoxication with a weapon or 

other means to do harm, then the situation can quickly get out of control.  

 

What skills do you need to make a proper assessment? What criteria do you use for a prompt 

referral to the ER? What are the key risk factors? And how do they stack up against the positive 

protective factors? 

 

Here are the 6 key questions to ask (a suggestion: write them on a 3 x 5 card to keep in your 

pocket). If there is no indication of suicidality or homicidality, you don’t have to be aggressive 

with your questioning. If your patient is suicidal, contrary to conventional wisdom or politeness, 

he will tend to more relieved than insulted, and generally engage with your questioning. If the 

patient is acutely intoxicated, then the level of denial may be way up and you may need outside 

reports from family or friends.
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1. Have you ever thought of hurting or killing yourself? 

2. Do you have a plan as to how to kill yourself? 

3. Have you taken any steps to carry out the plan? 

4. Do you wish you were dead? 

5. Have you ever attempted suicide before? 

6. Has anyone in your family committed suicide? 

 

What is some of the ancillary information to tap, particularly if the patient is not a good historian 

or resistant to cooperating with the interview? 

1. Statements of friends or family regarding reasons for the visit. 

2. Observations by any of the staff. 

3. Physical exam findings especially relating to any prior self-injury. 

4. Past psychiatric records at facility. 

5. Any concerns expressed by friends or family. 

 

Let’s review: you have asked one or more of the 6 key questions; you have reviewed all the 

pertinent ancillary information; what goes into your formulation and documentation?  

                                                 

 



1. Current suicidal thinking. 

2. Prior suicidal attempts. 

3. Comorbid psychiatric disorder, especially depression. 

4. Marked anxiety. 

5. Presence of intoxication. 

6. Feeling hopeless. 

7. Recent stressors. 

8. Family history of suicide. 

9. Lack of psychosocial support. 

 

The documentation should include: 

1. Suicide risk assessment was done. 

2. What risk factors are present. 

3. Any interventions to address the risk factors. 

4. Level of risk is determined to be minimal, moderate or high. 

5. List protective factors: (desire to live; strong attachment to children, spouse or family; 

strong psychosocial support such as church, clergyman, AA group; removal of one of 

the acute stressors).  

 

Aggressive or Violent Behavior: 

The single best predictor of violent behavior is the prior history of violence. Dangerousness to 

others can be divided into 5 elements:  

1. Likelihood of potential violence. 

2. Magnitude of potential harm. 

3. Imminence of violence. 

4. Frequency of dangerous behavior. 

5. Provocative or calming variables. 

 

Psychotic fear or paranoia increases the likelihood of a violent act. Having used a weapon 

against someone in the past poses a serious risk, as well as a recent move of a weapon such as a 

gun from the locked cabinet to the bureau. Drugs and alcohol have a strong connection to violent 

behavior, especially the stimulants such as cocaine and amphetamines.  

 

Here are the ten best questions to ask to screen for potential violence: 

1. Have you ever been a victim of violence? 

2. Have you ever been violent? 

3. What is the most violent thing you have ever done? 

4. Have you ever been arrested for any violent act? 

5. Were you ever violent while intoxicated? 

6. Did you ever experience mental health symptoms when violent? 

7. What is the greatest amount of injury you caused someone else? 

8. Was this a stranger or someone you knew? 

9. Did you use a weapon when you were violent? 

10. How do you explain the cause of your violent behavior? 

 



Mentally ill patients are usually not violent. There are, however, some situations of mental 

illness where violence may occur. The most usual profile is that of paranoid psychosis, where 

someone, often a relative or acquaintance, is falsely perceived as a persecutor or enemy. The 

presence of auditory hallucinations and access to weapons raise the risk of violence. The 

antisocial personality mixed together with periods of heavy drinking may lead to a cold, 

calculated violence motivated by revenge. Depression is the most common psychiatric diagnosis 

in murder suicides.
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What are some of the signals of imminent violent behavior? 

1. Jaw clenching. 

2. Flared nostrils. 

3. Face flushed. 

4. Darting eyes. 

5. Gripping the chair. 

6. Clenched fists. 

7. Moaning or chanting. 

 

If you are dealing with someone who feels persecuted, you might ask them what they would do if 

they came face to face with the individual they fear. An answer of avoiding all contact vs. a 

preemptive strike, gives you a clue as to how fragile the situation might be.  

 

Summary: 

When assessing for suicidality or homicidal thinking, identify the potential risk factors as well as 

the positive protective factors. Prior history of suicide attempts or violent behavior may move the 

level of risk to moderate or high. Substance use, especially stimulants such as cocaine, as well as 

psychiatric disorders may also elevate the level of risk. Collect collateral information from 

family/friends whenever feasible as well as other medical records. Collate all available 

information to manage the known risks at the level of intervention available at your facility. If 

the level of risk overwhelms your facility/staff capacity to manage on an ongoing basis, it is 

necessary to refer up to the next level of intervention, e.g. emergency room
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 or specialized 

mental health setting. Two things to keep in mind: 1. Always document your assessment and 

criteria for your risk assignment: low, medium, high. 2. You may have a duty to warn a third 

party who may be threatened by your patient.  
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