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ABSTRACT
Research has shown that suicide risk is elevated in

the patient who has tested positive for Human Immunodeficiency Virus
(HIV). Studies within the Army'have found that the three most
turbulent periods-for the soldier with HIV infection are: (1) at the
time of notification of diagnosis; (2) when the family and peer group
learn of the diagnosis; and (3) when there is concrete evidence of
failing health. In response to the challenge of medical management of
high risk patients, a multi-speciality ward program at Walter Reed
Army Medical. Center was designed to meet and to prevent anticipated
suicidal behavior. The ward program seeks to: (1) create a
therapeutic and facilitating environment for HIV.sero-positive
soldier; (2) screen the HIV positive soldier for- psychiatric
conditions and facilitate treatment; (3) provide information about
the infectious nature of the illness; (4) initiate twice-a-week
support groups; and (5) transfer the acutely suicidal, depressed, or
impulsive patients to psychiatric units. Self-destructive behaviors
are quickly identified and addressed. The bionsychosocia:1 approach to
the HIV patients addresses the multifaceted nature of the condition.
By anticipating stressors at the three crucial phases, suicidal
ideation and behavior can be quickly detected and psychiatric
symptoms treated. Based on subjective staff appraisal, the program
appears to have worked. (ABL)
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Accordina to Weisman suicide prevention is a

magnificent objective. (although) suicide has a refreshinm appeal

for some patients, exceeding what life has to offer tnem, and to

try to prevent these people from destroying themselves is a

little like preventinp them from dreaming.... However, it is

still mandatory that we search for ways to prevent suicide....

(1). It is our task to seek ways to intervene and develop

programs that will effectively reduce suicidal behavior both in

high risk individuals and high risk populations.

INTRODUCTION:

In October 1985, the U.S. Armed Services began testing all

active duty personnel for evidence of infection with the HIV

virus (the virus implicated as the cause of Acquired Immune

Deficiency Syndrome)(2). The testing procedure involved an

educational briefing about the HIV virus including how it was

transmitted and the common risk factors for infection, i.e.,

sexual transmission, I.V. drug use or blood transfusion. Blood

samples for HIV antibody testing was obtained and the soldier

told that he/she would be notified if the test was positive.

Shortly after the start of this testing it was discovered that

soldiers, on learning that they tested positive, were

experiencing severe psychological reactions including a hint,



frequency of suicidal behavior. These soldiers had been informed

that they tested positive and had been counselled. as required by

Department of Defense policy (2). regarding the progressive and

infectious nature of their ,fection.

In January 1986, a soldier, who was at the Walter Reed Army

Medical Center for staging and evaluation of his HIV infection,

killed himself. This case brought to the awareness of the

hospital authorities the severity of the emotional stress that

these soldiers experience in the process of adjusting to the

diagnosis of HIV infection. In an effort to provide a suicide

prevention/intervention program, psychological support and

appropriate treatment for the HIV sero-positive soldier, a

specific Ward was established in Jan 1986 by the Commanding
General at WRAMC.

The first step in suicide prevention is identification of

those at high risk. By suicide prevention we mean prevention of

successful suicide and reduction in self-inflicted injuries and

self-destructive behaviors. There are numerous studies in the

literature that describe those persons at high risk for suicide

(3-8). The identification of risk factors known from previous

reported clinical experience with the HIV positive population (9-

19) became the nidus for a prevention/intervention program. The

goal is to reduce suicidal behavior (i.e., suicidal threats,

suicide attempts and completed suicide ).

In the following sections we will describe some of the

suicide risk factors and stressors we observed in Army HIV sero-
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positive patients and the soecific Ward Programs we designee to

reduce the risk of suicidal pehavior.

SUICIDE RISK IN THE HIV SERO-POSITIVE PATIENT

The possibility of suicidal behavior is best understood

within a risk factor model. The risk of suicidal behavior is

correlated with the number and severity of risk factors. The

risk for suicide in the HIV sero-positive person is high not only

because of the association of suicidal behavior with life

-threatening Ulm ;s but also due to factors known to be

associated with AIDS, i.e., risk taking behavior. impulsivity,

drug abuse.( 20-22 ). For example. in the civilian sector,

adolescent males with drug and alcohol abuse problems,

depression and antisocial behavior are known to be at

elevated risk of suicide (23-25). In a recent report (26) the

risk or suicide among men 20 to 59 years old with AIDS was

determined to be 36 times nreater than for other men in that age

group. Studies in the Army indicate that male suicides are

correlated with recent loss of a love relationship, or when there

is administrative or legal actions against them (27-32).

In addition to the legal predicament, the homosexual in the

military carries a great risk of exposure and ridicule from

"straight" soldiers. Homosexual behavior in the army is

considered grounds for administrative separation and discharge

from active duty. HIV sera - positivity seems to make it virtually

impossible for the soldier to conceal his -!xual identity and

preference. In some instances there is exposure of a homosexual
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life style and such soldiers are subjected to peer rejection,

hostility and alienation. Physical assaults against such

soldiers have occurred (33).

CASE REPORT: Pfc AA was a 27 year old Caucasian Baptist,

active duty new recruit whose basic training was interrupted when

his HIV testing results became known. He was transferred to

WRAMC for medical evaluation. In the Medical Hold barracks (an

open Ded facility for soldiers), he displayed sexually

provocative behaviors with peers and superiors. Information

obtained from several sources indicated that he had a history of

emotional distress prior to his military service. Pfc AA

committed suicide a few weeks after returning from Christmas

leave to visit his mother. Investigation subsequent to his

suicide revealed that, on the night of his death, he had been

distressed after a telephone call to his family, had suffered a

"rejection" by his barracks' mates, and had been drinking

heavily.

Pfc AA had several risk factors. He was HIV positive, (in

1985 this factor alone carried an estimated one hundred fold

increase risk for completed suicide compared to the overall

military suicide rate). Additional factors which increased this

soldier's risk of suicidal behavior were deviant sexual behavior,

peer rejection, risk taking behavior, alcohol abuse and threat of

administrative action terminating his Army career.

RISK FACTORS ASSOCIATED WITH SUICIDE AND SUICIDAL. BEHAVIOR:

The risk factors associated with suicide and suicidal
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behaviors in the HIV sero-positive patient are 1) Deviant sexual

behavior in which the soldier is usually estranged from peers and

family groups; 2) Threatened separation from the military because

of overt homosexual behavior or behavior unsuitable to military

life; 3) Alcohol and/or drug abuse. There is often a relapse

into drug' and/or alcohol use following the diagnosis of HIV

positivity as the substance is used in an attempt to escape from

the awareness of the stresses; 4) Clinical trait or mental

disorder, i.e., anxiety or depression. Affective disorders are

frequently seen in this group of patients; 5) Male youth are

known to be at high risk for suicidal behavior (23, 24, 25).

The young adult is most apt to experience the HIV diagnosis as a

catastrophic threat to his unlived life.

The three most turbulent periods for the soldier with HIV

infection are: 1) at the time of the first testing and

notification when the patient first learns of the diagnosis; 2)

when the family, work and/o peer group learns of the diagnosis;

and 3) when there is concrete evidence of failing health and

progression of the disease.

TARGET POPULATION:

The usual admission is the soldier who is undergoing initial

evaluation or first restaging. We have an mostly males (90), in

their early twenties and of the rank of sergeant. Soldiers and

their dependents from the Military district of Washington or the

North Eastern United States Korea and Europe are sent to the

Ward. We also serve retirees. Since its origin in Jan 1986,
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there have been 550 admissions.

THE SUICIDE PREVENTION/INTERVENTION PROGRAM:

MISSION: The mission of the Ward is (1) to create a therapeutic

and facilitating environment for the HIV sero-oositive soldier

who is admitted to WRAMC to be staged and evaluated; (2) to

screen the HIV positive soldier for psychiatric conditions and to

facilitate treatment; (3) to provide information about the

infectious nature of the illness (instruction in safer sex

hractices); (4) to initiate twice a week support groups; and (5)

transfer of the acutely suicidal, severely depressed or

impulsively acting-out patient to the inpatient psychiatric unit.

The Ward provides a comprehensive evaluation and treatment

program to address problems frequently encountered by the HIV

sera - positive patient in the initial as well as later stages of

their infection. The model used is based on a bio/psycholsocial

medical model and the underlying working concept is one of

"wellness".

These high risk individuals receive a combination of

treatments: crisis intervention, support groups, supportive

psychotherapy, education about infection control and safer sexual

activity. When indicated, psychotropic medications and

conventional psychotherapies are used. Substance abuse is

addressed through educational efforts, early detection and a

weekly substance abuse education/treatment group.

PROGRAM: The Ward is a 42 bed Unit that is "self care"

and the patients are ambulatory. The Unit is under the direction
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of the Infectious Disease Service of the Department of Medicine.

The Ward Officer is a Family Practice Physician. The

Psychiatrist acts as Assistant Ward Officer and acts as a

Consultant to the Unit as well as providina direct care when

indicated.

SCREENING PROCEDURES: All patients, on admission to the unit,

are evaluated for suicidal risk, psychiatric disorder and have an

assessment for organic impairment. Complete medical evaluation

includes lymphocyte counts and energy panel. Neuro-Psychological

Testing includes cognitive assessment. evaluation of depression

using the Beck and Zung Scales, Finger tapping test, Trails Test,

and problem solving test are used. Social Service Assessment

includes evaluation of support systems as well as Discharge

Planning. Art Therapy Diagnostic Evaluation provides diagnostic

information and serves as an introducAion to Art Therapy. Every

patient has a Drug and Alcohol Abuse Assessment using the MAST

test. Referral for additional treatment to the WRAMC Drun and

Alcohol Treatment Programs is made when indicated. Drug abuse is

viewed as a health problem and abstinence is promoted.

EDUCATION: Information is given on an individual basis and in

discussion groups pertaining to safer sex practice and for health

rnaintainence and infection control. Family members who are at a

risk for exposure to the virus are actively encouraged to be

tested and evaluated. Preventive Medicine Consultation is

routine for notification of patient's sexual partner or others at

risk. Informational updates on treatment and research on HIV are

8
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given regularly to allay anxiety and to hen:3 the patient assume

responsibility for thei: care and treatmentc Group meetings are

open to out-patients through the "After-care" ( Alumni) program

that is held on the Unit.

TREATMENT: Each patient is assioned to an Infectious Disease

Medical Specialist who has responsibility for the overall

management of the pttient's clinical care. In addition to

treatment of the HIV infection, a broad range of psychosocial

interventions are available to the serc-oositive soldier

depending on the evaluation of his/her psychological state and

social support system. Psychosocial treatments may include

crisis intervention, individual psychotherapy, family

interventions, consultation with command, and

informational/educational meetings in various formats. The

stressors are identified and resources are mobilized to help the

patient cope with his or her life crisis. The expectation is

that the patient will master the life crisis with the support of

family, other patients, friends and staff.

Milieu therapy is facilitated by weekly community meetings

of all staff and patients; a structured weekly program and a

daily morning patient-staff meeting to brief patients on their

schedule and appointments for the day. Of greatest importance is

the acceptance and corrnnraderie that occurs among the patients and

an informal buddy system has developed. Patients are involved in

creating a support network among them selves, sharing information

about resourses.
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Values clarification and spirituality issues are addressed

by the Unit's Chaplains in a weekly meeting. Art Therapy is

available on a daily basis ana facilitates the patient's

identification and working through of feelings and reactions

(often unconscious) that are evoked by the HIV diagnosis and

screening process. In addition, a weekly " Imagery" nroup

facilitates the patient's development of cooing mechanisms ana

positive attitudes toward their illness. Group ay.= Individual

therapies deal with target issues of quilt, social isolation,

stigmatization and homelessness.

STAFFING ISSUES:

There are weekly meetings held with the Ward Officer,

Psychiatrist, Chief of Infectious Disease Department and

representatives of Social Work Dept, Preventive Medicine Dept.

These meetings are for updates on policy and Procedures and to

discuss problem cases and staffing issues. In-service

conferences are held weekly to update on relevant issues in

clinical management. Countertransference problems are frequent

involving feelings of anger toward those patients with aeviant or

unusual life styles; hostility toward patients who are dependent,

without motivation or who enjoy the secondary gain of a medical

retirement. Patients with substance abuse problems or whose

recent behaviors earned administrative action, generate negative

responses from the staff. Patients who do not practice infection

control generate feelings of despair and destain.

RESULTS: During the first 18 months of operation, the special
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unit had 550 admissions. There were no completed suicides and

rare suicidal behaviors. Suicidal ioeology, depression and

substance abuse were symptoms that were quicikly identified and

treated with the result of a stronger therapeutic alliance and

rapid amelioration of symptoms. Relapse of psychiatric symptoms

before the scheduled six or three month return was usually the

harbinger of more severe depressive or characterological

symptomatolooy.

SUMMARY: In response to the challenge of medical management of

high risk patients, a multi-specialty ward program was designed

to meet and to prevent anticipated suicidal behavior . Based on

subjective staff appraisal, this form of "mental health primary

prevention" appears to have worked. Currently we are beginning

to evaluate our program using empirical measures. Two completed

suicides of HIV positive soldiers were not connected to our

treatment population.

Our own tracking efforts show that two soldiers recently

treated on our unit were hospitalized for suicidal behavior and

are in treatment. There have been no subsequent completed

suicides and the amount of suicidal behavior and self inflicted

injury has been dramatically reduced, i.e., drug and alcohol use

while hospitalized, suicide attempts while in the hospital.

Self-destructive behaviors of any magnitude are quickly

identified and addressed. The biopsychosocial approach to the HIV

sero-positive patients addresses the multifaceted nature of the

condition. By anticipating the severe stressors at the three

11
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crucial phases of HIV infection, suicidal ideaticn and behavior

can be quickly detected. Acute psychiatric symptoms likewise can

be recognized and effectively treated with psychotropic

medications and psychotherapy.

Medical programs that include attention to psychosocial

issues gain greater patient/staff satisfaction (34). In

addition, countertransference issues, staff stress and burnout

can also be addressed in the context of a multispecialty unit.

The underlying concept of "wellness" and Promotion of adaptation

unifies the talented, multidisciplinary staff.

BIBLIOGRAPHY

(1) Shneidman, Edwin S., Editor, "Essays in Self-destruction",

Science House, In., New York (Avery D. Weisman, p 266," Essays

in Self-Destruction" ), 1967

2) Herbold J.R., "AIDS Policy Development within the Department

of Defense " Mil Med 151 12:623-627, 1986

(3) Kessler, PG, Gibbons, 3S, Pierce, DW: " Estimating Suicide

Risk Intervention Among Attempted Suicides", Brit Z. Psychiatry,

144:139-148, 1984

(4) Beck, AT, Steer RA, Kavacs, M., and Garrison B,

1.essAass and Eventual Suicide: A 10-year Prospective Study

ierts Ho.::!.oitalized with Suicidal Ideation", Am J Psych

)-:7563, 1985

(5) Shneidoan, Edwin S., Farberow, Norman Litman, Robert E. The

Psychology of Suicide' 1983, New Ycrk Jason Bronson, Inc. (Ch

12



12

19,20 Suicide Among Patients with Malignant Neoplasms and Suicide

among Patients with Anxiety and Depressive Reactions)

(6) Murphy, George E., "On Suicide Prediction and Prevention".

Arch Gen Psychiatry, 40:343-344, 1983

(7) Tuckman, J. and Youngman, WE, "A Scale for Assessing Suicide

Risk of Attempted Suicides" J. of Clinical Psychology 24:17-19,

1968

(8) "Suicide Surveillance", Centers for Disease Control,

Summary: 1970-1980, Issued: March, 1985

(9) Green, Steohon A. "Mind and Body, The Psychology of Physical

Illness", Amer Psychiatric Assoc. Press, Wash D.C. 1985

(10) Moffit, HS, "Depression in Medical Inpatients", Brit J

Psych., 126:346 -353,. 1975

(1 1) Brown, G. W. , Harris, T., Keto,J, "Life Events and

Psychiatric Disorder", Psychol Med, 3: 159-176, 1973

(12) Pallis,DJ, Barraclough, BM, Levey, AB, Jenkins, JS and

Sainsbury, P., "Estimating Suicide Risk among Attempted Suicides:

I. The Development of New Clinical Scales", Brit J. Psych,

141:37-44, 1984

(13) Barraclough, B.M. et al., "A Hundred Cases of Suicide:

Clinical Aspects" Brit J Psychiatry, 125:355-372, 1974

(14) Miles, Charles, "Conditions Predisposing to Suicide: A

Review", J Nervous and Mental Disease, 164:231-246, 1977

(15) Murphy, George E., 1983, "On Suicide Prediction and

Prevention", Arch Gen Psychiatry, 40:343-344.



13

(16) Murphy, George E., "Clinical Identification of Suicide Risk,

Arch Gen Psychiatry, 27:356-359, 1972

(17) Patterson, W.M., Dohn, H.H., Bird, J., et al, "Evaluation of

Suicidal Patients: The SAD PERSONS Scale", Psychosomatics,

24:343, 1983

(18) Motto, J.A., Heilbron, D.C., and Juster, R.P., "Development

of a Clinical Instrument to Estimate Suicide Risk", Amer J

Psychiatry, 142:680, 1985

(19) Buie, Dan H., Maltsberger, John T., "The Practical

Formulation of Suicide Risk", Firefly Press, Mass. 1983

(20) Thomas, C.S. et al, "HTLV-III and Psychiatric Disturbance",

Lancet No. 8451 395-396, 1985

(21) Perry, SW, Markowitz J., "Psychiatric Interventions for AIDS

spectrum disorders", Hosp Community esychiatry, 37:1001-1006,

1986

(22) Morin, SF, Batchelor, WF "Responding to tne psychological

crisis of AIDS. " Public Health Rep 99:4-9, 1984

(23) Novick, Jack , "Attempted Suicide in Adolescence: The

Suicide Sequence" in Suicide in the Young, Ch 8, Howard Sudak,

Amasa Ford, Norman Rushford, eds., London: John Wright, pp 115-

137, 1984

(24) Eisenberg, L., The Epidemiology of Suicide in

Adolescents", Pediatr. Ann., 13:47-54, 1984.

(25) Peck, M. L. Farberow, N. L. and Litman, R. E. (Eds.), "Youth

Suicide", Springer Publishing Co. New York, 1985

(26) Marzuk, Peter M., "Increased Risk of Suicide in Persons

i4



14

with AIDS", JAMA, Vol 259, No. 9, pp1333-1337, 1988.

(27) "United States Army Suicide Prevention Plan", prepared by

Directorate of Human Resources Development. Office of the Deputy

Cnief of Staff for Personnel., Feb 1985.

(28) Dilley, James, "Psychosocial Impact of AIDS: Overview",

AIDS Knowledge Base, Octobrr 1987, Colleague Headlines, San

Franciscc 3enerai Hospital, (Ch 4, Clinical Manifestations of HIV

infection).

(29) Rothberg, JM, Rock, NL, Jones. F. D: "Suicide in United

States Army Personnel", 1981-1982., Mil Med, 149:537-541, 1984

(30) Rothberg, JM, Ursano, RJ and Hollow ay, HC, "Suicide in the

United States Military", Psych Ann 17:545-548. 1987

(31) Hauschild, TB: "Suicidal Population of a Military

Psychiatric Center, A Review of Ten Years", Mil Med 133:425-436,

1968

(32) Wasilski, M, Kelly DA, "Characteristics of Suicide

Attempters in Marine Population", Mil Med 147:818-830, 1982

(33) Ingraham, L, "The Boys in the Barracks", 1985

(34) Artis, Kenneth L. and Levine, Arthur S. "Doctor-Patient

Relation in Severe Illness, a Seminar for Oncology Fellows ", N

England J Med 288:1210-1214 (June 7), 1973

Notice: The views of the authors do not purport to reflect the
position of the Department of the Army or the Department of
Defense. ( par 4-3, AR 360-5).


