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Abstract
Firearm suicides are one of the leading causes of death for older Americans. The purpose of this review is to explore the 
risk factors associated with suicides in the elderly, provide an overview of the epidemiology of firearm-related suicides in 
older Americans, and explore methods of preventing firearm suicides in the elderly. The vast majority (70 %) of elderly sui-
cides in the U.S were committed using a firearm. Elderly firearm suicides have increased by 49 % between 2010 and 2018, 
disproportionately affecting white males. Yearly firearm suicides in the elderly ranged from 4,276 in 2010 to 6,375 in 2018. 
In 2018, the rate of elderly male firearm suicides was 24.96/100,000 compared to a rate of 1.92/100,000 for elderly females, 
a rate ratio of 13 to 1 for males compared to females. The primary risk factors for elderly firearm suicides seem to be physi-
cal illnesses, mental illnesses, and social factors. Older Americans engage in suicidal behaviors with greater planning and 
lethality of intent than do young adults. Of all the strategies to prevent suicides with firearms, the most efficacious measures 
based on current research seem to be state firearm legislation and improving mental healthcare, but these effects are not 
specific to the elderly. Strengthening state firearm laws and improving mental healthcare for the elderly may have promise 
in preventing elderly firearm-related suicides. Additional implications for practice and research are discussed in this review.
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Introduction

On a typical day, more than 100 Americans die by suicide, it 
is one of the leading causes of death in the United States [1]. 
Half of the suicides are committed using firearms. In 2018, 
suicides by firearms were the third leading cause of injury 
deaths in those 65 years of age and older [1]. The research 
on firearm-related suicides has had an emphasis on youths 
[2–5]. The elderly population (65 years of age and older) 
composed 16 % of the population (52 million) in 2018 and 
is expected to increase to 23 % (95 million) of the popula-
tion by 2060 [6]. As the elderly population increases, we can 
expect to see a substantial increase in the number of elderly 
suicides using firearms unless special efforts are undertaken 
to reverse the current trends.

The federal government recently published Healthy Peo-
ple 2030, health objectives to guide health interventions 
for the next decade [7]. The objectives listed in this docu-
ment tangentially touched on firearm suicides by the elderly 
(e.g., reduce firearm-related deaths, reduce rates of suicides, 
increase the proportion of adults with depression who get 
treatment, etc). There are no specific objectives addressing 
suicides and the elderly nor firearm deaths and the elderly in 
Healthy People 2030. Not since the 2012 National Strategy 
for Suicide Prevention has the federal government focused 
on firearm suicides in the elderly [8].

The purpose of this narrative review and a call for action 
is to provide an overview of the epidemiology of firearm 
suicides in the elderly, examine the risk factors associated 
with suicide in the elderly, explore methods for preventing 
firearm-related suicides in the elderly, and provide recom-
mendations for research and public health practice to prevent 
firearm suicides in the elderly.
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Epidemiology of Firearm Suicides 
by the Elderly

The Pew Research Center has estimated that 33 % of the 
elderly own a firearm and another 12 % live with someone 
who has a firearm [9]. Other reports have also estimated a 
higher rate of firearm ownership in the elderly with almost 
a third or more of the elderly reporting ownership of fire-
arms and the rate of ownership is growing the fastest for 
the elderly [10, 11]. Firearms in the homes of the elderly 
were most likely acquired when the individuals were 
younger. Thus, there is a high rate of firearm accessibility 
in the elderly population. Individuals who own firearms 
are not more likely than others to have a mental disorder 
and the evidence for protection from crime due to firearm 
ownership is mixed at the best. However, multiple cross-
sectional, psychological autopsy, and ecologic studies have 
shown that firearm access is a risk factor for suicide [2, 
8, 10, 12]. It should be noted that there is no upper age 
limit for legally owning a firearm. Laws do not specifically 
address elderly adults with firearms who are developing 
diminishing capacities. However, federal law does prohibit 
mentally incompetent individuals from owning a firearm, a 
finding that must be adjudicated by the courts, in contrast 
to the diagnosis of dementia by a physician [10, 11].

The data we analyzed was from the Centers for Dis-
ease Control and Prevention’s Web-based Injury Statistics 
Query and Reporting System (WISQARS) for the years 
2010 through 2018. We used ages 65 years and older as our 
definition of elderly. The vast majority (70 %) of elderly 
suicides in 2018 were committed using a firearm (Fig. 1a). 
A little over 17 elderly individuals die every day by sui-
cide using a firearm [1]. An examination of the change in 
the prevalence of firearm suicides by the elderly between 
2010 and 2018 found there was a 49 % increase in such 
suicides (Table 1). In contrast, the increase in the elderly 
population during the same time frame was 30 %. From 
2010 to 2018, a total of 47,725 elderly adults committed 
suicide using a firearm. Of the 6375 firearm suicides in 
2018, 89 % were committed by white males (n = 5644). 
In the same year, the rate of elderly male firearm suicides 
was 24.96/100,000 compared to a rate of 1.92/100,000 for 
elderly females, a rate ratio of 13 to 1 for males compared 
to females [1].

Previous research using the National Violent Death 
Reporting System (NVDRS) found that elderly men who 
committed suicide using a firearm were typically white, 
married, veterans, had physical health problems, were 
from rural areas, less likely to have prior suicide attempts, 
and were more likely to live in Southern states [8, 10, 13]. 
Firearms are the leading method for committing suicide in 
both rural and urban areas for males. Also, other studies 

have found that the elderly are more likely to have firearms 
in their homes if they have less than high school education, 
live in rural areas, or have an income below the poverty 
level, all of these being risk factors for firearm suicides 
[10, 14]. NVDRS studies have also found that the major-
ity (> 50 %) of homicides by the elderly are followed by 
suicides and in most cases, involve an intimate partner 
(despite the very low rates of homicides committed by the 
elderly). A confluence of risk factors is often observed 
with elderly firearm suicides and they are described in the 
next section [10–13].

Risk factors for Firearm Suicides

Firearm-related suicides in the elderly, first and foremost, 
requires easy access to a firearm, preferably a handgun [15]. 
As mentioned earlier, 45 % of the elderly have access to fire-
arms [9]. Research has consistently found that the presence 
of a firearm in the home increases the risk of suicide of the 
residents by a factor of 2 to 5 times the suicide rate of homes 
without firearms [16, 17]. Firearms are the most lethal form 
of suicide with a case fatality rate of approximately 90 %. 
The elderly plan suicides with greater intent and lethality 
[10, 18]. The high suicide fatality rate in the elderly is likely 
compounded by the frailty of many elderly and the fact that 
many of them live alone. The other risk factors associated 
with suicide in the elderly can be grouped into three catego-
ries: mental health issues, social issues, and physical health 
issues.

Of the three groups of issues, mental health issues are 
most consistently and highly correlated with suicides in the 
elderly. Psychiatric disorders have been found in 51–97 % of 
elderly suicides [19, 20]. The largest number of individuals 
with mental health issues who commit suicides are those 
diagnosed with a major depressive disorder [19–24]. A 
recent study found that 27 % of suicide deaths were attrib-
uted to major depression and 22 % to anxiety disorders [19]. 
Bipolar and schizophrenia spectrum disorders have the high-
est relative risk of suicide deaths, but both groups consist of 
smaller numbers of individuals with these disorders. They 
account for 8 % and 2 % of the suicides, respectively [19]. 
Also, neurocognitive disorders of the prefrontal cortex, an 
area of the brain responsible for executive decision making, 
have been associated with elderly suicides. These individu-
als may have poor problem-solving skills, lack insight into 
the consequences of their decisions, and diminished restraint 
over their thoughts and actions [22, 23]. Given the aging 
population, a salient example of neurocognitive issues is 
dementia disorders (e.g. Alzheimer’s). In addition to confu-
sion, personality changes, anxiety, and profound cognitive 
deficits, such disorders may be accompanied by aggressive 
and violent impulsive behaviors. Access to firearms may 
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pose a dual danger for both the elderly with these disor-
ders and their caretakers and family members [10, 11, 22, 
25]. Personality traits have also been associated with elderly 
subjects who commit suicide. Such attributes as conserva-
tive views, emotional constriction, a lack of willingness to 
try new things, and cognitive rigidness may preclude suc-
cessful adaptation to many of the stresses associated with 
the aging process [24–26]. In the case of elderly males, the 

psychological constructs of what it means to “be a man” 
(e.g. strong, independent, sexual aggressor, etc.) may be con-
fronted by the vagaries of aging, impairing positiveness of 
future orientation and increasing thoughts of suicide.

In the category of social issues impacting suicides, it is 
the stress-inducing variables of life that can predispose some 
individuals, especially males, to perceive suicide as a suit-
able solution to their stresses. For some, these stressful life 

Fig. 1   Suicides and firearms 
deaths in the elderly, 2018

A Suicide Deaths in the Elderly (n=9,102) 

B Firearm Deaths in the Elderly, 2018 (n=6,375) 

Source: CDC Web-based Injury Statistics Query and Reporting System 
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events tend to accumulate and may be perceived to be more 
severe than others might perceive them to be, especially in 
light of fewer resources available to some of the elderly. 
Loss of best friends who move away, loss of the life of a 
spouse or children (bereavement), loss of relationships with 
family members, are all the stresses that may reduce the 
meaning of life [20]. Other social factors that may increase 
elderly suicides include loss of a job, especially for males 
who identify themselves as their jobs (e.g. firemen, farmers, 
vice-president, etc.), with loss of a job loss of belonging-
ness may occur [27]. Also, with the loss of a job, including 
retirements, some may have a pronounced loss of financial 
resources. The median income of the elderly in 2018 was a 
little over $25,000 [6]. Many older workers believe Social 
Security (SS) income will provide adequate income dur-
ing retirement. In reality, SS’s average benefit in 2018 was 
almost $1,300 per month. In the same year, approximately 
10 % of the elderly lived below the poverty line and those 
who lived alone had rates of poverty exceeding 11 % [6]. Not 
having sufficient financial resources may cause adult males 
to perceive themselves as a burden to their family members 
and/or society, leading to elderly suicides [28]. Additionally, 
limited financial resources may contribute to social isola-
tion and increased loneliness [29]. For many elderly people, 
being lonely, isolated, and with fewer resources makes them 
less likely to reach out for support and assistance compared 
to their counterparts.

The third category of suicide risk factors, physical health 
issues, includes a variety of illnesses and their sequela. A 
review of chronic physical illnesses and suicides found that 
elderly individuals with such diagnoses were three times 
more likely to commit suicide than elderly subjects with-
out such diagnoses [30]. A review of 65 studies of physi-
cal illnesses and suicidal behavior in the elderly found the 
following illnesses to be associated with increased risk of 

suicide: arthritis, cancer, chronic obstructive pulmonary 
disease, liver disease, neurological disorders, chronic pain, 
and functional disabilities [31]. A more recent review and 
meta-analysis found that cancers increased suicidal rates 
in both men and women [32]. The elevated suicide stand-
ardized mortality ratios (SMRs) varied by type of cancer: 
colorectal (SMR = 1.57), prostate (SMR = 1.71), esophagus/
stomach/ pancreas/ liver (SMR = 2.06), respiratory tract 
(SMR = 3.07), breast (SMR = 1.24) [32]. A study of cancer 
patients in England found the suicide risk in cancer patients 
was highest in the first 6 months after diagnosis [33]. How-
ever, other studies have found that functional impairments 
were stronger indicators of suicide risk in the elderly than 
physical illnesses [34, 35]. In the presence of chronic pain, 
men (OR = 9.9) were more likely to commit suicide than 
were women (OR = 3.3) [30]. Many of the chronic health 
conditions can lead to frustration, hopelessness, loss of dig-
nity, and loss of some pleasures in life [29–33].

Prevention of Firearm‑Related Suicides

It appears from the research in the area of suicide prevention 
that most attempts to reduce suicides are intuitively logi-
cal rather than based on empirical research [36]. Evidence 
regarding the elderly and firearm suicides is mostly based 
on logical interventions rather than research-based interven-
tions. To reduce the frequency of firearm-related suicides in 
the elderly, reducing the risk factors for suicides and enhanc-
ing the situational and contextual factors that help the elderly 
cope with their late-life changes are needed [34–37]. Similar 
to general public health prevention models, interventions for 
the prevention of elderly firearm suicides can be categorized 
as falling into two categories, interventions directed at high-
risk individuals, and population-based interventions [38].

Individual‑ Level Interventions

One of the most studied interventions directed at high-risk 
individuals is anticipatory guidance by physicians regarding 
the safe storage of firearms for patients who own firearms. 
Elderly individuals who own handguns have three times the 
risk of firearm suicides, keeping the firearm loaded increases 
the risk of firearm suicides by six times, and keeping the 
firearm unlocked increases the risk by almost 10 times the 
risk of non-firearm owners [16]. A substantial portion (82 %) 
of older adults who die by suicide have seen a physician dur-
ing the last 3 months of their lives. Yet, extensive reviews of 
studies on physicians, psychiatrists, and other health profes-
sionals have found that most are neither trained nor practice 
anticipatory guidance on firearms with patients, despite a 
sizeable proportion believing in the benefits of firearm safety 
counseling [39, 40]. Many of the elderly have an exaggerated 

Table 1   Firearm suicides in the elderly, 2010–2018

Source: CDC Web-based Injury Statistics Query and Reporting Sys-
tem

Year Total Males
n (%)

Females
n (%)

2018 6375 5817 (91) 558 (9)
2017 5996 5491 (92) 505 (8)
2016 5756 5230 (91) 526 (9)
2015 5511 5039 (91) 472 (9)
2014 5376 4920 (92) 456 (8)
2013 5113 4666 (91) 447 (9)
2012 4796 4391 (92) 405 (8)
2011 4526 4142 (92) 384 (8)
2010 4276 3932 (92) 344 (8)
Total 47,725 43,628 (91) 4097 (9)
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fear of crime despite being less likely to be victims of violent 
crime. The primary reason why adults own handguns is for 
protection [10, 41, 42]. This may require the physician to 
suggest alternatives to firearms for personal safety (e.g., a 
pet dog, motion-sensitive external lights, house alarm sys-
tems, etc.). Another component of such a discussion should 
include safe storage of firearms (storing firearms unloaded 
and locked with ammunition stored separately). Research 
has shown that family physicians’ brief counseling on fire-
arm storage habits significantly improved patient firearm 
storage habits [43]. It is often suggested that physicians 
should be more aware of older adults in their practice who 
may be suicidal. The implication is that screening for suicide 
should occur in primary care practice. However, suicide pre-
diction models have an accuracy of predicting future suicide 
events that is near zero [44]. The authors went on to note that 
99 % of the individuals predicted to die by suicide will not 
and they might be subjected to a risk classification that may 
be stigmatizing and to clinical interventions of questionable 
efficacy and appropriateness [44].

The stressors common to many in later life (e.g. social 
isolation, bereavement, insufficient financial resources, etc.) 
may require help from social workers and local agencies 
such as Meals on Wheels, Area Agencies on Aging, local 
senior centers, transportation agencies, energy-related assis-
tance, and many other services. Increasing social integration 
of the elderly can help reduce many of the stressors that can 
help precipitate suicidal behaviors, especially in older males 
who are not good at reaching out and requesting assistance. 
State welfare policies (e.g., spending on public education, 
food for the needy, and healthcare expenditures) and poverty 
levels have a very modest impact on the prevalence rates or 
reduction of suicides [45–47]. Again, it must be emphasized 
that these effects are often not specific to elderly firearm 
suicides.

In a recent study of older adults, three-fourths of suicide 
decedents did not inform others of their intent to commit 
suicide. This study also found that almost 82 % of males 
who committed suicide with a firearm were without a known 
mental illness [48]. The most frequently identified risk factor 
for suicide in these elderly males was a physical health prob-
lem (54 %), not a mental health problem. Other studies have 
found similar characteristics for elderly males who commit-
ted suicide with a firearm compared to younger individuals 
(i.e. less likely to have a mental health problem or history 
of suicide attempts) [10]. Elderly males are the individuals 
most likely to develop cardiovascular diseases, cancers, and 
chronic pain conditions, in part, due to lifestyles and aging. 
Thus, it may be that more elderly individuals need referrals 
for palliative care medicine, where those living with a seri-
ous illness may obtain some relief from their symptoms and 
improve the quality of their lives. Integrated and multidisci-
plinary clinical teams can help with treating multimorbidity 

and associated psychological distress in the elderly to reduce 
firearm suicides.

Another avenue for individual-level interventions that 
warrants attention is the treatment of mental illnesses, 
especially major affective disorders. Research indicates 
that physicians are less likely to screen and treat depres-
sion and suicide in the elderly, especially male patients [49, 
50]. It is essential to reduce elderly suicides there needs to 
be more mental healthcare providers who are easily acces-
sible, affordable, and acceptable to the elderly [21]. Mental 
healthcare needs to be a part of primary healthcare, and for 
the elderly, there is a necessity for social services integration 
as well. While the effects are not specific to the elderly or 
firearms, greater healthcare services and state spending on 
mental healthcare have been associated inversely with the 
risk of suicides [45–47, 51]. Focusing not just on the quan-
tity of the workforce, but the quality of the workforce, with 
special emphasis on behavioral health training and geriatric 
practice to address the unmet mental health needs of the 
elderly, can have multiplicative effects on the health and 
wellbeing of the elderly which may alleviate suicidal idea-
tion or behaviors [10, 11, 16, 10, 11].

Certain challenges need to be acknowledged with an over-
emphasis on firearm suicides due to mental illness and the 
complex relationship between firearms, mental illnesses, and 
suicides. Many firearm suicides in the elderly are not related 
to mental illnesses and pharmacotherapies for mental ill-
nesses may not always reduce suicidal ideation or attempts 
as evidenced by many individuals who commit suicides 
with firearms that were being treated for mental illnesses. 
Also, mentally ill elderly may not always seek treatment and 
even if treated, they may continue to live with access to fire-
arms. Epidemiological and clinical models solely focusing 
on mental illnesses cannot predict future suicide attempts 
very well, mental illnesses the in elderly may exist with 
comorbidities and substance use disorders posing a risk for 
suicides, and an overemphasis on mental illness may lead 
to stereotyping of mental illness and its association with 
firearm violence and suicides [19, 20, 37, 40, 44, 48, 21].

Population‐Based Interventions

The population-based strategy to reduce firearm-related 
suicides in the elderly that has shown promise is state-level 
firearm laws. An evaluation of the Brady Act (mandates 
background checks to purchase firearms) found that after 
implementation of the act, suicide rates in older adults 
(55 years or older) were reduced [52]. Another group of 
firearm-related laws exists that help to protect individuals 
in a crisis, Extreme Risk Protective Orders (ERPOs). As 
of July 2020, 19 states and the District of Columbia had 
ERPOs, also known as “red flag” laws [53]. These laws 
empower families and law enforcement agencies to petition 
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local courts for a civil order to temporarily remove a per-
son’s access to their firearms before they hurt themselves. 
Research has found that for every 10 to 20 individuals who 
have their firearms removed, one life is saved from suicide. 
Two states, Connecticut and Indiana, have shown that their 
ERPOs reduced firearm suicides in these states by 14 % 
and 7.5 %, respectively [54]. Another law that has shown 
promise is permit-to-purchase (PTP) laws, which require 
individuals to obtain a permit from law enforcement (as 
well as a background check) when purchasing a handgun. 
Two states, Connecticut and Missouri, have had their PTPs 
studied. Connecticut instituted a PTP and comprehensive 
point of sale background check laws. Over the next decade, 
their firearm-related suicide rate declined 15 % [55]. In the 
case of Missouri, the state repealed its PTP law and then 
experienced a 16 % increase in its firearm-related suicide 
rate over the subsequent 5 years. It should also be noted 
that research has found that states with a higher number of 
and stronger firearm laws had lower rates of firearm-related 
suicides [56, 57]. A recent longitudinal study from 2012 to 
2016 assessed the influence of state firearm laws on firearm-
related, non-firearm, and total suicide rates in individuals 
ages 55 to 64 years and ages 65 and older. The study showed 
that the total number of firearm laws was negatively associ-
ated with firearm-related suicide and the total number of 
suicides among both age groups. Similarly, ERPOs were 
associated with a reduction in firearm suicides (> 2 % for 
both age groups) and a reduction in total suicide deaths in 
both age groups [58].

The promise of state firearm laws as it relates to fire-
arm suicides in the elderly is marred by several limitations 
[56–61]. First, most studies on firearm laws and suicides do 
not exclusively focus on the elderly population, a major limi-
tation given the unique socioeconomic and lifestyle circum-
stances of the elderly. Second, most of the studies use eco-
logical approaches precluding the establishment of a causal 
relationship between laws and suicide mortality. Third, state-
wide variations in firearm laws and their enforcement, along 
with the sociodemographic composition of states make the 
investigation of firearm suicides in the elderly very complex. 
Fourth, laws pertain to individuals. Many of the laws are 
either not fully investigated by researchers or are so compli-
cated that healthcare providers and caregivers may find them 
difficult to comprehend and utilize (e.g., temporary transfer 
of firearms from home to prevent suicides). Along the same 
lines, there is a question about how many family members 
or healthcare providers of the elderly would be willing to 
engage in legal options to remove firearms from the elderly. 
Finally, laws are only as good as they can be applied or inter-
preted. In the case of firearms and elderly suicides, there are 
several potential loopholes such as: individuals with serious 
mental illnesses or substance use disorders can still access 
guns, the databases with records on individuals with serious 

mental illness may be incomplete, there are multiple laws 
and databases that lack coordination and individuals slip 
through the cracks, physicians and law enforcement officials 
may not always have the ability or knowledge to utilize fire-
arm laws to help remove firearms from elderly individuals 
at risk of suicide, firearm prohibitions for mental illness or 
substance use disorders do not last for a lifetime, the scope 
of existing firearm laws remains narrow and these laws are 
frequently challenged in courts. [12, 16, 17, 37, 40, 56–61].

Implications

Our data and review establish a few key facts; firearm sui-
cides are the leading method of elderly suicidal deaths. 
The number of elderly firearm suicides is increasing with 
a greater burden in males. Firearm ownership is closely 
associated with firearm suicides, and currently, few clini-
cal and population-based interventions have been tested and 
evaluated or found to be effective in reducing elderly firearm 
suicides.

Implications of this review must also be considered 
in light of the COVID-19 pandemic which may have a 
drastic impact on the socio-economic conditions of the 
elderly in the U.S. and the risk of firearm suicides [28, 
62]. It has been estimated that COVID- 19 related poverty, 
debts, and financial insecurities may also influence elderly 
health, wellbeing, and risk of suicides given the experi-
ences from previous economic downturns. Therefore, the 
reduction of firearm-related suicides in the elderly would 
need interdisciplinary and multisectoral approaches that 
are both population-based and individual-level (e.g., clini-
cal). Essentially, these approaches will have to consider 
the three facets of the Interpersonal Theory of Suicide 
(i.e., reduce thwarted belongingness, perceived burden-
someness to society, and capability of suicide) [22, 26, 
27, 62]. First, continued engagement of elderly individu-
als in community activities and social services via rapid 
expansion of multimodal psychosocial interventions may 
have multiplier effects on the health and wellbeing of the 
elderly in addition to the potential reduction in self-harm. 
Government agencies and community organizations can 
play a lead role in such initiatives. Second, increasing 
access to geriatric and psychiatric care may have ben-
efits, even if modest, in reducing the burden of firearm 
suicides in the elderly (based on studies mentioned ear-
lier that have highlighted the association between state 
mental health spending, behavioral workforce capabilities, 
and extent of psychiatric services on suicides, including 
those committed with firearms). Third, income and family 
welfare services should focus on the most marginalized 
and disadvantaged elderly who are at risk of greater per-
ceived burdensomeness and capability of suicide linked to 
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poverty and material deprivation. Information technology 
and telemedicine play a key role in all the aforementioned 
practice implications. Finally, as it relates to state firearm 
laws, expansion of laws across states and widening the 
focus of existing laws to ensure a broader outreach to the 
elderly should be advocated for. Additional legal powers 
and outreach efforts by clinicians, family members, and 
law enforcement agencies should be explored in helping 
remove firearms from the elderly who: are at risk for sui-
cides, have a history of suicide attempts, are diagnosed 
with serious mental illness and substance use disorders, or 
have been held involuntarily for mental illness or examina-
tion related to mental illness [10, 37, 40, 49].

Additional research is needed not just to reduce suicidal 
ideation, but completed suicides. A couple of trials and 
studies were found in our review (e.g., PROSPECT trial 
and EPOCH study) that employed interventions to improve 
behavioral healthcare, mental health outcomes, and to reduce 
suicidal ideation [63, 64]. Similarly, several longitudinal 
studies of aging in the U.S. can include suicide attempts 
and completed suicides as major outcomes in these studies 
(e.g., Longitudinal Study of Aging and Health and Retire-
ment Study). Research focusing on handgun ownership, 
safe storage and removal counseling, the effect of firearm 
legislation and laws on suicides, means restriction, suicide 
prediction modeling, and influence of past suicide attempts 
should be designed to exclusively focus on the elderly in 
the U.S with greater emphasis on exploration of correlates 
such as sociodemographic, lifestyle, firearm-related behav-
iors, and health conditions of older adults to study elderly 
firearm suicide with greater accuracy [65–67]. Given the 
increasing amount of frailty and cognitive declines faced by 
many elderly, additional areas of research include studies on 
advance planning, better use of gun trusts and safety tech-
nology, outreach methods to promote elderly inclusion in 
voluntary do not sell lists, planning for future means restric-
tion, retirement planning for firearms along with financial 
and social planning, and options for changes in advance 
directives to ensure that those who are not capable of safely 
handling a firearm have reduced access to firearms [63–67]. 
In these strategies, it is also crucial to know how to better 
reach out to the elderly who are at risk of firearm suicides 
and the approaches could be multimodal (e.g., family mem-
bers, healthcare providers, or dementia organizations, etc.) 
[65–68]. In a recent national study of more than 1000 elderly 
Americans (who were firearm owners or were in homes with 
firearms), only a fifth of older firearm owners reported hav-
ing a plan for securing, removing, or transferring firearms if 
they became unable to handle them safely [68]. The effect 
and uptake of such measures to reduce firearm suicides in 
the elderly need additional research and prospective studies 
[66–68].

Conclusions

As the population ages we are going to see firearm-related 
suicides become a more prominent and frequent public 
health problem, especially as more people purchase hand-
guns and people are living longer. Also, the elderly usu-
ally engage in suicidal behaviors with greater planning and 
lethality of intent than young adults. Suicide in the elderly 
should never be assumed to be a normative response just 
because many have accumulated significant physical insult 
to their bodies and stressors over a lifespan. Unfortunately, 
firearm-related suicide in the elderly has received much less 
attention (ageism) than that received for youths and younger 
adults. To reduce suicides in the elderly we must first and 
foremost deal with the impact of firearms on the suicide 
rate of the elderly, especially elderly males. To date, the 
research points to state firearm legislation and improving 
mental health services as the most promising interventions 
for reducing firearm-related suicide in general. It is not clear 
how well these strategies will specifically impact elderly 
suicides. Furthermore, the functional lifespan of a firearm 
can be measured in decades. This fact may imply that many 
elderly individuals who own handguns that will be used in 
their suicides did not go out and buy them recently. Thus, 
interventions to restrict access to already purchased firearms 
by the elderly need to be implemented and evaluated. This 
form of individual intervention may supplement the effects 
of the population approach offered by state firearm laws.
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