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Abstract
Purpose of Review  Suicide is a serious healthcare concern worldwide. In the USA, suicide was the tenth leading cause of 
death prior to 2020 when it was displaced as a result of the death toll from COVID-19.
Recent Findings  Suicide behavior is the result of the interaction between the individual’s predisposing factors and precipi-
tating factors. A recognized precipitating factor is the knowledge of the suicidal act of another, termed suicide contagion. 
Another precipitating factor is the physiological impact of an acute inflammatory response to disease, for example that seen 
in patients with COVID-19.
Summary  Risk identification of persons at increased risk for suicidal actions is an essential goal in medical care so that 
protective measures can be employed to prevent suicide.

Keywords  Werther effect · Kabuki effect · Point cluster · Mass cluster · Suicide contagion

Introduction

Suicide has been estimated to be the tenth leading cause of 
death in the USA from 2015 through 2019, ranging from a 
low of 44,193 deaths in 2015 to a high of 49,344 deaths in 
2018. In 2020 with the addition of COVID-19 as the third 
leading cause of death, suicide became the eleventh cause 
of death at 44,834 [1]. From 2007 and 2018, in the 10- to 
24-years age group, the rate of suicide deaths increased 
by 57.4% making it the fourth cause of death in that age 
category [2]. The economic loss of one suicide has been 
estimated to be $1,329,553 of which 97% is attributed to 
loss of productivity and 3% to medical treatment [3]. The 
impact of an individual’s suicide extends beyond his fam-
ily and close contacts into the local community and even 
beyond, depending on the scope, content, and audience of 
those receiving the information about the suicide death or 
attempt. As a major healthcare issue, it is important for those 
caring for these patients to have an understanding of why 
a patient chose suicide as a solution so that the provider 

can best support the patient who survived a suicide attempt 
and offer guidance to their family/significant others to pre-
vent future suicidal behavior. When the patient dies, the 
healthcare provider can offer guidance and counsel to the 
decedent’s survivors who will be understandably trauma-
tized, may feel responsible for their loved one’s death, and 
in some cases feel that suicide is their own inevitable fate. 
One recognized precipitating event of a suicide is that of 
another. Dissemination of the details of a suicide has been 
identified as an instigating factor in the subsequent complete 
and incomplete suicides of others. As noted by Maris, there 
is no reason to doubt this association because humans are 
basically imitative of each other [4]. This is termed suicide 
contagion.

This paper will discuss the impact of the suicide of 
another upon a vulnerable population when that informa-
tion is learned through traditional media, the Internet, and 
personal contact. Media guidelines developed to amelio-
rate this copycat effect in the reporting of suicides will be 
described. The impact of the COVID-19 pandemic as a 
precipitating and/or contributing factor will be reviewed. 
Suicide risk screening in attempt to identify those at risk 
will be presented.This article is part of the Topical Collection on Intentional 
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Definitions of the Terms Discussed

Suicide is a death caused by self-directed injurious behav-
ior with an intent to die as a result of the behavior. Suicide 
attempt is a non-fatal self-directed and potentially injuri-
ous behavior with an intent to die as a result of the behav-
ior. The suicide attempt may or may not result in injury. 
Suicide contagion is an increase in suicide and suicidal 
behaviors as a result of the exposure to suicide or sui-
cidal behaviors within one’s family, peer group, or through 
media reports. Direct and indirect exposure to suicidal 
behavior has been shown to precede an increase in sui-
cidal behavior in persons at risk for suicide, especially in 
adolescents and young adults. The concept is based on the 
theory that suicide is a socially contagious phenomenon 
[5]. Suicide cluster is defined as three or more united sui-
cide events in a series in a common space, such as a school 
or community, and/or in a limited and contiguous time 
frame, usually 7 to 10 days. It has been estimated that 5% 
of adolescent suicides occur in clusters [6], which has been 
further categorized as a point cluster [7]. Some authorities 
have distinguished the term “cluster” from “contagion.” 
Cluster is defined as the proximity of time or location or 
both. Contagion implies a type of “contact” mechanism 
through which the “disease” is spread. Contagion has been 
analyzed as a mechanism for the suicide cluster including 
contagion-as-transmission (transmission of the suicide 
or its related components within a specific community or 
institution, inferring spread based on proximity); conta-
gion-as-imitation (a stimulus response process, based on 
interpersonal, group and mass media communications); 
contagion-as-context (perceived change of group norms 
which reduce the threshold at which suicidal behavior is 
seen as an acceptable response to significant stresses); and 
contagion-as-affiliation (based on an affiliation with others 
with similar characteristics or like-minded attitudes) [8]. 
An increase in suicide rates after the widespread report-
ing of the facts on a suicide or group of suicides has been 
termed a mass cluster. The indiscriminate and sensational-
ized reporting of suicides, most often involving celebrities, 
has been identified as the precipitating event for a mass 
cluster. A point cluster is an increase in suicides in a more 
concentrated time period and geographical area such as in 
schools. Point clusters may go undetected and unreported 
due to the lack of recognition of the increase in suicides or 
suicide attempts in a limited geographical area [7].

Incidence and Scope of the Problem

International statistics reveal an alarming suicide rate, 
making suicide a significant health concern with impli-
cation for the practice of all healthcare providers. In 
2016, the World Health Organization (WHO) estimated 
a worldwide suicide rate of 10.6% per 100,000 persons 
with the greatest incidence (estimated at 89%) occurring 
in low and middle class countries. It was the 18th lead-
ing cause of death in 2016 [9]. Suicide deaths exceeded 
those of natural disasters, violence by others, war, and 
conflicts. Although suicide rates worldwide were found to 
be decreasing between 2000 and 2016, the exception was 
in the USA where the rates increased by 1.5% annually 
after 2000 [10, 11]. Globally, suicide accounted for 71% 
of female and 50% of male violent deaths. In the USA in 
2018 among persons ages 12 to 34, suicide was the sec-
ond leading cause of death [12]. Between 1999 and 2018, 
the national suicide rate increased by 35%. There was an 
average increase of approximately 1% annually between 
1999 and 2006 and 2% annually between 2006 and 2018. 
In 2018, the suicide rate for males was 3.7 times that of 
females. Suicide rates in females were highest in the age 
groups of 45–64 and for males in the ages 75 and over. 
Suicide rates were higher in rural counties when compared 
to those in urban counties for both genders [13]. Although 
in 2020 the suicide rates during the COVID-19 pandemic 
have dropped, there has been caution in those reporting 
this result as an accurate reflection of the problem.

With such significant suicide rates, which do not 
include failed or incomplete suicide attempts, it is evident 
that the identification of vulnerable persons for suicide 
should not be limited to the healthcare practices of those 
dealing with mental illness. An individual’s suicide risk 
is not stagnant and can increase and decrease over their 
lifetime in response to the stressors encountered at a given 
time. Screening of a patient population for signs of depres-
sion and suicidal ideations has become routine in many 
healthcare settings outside. In the trauma care setting, a 
concern for identification of the patient at risk for suicide 
should be part of the scope of care provided, not only for 
those being treated for self-inflicted injuries but also for 
those with traumatic injuries which can be a precipitating 
factor in a post-recovery risk for suicide.

Predisposing and Precipitating Factors

In order to understand the concept of “suicide contagion,” 
the factors that make one “vulnerable” to the “contagion,” 
that is predisposed to suicidal ideations and suicidal 
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behavior, need to be understood, which is comparable to 
the identification of the immunocompromised patient in 
assessing risk to infection.

Predisposing factors for suicide include psychiatric dis-
orders, previous suicide attempts, sexual abuse, and family 
history of suicidal behavior, including the loss of a parent to 
suicide in early childhood. These risk factors come into play 
with different intensities at the different times in a person’s 
life and suicide can be the result of a culmination of factors. 
Psychiatric disorders, including bipolar disorder and schiz-
ophrenia-spectrum disorders, as well as depression have a 
particularly strong impact on suicide rates over a lifetime. 
Substance abuse, epilepsy, and traumatic injury also increase 
the risk of suicide [14].

Precipitating factors interact with the individual’s predis-
posing factors. Among precipitating factors are stressful life 
events, such as relationship difficulties, death of a partner, 
the suicide of a person to whom the individual was close, 
e.g., a mother or child, diagnosis of a chronic medical condi-
tion, being the victim of assault, arrest, and imprisonment. 
Other related factors are younger age, unmarried, and fewer 
years of formal education [15].

Fazel has described a stress-diathesis psychological 
model to explain suicide as an interaction of stressors in 
vulnerable persons that express itself in suicidal ideations 
which are magnified by impulsivity and aggression [14]. 
Precipitating factors can cause psychological changes 
including feeling isolated, hopeless, and burdensome. The 
interrelationship between the predisposing and precipitating 
factors on the individual varies with the person’s resilience. 
For those predisposed to suicidal behavior, the suicide of 
another can be a significant precipitating event leading to a 
suicide attempt or completed act. Kral has described suicide 
as the result of the interaction of two conditions: perturba-
tion and lethality. Perturbation is defined as stress, anguish, 
pain, depression, pressure, shame, agony, and mental disor-
der. Lethality is the idea of suicide or the option of death as 
a way to stop the perturbation [5].

There has been significant research into the question of the 
neurochemical causes of mental disorders and suicidal idea-
tions. Neuroimaging studies of those with mental disorders 
such as bipolar and mood disorders have found anatomical 
differences observed in the brains of those with suicidal idea-
tions. This has provided insight into an anatomical/physi-
ological base to explain why certain persons are vulnerable 
to the development of suicidal ideations and the impulse to 
act on them. The imaging modalities utilized included struc-
tural MRI, functional neuroimaging, including single photon 
emission computerized tomography (SPECT), positron emis-
sion tomography (PET), and functional MRI. The goal has 
been to identify the association between the physiological and 
structural findings that will allow identification of persons at 
risk for suicidal behavior through the identification of common 

elements that are present in the at-risk groups and an under-
standing of the neural changes associated with this condition 
that are both current and a lifetime indicator. The ultimate goal 
is the identification, prevention, and intervention of suicide 
in the at-risk groups [16]. Johnston found in adolescents and 
young adults with bipolar disorder who attempted suicide less 
gray matter volume and decreased functional connectivity in a 
ventral fronto-limbic neural system which controls emotional 
regulations. It has been hypothesized that a reduction in the 
amygdala prefrontal functional connectively may be associ-
ated with the severity of the suicide ideation and lethality of 
the attempt [17].

Serotonin has been implicated as a factor in those who 
have attempted or committed suicide. In post-mortem stud-
ies, a decrease in serotonin transporter binding was found 
in the prefrontal cortex. Those who attempt suicide using a 
more lethal means showed decreased activity in the pre-fron-
tal cortex. Mann noted that the neurological factors underly-
ing the propensity of an individual for suicidal behaviors are 
diverse, complex, and interactive but the primary biologi-
cal marker for suicide is probably too little serotonin in the 
prefrontal cortex. He described a stress-diathesis explana-
tory model of suicidal behavior with integrated clinical and 
neurobiological components. A trait deficiency in serotonin 
input to the prefrontal cortex was found in association with 
suicide and non-fatal suicidal behavior. It has been linked 
to decision-making and suicide intent in imaging studies 
and in vivo studies. It has been opined that the same neural 
circuitry and serotonin deficiency contribute to impulsive 
aggressive traits that are part of the diathesis for suicidal 
behavior and associated with early-onset mood disorders. 
Thus, these persons are at a greater risk for suicidal behavior 
[18].

The Suicide of Another as a Precipitating 
Factor

The acceptance of suicide as an acceptable option to end 
physical and/or emotional pain is one that is internalized by 
those vulnerable to suicidal ideation. When a person who is 
respected and emulated dies by their own hand, the idea of 
suicide can become normalized and seen by vulnerable indi-
viduals as an acceptable choice as a method to permanently 
cease consciousness or as an escape plan [5].

Media Reporting

Traditional Media: Print, Television, and Digital 
Media

Historically, it was the fictionalized accounts of suicides 
that led to evidence of suicide contagion. In 1774, Johann 
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Wolfgang von Goethe, the celebrated German author, pub-
lished a novel entitled “The Sorrows of Young Werther.” It 
described a troubled young man who fell in love and became 
obsessed with a woman whom he could not have. He became 
despondent and his mental state deteriorated culminating 
in his suicide by a self-inflicted gunshot wound using the 
pistol of this woman’s fiancé. The book was considered one 
of the first bestsellers and soon after its publication it gained 
a cult following. There was an increase in suicide rates seen 
in several European countries. This resulted in the novel’s 
ban in Leipzig, Italy, and Copenhagen. Although Werther is 
most often cited as the first example recognized as suicide by 
imitation, it was preceded by the Japanese Kabuki play, Love 
Suicides at Sonezaki, published in 1703 which was linked to 
a wave of suicides resulting in its ban in 1720 [19]. This was 
termed the “Kabuki effect.”

In 1974, the sociologist David P. Phillips coined the 
term “the Werther effect” to describe the mimicry of sui-
cide after a highly publicized suicide. Phillips found that 
suicide appeared to behave as a contagion mediated idea 
by such publicized events. He found an increase in suicides 
that occurred immediately after the publication of stories 
concerning suicides which were publicized in British and 
US newspapers during the period of 1947 to 1968. The 
greater the publicity of the suicide story, the greater the rise 
in suicide rates thereafter, which were mainly in the lim-
ited geographical area in which the stories were publicized. 
This supported the conclusion that the increase in suicide 
rate was due to the influence of suggestion upon subsequent 
suicides not previously shown on a national level [20]. Two 
well-known and widely publicized suicides in their respec-
tive countries illustrate this concept. The suicide of Marilyn 
Monroe was followed by a 12% increase in suicides in the 
USA and 10% in England and Wales. The suicide of the Eng-
lish osteopath, Stephen Ward,1 who was well known because 
of his involvement in the Profumo affair, was followed by an 
increase in the suicide rate of 17% in Britain and 10% in the 
USA [20]. Thomas Niederkrotenthaler and colleagues have 
estimated that over 150 studies have confirmed this associa-
tion, finding that the reporting of the death of celebrity by 
suicide had meaningful impact on total suicide rates in the 
general population, with the greatest increase by the same 
method used by the celebrity [21].

The impact of culture is evident in the copycat effect of 
the popular Korean actress, Jin-Sil Choi, in 2008. A total 
of 429 additional suicides were found occurring during the 
massive publicity of her death. When compared to the addi-
tional 197 deaths after Marilyn Monroe’s death in 1962, a 
greater impact is evident, especially when considering that 
Korea had a population less than one-fourth that of the USA. 
The media coverage of her death not only violated media 
guidelines for reporting suicides but also improperly gave 
details of the method she employed [22]. After the reported 
hanging suicide of the actor/comedian Robin Williams in 
2014, the suicide cases in the USA increased by 1841 or 
a 9.85% increase from August to December of 2014. This 
increase was seen across all ages and gender groups but 
males and persons of the ages of 30–44 showed an excess of 
these suicides. There was also an increase in the method of 
suicide by suffocation [23]. In Canada, there was an increase 
in the suicide rates estimated by time series modeling of 16% 
of expected suicides from August to December of 2014. The 
greatest number of these excess suicides occurred in those 
over 30 and by suffocation. This occurred despite Canadian 
efforts at improvement in the method of mainstream media 
coverage of suicides [24].

Gould and colleagues found that the more prominent the 
reporting of a suicide story, with recounting of the explicit 
and detailed facts regarding the method, the greater the 
increase in copycat suicides triggered in the younger popu-
lation [25]. This was found to be greatest in the first 3 days, 
reducing thereafter, but when the coverage continues to be 
prominent and repeated the impact continues beyond this 
time period [25]. The report of the specific method of sui-
cide used has been found to result in the subsequent suicide 
actors using the same lethal method as that reported. The 
young are the most vulnerable to the impact of such stories 
especially those suffering from depression or who in some 
way identified with the deceased [26].

Violent mass shootings are often associated with the sui-
cide of the perpetrator. A substantial portion of the perpetra-
tors of mass shootings take their own lives [27]. The greater 
the amount of media attention given to such mass shootings 
resulting in an intense level of attention to the event cre-
ates a social landscape in which the perpetrator is given a 
national audience for their violent acts, and celebrity status 
posthumously, resulting in copycat events [28]. As a result, 
the media’s reporting of such events has come under scru-
tiny for being a precipitating factor because of the dramatic 
presentation and the intense coverage.

Fictionalized Representations of Suicide

Fictionalized stories concerning suicide also can cause a 
spike in suicides as noted in the “Werther” and “Kabuki” 
examples. A contemporaneous increase in suicides and 

1  Stephen Ward took his life after being found guilty of two counts 
of living off immoral earnings. He had been deemed a societal osteo-
path who had introduced the British Secretary of War, John Profumo, 
to a 19-year-old showgirl. When the affair came to light in 1961, it 
led to the disgrace of Secretary Profumo and his resignation. During 
the trial, Ward was subject to the abandonment of his former society 
friends and subject to the hostility of the judge and prosecuting attor-
ney.
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suicidal ideations was seen in response to the Netflix series 
“Thirteen Reasons Why.” In March 2017, Netflix released 
this serial streamed fictionalized account about a teen-
age girl who committed suicide leaving behind thirteen 
tapes recounting why she chose suicide and those she held 
responsible. The series contained graphic suicide content. 
Niederkotenthaler and colleagues found that despite content 
warnings and the identification of suicide prevention ser-
vices during the airings, there was an immediate increase in 
suicides that exceeded the generally increasing trend in the 
target audience of the program of 10- to 19-year-old indi-
viduals in the 3-month period after the show’s release. The 
increase was greater in females and the younger the viewer 
the greater the impact found [29].

Social Media and the Internet

The pervasive presence of the Internet and the constant use 
of digital devices, especially among the young, allow wide-
spread and rapid dissemination of stories about suicides, 
near suicides, and mass acts of violence. There is little to 
no regulation of the content that is spread. The Internet 
also contains pro-suicide websites that endorse suicide by 
providing how to methods and/or by promoting discussion 
encouraging suicides [30–32]. Those who search for suicide-
related content may be influenced by the information found, 
depending on a range of factors, including their own vulner-
ability and mood state at that time. A positive correlation has 
been found between the rate of Internet use and suicide rates. 
Dunlop found that the Internet, particularly social network-
ing sites, is an important source of suicide stories, especially 
in the young. Discussion forums were particularly associated 
with suicidal ideations in the vulnerable population [33, 34].

The Internet provides a forum for cyberbullying, which 
is defined as the willful and repeated harm inflicted through 
the use of computers and other electronic media. All forms 
of bullying have been associated with an increase in sui-
cide ideation and attempts. The Internet allows for a greater, 
faster, and anonymous dissemination of the aggression. 
Cyberbullying can be the factor that pushes a suicide idea-
tor over the edge by providing the impetus to transition from 
the ideation to attempt [35].

Media Guidelines for Reporting of Suicides

In contrast to the harmful Werther effect, a potential positive 
effect, known as the Papageno effect, has been described. 
The term Papageno comes from Mozart’s opera “The Magic 
Flute” where the lovelorn character contemplates suicide 
until other characters in the opera show him another way to 
resolve his problems. Niederkrotenthaler and others have 
shown that media reports that provide information about 

methods of coping with adverse circumstances were associ-
ated with a decrease in suicides thereafter where that media 
reached a large audience [36]. Recognizing the aforesaid, 
guidelines have been developed by multiple organizations 
regarding the manner and content of reporting on suicides 
and mass shootings. The aim is not only to reduce the harm-
ful impact of the media story by guiding the content but 
also to provide important protective information regarding 
suicide prevention and mental health resources, while giving 
direct links to mental health and suicide hotlines. Among 
such guidelines are those of the World Health Organization, 
CDC, Canadian Psychiatric Association, and Suicide.Org. 
[37].

The guidelines generally recommend avoiding:

Descriptions of the method and location of the suicide.
Sharing the content of a suicide note.
Describing intimate details of the person who died.
Presenting the act of suicide as an acceptable or common 
response to a hardship.
Oversimplifying or speculating the motivation for the 
suicide.
Sensationalizing the details in the story.
Glamorizing or romanticizing the suicide or person who 
has committed suicide.
Using terms such as epidemic or skyrocketing when dis-
cussing suicide.
Engaging repetitive, ongoing, and excessive reporting of 
the suicide.

The guidelines generally recommend:

Report the suicide in general terms.
Report that a note was found but omit the details.
Report only general details about the person.
Provide coping skills, support, and treatment available for 
those who have contemplated suicide.
Describe warning signs, risk factors, and mental illness 
associated with suicide.
Report the suicide and death using facts and language 
that are sensitive to those surviving the decedent who 
are grieving.
When describing the incidence of suicide use the best 
available data and use words such as increase or rise.

The same guiding principles have been recommended 
regarding media reporting of mass shootings including those 
associated with suicide [38–42].

The Internet has been employed as a media forum to 
provide protective information and counter the impact of 
those sites that disseminate information about suicide meth-
ods and promote it as an acceptable response to stress and 
anxiety. The National Suicide Prevention website provides 
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contact information and links to suicide prevention organi-
zation. The Google search engine displays a link and mes-
sage about the National Suicide Prevention Lifeline at the 
top of the search page when the search working suggests 
suicidal ideations. Facebook coordinated with the UK and 
the Ireland-based Samaritan organization to create a suicide 
alert reporting system so that its users could report individu-
als who they believe are expressing suicidal thoughts [43].

The Suicide of a Near Contact

Suicide contagion can be the result of direct knowledge of 
the suicide of a close friend or family member. It has been 
found that the survivors of one who has taken their own life 
have an increased risk of suicide. The reason is multifacto-
rial and illustrates the significance of the predisposition of 
the survivor for suicidal ideations. The survivor may have 
mental health conditions and treatment needs similar to the 
decedent, including a mood or anxiety disorder being treated 
with psychiatric medication. Maris found a 11–12% rate of 
suicides in a first-degree relative of those who had commit-
ted suicide as compared to no increase in the survivors of the 
natural death of a loved one [44]. The survivor may have his 
own de novo suicide ideations and self-destructive behavior. 
Suicide rates have been found to increase in survivors just 
before or after the death of the loved one and thereafter on 
important dates such as the anniversary of the death, birth-
days, and wedding anniversaries.

Pittman et al. found that the attitude about suicide in cer-
tain vulnerable adults bereaved by the suicide of of a close 
friend or relative was influenced in such a way that it could 
increase their own risk of suicidal action. Those who per-
ceived themselves as susceptible to suicide described a sense 
of inevitability which they either fought or to which they 
submitted. Some conveyed a fear of a self-fulfilling proph-
ecy. Clinical factors such as depression, substance abuse, 
and personality traits were identified as creating a higher 
risk of suicide due to a fundamental change in their attitude 
to suicide since the loss of their loved one [45].

Impact of the COVID‑19 Pandemic

Because of the impact of the COVID-19 pandemic, another 
type of suicide contagion has become a concern requiring a 
reverse analysis of the concept of suicide and contagion. In 
this analysis, the COVID-19 pandemic is the precipitating 
event resulting in an increase in subsequent suicidal idea-
tions or actions. The COVID-19 pandemic has been termed 
a “dual pandemic” [46]. The widespread dissemination in 
the media concerning the virus, its virulence, the lack of 
effective treatment, and the disturbing death rates are but a 

few of the factors that created fear and anxiety in the general 
public. Inconsistent and conflicting messaging and the politi-
cization of the pandemic were further aggravating factors. 
Individuals already suffering from mood disorders, psychi-
atric conditions, and stress, including those of a physical, 
mental, and/or economic nature, were and still are at risk 
for the development of suicidal ideations and action. It is not 
only the fear of the virus that has precipitated this increased 
risk but also the governmental/public health actions taken 
to minimize the spread of the virus, which have caused 
their own set of adverse outcomes. These include isola-
tion, the economic stress, decreased access to community 
and religious support, barriers to mental health treatment, 
and exacerbation of medical conditions. Groups especially 
impacted include frontline workers, elderly, homeless, vic-
tims of abuse and violence, stigmatized groups, and those 
in financial crisis. The result is an increase in depression, 
anxiety, fatigue, post-traumatic stress disorder, and adjust-
ment disorder [47, 48]. The concern has and continues to 
be that these will precipitate suicidal ideations and follow 
through behavior. Although a significant increase in the sui-
cide rates has not been definitively established as a result 
of the pandemic at this time, it is recognized that there is a 
significant need for intervention to mitigate the impact of the 
pandemic and the containment actions taken. The impact of 
a public health crisis as a precipitating factor is not new to 
the COVID-19 pandemic. It was seen in prior epidemics and 
pandemics, including that involving severe acute respiratory 
syndrome (SARS), H1N1, Ebola and Middle East respira-
tory syndrome (MERS), and Ebola and the 1918 Spanish 
flu [49].

It is not only the socioeconomic impact of the virus that 
has been recognized as a potential precipitating factor for the 
increase in suicide ideations and actions but the pathophysi-
ology of the virus itself has a direct physiological impact 
which can influence a person’s potential for suicide. It has 
been recognized that dysregulation inflammation is associ-
ated with depression and suicidal behaviors. Studies have 
found an increase in interleukin-6 (IL-6) levels in the cer-
ebrospinal fluid of suicide attempters [50]. Isung et al. found 
that suicide attempters with more impulsive and sensation-
seeking personality traits had significantly higher plasma 
levels of IL-6 than non-violent attempters, leading to the 
hypothesis that extraversion and violent methods of suicide 
were independently associated with increased IL-6 levels. 
This comports with prior findings that an inflammatory 
process is associated with impulsivity and aggression [51]. 
The physiological response to the COVID-19 infection can 
include the development of a cytokine storm which has been 
identified as playing a role in the precipitation of a suicide. 
IL-6 plays a significant role in the release of cytokines and 
what is termed the cytokine release syndrome [52]. Altera-
tions in the psychoneuroimmunity of the brain and other 
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organs have been seen in COVID-19 evidencing the rela-
tionship of immunity, the brain, and mental health. There 
is a concern that there may be an increase in suicide risk 
as a result of the inflammation and immunity dysregulation 
caused by the neuropathogenesis of the virus.

Healthcare professionals have been and still are particu-
larly impacted by the COVID-19 pandemic. Even before the 
pandemic, rates of physician burnout, depression, and sui-
cide were concerning. As with the general public, the physi-
cian and frontline healthcare provider who suffer from pre-
disposing conditions such as mental health/mood disorders, 
substance abuse, and a family history of suicide have an 
increased vulnerability to the impact of the stress of dealing 
with impact of the pandemic. Frontline healthcare providers 
are under a significant degree of stress as they have and con-
tinue to deal with the overwhelming demands and responsi-
bility of caring for patients with COVID-19. They have and 
still do care for patients presenting with a formerly not seen 
overwhelming and multisystem organ failure which was not 
initially understood and for which there is no one definitive 
treatment. The death rates experienced were beyond those 
ever experienced. For those patients who did not survive, 
the healthcare provider many times was the last person with 
whom the patient interacted before their death. They were 
the intermediary through whom the patient and family com-
municated during this extremely stressful and emotional 
time, including saying final farewells. The lack of personal 
protective and essential medical equipment experienced dur-
ing the pandemic caused stress due to a lack of control and 
support. The long hours of work without sufficient time off 
did not allow for adequate periods of recovery. The health-
care providers placed themselves at risk for infection with 
its high mortality rate and many experienced not only the 
deaths of their patients but also those of colleagues. Some 
had to witness allocation of limited resources and equipment 
as well as hasty end-of-life decisions. They feared bringing 
the infection home to their family resulting in an inability 
to care for their own family and a self-imposed separation 
and isolation in an effort to protect loved ones. This cre-
ated a toll that has and will continue to be seen after the 
pandemic has been finally contained. Already high levels of 
burnout and psychological symptoms in healthcare work-
ers have been confirmed resulting in a range of responses 
from increased anxiety to depression and post-traumatic 
stress disorders [53–55]. The suicide of Dr. Lorna Breen is 
a well-reported example of the potential impact of the virus 
on physicians. She was a supervising physician during the 
height of the pandemic in New York and became ill with 
the virus. Despite recovering from the virus and returning 
to work, she developed a significant depression from which 
she did not recover, ultimately taking her own life [56].

For all who are impacted by the COVID-19 pandemic, 
including those not previously predisposed to suicidal 

thoughts, care must be taken to recognize the physiologi-
cal and psychological impact of the virus both directly and 
indirectly. This requires support provided by the family, 
community organizations, and government, both at the local 
and national levels, such as that legislated in the American 
Rescue Plan-H.R. 1319.

The Implications for Clinical Practice

The study of suicide contagion reveals one consistent 
concept, the need to recognize those vulnerable individu-
als who due to predisposing factors are susceptible to 
the idea of suicide as an acceptable ultimate option to 
deal with their pain, both physical and psychological. 
The Joint Commission issues annual reports on National 
Patient Safety Goals which include suicide prevention 
and requirements suicide risk assessment. In July 2020, 
the requirements were extended to all Joint Commis-
sion–accredited hospitals including critical access hos-
pitals. The goal is to improve the quality and safety of 
the care to those being treated with behavioral conditions 
and identify those at risk for suicide [57]. The require-
ments mandate the screening of all patients for suicidal 
ideations using a validated screening tool. Among the 
validated screening tools cited are the Ask Suicide-
Screening Questions (ASQ) of the National Institute of 
Mental Health (Table 1) [58], the Columbia Suicide Rat-
ing Scale (CSRS) which has questionnaires designed for 
use in different clinical settings including the Emergency 
Department (Table  2) [59], and Primary Care office 
(Table 3) (58). The tools include questions about whether 
the patient has had thoughts in the past few weeks of 
their own death, wishing that they were dead, feeling that 
others would be better off if they were dead, thoughts of 
killing themselves, and past attempts at suicide. When 
there is a positive answer, the interviewer is prompted to 
put into place safety measures until the patient is evalu-
ated by a clinician. Because these questions are part of 
the electronic medical record template, the risk is that for 
a patient who does not have an overt behavioral or men-
tal health issue or one that is primary to the encounter, 
the questions will not be asked or merely glossed over. 
Another consequence is that patients who have men-
tal disorders may screen positive causing the required 
response which can be burdensome to the emergency 
room/urgent care provider who must decide if the patient 
must be placed on one-to-one observation, evaluated by 
a psychiatrist, and if not admitted to the hospital referred 
for mental health intervention and care. This may lead to 
a reluctance to identify a patient at risk if their presenta-
tion in the emergency room does not overtly exhibit an 
immediate risk for suicide causing the interviewer to fail 
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Table 1   Ask Suicide Screening-Questions. National Institute of Mental Health. With permission of National Institute of Mental Health. NIMH.
nih.gov/research/research-conducted-at-nimh/asq-toolkitmaterials/index.html. 2020
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to recognize a patient at risk. Many primary care provid-
ers use such screening tools because these questions are 
embedded in the electronic medical record template and 
not necessarily part of an intentional suicide risk assess-
ment. Ideally, it is the primary care provider who knows 
their patient and can identify those predisposed to the 

negative impact of a precipitating stressor, such as the 
death of a loved one and in particular when the death is 
by suicide. For those assessing a patient’s suicide risk, a 
careful history can allow identification of predisposing 
and precipitating factors which will allow for a sensitive 
and accurate determination.

Table 2   Columbia-Suicide Severity Rating Scale. Emergency Department. With the permission of The Columbia Lighthouse Project
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Conclusion

Suicide is a serious public health concern resulting in 
significant mortality and morbidity each year. A factor 
that has been identified in the precipitation of a sui-
cide attempt or completed act is the suicide of another, 
whether that person was a famous personality or a close 
loved one. The greatest risk of suicide by contagion exists 
in those who are vulnerable due to predisposing factors 
resulting from genetic, biological, and sociological fac-
tors. The goal is to identify and protect such persons by 
providing the required support, which can include evalu-
ation and treatment by a mental healthcare and medical 

provider, economic support, and when necessary safety 
precautions, such as hospitalization, to prevent the patient 
from acting on a suicidal intent during a period of crisis. 
Knowledge and sensitivity to the patient’s risk factors as 
they exist at a given time in their life assist the healthcare 
practitioner to provide the required intervention to the 
patient and when appropriate to the patient’s family and 
significant others.
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