How an Elder Suicide Might have Happened
One of the most prevalent misconceptions about suicide across all age groups is that it really can’t be prevented.  On Sunday February 22, 2004 a situation unfolded in a Philadelphia suburb that could have ended in a suicide, but fortunately did not.  It entailed a chain of events that illustrate that, in at least this one example, there are many opportunities to “do something.”

Mrs. S is an 80-year old widow who recently moved into a Continuing Care Retirement Community (CCCR) that offers independent living, assisted living, and skilled nursing care.  Last week she was admitted to a local community hospital because of an exacerbation of a chronic illness.  In the course of her inpatient stay she manifested depressive signs and symptoms and made statements indicating both suicidal ideation and intent.  
Prior to discharge a psychiatrist saw Mrs. S.  It is not known what type of assessment was done, but the psychiatrist expressed concern to Mrs. S regarding her suicidality and advised her that she should not immediately return to her residence.  He wrote an order that she instead be transferred to the skilled nursing facility (SNF) at her retirement community.

Mrs. S was discharged the next day at 2:00 PM.  For reasons that are not clear the psychiatrist’s orders were either misplaced or overlooked and an ambulance took Mrs. S directly to her home.  At 2:50 PM Mrs. S called the assisted living facility (AL) in the complex and told them that she was home and that a psychiatrist had informed her that she should be on a “suicide watch.”  The LPN on duty said that she would try to find out what was going on.  

Just before the change of shift at 3:00 PM she placed calls to the hospital, Mrs. S’s personal physician, and the SNF.  She left messages for Discharge Planning and the physician.  The SNF knew nothing about Mrs. S’s discharge.  At 3:05 PM the third shift AL LPN reached a nurse on the floor of unit that had cared for Mrs. S.  She learned that the psychiatrist had ordered Mrs. S’s admission to the SNF for 2-3 days supervision because of suicidality.  This order was apparently unavailable while Mrs. S was being readied for release and she was instead taken home.

The AL LPN immediately relayed what she had learned to the SNF Charge Nurse who in turn contacted the hospital and requested faxed copies of the now found orders.  The SNF RN also called Mrs. S’s unit but there was no answer.  It was now about 3:30 PM.  

A few minutes later Mrs. S. went to the AL facility and told an aide who she was, what she had been told by the psychiatrist, and that she was going to attend a concert in the community’s auditorium at 4:00 PM and would call back afterwards.  The aide alerted the LPN but Mrs. S had left before she arrived.  The LPN then contacted the SNF RN who went to the auditorium to try to find Mrs. S having only the aide’s description as a guide.  What she found was an overflow crowd comprised mostly of 250 elderly women, many of whom fit Mrs. S’s description.

At 3:55 PM the SNF RN brought the problem to the attention of the complex’s security force, which was in the process of changing shifts at 4:00 PM.  Neither the outgoing or incoming security staff knew Mrs. S, which is not uncommon with new residents.  One security officer accompanied the SNF RN back to the auditorium to try to find someone on might know Mrs. S.  The other security officer called the dining room and other areas where Mrs. S might be present. 

The concert ended at 5:00 PM and Mrs. S had still not been located.  At 5:15 PM as the concertgoers cleared the lobby one of the security officers saw two women conversing on a sofa.  He inquired if either was Mrs. S.  One woman said, “I guess you’re looking for me.”  The security officer not wanting to run afoul of HIPPA or other confidentiality polices returned to the front desk where he could observe Mrs. S. while the other officer called the SNF RN.

The SNF RN arrived five minutes later and told Mrs. S that they were ready to work on her admission for a short stay.  Mrs. S. readily proceeded to the SNF with the RN.  

The SNF staff and administration was very concerned about its ability to handle this situation.  Mrs. S was admitted to a private room.  The call button cord was removed and efforts were made to find a bell that Mrs. S, could used to summon help.  Maintenance was contacted about securing the windows, but this could not be done until the next morning.  By 6:00 PM Mrs. S was settled in and the SNF staff began checking her every hour.

Epilog: As of 7/25/04, Mrs. S was still in residence at the CCCR.  
Some questions and concerns:

· Why was Mrs. S not taken to the crisis center at a neighboring hospital for a psychiatric evaluation and possible admission to a psychiatric inpatient unit, if indicated?

· Why did the DC planners at the hospital not contact the SNF to determine if they were able to adequately and safely manage Mrs. S?

· Why did the SNF apparently lack a definitive suicide policy and procedures for caring for a suicidal patient? 

· Why did the SNF not contact the crisis center once Mrs. S was located?

· Why was the only staff member (the AL aide) who knew what Mrs. S looked like not involved in the search to find her?
