
The patient is an 80 year old Caucasian male with no past psychiatric history brought to 
the Emergency Department via EMS, status post suicide attempt by cutting of bilateral 
forearms.  
Severity of suicide attempt evidenced by; 
● Cut bilateral forearms, resulting in 75% laceration of right arm flexor carpi radialis 

and minor laceration of left arm flexor carpi radialis, requiring plastic surgery 
intervention after discharge. 

● Patient admitted to not seeking help immediately, resorted to telling family 4 hours 
post suicide attempt. He did not try to stop the bleeding, coagulated over time.  

 
COVID Quarantine, Stressors 
Patient reported since December 2020 
● Isolation - “feeling claustrophobic and anxious” new onset panic attacks. “feeling like 

a burden to myself and my family, and they are a burden to me.” Stopped attending 
church 3 months ago. Unable to travel, first winter since wife’s death he has not 
been able to go Florida to see his other daughters.  

● Financial -Feels burden of financial responsibilities for his daughters and 
grandchildren despite the house being in disrepair. Cannot afford to fix septic tank, 
windows and insulation. Poor sleep due to cold home. Intermittent sleep laying 
awake long periods of time.  

Signs and Symptoms 
● Low appetite resulting in 20 lbs. weight loss in one month.  
● Fatigue, worthlessness, hopelessness, anhedonia, hopelessness, difficulty with 

concentration and memory, and guilt about being a burden and about having 
attempted suicide. Regrets not having “completed the task”.  

● Physically, experiencing hot flashes as well as back pain that reminds him of when 
he had cancer in 2018.  

● Gave up responsibilities 3 days prior to attempt, wherein he gave up care of a 
mentally ill church member by handing over the medical and financial responsibilities 
to the county. 

Seeking Help 
● Saw primary care provider in December, who prescribed Escitalopram, Alprazolam, 

and Hydroxyzine. Patient became constipated, did not find relief and discontinued all 
3 medications without follow up. 

 
 

This case is an example of a patient in one of the highest risk categories for suicide, however 
the demographic of elderly Caucasian males in rural settings continues to be under 
represented in our psychiatric clinics and inpatient units. They are more likely to present to 
primary care settings. In addition the psychiatric medication management may present 
challenges due to comorbidities, polypharmacy risk and higher risk for side effects. What 
learning points can we take away from this case? 
 

1. How do we best treat our elderly patients in rural settings, given low 
levels of clinical resources? This case involved close collaboration with 
nursing staff, case management, plastic surgery specialists and hospitalist to 
care for the patient’s immediate needs as well as support for a successful 
discharge. 

2. How can we address the psychiatric contributions of COVID in our 
community? Our elderly population is especially vulnerable to suicide during 
COVID due to increased social isolation and distancing and greater risk of 
anxiety and depression.2 This population may not have remote internet access 
or may have particular difficulties with utilizing electronic resources. Using 
telephone check-ins and taking note of any behavioral changes could be 
helpful. A warning sign in our patient was when he stopped attending church, 
and finally when he handed over responsibilities as caretaker. 

3. What were the strong and weak points of how we treated this patient? 
We feel one of the best interventions in this case was getting our patient out of 
an unsafe living environment with potential neglectful family and a situation 
where he could not take care of his ADLs, and were able to find an assisted 
living facility where he had caretakers and peers allowing for social contact, 
with basic needs of food and shelter.  
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Suicide rates in the geriatric population has been increasing steadily over 
the last decade. The greatest risk factors were found in White men over 
85 years old and in rural settings. The hypothesised contributions to the 
increase in suicide rate include economic recession, high rates of 
unemployment and social isolation.1 Since the COVID pandemic began, 
there was warning that quarantine and these exact same risk factors 
would worsen impacting our country’s mental health. One article 
described suicide may be the result of thwarted belongingness and 
perceived burdensomeness, combined with an acquired capability for 
suicide.2 Our case report presents a suicide attempt in an 80 year old 
male with no previous psychiatric history, this may be shocking to 
clinicians, patient family and friends, however literature has shown this 
case fits the profile of high risk for suicide.  
 
A retrospective study of 100 suicide victims over the age of 60 identified 
the victim was not alone 62% of the time and 56% did not have a 
previous psychiatric diagnosis. In the USA, 45% of patients will have a 
contact with their primary care provider within the month before suicide, 
while only 20% would have seen a mental health professional in the same 
period.3 In regard to psychotropic drugs, a lower rate of response to all 
classes of antidepressants was found in males, patients of older age.4 
Our patient was discharged to a long term care facility, while literature 
supports increased suicidal ideation in LTF patients, the risk of suicide 
attempts and completion is lower.5 

 
This case presented with challenges to a small inpatient unit with limited 
resources in a rural community hospital. The patient was unable to 
perform activities of daily living due to injuries. He required careful 
psychiatric medication management in collaboration with medical 
management for comorbidities including plastic surgery evaluations. 
Further challenges included an unsafe discharge location as his home 
was in disrepair and found to be unlivable. 
 

Figure 1 Suicide rates for males, by age group: United States, 1999–2018 

Source:https://www.cdc.gov/nchs/products/databriefs/db362.htm 

Figure 2. Age-adjusted suicide rates by sex and urbanicity of 
county of residence: United States, 2018 
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