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Abstract

Older adults are at an elevated risk for suicide. A comprehensive framework for

preventing older adult suicide should include knowledge about risk factors, a theor-

etical basis that explains the high prevalence of older adult suicide, and a transdisci-

plinary prevention strategy that shares responsibility for suicide prevention among

professional and lay members of the community. The author introduces a commu-

nity-based suicide prevention strategy that employs health and mental health pro-

fessionals, aging sector professionals, caregivers, and older adults to recognize and

respond to older adults who may be in distress.
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Prior to his suicide in 1932, George Eastman, age 77, and founder of the
Eastman Kodak company, wrote this note: “To my friends: My work is done.
Why wait? G.E.” (Ward, 2004). Following Eastman’s death, the local press
characterized the suicide note as a matter of fact explanation of what seemed
like a simple and straightforward decision (Conwell, 2013). However, Yeates
Conwell, a leading suicidologist, goes on to explain that the press overlooked
several complex factors that seem to have precipitated Eastman’s suicide—the
recent deaths of his mother and several friends; social isolation resulting from
the loss of control over his company; development of a degenerative spinal
condition that increased Eastman’s pain and reduced his ability to walk and
control his bladder; a depression that may have resulted from this series of
hardships; and ultimately, a lack of meaning and purpose. Conwell’s description
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begs the question: Was Eastman’s suicide as straightforward as the press
described it or was it a result of complex circumstances that could have been
altered if given adequate attention?

Nearly 80 years later, and both globally and nationally, older adults consist-
ently rank as one of the groups most at risk for suicide. Globally, adults over the
age of 70 have the highest rate of suicide (World Health Organization [WHO],
2014). In the United States, older adults complete suicide at a rate of 16.1 (per
100,000 people), which exceeds both the national rate (13.0) and the rate of
young people aged 15 to 24 (11.1). In 2012, older adults made up 16.37% of
all completed suicides, despite only accounting for 13.75% of the population.
Remarkably, older adult White males complete suicide at a rate more than
double the national average (32.2). This rate increases to 50.7, or nearly four
times the national average, for older White males over the age of 85 (American
Association of Suicidology, 2014). Across all age-groups, suicide is the 10th
leading cause of death in the United States, and it is more common than
death due to motor vehicle accidents, poisoning, falls, and homicide
(Substance Abuse and Mental Health Services Administration, 2014). As the
population ages, age-based suicide trends among older adults may result in sig-
nificantly higher numbers of deaths by suicide. Preventing older adult suicide
requires knowledge of risk factors, a theoretical basis for understanding what
precipitates older adult suicide, and a coordinated effort between members of the
professional and lay community who have a stake in preventing older adult
suicide. Therefore, this article will (a) synthesize what is known about older
adult suicide, (b) identify two theoretical models that explain the high rates of
older adult suicide, and (c) introduce a community-based suicide prevention
model that has potential to strengthen efforts to connect older adults to care.

Older Adult Suicide: Risk Factors

Several demographic variables serve as suicide risk factors in the older adult
population. First, there are significant trends based on the combination of age
and sex. Phillips (2014) collected suicide death counts from every 5-year group
between 1935 and 2010 and determined that 83.6% of older adult suicides were
completed by men. The author went on to state that across numerous cohorts,
suicide rates in males tend to follow the trend of increasing in adolescence,
leveling off through middle age, and increasing once again in old age. For
females, there is an initial increase in adolescence, followed by a leveling off,
then another increase in middle age, only to level off once again in old age. Older
White and American Indian males are at highest risk, whereas African
American, Latino, and Asian American elders have significantly lower rates of
suicide (Hooyman, Kawamoto, & Kiyak, 2014).

The link between mental health disorders and suicide is strong across all age
categories (National Institute of Mental Health, 2013). Approximately 95% of
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those who die by suicide suffer from one or more mental disorders, including
untreated anxiety or depression (Van Orden et al., 2010). In a recent sample of
suicide deaths, several mental health disorders were found, including mood dis-
orders (54.4%), substance use disorders (29.1%), anxiety disorders (22.2%), and
psychotic disorders (6.1%) (Draper, Kolves, De Leo, & Snowdon, 2014).
Depression is currently the leading cause of disability in the world (WHO,
2012), and it is estimated that by 2030 it will have the greatest disease burden
worldwide (WHO, 2011). Moreover, it is believed that older adults’ depression
symptoms may be underdiagnosed and undertreated (Center for Disease Control
[CDC], 2012). Older adults’ depression symptoms may be experienced somatic-
ally, leading healthcare providers to incorrectly assume that aches, pains, or sleep
disturbances are part of normal aging (Hooyman et al., 2014). For instance, 43–
70% of older persons visited a primary care provider within one month of their
suicide (Luoma, Martin, & Pearson, 2002) and 20% saw their doctor the day of
their death (National Alliance for the Mentally Ill, 2009). Although the majority
of older adults report adequate levels of life satisfaction (National Institute of
Mental Health, 2013), depression rates in older adult samples range between 3%
and 4.5% in community settings (Hooyman et al., 2014); 6% to 9% in primary
care settings (U.S. Preventive Services Task Force, 2009); 11.5% in older hospital
patients (CDC, 2012); and 13.5% in those who require home healthcare (CDC,
2012). Furthermore, when depression is properly diagnosed, treatment is effective
with older adults. Meta-analyses show that both psychotherapy and antidepres-
sant medication are effective treatments for depressed older adults (U.S.
Preventive Services Task Force, 2009).

Another key risk factor for suicide is access to firearms. Older adults have the
highest rate of gun ownership in America, and between 2005 and 2010, 80% of older
adult suicide deaths were by firearm (Pinholt, Mitchell, Butler, & Kumar, 2014). The
ratio of older adults’ suicide attempts to suicide deaths is 4:1, which indicates that
attempts within this age-group are far more lethal than other age-groups (Conwell,
2014). Pinholt et al. (2014) provide five questions that guide how to discuss gun
ownership with an older adult: Is the firearm Locked? is it Loaded? are Little children
present in the home? is the gun owner feeling Low? and is the owner Learned about
gun safety? Each of these questions refers to red flags that health care providers or
loved ones may assess if concerned about an at-risk older adult.

Although sex, mental health, and access to firearms account for substantial
variance in older adult suicide risk, additional variables are involved. These
include the following: a major physical illness accompanied by severe pain,
the sudden death of a loved one, a major loss of independence, financial instabil-
ity, persistent depression, chronic pain, cardiopulmonary disease, cancer, and
drug and alcohol abuse. Furthermore, widowers are more than five times as
likely to die by suicide as men who are married (Hooyman et al., 2014).
Warning signs for older adult suicide include direct or indirect statements indi-
cating frustration with life and a desire to die, a sudden decision to give away
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prized possessions, a general loss of interest in one’s environment, and isolation
or feeling cut off from others (Hooyman et al., 2014).

There is cause for concern about potential suicide risk in the emerging cohort
of older adults. Currently, more than one-third of suicide deaths are individuals
aged 45 to 64 (Drapeau & McIntosh, 2015). The majority of this age bracket
consists of baby boomers, a group that has been identified as having an elevated
risk of mental health disorders, substance use, and suicidality. For instance, a
greater number of baby boomers have experienced a depressive disorder,
although it is unclear why this is the case (American Psychological
Association, 2009). Additionally, illicit drug use nearly doubled (5.1%–9.4%)
among 50 to 59 year olds between 2002 and 2007 (Institute of Medicine, 2012),
indicating that those aging into older adulthood may be more likely to use
substances. Depression and substance abuse are general risk factors for suicide,
and between 1999 and 2004, suicide rates increased by 19.5% for those aged 45
to 54 (CDC, 2007), a subset of the boomer cohort. However, Phillips (2014) used
age-period-cohort analysis and concluded that early boomers (born between
1946 and 1954) have a lower than average rate of suicide, whereas late boomers
have a rate comparable to the overall average. Although it remains to be seen
how these trends will continue into the future, geriatric mental health experts
speculate that baby boomers will be more likely to utilize mental health services,
including psychotherapy (Bartels, Blow, Brockmann, & Van Citters, 2005).

The Role of Theory in Understanding Older
Adult Suicide

Leaders in gerontology have identified the need for more thoughtful connections
between gerontological practice and theories of adult development (Alley,
Putney, Rice, & Bengtson, 2010). The need for theoretical models is particularly
salient for understanding older adult suicide, due to the challenges associated
with the empirical study of suicide (Van Orden et al., 2010). Therefore, two
theories, social phenomenology and the interpersonal theory of suicide, will be
used to provide a conceptual framework for what causes older adult suicide, as
well as what can be done to prevent it.

The first theory, social phenomenology, explains how individuals construct
life meaning within a social context (Gubrium & Holstein, 1999). When it is used
to understand gerontology, social phenomenology explains how a society
ascribes meaning to various aspects of the aging process. For instance, retire-
ment has traditionally been viewed as a milestone that indicates one’s transition
from midlife to late-life. Although this understanding of retirement is evolving,
the social phenomenology perspective provides a framework to ask questions
about what retirement symbolizes to society and individual members of that
society. At the societal level, one might ask, “How does society’s definition of
work impact its understanding of retirement?” For the individual within this
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society, the question shifts to, “What does retirement mean to me in this par-
ticular context?” Additional questions might stem from the relationship between
work and personal value. At the societal level one might ask, “How does one’s
ability to work contribute to his or her value in a given society?” At the indi-
vidual level, the question may be, “What is my purpose now that I no longer
work?”

It is worth noting that social phenomenology assumes that meaning is not
statically based on an objective reality but rather changes based on context.
Therefore, a milestone like retirement does not have a single, unchanging def-
inition but instead represents a constructed reality that combines the definitions
created by each society and interpreted by each individual. The constellation of
meaning created by the social phenomenological perspective may shed light on
the elevated rate of suicide among older White males in the United States. Some
have argued that depressive symptoms and suicide risk in older adults are
mediated by how much value an individual places on autonomy (Bamonti,
Price, & Fiske, 2014). A social phenomenological perspective might suggest
that autonomy, a socially constructed value for Americans, is especially pertin-
ent when ascribing worth to males. In cases where older adulthood introduces a
challenge to one’s autonomy—whether due to leaving the workforce, facing
functional changes associated with health, or additional adaptations that are
associated with this life phase—an individual who is adapting to these changes
may perceive himself as less autonomous in a society that places great value on
autonomy. To the extent that he interprets reduced autonomy as shameful or
burdensome, depression and suicidality may result.

A second theory, the interpersonal theory of suicide (Joiner, Van Orden,
Witte, & Rudd, 2009; Van Orden et al., 2010), proposes that suicidality in
older adults is influenced by two underlying constructs: thwarted belonging
and perceived burdensomeness. Thwarted belonging refers to the consequence
of unmet needs for social integration among older adults. The authors note that
social isolation is a strong and reliable predictor of suicidality across all ages. In
older adulthood, social isolation may describe why the loss of a spouse or other
loved ones predicts increased suicide risk. Van Orden et al. (2010) propose that
the thwarted “need to belong is the need central to the development of suicidal
desire” (p. 583). Building off Shneidman’s (1987) famous work on suicidality as a
result of “psychache,” the authors posit that when social needs for belonging are
thwarted, the individual experiences intense emotional pain that may result in an
increased openness to suicide.

The second construct in the theory is perceived burdensomeness. Van Orden
et al. (2010) describe previous theories that describe perceptions about being
burdensome or “expendable” (p. 586) as suicide risk factors in adolescents
(Woznica & Shapiro, 1990 in Van Orden et al., 2010). The authors provide
the example of an individual whose dominant cognitive schema becomes: “I
make things worse for the people in my life” (p. 586). This may include family
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members who are burdened by the older adult’s needs but may also extend to
nonfamily members who are involved in their care. Perceived burdensomeness
may explain why risk factors like family conflict, unemployment, and physical
illness are predictive of older adult suicide.

A synthesis of social phenomenology and the interpersonal theory of suicide
provides an explanatory framework to understand older adult suicide and guide
suicide prevention efforts. Older adults make meaning of their lives within a
social context (social phenomenology). When this social context fails to provide
older adults with ongoing resources for meaning-making, older adults may be at
greater risk for psychological distress. Furthermore, when the social context
thwarts older adults’ need to belong, or communicates directly or indirectly
that they are burdensome (interpersonal theory of suicide), older adults may
interpret their lives as either meaningless or detrimental to those in their lives.
These factors may combine with other known risk factors—age, sex, mental
health, access to means—and influence suicidality.

Preventing Older Adult Suicide

Despite its complex nature, suicide is preventable (WHO, 2014). The leading
suicide prevention strategies are based on a public health model, which stipulates
that prevention programs should provide comprehensive, transdisciplinary stra-
tegies that reach out to both at-risk individuals and the communities in which
they live. Furthermore, the use of theory has been a helpful guide to inform
suicide prevention efforts (Shneidman, 1987; Van Orden et al., 2010). Therefore,
suicide prevention strategies that are geared toward older adults should build on
adult development and aging theories, such as social phenomenology and the
interpersonal theory of suicide. The remainder of this article will propose how
the gerontology community, including practitioners, educators, caregivers, and
older adults themselves can build a comprehensive, transdisciplinary prevention
strategy that mobilizes diverse community stakeholders to share the responsibil-
ity of older adult suicide prevention (Table 1).

The public health approach to suicide prevention describes the need for indi-
cated, selected, and universal approaches. First, indicated prevention targets
individuals who are experiencing signs of distress, including suicidal thoughts
or behaviors, or symptoms of mental disorders that are correlated with suicid-
ality, including depression, substance abuse, or psychosis. Next, selected preven-
tion identifies groups that may be at an elevated risk based on demographic
characteristics, circumstances, or other factors. In the case of suicide prevention,
this may include being White, being male, having a physical illness, dealing with
loss, facing a significant life adjustment, or adjusting to diminished independ-
ence (Hooyman et al., 2014). Finally, universal prevention describes efforts made
to reach an entire population. In the case of suicide prevention, this might
include mental health or suicide education training for older adults, caregivers,
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or professionals who work with older adults. These efforts are intended to
reduce stigma, promote help-seeking, and train a broad audience of individuals
to recognize older adults who may be at more acute risk of suicide (Heisel &
Duberstein, 2006).

Comprehensive suicide prevention takes place when efforts are implemented at
both the individual and community levels (Conwell, 2014). For instance, although
it is important for health and mental health professionals to have training in
assessment of suicide risk in patients or clients, best practices in comprehensive
suicide prevention include gatekeeper trainings, or efforts to educate entire com-
munities about suicide warning signs, subclinical intervention strategies, and refer-
rals for additional health services (Suicide Prevention Resource Center, 2015).
Promising suicide prevention strategies have been implemented with at-risk
groups like college students (Jed Foundation, 2014) and the military (Knox,
Litts, Talcott, Feig, & Caine, 2003)—two populations where suicide rates and
prevention efforts have received significant attention. The strategies include the
following directions to shape community efforts to prevent suicide: (a) provide
adequate mental health services, (b) identify individuals at risk, (c) increase help-
seeking behavior, (d) promote social connectedness, (e) develop life skills for
dealing with mental health conditions, (f) restrict access to potentially lethal
means, and (g) follow crisis management procedures (Jed Foundation, 2014).

Similar strategies have been recommended to prevent older adult suicide.
Conwell (2014) outlines the need for a comprehensive public health model to
preventing suicide in older adults. He notes that older adults have a much higher
rate of lethality when attempting suicide, meaning that prevention strategies
must identify distal risk factors that may predict increased likelihood of a
future attempt. Conwell categorizes these factors within five areas: psychiatric
illness, personality traits, physical illness, social context, and overall functioning.
He then recommends that intervention efforts take place at both the community
and health practitioner levels.

Once a community implements a comprehensive, public health framework for
suicide prevention, a transdisciplinary approach is imperative. A transdisciplin-
ary approach includes collaboration between a variety of parties, including
health professionals, aging sector professionals, gerontology educators, care-
givers, and older adults themselves. This model assumes that identifying and
supporting older adults who may be at risk for suicide is a responsibility shared
by members of a community, regardless of professional boundaries or discipline-
based training paradigms. In practice, this means that anyone who may interact
with an at-risk older adult—whether a health professional, aging sector profes-
sional, educator, student, or family member—should have core knowledge
about the risk factors for older adult suicide. A description of how each
group might consider suicide prevention at both individual and community
levels will improve efforts to prevent suicide within the older adult population.
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Health Professionals

At the health professional level, there are numerous considerations for how
to prevent suicide at both the individual (indicated/selected) and community
(universal) levels. At the individual level, health and mental health profes-
sionals provide assessment, diagnosis, and treatment to older adults in a
variety of settings. To improve risk assessment and intervention skills,
health professionals should seek specific training in geriatric mental
health, including the unique manner in which depression and suicidality
are manifested in older adults. For instance, research indicates that when
compared with younger groups, older adults who died by suicide were
less likely to admit to suicidal thoughts (Heisel & Duberstein, 2006), less
likely to have a history of psychiatric treatment (Heisel & Duberstein,
2006), more likely to die during their first suicide attempt (Hooyman
et al., 2014; Podgorski, Langford, Pearson, & Conwell, 2010; Zweig,
2006), more likely to use a firearm when attempting suicide (Pinholt
et al., 2014; Podgorski et al., 2010), and more likely to seek help from
a primary care provider rather than a mental health professional (Heisel
& Duberstein, 2006). As previously stated, 43–70% of older adults who
died by suicide had seen a primary care provider in the preceding month
(Luoma et al., 2002), and 35% to 50% had visited a primary care pro-
vider in the preceding week (Heisel & Duberstein, 2006). Therefore, pri-
mary care providers must ensure that suicide and depression assessment
are integrated into other primary care assessments. Both primary care
and mental health professionals should consider asking patients with ele-
vated risk levels about whether they have access to firearms (Heisel &
Duberstein, 2006; Pinholt et al., 2014). Moreover, both primary care and
mental health providers should construct reciprocal referral practices that
acknowledge the close link between physical and mental health in the
older adult population (Heisel & Duberstein, 2006).

At the community level, health and mental health professionals should be
aware of public health campaigns related to mental health, suicide preven-
tion, and the health care needs of older adults. Due to societal myths that
depression and frequent thoughts of death are normal parts of aging, edu-
cating the public about suicide and depression is particularly important
when working with older adults. Although health professionals may focus
on treating individuals, they should consider partnering on universal preven-
tion strategies. By lending their expertise to public health campaigns related
to older adults’ mental health, health professionals might spur public sup-
port to reduce mental health stigma, increase funding for mental health
services, and promote help-seeking behavior among older adults (Heisel &
Duberstein, 2006).
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Aging Sector Professionals

Aging sector professionals share responsibility for promoting suicide preven-
tion for older adults. Employees of independent living communities, assisted
living facilities, long-term care facilities, and adult day centers have numer-
ous day-to-day interactions with older adults and should be considered as
front line gatekeepers when it comes to suicide prevention. Many aging sector
professionals have direct daily contact with both older adults and those
charged with their care. These include the following: (a) on-site health care
staff such as nurses, occupational or physical therapy providers, or other
employees who provide direct health services; (b) site administrators, includ-
ing nursing home administration and related personnel; (c) support service
professionals, such as social workers, social work assistants, or service coord-
inators; (d) direct care workers, including State Tested Nursing Assistants,
personal care aides, and home health aides; and (e) adjunct service providers,
such as activities staff, chaplains, transportation staff, food staff, and other
employees.

Given the frequency and type of contact that each of these groups may have
with older adults, it is possible that an older adult in distress may confide in one
of these aging sector professionals prior to, or instead of, confiding in a primary
care provider or mental health professional. Therefore, suicide prevention efforts
should include members of these groups. Regarding indicated prevention, mem-
bers of these groups should be aware of risk factors and warning signs associated
with older adult mental health and suicidality. Clear referral guidelines should
be provided to link the employee’s concerns with a call to the site’s social service
provider, who will then set-up an immediate suicide risk assessment. Selected
prevention efforts might include training aging sector professionals on the risk
factors of suicide, breaking down myths about mental health, and encouraging
staff to promote help-seeking behavior among the older adults with whom they
work. Finally, universal prevention might include partnering with community
leaders to bring awareness about older adults’ mental health needs, identifying
impediments to help-seeking behavior, including stigma, and ensuring that aging
sector employees are provided with similar support for their own psychosocial
needs.

Gerontology Educators

Gerontology educators play a unique role in building a comprehensive, commu-
nity-based approach to older adult suicide prevention. Although suicide risk
assessment has historically been viewed as the responsibility of health and
mental health professionals alone, gerontology educators have the opportunity
to influence students, community leaders, and research. Gerontology educators
can provide indicated and selected prevention by training students who will
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work directly with at-risk older adults in their future careers. However, the
greater role for gerontology educators may be in the arena of universal preven-
tion. Here, they can use their influence in the community to create dialog about
older adult suicide prevention. For instance, gerontology educators might host
symposia where students, community leaders, and aging sector professionals
discuss how to coordinate efforts to decrease risk factors like social isolation
and perceived burdensomeness. Furthermore, gerontology educators can pro-
mote research that improves society’s understanding of the needs of older adults,
how to provide meaning throughout the lifespan, and what can be done to
improve community-based suicide prevention efforts.

Caregivers

Over 90% of older adults live in independent housing, and 75% of the oldest-old
also live in independent units (Hooyman et al., 2014). When older adults receive
long-term services and assistance with activities of daily livings at home, approxi-
mately 65% of these needs are provided by family caregivers. An additional 26%
employ a combination of family care and paid help (Hooyman et al., 2014).
Regarding suicidality, one study found that 73% of those who died by suicide
had expressed suicidal thoughts to a family member (Waern, Beskow, Runeson,
& Skoog, 1999). Therefore, family members, particularly those in a caregiver role,
should be involved in suicide prevention at the indicated, selected, and universal
levels. For instance, caregivers would benefit from suicide education, increased
awareness of the signs and symptoms of depression, and community supports
that promote help-seeking behaviors. Caregivers should receive training on recog-
nizing suicide risk factors and responding to a family member in distress. If an older
adult is clearly depressed, experiencing suicidal thoughts, or expressing a desire to
die, it is important to empower caregivers to seek mental health services from
someone qualified to assess suicidality in older adults. Caregivers, themselves,
should also have access to psychosocial support.

Older Adults

A comprehensive suicide prevention program should also include prevention
efforts geared directly to older adults. Peer-based prevention efforts may be
effective for multiple reasons. First, older adults may observe the behaviors
and mindsets of their peers through interactions in the community or in a resi-
dential setting (Podgorski et al., 2010). This places older adults in the position to
identify peers who may be in distress and direct them to resources. Next, older
adults may possess insight into cohort effects that limit help-seeking behavior
among other people their age. By understanding firsthand why other older
adults may be reticent to seek help, older adults can use positive social influence
to break down mental health stigma and increase help-seeking behavior among
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their peers. Finally, social connectedness may function as a protective factor
against suicide risk (Conwell, 2014). Including older adults in prevention efforts
may result in increased opportunities to integrate isolated and lonely individuals
into a community of peers. Indicated prevention might include teaching older
adults how to ask peers about suicidality and refer them directly to appropriate
mental health services. A selected prevention strategy would be teaching older
adults how to recognize suicide risk factors in their peers and encourage them to
seek out supportive services prior to risk increasing. Finally, universal preven-
tion might include community education that focuses on older adults’ roles as
gatekeepers, mental health promotion campaigns, and efforts to break down
mental health stigma.

Conclusion

The leading voices in suicide prevention recommend community-wide strategies
that are comprehensive and transdisciplinary (Jed Foundation, 2014; Knox
et al., 2003). To stem the tide of older adult suicides, a similarly integrated
approach should be used to coordinate prevention efforts among health and
mental health professionals, aging sector professionals, gerontology educators,
caregivers, and older adults. The transdisciplinary approach requires the expert-
ise and investment of multiple groups, resulting in a more nuanced response to
the complexity of suicide. For instance, health care professionals can contribute
what they know about older adults’ mental health, including assessment, diag-
nosis, and treatment strategies. Aging sector professionals can contextualize
clinical wisdom to the specific locations in which older adults congregate.
Gerontology educators can embrace their role as thought leaders, contributing
research on how older adults perceive the aging process, and training future
practitioners how to recognize and respond to the warning signs of suicide.
Caregivers and older adults can also contribute their own firsthand perspectives
on the challenges that come with increased age or impaired health.

Moreover, the coordinated, community response sends a message that dir-
ectly addresses the social phenomenological and interpersonal theories about
older adult suicide. For instance, a community-based intervention strategy
impacts how the community itself constructs meaning around the aging process.
When community leaders make older adult suicide prevention a priority, mem-
bers of that community receive the message that older lives matter. When this
effort is shared among numerous professional and lay disciplines—health care,
the aging sector, gerontology education, caregivers, and older adults them-
selves—that message is louder and more consistent. This message then reaches
at-risk older adults in whatever context they may be in. For suicidal older adults
arriving at the doctor’s office, a thorough risk assessment may result in effective
treatment for depression. For the recently widowed man living in the long-term
care facility, a support group facilitated by a gerontology internship student may
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prevent this individual from developing additional risk factors. For the
community of older adults at large, a training given by an older adult on how
to recognize and respond to the needs of others increases the likelihood that
more at-risk individuals will be identified and provided with help. In sum, the
comprehensive approach reduces the risk of thwarted belonging and perceived
burdensomeness by sending a consistent message that older lives do have
meaning.

In conclusion, the synthesis of numerous perspectives and paradigms
strengthens the community-based approach to suicide prevention. A compre-
hensive, multidisciplinary approach reconstructs the meaning that society places
on the aging process, leading to a consistent message that older lives have a
purpose. Employing various professionals and laypeople within the community
increases the commitment of all involved and communicates to members of the
community, including older adults, that preventing suicide is a responsibility
shared by all.
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