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Abstract

Bipolar disorders are common illnesses with markedly elevated premature mortality, but they
remain frequently under-referred, under-diagnosed, and under-treated. Suicide is the cause of
death in up to 15% of patients with bipolar disorders, and about half of them make at least
one suicide attempt in their lifetime. The suicide rate of (untreated) bipolar patients is 25
times higher than the same rate in the general population. Suicidal behaviour in bipolar
patients occurs almost exclusively during severe major depressive episodes, and less fre-
quently in mixed affective episodes or in dysphoric mania. In contrast, suicidal behaviour
occurs very rarely during euphoric mania, hypomania, or euthymia, suggesting that suicidal
behaviour in bipolar patients is a state- and severity-dependent phenomenon. However,
because the majority of bipolar patients never commit (and up to 50% of them never attempt)
suicide, risk factors other than bipolar disorder itself also play a significant contributory role.
This chapter summarises the clinically most relevant suicide risk and protective factors in
bipolar disorders, and touches briefly on the most effective suicide prevention strategies.

Introduction

Bipolar disorders are associated with a substantial burden of illness-related
health and economic problems. Given the 1.3–5.0% lifetime prevalence of
Bipolar I and Bipolar II disorders [1] they are among the most frequent and
also the potentially most life-threatening psychiatric illnesses [2–7]. This ele-
vated risk of premature death is predominantly due to suicide, but increased
incidence of accidents, cardiovascular morbidity, and complications due to co-
morbid substance-use disorders are also contributing causes [2, 4–7]. In spite
of the great clinical and public health significance of bipolar disorders, they
are still under-referred, under-diagnosed, and under-treated [1, 6]. Because
successful acute and long-term treatment with mood stabilisers and other psy-
chotropics markedly reduces the risk of attempted and completed suicide in
Bipolar I and Bipolar II disorders [3, 4, 7–9], the early recognition and appro-
priate acute and long-term treatment of bipolar patients is a key element in sui-
cide prevention for this population. Although suicidal behaviour is very rare in
the absence of current major mental disorders [2, 3, 5], suicide is not the lin-
ear consequence of psychiatric disorders. It is a very complex and multicausal
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human behaviour involving several psychosocial and cultural components.
This chapter summarises the clinically most relevant suicide risk and protec-
tive factors in bipolar disorders, and also touches briefly on the most effective
prevention strategies.

Suicidal behaviour in major mood disorders

In their meta-analysis of studies on suicide risk in all psychiatric disorders,
Harris and Barraclough [10] analysed separately the risk of completed suicide
in patients with an index diagnosis of unipolar major depression (23 reports,
more than 8,000 patients) and in bipolar disorder (14 reports, more than 3,700
patients); some studies had followed these patients for many decades. They
found that the risk of completed suicide (i.e., the standardised mortality ratio,
SMR) was about 20-fold for patients with an index diagnosis of unipolar
major depression, and 15-fold for bipolar disorders. However, this type of
analysis cannot provide a precise estimate of separate suicide risk in unipolar
and bipolar disorders (i.e., it overestimates the risk for unipolar depression and
underestimates the same risk for bipolar disorders). The main source of this
imprecision is that the index diagnosis frequently changes over the long-term
course of illness from unipolar depression to Bipolar I or Bipolar II disorder
[7, 11]; in the studies reviewed by Harris and Barraclough [10] the diagnostic
category of Bipolar II depression (major depression with history of hypoma-
nia but not with mania), which is the most common form of bipolar disorders
[1, 6], was not considered separately. Therefore it is very likely that most
Bipolar II patients in these studies were included in the unipolar major depres-
sive subgroup.

Moreover, recent findings showed that up to 50% of patients with unipolar
depression were found to have bipolar depression when subthreshold hypo-
mania as well as the bipolar spectrum disorders (i.e., ‘unipolar’ major depres-
sion with bipolar family history, treatment-associated hypomania/mania in
major depression, and depressive mixed state/agitated depression) were also
considered [1, 6, 12, 13]. Indeed, the most recent meta-analysis of 28 reports,
published between 1945 and 2001 (including only patients with an index diag-
nosis of bipolar disorder without long-term lithium treatment) by Tondo and
colleagues [3] found that during an average 10 years of follow-up the SMR for
completed suicide in bipolar patients was as high as 22 (15 for males and 21
for females). These authors also calculated that suicide rates in bipolar disor-
der patients average 0.4%/year, which is more than 25 times higher than the
same rate in the general population [3].

However, in a 40–44 years’ prospective follow-up study of 406 formerly
hospitalised (186 unipolar and 220 bipolar) major mood disorder patients, in
which the unipolar–bipolar conversion was carefully considered during the
follow-up, Angst and colleagues [7] found that 14.5% of unipolar and 8.2% of
bipolar (I+II) patients committed suicide, and the SMR for suicide in unipolar
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and bipolar patients were 26 and 12, respectively. In contrast, a very recent
long-term prospective follow-up study (average 11 years) of 1983 unipolar
major depressives and 843 bipolar (I+II) patients found a much higher rate of
completed suicide in Bipolar I and II patients than in unipolar patients (0.25%
of patients/year versus 0.05% of patients/year) [14].

Suicide risk factors in bipolar disorders

Suicidal behaviour (suicide, suicide attempt) and suicidal ideation in bipolar
patients occur mostly during the severe major depressive episodes and less fre-
quently in mixed affective episodes and dysphoric mania. They are very rare
during euphoric mania, hypomania, and euthymia [2, 5, 15–17], indicating
that suicidal behaviour in bipolar patients is a state- and severity-dependent
phenomenon. However, because the majority of bipolar patients never commit
(and up to 50% of them never attempt) suicide [2, 3, 4, 18–23], risk factors
other than bipolar disorder itself also play a significant contributory role.
These include special clinical characteristics as well as some personality,
familial, and psychosocial risk and protective factors [2–4, 9, 12]. Most sui-
cide risk factors in bipolar disorders are related to the acute (mostly depres-
sive) major mood episodes but there are several historical and personality fac-
tors that can help clinicians identify highly suicidal bipolar patients.

Previous suicide attempt is the most powerful predictor of future complet-
ed suicide, particularly in patients with major mood disorders [2, 4, 5, 10, 15].
Considering only the 10 clinical studies (including more than 3,100 patients)
in which unipolar and bipolar (I+II) patients were analysed separately, it has
been found that the lifetime rate of prior suicide attempt(s) was much higher
in bipolar (I+II) patients (mean: 28%, range: 10–61%) than in patients with
unipolar depression (mean: 13%, range: 9–30%) [4]. A recent long-term
prospective study also found that the rate of suicide attempts during follow-up
was more than double in bipolar (I+II) than in unipolar patients [14].
Community-based epidemiological studies from the United States [18, 19] and
Hungary [20] also showed that the lifetime rate of prior suicide attempts was
1.5 to 2.5 higher in bipolar (I+II) than in unipolar patients. Similarly, it has
been reported that current suicidal ideation, the major precursor of suicidal
behaviour [2, 15], was more frequent in Bipolar I and II (36–64%) than in
unipolar (32–46%) depressed inpatients and outpatients [21–23].

The clinical conditions that are the most alarming for suicidal behaviour in
bipolar disorder are the recent suicide attempt and the severe (mostly melan-
cholic) major depressive episode, particularly when the latter is accompanied
by hopelessness, guilt, agitation, insomnia [3, 13, 15, 24], few reasons for liv-
ing, suicidal ideation [2, 3, 4, 9, 15, 16], and psychotic features [7, 15]. Recent
results strongly suggest that mixed depressive episodes (major depression plus
three or more co-occurring intra-depressive hypomanic symptoms) substan-
tially increases the risk of both attempted and committed suicide [9, 12, 15,
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22–25]. These episodes correspond to the category of ‘agitated depression’
that is present in up to 60% of bipolar depressives [12, 13, 22, 23].

Moreover, these results offer an explanation for the rarely occurring ‘anti-
depressant-induced’ suicidal behaviour; antidepressant monotherapy, unpro-
tected by mood stabilisers or atypical antipsychotics, particularly in bipolar
and bipolar spectrum disorder (including ‘unipolar’ depressive mixed state)
can favour not only hypomanic/manic switches and rapid cycling, but also
worsen the pre-existing mixed state or generate de novo mixed conditions.
This makes the clinical picture more serious and ultimately leads to self-
destructive behaviour [12, 22, 24, 26]. The role of mood instability in suicidal
behaviour was also supported by a recent study showing that a history of rapid
mood switching and panic attacks was associated with an increased likelihood
of history of self-reported suicidal thoughts or actions in patients with bipolar
disorders [27].

However, suicidal behaviour in bipolar patients is not exclusively restricted
to depressive episodes. In contrast to classical (euphoric) mania, where suici-
dal tendencies are extremely rare, suicidal thoughts and attempts are relative-
ly common in patients with mixed affective episode and dysphoric mania [2,
3, 14, 16], supporting the common clinical sense that suicidal behaviour in
bipolar patients is linked to depressive symptomatology [7, 14–16].

Although bipolar disorders, in general, carry the highest risk of suicide [3,
4, 9, 14] several studies have shown that Bipolar II patients have an even high-
er risk than Bipolar I subjects [4, 9, 21, 23, 28–30]. However, other studies
have found that suicide risk does not seem to vary according to bipolar sub-
type [2, 7, 14, 16, 31].

Bipolar disorders show a high frequency of psychiatric and medical co-mor-
bidities [1, 31] and it is well documented that co-morbid anxiety/anxiety dis-
orders [2, 4, 15, 18, 30–32], substance-use disorders [2, 4, 27, 30–32], per-
sonality disorders (especially borderline personality disorder) [4, 16, 31], and
serious medical illnesses [2, 31], particularly in the case of multiple co-mor-
bidities, also increase the risk of all forms of suicidal behaviour. Although suc-
cessful acute and long-term treatment of bipolar disorder substantially reduces
the risk of both completed and attempted suicide [3, 4, 7–9], lack of medical
and family support as well as the first few days of the therapy when antide-
pressants usually do not work (or rarely can worsen the depression) [24], also
should be considered as risk factors for suicide.

As noted previously, prior suicide attempt(s), particularly in the case of vio-
lent or more lethal methods, is the single most powerful predictor of future
attempts and fatal suicide [2–4, 15, 16, 27]. Bipolar patients in general [33]
and Bipolar II patients in particular [14, 34] use more violent and more lethal
suicide methods than unipolar depressives and Bipolar I patients respectively,
and this is characteristic first of all for males. Therefore, higher rates of suici-
dal behaviour (mainly completed suicide) in patients with bipolar disorder
than in unipolar major depression may be due to a specific effect of bipolar
disorder on males, resulting in more dangerous suicidal behaviours [33]. Other
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historical variables that have been shown to increase the chance of both
attempted and completed suicide include early onset, early stage of bipolar dis-
order [3, 5, 7, 14, 27, 32], rapid cycling course, predominant depressive polar-
ity, and more prior hospitalisations for depression [2, 3, 7, 16, 31].

Personality characteristics also play a significant role in the development
and particularly in the manifestation of suicidal behaviour. The voluminous lit-
erature on this subject consistently shows that aggressive/impulsive personali-
ty traits [16, 27, 33, 35–37], especially in combination with high level of cur-
rent hopelessness and pessimism [35, 36], markedly increase the risk of suici-
dal behaviour in patients with bipolar and other psychiatric disorders. Recently
it has been also reported that in Bipolar I and II depressed patients, the level
of impulsivity and the rate of prior suicide attempts increased with increasing
number of intra-depressive hypomanic symptoms [37], supporting the strong
relationship between the bipolar nature of depression and impulsive behaviour
[38]. Irritable mood (a core symptom of mania and hypomania) and anger
attacks (inappropriate, sudden spells of anger associated with autonomic
arousal symptoms and behavioural outbursts) are closely linked to each other,
and anger attacks are much more common in bipolar depression than in unipo-
lar depression [13, 38]. Moreover, if anger attacks occur during unipolar major
depression, the bipolar nature of these ‘unipolar’ depressions are supported by
their association with most key validating variables (early onset, atypical fea-
tures of depression, depressive mixed state, bipolar family history) of bipolar
disorder [38]. The interaction between personality features and illness charac-
teristics in suicidal behaviour was best formulated by Mann and colleagues
[35] in their ‘stress-diathesis model’, which suggests that suicidal behaviour in
psychiatric patients is determined not only by the stressor (acute major psy-
chiatric illness), but also by a diathesis (impulsive, aggressive, pessimistic per-
sonality traits).

Cyclothymia/cyclothymic temperament – the attenuated form of bipolar
disorder – also seems to be a predisposing factor for suicidal behaviour.
Cyclothymic personality appears to be significantly related to lifetime and cur-
rent suicidal behaviour (ideation and attempts) both in adults and in a pediatric
sample [39, 40].

Despite the fact that most suicide victims in the general population are
males and the opposite is true for suicide attempters [5, 10, 15, 24], this dif-
ference is much smaller among suicidal patients with bipolar disorder [2, 3, 7,
27, 32]. This suggests that gender is not a significant predictor for committed
and attempted suicide in this otherwise high-risk population. However, same-
sex oriented and bisexual persons, mainly cross-gendered individuals, are at
elevated risk for suicidal behaviour, particularly if other suicide risk factors are
also present [41].

With regards to suicide risk factors related to personal history, early nega-
tive life-events (e.g., parental loss, isolation, or emotional, physical, and sexu-
al abuse) [2, 4, 15, 31, 35], permanent adverse life situations (e.g., unemploy-
ment, isolation) [2, 4, 15], and acute psychosocial stressors (e.g., loss events,
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financial disasters) [4, 15, 31, 42] are the most important and clinically useful
indicators of possible suicidality, primarily if other risk factors are also pres-
ent. However, acute psychosocial stressors commonly depend on the victim’s
own behaviour, particularly in the case of Bipolar I disorder [42]. For exam-
ple, hypomanic and manic periods can easily lead to aggressive-impulsive
behaviour, financial extravagance, or episodic promiscuity, thus generating
several interpersonal conflicts, marital breakdown, and new negative life
events, all of which have a negative impact on the further course of the illness.

Family history of suicidal behaviour and/or major mood disorders in first-
and second- degree relatives is also a strong risk factor for both attempted and
completed suicide in psychiatric patients in general, and in bipolar patients in
particular [2, 4, 15, 27, 31, 35]. However, the familial component of suicidal
behaviour seems to be independent of psychiatric disorders. Suicidal persons
are over 10 times more likely than relatives of comparison subjects to attempt
or complete suicide after controlling for psychopathology [43].
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Table 1 Clinically detectable suicide risk factors in bipolar disorders

1. Risk factors related to acute mood episodes

A. Severe major depressive episode
• Current suicide attempt, plan, ideation
• Hopelessness, guilt, few reasons for living
• Agitation, depressive mixed state, insomnia
• Psychotic features
• Bipolar II diagnosis
• Co-morbid Axis I, Axis II, and serious Axis III disorders
• Lack of medical treatment and family/social support
• First few days of the treatment (particularly if appropriate care and co-medication is 

lacking)
B. Mixed affective episode (simultaneously occurring manic and major depressive episodes)

C. Dysphoric mania (mania and three or more intra-manic depressive symptoms)

2. Risk factors related to prior course of the illness
• Previous suicide attempt/ideation (particularly the violent/highly lethal methods)
• Early onset/early stage of the illness
• Rapid cycling course

3. Risk factors related to personality features
• Aggressive/impulsive personality traits
• Cyclothymic temperament
• Same-sex orientation, bisexuality

4. Risk factors related to personal history
• Early negative life events (separation, emotional, physical, and sexual abuse)
• Permanent adverse life situations (unemployment, isolation)
• Acute psychosocial stressors (loss events, financial catastrophe)

5. Risk factors related to family history
• Family history of mood disorders (first and second degree relatives)
• Family history of suicide and/or suicide attempt (first and second degree relatives)



The clinically explorable suicide risk factors in bipolar disorders are listed
in Table 1. Because suicidal behaviour in bipolar patients is very rare in the
absence of major mood episodes, suicide risk factors related to these condi-
tions are the most powerful predictors of suicide, particularly if other risk fac-
tors (and high lethality suicide methods) are also present. The higher the num-
ber of risk factors, the higher the chance of suicidal behaviour.

Suicide protective factors in bipolar disorders

In contrast to what is known about risk factors for suicide, few circumstances
are known to protect against suicidal behaviour. Good family and social sup-
port, pregnancy and postpartum period (but also see Chapter by Roy and
Payne, this volume), having a great number of children, holding strong reli-
gious beliefs, and restricting lethal suicide methods whenever possible (e.g.,
reducing domestic and car exhaust gas toxicity, and introducing stricter laws
on gun control), seem to have some protective effect [4, 5, 44–47]. However,
the most extensively studied suicide protective factor in major mood disorders
is acute and long-term pharmacological treatment, particularly with lithium
(see below) [3, 4, 7–9, 15, 24].

Although suicide is a rare event in the community, it is very frequent among
patients with bipolar disorder, and most of them come into contact with vary-
ing levels of healthcare some weeks or months before their death [3, 4, 8, 15,
29]. The high rate of bipolar disorders and recent medical contact before suici-
dal behaviour underlines the priority role of healthcare workers in suicide pre-
vention. Unfortunately, less than one-third of bipolar suicide victims and sui-
cide attempters were receiving appropriate pharmacotherapy at the time of their
suicide event [29, 30, 48]. Because about two-thirds of suicide victims die in
their first attempt [5, 15, 49], the risk of suicide in bipolar patients is very high
even if a patient has never attempted suicide before. The careful estimation of
all suicide risk factors (see Tab. 1) is helpful in assessing suicide risk as early
as possible and intervening prior to the patient making the first suicidal act.

Prevention of suicidal behaviour in bipolar patients

Several open clinical studies and randomised controlled trials have consistent-
ly found that acute and long-term treatment with lithium and other mood sta-
bilisers (sometimes in combination with antidepressants and antipsychotics)
markedly reduces the risk of attempted and completed suicide in Bipolar I and
Bipolar II patients [3, 4, 7, 24]. It has been also reported that the overall sui-
cide rate of bipolar patients decreased progressively with increasing number of
prescriptions for mood stabilisers [50]. Bipolar patients with long-term phar-
macotherapy frequently need (and more frequently receive) antidepressants
and/or antipsychotics in addition to their mood stabilisers for shorter or longer
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period of time. However, there is a growing body of evidence suggesting that
antidepressant monotherapy can worsen the course and outcome of bipolar
disorder [6, 8, 9, 22, 24]. For instance, the most recent naturalistic, prospective
chart review analysis of 405 Bipolar I and II patients also showed that mood
stabiliser monotherapy markedly reduced the risk of suicidal behaviour; how-
ever, the frequency of suicidal behaviour was highest in patients with antide-
pressant and antipsychotic monotherapy, lowest in patients with mood sta-
biliser monotherapy, and the risk to patients with combination therapy (mood
stabilisers + antidepressants or antipsychotics) was intermediate, suggesting
that a combination of antidepressants or antipsychotics with mood stabilisers
markedly reduces (but does not fully eliminate) this increased suicide risk
[51–53]. However, it is possible that those patients receiving a combination of
medications may have a more severe form of the illness, thus making it appear
that that monotherapy is better.

These results support and extend prior findings [8, 9, 24] and suggest that
not only antidepressants but also antipsychotics can worsen the cross-section-
al and longitudinal course of bipolar disorders, and this worsening is most
clearly reflected in the elevated rate of suicidality. Doctors should keep their
bipolar patients on these supplementary medications as short a time as possi-
ble and the main component of the long-term treatment should be mood sta-
biliser pharmacotherapy. However, because the risk reduction for suicidal
behaviour among bipolar patients treated with mood stabilisers, although clin-
ically significant, is still incomplete, development of alternative or supple-
mentary treatment strategies is also required.

Recently, several effective psychosocial interventions in the field of bipolar
disorders were developed (psychoeducation, cognitive-behavioural therapy,
interpersonal and social rhythm therapy, etc.), initially to help noncompliant,
drug-intolerant, and drug-nonresponsive patients [4, 54, 55]. Because they are
designed for relapse/recurrence prevention, they might be effective in suicide
prevention as well, and a combination of these methods with long-term phar-
macotherapy may substantially decrease suicide risk.
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