
INTRODUCTION

South Korea, with 31.7 persons committing suicide per 
100,000 people each year, has the highest suicide rate among 
the members of the Organization for Economic Cooperation 
and Development (OECD).1 The Korean government initiat-
ed its second national suicide prevention 5-year plan in 2009 
to address the problem. The Korean National Emergency 
Department Information System has estimated that more 
than 40,000 patients are admitted to the emergency depart-
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ment (ED) due to suicide attempts.2 Therefore, the ED is an 
important site for the prevention of further suicide attempts.

Patients admitted to the ED after a suicide attempt are 
generally assessed for suicide risk by psychiatric residents. 
The practice guidelines of the American Psychiatry Associa-
tion recommends evaluating various domains such as cur-
rent presentation of suicide, history of psychiatric illness, 
psychosocial situation, and individual strengths and vulnera-
bilities when assessing these patients who have attempted 
suicide.3 Accordingly, psychiatric residents not only evaluate 
the severity of the current suicide attempt but also assess the 
risk of future reattempts by considering various factors. Psy-
chiatric residents also evaluate patients referred from prima-
ry physicians or physicians of other departments. Therefore, 
these residents are expected to evaluate patients in greater 
detail and to assess suicide risk more comprehensively. More-
over, the ability of psychiatric residents to evaluate the risk 
posed by suicidal patients is critical for suicide prevention be-
cause their decisions affect the patients’ immediate safety and 
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plans for future treatment. Consequently, all psychiatrists are 
expected to acquire suicide risk assessment skills as a core com-
petency during their residency training.4 

Competence in this domain is developed and enhanced 
through appropriate training; appropriate training should 
rest on an understanding of the process by which psychiatric 
residents evaluate and make decisions about patients’ suicide 
risk. Several studies have investigated knowledge about how 
primary physicians and non-psychiatric residents evaluate 
suicide risk and provide treatment for the patients who have 
attempted suicide. A previous study reported that residents 
in emergency medicine do not consider a history of suicide 
attempts to be a critical factor in deciding whether or not to 
refer patients to the psychiatric department.5 Other studies 
have suggested that primary physicians and non-psychiatric 
residents consider patients’ depressive symptoms, suicidal 
ideation, and history of suicidal behavior as important risk 
factors predicting future reattempts.6,7 However, to the best 
of our knowledge, no studies have examined the process by 
which psychiatric residents evaluate the suicide risk of pa-
tients who have attempted suicide. 

The present study investigated which of the currently rec-
ognized suicide risk factors are considered to be important 
by psychiatric residents when they evaluate the severity of 
the current suicide attempt and the risk of future attempts in 
patients admitted to the ED. 

METHODS 

Subjects
This study included a total of 140 patients who attempted 

suicide and were admitted to the ED of Uijeongbu St. Mary’s 
Hospital between December 2009 and March 2011. Each pa-
tient was interviewed and assessed by 1 of 16 psychiatric resi-
dents who participated in the assessment process. This study 
was approved by the Institutional Review Board of the Ui-
jeongbu St. Mary’s Hospital, College of Medicine at The Cath-
olic University of Korea.

Measurements
All patients admitted to the ED after attempting suicide 

were referred to psychiatric residents and a comprehensive 
interview was conducted in the ED. During the interview, a 
complete mental examination was performed. Information 
about demographic and clinical characteristics, the present-
ing suicidal behavior, and the patients’ resources were also 
collected using the Brief Emergency Room Suicide Risk As-
sessment (BESRA). The BESRA is an instrument developed 
by our research team to help clinicians make rapid and accu-
rate decisions in the ED when assessing patients who have 

attempted suicide (Supplementary Figure 1 in the online-only 
Data Supplement). The suicide risk factors and criteria in the 
BESRA were chosen based on guidelines presented in a wide-
ly used psychiatric textbook.8 

The BESRA also solicits detailed information about the 
presenting suicide attempt in terms of established risk factors 
and reliable and valid risk/rescue-rating scales.9 A higher 
risk-rating score indicates that the patient’s suicide attempt 
was more life threatening, whereas a higher rescue-rating 
score suggests that the attempt was less serious and the pa-
tient had a higher chance of being rescued. 

The medical lethality of the presenting suicide attempt was 
also assessed using the item addressing “method and lethality 
of method” from the Suicide Attempt Self-Injury Interview 
(SASII) developed by Linehan.10 The lethality scores ranged 
from 1 to 6 (1=very low, 2=low, 3=moderate, 4=high, 5=very 
high, 6=severe). The psychiatric residents were instructed to 
evaluate the likelihood of the presenting suicide attempt to 
be fatal (severity of current suicide) and the risk for future 
reattempts (future suicide risk) as mild, moderate, or high 
based on these comprehensive psychiatric assessment factors.

To ensure that all psychiatric residents understood the 
BESRA, they received regular instruction from the two psy-
chiatry specialists (a professor and a clinical instructor of 
psychiatry). The two psychiatry specialists conceived the 
BESRA themselves, so they were completely familiar with 
the evaluation tool. Moreover, consensus meetings between 
the two psychiatry specialists and all the residents were held 
biweekly to verify or correct dubious criteria (i.e., social eco-
nomic status, level of achievement, and others). 

Statistical analyses
Statistical analyses were conducted using the Statistical 

Analysis System software package (Version 9.2) (SAS Insti-
tute, Cary, NC, USA). The authors examined associations 
between independent (each BESRA variable) and dependent 
(level of suicide risk: low/moderate/high) variables. Analyses 
were performed for both the severity of the current suicide 
attempt and the risk of a future suicide. Data on categorical 
variables were analyzed using a chi-square test. Continuous 
variables were analyzed with a one-way analysis of variance 
(ANOVA) and a post hoc test. 

RESULTS

Descriptive outcome
Of the 140 participants, 54 (38.6%) were males and 86 

(61.4%) were females. The mean age of the males was 48.1± 
18.9 and that of the females was 40.0±17.3 (p<0.05). In terms 
of the severity of the current suicide attempt, the psychiatric 
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Table 1. Common factors considered significantly important by the psychiatric residents when they evaluate both severity of the current sui-
cide attempt and the risk of a future suicide in the suicide attempters

Variables

Risk of presenting suicide attempt
(severity of the current suicide attempt)

p value

Risk of reattempting suicide
(risk of a future suicide)

p value
Low

(N=24)
Moderate
(N=75)

High
(N=41)

Low
(N=22)

Moderate
(N=73)

High
(N=45)

Demographic data
Employment <0.05 <0.05

No 10 (41.7%) 33 (44.0%) 27 (65.9%) 6 (27.3%) 38 (52.1%) 26 (57.8%)

Yes 14 (58.3%) 42 (56.0%) 14 (34.1%) 16 (72.7%) 35 (47.9%) 19 (42.2%)

Clinical characteristics 

Severity of depression <0.001 <0.001

Mild 13 (54.2%) 12 (16.0%) 2 (4.9%) 10 (45.5%) 14 (19.2%) 3 (6.7%)

Moderate 8 (33.3%) 37 (49.3%) 7 (17.1%) 9 (40.9%) 37 (50.7%) 6 (13.3%)

Severe 3 (12.5%) 26 (34.7%) 32 (78.0%) 3 (13.6%) 22 (30.1%) 36 (80.0%) 

Current state of emotion <0.005 <0.001

Optimism 7 (29.2%) 17 (22.7%) 1 (2.5%) 9 (40.9%) 14 (19.2%) 2 (4.5%)

Intense emotion 17 (70.8%) 58 (77.3%) 39 (97.5%) 13 (59.1%) 59 (80.8%) 42 (95.5%)

Agitation   <0.005   <0.05

No 18 (75.0%) 50 (66.7%) 16 (39.0%) 19 (86.4%) 41 (56.2%) 24 (53.3%)

Yes 6 (25.0%) 25 (33.3%) 25 (61.0%) 3 (13.6%) 32 (43.8%) 21 (46.7%)

Hope/helplessness   <0.001   <0.001

No 16 (66.7%) 29 (38.7%) 5 (12.2%) 16 (72.7%) 27 (37.0%) 7 (15.6%)

Yes 8 (33.3%) 46 (61.3%) 36 (87.8%) 6 (27.3%) 46 (63.0%) 38 (84.4%) 

Factors related with the presenting suicidal behavior 

Severity of suicidal idea <0.001 <0.001

Rare/mild/transient 19 (79.2%) 41 (54.7%) 6 (14.6%) 19 (86.4%) 41 (56.2%) 6 (13.3%)

Frequent/severe/continuous 5 (20.8%) 34 (45.3%) 35 (85.4%) 3 (13.6%) 32 (43.8%) 39 (86.7%) 

Previous suicide attempt history     <0.05   <0.005

No 18 (75.0%) 55 (73.3%) 22 (53.7%) 19 (86.4%) 54 (74.0%) 22 (48.9%)

Yes 6 (25.0%) 20 (26.7%) 19 (46.3%) 3 (13.6%) 19 (26.0%) 23 (51.1%)

Planned attempt    <0.005   <0.005

Impulsive 23 (95.8%) 62 (82.7%) 26 (63.4%) 21 (95.5%) 60 (82.2%) 30 (66.7%)

Planned 1 (4.2%) 13 (17.3%) 15 (36.6%) 1 (4.5%) 13 (17.8%) 15 (33.3%)

Intention     <0.001   <0.001

Wish to change 24 (100.0%) 59 (78.7%) 23 (56.1%) 21 (95.5%) 61 (83.6%) 24 (53.3%)

Wish to die 0 (0.0%) 16 (21.3%) 18 (43.9%) 1 (4.5%) 12 (16.4%) 21 (46.7%)

Direction of reproach     <0.05   <0.05

Anger outburst/blaming others 20 (83.3%) 57 (76.0%) 23 (56.1%) 18 (81.8%) 56 (76.7%) 26 (57.8%)

Self-reproach/guilt 4 (16.7%) 18 (24.0%) 18 (43.9%) 4 (18.2%) 17 (23.3%) 19 (42.2%)

Lethality of the method     <0.05    <0.005

Non-lethal 21 (87.5%) 59 (78.7%) 25 (62.5%) 21 (95.5%) 58 (79.5%) 26 (59.1%)

Lethal 3 (12.55%) 16 (21.3%) 15 (37.5%) 1 (4.5%) 15 (20.5%) 18 (40.9%)

Medical severity score 2.21±0.21 2.76±0.10 3.37±0.17 <0.001 2.55±0.21 2.66±0.11 3.29±0.15 <0.001 
Total risk-rating score 6.79±0.28 8.07±0.15 8.93±0.32 <0.001 7.41±0.33 7.84±0.180 8.87±0.27 <0.001 
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residents assessed 24 patients (17.1%) as low risk, 75 (53.6%) 
as moderate risk, and 41 (29.3%) as high risk. Regarding the 
future suicide risk of the same patients, 22 (15.7%), 73 (52.1%), 
and 45 (32.1%) were assessed as low, moderate, and high risk, 
respectively. 

Risk factors 
Psychiatric residents considered the following factors as 

commonly important for the severity of the current suicide 
attempt and the risk of a future suicide attempt. Among de-
mographic characteristics, they considered employment sta-
tus to be highly important. Among clinical characteristics, 
they regarded severity of depression, current emotional state, 
degree of agitation, and level of hopelessness/helplessness to 
be significant. In terms of presenting suicidal behavior, sever-
ity of suicidal ideation, history of previous suicide attempts, 
whether the attempt was planned, intentions related to the 
attempt, direction of any feeling of reproach, lethality of the 
method, the medical severity score, and the total risk-rating 
score were significant. Of individual’s psychiatric resources, 
the ability to control emotion, the highest global assessment 
of functioning (GAF) score over the past year, and the cur-
rent GAF score were important (Table 1). 

Sex, religion, family psychiatric history, history of axis I 
disorders, existence of a will, having regrets, and social isola-
tion were important only for future suicide risk (Table 2). Pa-
tients’ age, marital or socioeconomic status, medical illness, 
personality disorder, psychotic state, and precipitating events 
were not statistically related to either the severity of the cur-
rent suicide attempt or to the risk of future suicide. 

DISCUSSION

This study investigated the factors considered important 
by psychiatric residents when assessing the severity of the 

current suicide attempt and the risk of a future suicide in pa-
tients presenting to the ED for a suicide attempt. In accor-
dance with previous studies, numerous recognized suicide 
risk factors were identified as commonly important for the 
severity of the current suicide attempt and the risk of a future 
suicide.11,12 Evaluations of future suicide risk included several 
additional factors: female sex, having no religion, family psy-
chiatric history, history of axis I disorders, the existence of a 
will, having no regrets, and social isolation. 

It is generally known that acute suicide risk factors are 
usually treatable or modifiable.13 Our results, in close agree-
ment with previous studies, showed that demographic and 
clinical characteristics commonly considered important in 
evaluating the severity of the current suicide attempt and the 
risk of a future suicide attempt were all modifiable factors 
(i.e., demographic data: employment status; clinical charac-
teristics: severity of depression, current emotional state, agi-
tation, hope/helplessness). In contrast, with the exception of 
religious status, demographic and clinical characteristics per-
ceived to be important only for the risk of a future suicide at-
tempt were all non-modifiable factors (i.e., demographic 
data: sex and family psychiatric history; clinical characteris-
tics: history of axis I disorders). The psychiatric residents also 
considered tangible evidence showing the patient’s determi-
nation to commit suicide, including leaving a will or not re-
gretting their suicidal behavior, as important indicators of 
the risk for future suicide attempts. Additionally, social isola-
tion was the only significant factor within the social support 
category in assessing suicide risk and this factor was signifi-
cant only for the risk of a future suicide attempt. Consistent 
with our results, previous studies have indicated that a lack of 
a social network and social isolation are important predictors 
of suicide reattempts.14,15 Evidently, social isolation renders 
rescue after a suicide attempt less likely. Accordingly, psychi-
atric residents may have emphasized social isolation when 

Table 1. Common factors considered significantly important by the psychiatric residents when they evaluate both severity of the current sui-
cide attempt and the risk of a future suicide in the suicide attempters (continued)

Variables

Risk of presenting suicide attempt
(severity of the current suicide attempt)

p value

Risk of reattempting suicide
(risk of a future suicide)

p value
Low

(N=24)
Moderate
(N=75)

High
(N=41)

Low
(N=22)

Moderate
(N=73)

High
(N=45)

Individual resources 
Ability to control emotion     <0.05   <0.005

Able 9 (37.5%) 14 (18.7%) 6 (14.6%) 10 (45.5%) 14 (19.2%) 5 (11.1%)
Unable 15 (62.5%) 61 (81.3%) 35 (85.4%) 12 (54.5%) 59 (80.8%) 40 (88.9%) 

Multi-axial diagnosis
Past year highest GAF score 69.13±1.28 70.42±0.92 65.88±1.15 <0.01 68.25±1.11 71.14±0.89 65.45±1.14 <0.01 
Current GAF score 42.17±1.80 30.35±1.20 28.38±1.17 <0.001 42.50±1.98 30.21±1.12 29.43±1.41 <0.001 

GAF: Global Assessment of Functioning
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they assessed the risk of future suicide attempts. 
Patients’ age, marital or socioeconomic status, medical ill-

ness, personality disorder, psychotic state, and precipitating 
events were not important factors related to either the severi-
ty of the current suicide attempt or the risk of future suicide 
attempts, but these factors are generally acknowledged as im-
portant in the assessment of suicide risk.3,14,15 The reason is 
unclear, but a small sample size or the psychiatric residents’ 
greater emphasis on other factors could have been the cause. 
Given that these factors are generally considered important, 
further training may be required for residents to ensure that 
they are not overlooked in the future.

This study has several limitations. First, we did not include 
patients who attempted suicide but were not able to partici-
pate in the psychiatric interview due to a serious medical 
condition resulting from the attempt. This exclusion of pa-
tients with a higher suicide risk may have caused a selection 
bias, especially in evaluations of the severity of the current 
suicide attempt. Second, all psychiatric residents who partici-
pated in this study were working at the same institution. The 

particular training at our institution may have influenced the 
assessment process, limiting the generalization of our results 
to other institutions. The small number (n=16) of psychiatric 
residents who participated in our study is also a limitation. 
Finally, the study also reminds us of the limitation in rating 
static risk factors when assessing suicide risk. Studies have 
emphasized such limitations in the simple categorization of 
risk factors and have highlighted the importance of compre-
hensive evaluations of patients’ mental health when practic-
ing suicide risk evaluations.16-18 Similarly, individuals with 
multiple high-risk factors were not always regarded as having 
a high suicide risk, whereas only one or two risk factors led 
psychiatric residents to rate certain patients as having a high 
suicide risk. 

Despite these limitations, our study has several important 
implications. To our knowledge, this is the first study investi-
gating the process by which psychiatric residents evaluate the 
suicide risk of patients who have presented to the ED after a 
suicide attempt. The study also addressed the importance of 
analyzing and understanding the process by which psychiat-

Table 2. Factors considered significantly important by the psychiatric residents when they evaluate future risk level of the suicide attempters

Variables 
Risk of reattempting suicide (risk of a future suicide)

p value
Low (N=22) Moderate (N=73) High (N=45) 

Demographic data 
Sex <0.05 

Male
Female 

11 (50.0%)
11 (50.0%) 

31 (42.5%)
42 (57.5%) 

12 (26.7%)
33 (73.3%) 

Religion <0.001 
No
Yes 

2 (9.1%) 
20 (90.9%)

15 (20.5%) 
58 (79.5%)

19 (42.2%) 
26 (57.8%)

Family psychiatric history <0.05 
No
Yes 

20 (90.9%)
2 (9.1%) 

62 (84.9%)
11 (15.1%) 

32 (71.1%)
13 (28.9%) 

Clinical characteristics 
History of axis I disorders <0.05 

No
Yes 

14 (63.6%)
8 (36.4%) 

47 (64.4%)
26 (35.6%) 

19 (42.2%)
26 (57.8%) 

Factors related with the presenting suicidal behavior 
Left will <0.05 

No
Yes 

19 (86.4%)
3 (13.6%) 

40 (54.8%)
33 (45.2%) 

24 (53.3%)
21 (46.7%) 

Regret <0.005 
Yes
No 

18 (81.8%)
4 (18.2%) 

44 (60.3%)
29 (39.7%) 

20 (45.5%)
24 (54.5%) 

Resources 
Socially integrated/isolated <0.05 

Integrated
Isolated 

9 (40.9%)
13 (59.1%) 

19 (26.0%)
54 (74.0%) 

6 (13.3%)
39 (86.7%) 
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ric residents evaluate individuals who have attempted sui-
cide. Additionally, our results may provide a guide for future 
studies examining similar relevant issues. 

In conclusion, psychiatric residents’ ability to correctly 
evaluate suicide risk is critical for preventing patients who 
have already attempted suicide from reattempting. Thus, it is 
of utmost importance to appropriately train psychiatric resi-
dents regarding suicide risk assessment. Gaining insight into 
the process by which psychiatric residents assess patients’ 
suicide risk can lay the cornerstone for proper training. This 
study suggests that psychiatric residents use diverse factors 
when assessing suicide risk. It also shows that psychiatric 
residents might put additional emphasis on non-modifiable 
demographic and clinical factors, concrete evidence showing 
suicide determination, and social isolation to assess the risk 
for a future suicide attempt. Additional studies with a greater 
number of psychiatric residents from diverse institutions and 
countries are needed to further shed light on this issue.

Supplementary Materials
The online-only Data Supplement is available with this ar-

ticle at http://dx.doi.org/10.4306/pi.2015.12.3.324.
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Variables High risk Moderate risk Low risk Remark
Demographic characteristics

Age > 45 years old < 45 years old
Sex Male Female
Marriage Divorced, widowed, single Married
Employment Unemployed Employed
Religion No Yes Faithfulness to religion (1-9): 
SES Low Moderate High Based on occupation, income, residence, vehicle
Family psychiatric  
  history Yes No Suicide, bipolar, depression, panics schizophrenia, 

  others (    )
Clinical characteristics 

Medical illness Yes No MI, COPD, CKD, CVA, others (    )

Past history of 
  axis I disorder Yes No

Depression, bipolar, schizophrenia panic, alcohol abuse, 
  alcohol dependence, other substance abuse, 
  other substance dependence, others (    )

Personality Personality disorder Normal range Specific diagnosis of  personality disorder (    )
Psychotic state Psychotic Non-psychotic
Depression 
  severity Severe Moderate Mild

Current state 
  of emotion Intense emotion Optimism Agitation (Yes, No), 

Hopelessness or helplessness (Yes, No)
Factors related with the presenting suicidal behavior

Suicide idea Repetitive/intense/continuous Rare/mild/transient

Suicide attempt

Multiple First Previous suicide attempt numbers (  )

Planned Impulsive, 
situation responsive

Left Will (Yes, No), Regret (Yes, No)
Last contact: family, doctor, friend, others (  )

Clear wish to die Wish to change

Self-reproach or guilt Anger outburst or 
blaming others

Lethal method Non-lethal method

Substance overdose, self-harming body, jumping, hanging, 
  others (    )
Medical severity from the attempt:  
  1 (very low), 2 (low), 3 (moderate), 
  4 (high), 5 (very high), 6 (severe)

Precipitating 
events

 Interpersonal conflict/stress    Interpersonal deficit/loss     Financial problems  
 School/work    Illness/serious injury to self/others    Parental separation/divorce  

 Others (specify):                                           None

Risk-Rescue 
Rating

Risk factors
1. Agent used:
    1 Ingestion, cutting, stabbing
    2 Drowning, asphyxiation, strangulation
    3 Jumping, shooting
2. Impairment of consciousness:
    1 None in evidence
    2 Confusion, semi-coma
    3 Coma, deep coma
3. Lesions/toxicity :
    1 Mild
    2 Moderate
    3 Severe
4. Reversibility:
    1 Good, complete recovery expected
    2 Fair, recovery expected with time
    3 Poor, residuals expected, if recovered
5. Treatment required:
    1 First aid, in emergency room 
    2 Routine treatment, in hospital admission, 
    3 Special treatment, in intensive care unit

Rescue factors 
1. Location:
    3 Familiar
    2 Non-familiar, non-remote
    1 Remote
2. Person initiating rescue:
    3 Close acquaintance 
    2 Medical professional
    1 Passerby
3. Probability of discovery by any rescuer:
    3 High, almost certain
    2 Uncertain 
    1 Accidental 
4. Help requested:
    3 Direct request for help
    2 Left clues
    1 No help requested 
5. Delay until discovery:
    3 Immediate, within 1 hour
    2 Less than 4 hours
    1 Greater than 4 hours

Resources

Individual 
  resources

Low achievement High achievement
Social support 

Conflictual interpersonal 
relationship

Secure interpersonal 
relationship

No insight  Insight conserved Socially isolated Socially integrated
Difficulty controlling emotion Able to control emotion Conflictual family Secure family

Supplementary Figure 1. Brief Emergency Room Suicide Risk Assessment (BESRA). SES: social economic status, MI: myocardial Infarc-
tion, COPD: chronic obstructive pulmonary disease, CKD: chronic kidney disease, CVA: cerebrovascular accident.


