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Objective: The purpose of this paper was to provide a clinical
review of the literature on the relation of alcoholism to suicidal
behavior.
Method: Studies of alcoholism and suicidal behavior available in
MEDLINE, Institute for Scientiﬁc Information Databases (Science
Citation Index Expanded, Social Sciences Citation Index, and Arts &
Humanities Citation Index), EMBASE, and Cochrane Library were
identiﬁed and reviewed.
Results: Alcoholism is associated with a considerable risk of suicidal
behavior. Individuals with alcoholism who attempt or complete suicide
are characterized by major depressive episodes, stressful life events,
particularly interpersonal diﬃculties, poor social support, living alone,
high aggression/impulsivity, negative aﬀect, hopelessness, severe
alcoholism, comorbid substance, especially cocaine abuse, serious
medical illness, suicidal communication, and prior suicidal behavior.
Partner-relationship disruptions are strongly associated with suicidal
behavior in individuals with alcoholism.
Conclusion: All individuals with alcoholism should receive a suicide
risk assessment based on known risk factors.
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Clinical recommendations

• The clinician should notice that suicidal behavior is common in individuals with alcoholism and that
suicidal behavior is especially frequent in patients with comorbid alcoholism and major depression
• All patients with alcoholism must be evaluated for suicide risk
• Individuals with alcoholism should receive appropriate treatment of comorbid psychiatric and
medical disorders
• Psychosocial support, especially at the time of crisis, is very important.

Introduction

Suicide is a major medical and social problem. The
World Health Organization reported that selfinﬂicted injuries including suicide accounted for
more than 800 000 deaths in 2001 (1). If every
suicide aﬀects at least six family members or
friends, then every year in the world there would
be about 5 million new survivors. There are
approximately 30 000 deaths per year by suicide
in the United States every year (2).
In most Western societies, at least 90% of
people consume alcohol at some time during their

lives, and 30% or more of drinkers develop
alcohol-related life problems (3). Severe alcoholrelated life impairment, alcohol dependence (alcoholism), is observed at some time during their
lives in 10% of men and 3–5% of women, with an
additional 5–10% of each sex developing persistent but less intense problems that are diagnosed
as abuse (3).
Individuals with alcohol abuse are not dependent on alcohol, but have repeated legal, interpersonal, social, or occupational impairments related
to alcohol consumption (3, 4). They frequently use
alcohol in physically hazardous situations. If
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individuals with alcohol abuse continue to drink,
they may go on to develop alcohol dependence.
Alcoholism is characterized by tolerance (a need
for markedly increased amounts of alcohol to
achieve desired eﬀect and/or markedly diminished
eﬀect with the continued use of the same amount of
alcohol), and a withdrawal syndrome when alcohol
is discontinued or intake is decreased (4). Individuals with alcoholism often spend a great deal of
time using alcohol, give up or reduce important
social, occupational, or recreational activities,
make unsuccessful eﬀorts to cut down or control
alcohol use, and return to use despite evidence of
physical and psychological problems.
Alcoholism is an important risk factor for
suicidal behavior. It was suggested that lifetime
mortality due to suicide in alcohol dependence is as
high as 18% (5). However, Murphy and Wetzel (6)
reviewed the epidemiological literature and found
that the lifetime risk of suicide among individuals
with alcohol dependence treated in out-patient and
in-patient settings was 2.2% and 3.4%, respectively. Nonetheless, individuals with alcoholism
have a 60–120 times greater suicide risk than the
non-psychiatrically ill population. High rates of
suicide attempts among individuals with alcohol
use disorders have also been reported (6–9). For
example, in an urban community in the US, 24%
of subjects with alcoholism attempted suicide, as
compared with 5% with other psychiatric diagnoses (8). Forty per cent of a sample of depressed
subjects with alcoholism who were hospitalized
had attempted suicide in the prior week and 70%
had attempted suicide at some point in their lives
(9). Depressed subjects with a history of alcoholism
have higher current suicide ideation scale scores
compared with depressed subjects without a history of alcoholism (10). These data indicate that a
lifetime diagnosis of alcoholism is a major risk
factor for attempted or completed suicide. The
large population of individuals with alcoholism,
the relative frequency of suicides and suiciderelated behaviors in this population, and the
devastating eﬀects of attempted and completed
suicides on individuals, families, and society make
this a topic that requires our attention. However,
the number of publications on the relation between
alcoholism and suicidality remains relatively small,
and most of these publications discuss only certain
aspects of the problem.
Aims of the study

The aim of this paper was to provide a clinical
review of the literature on the relation of alcoholism to suicidal behavior.
14

Material and methods

We identiﬁed and reviewed studies of alcoholism
and suicidal behavior available in MEDLINE,
Institute for Scientiﬁc Information Databases
(Science Citation Index Expanded, Social Sciences
Citation Index, and Arts & Humanities Citation
Index), EMBASE, and Cochrane Library. All
types of publications including conference
abstracts were reviewed.

Results
Stress-diathesis model of suicidal behavior and alcoholism

Suicide is generally a complication of a psychiatric
disorder such as alcoholism or depression, but it
requires additional risk factors, because most
psychiatric patients never attempt suicide (11, 12).
The objective severity of psychiatric disorders does
not assist in identifying patients at high risk for
suicide attempt. Risk factors for suicide can be
organized according to whether their eﬀect is on
the threshold for suicidal acts, or whether they
serve mainly as triggers or precipitants of suicidal
acts (11–13). A predisposition to suicidal behavior
is a key element that diﬀerentiates patients who are
at high risk vs. those at lower risk. Risk factors
aﬀecting the diathesis for suicidal behavior include
alcohol and/or substance abuse, marital isolation,
not living with a child under age 18, family history
of suicide, parental loss before age 11, childhood
history of physical and/or sexual abuse, tobacco
smoking, cluster B personality disorders, hopelessness, impulsiveness, aggression, low self-esteem,
low cerebrospinal ﬂuid (CSF) 5-hydroxyindolacetic
acid (5-HIAA) levels, low blood cholesterol levels,
and physical illnesses (11–13). Most common
precipitants of suicidal acts include the onset or
acute worsening of a psychiatric disorder, interpersonal losses or conﬂicts, ﬁnancial troubles, and
job problems.
A model of suicidal behavior among subjects
with alcoholism has recently been proposed (14).
Predisposing factors that are presumed to
increase (moderate) risk for suicide among individuals with alcoholism are aggression/impulsivity
and alcoholism severity, which represent predominantly externalizing constructs, and negative
aﬀect and hopelessness, which represent predominantly internalizing constructs. Major depressive
episodes and stressful life events – particularly
interpersonal diﬃculties – are conceptualized as
precipitating factors. This model is consistent
with the stress-diathesis model of suicidal
behavior.

Alcoholism and suicidal behavior
Aggression and impulsivity

Aggression and impulsivity are strongly implicated
in suicidal behavior (13–16). Impulsivity has been
related to suicidal and self-destructive behaviors
within diﬀerent psychiatric conditions, including
alcohol and substance use disorders, mood disorders, conduct disorder, impulse control disorder,
antisocial personality disorder, and borderline
personality disorder. Studies of attempted suicide
have consistently demonstrated that constructs
related to aggression and impulsivity confer additional risk for suicidal behavior among persons
with alcoholism and other substance abusers (16).
In a study of detoxiﬁed subjects with alcohol
dependence, more lifetime incidence of aggressive
behavior and higher scores on a trait measure of
aggression/impulsivity distinguished those with a
history of suicide attempts (17).
We have recently reported that depressed subjects with a history of alcoholism had higher
lifetime aggression and impulsivity, and were
more likely to report a history of suicide attempts,
childhood abuse, and tobacco smoking (10). The
greater frequency of suicidal behavior and severity
of suicidal ideation in major depression with
comorbid alcoholism appears related to associated
aggressive traits.
Multiple lines of evidence suggest that lower
serotonin activity is tied to increased aggression/
impulsivity which in turn is presumed to enhance
the probability of suicidal behavior (12). Low CSF
5-HIAA has been reported in suicide attempters
with major depression, schizophrenia and personality disorders as compared with people who do
not attempt suicide but have the same psychiatric
diagnosis (12, 18, 19). The levels of 5-HIAA in CSF
taken from abstinent individuals with a history of
alcohol dependence of both sexes were shown to be
lower than in controls (20). Moreover, impulsive
oﬀenders with alcohol dependence had lower CSF
5-HIAA levels than non-impulsive oﬀenders with
alcohol dependence (21). High-lethality depressed
suicide attempters with comorbid alcoholism have
lower CSF 5-HIAA levels compared with lowlethality depressed suicide attempters with comorbid alcoholism (22). In subjects with comorbid
depression and alcoholism greater serotonergic
impairment may be associated with higher risk of
completed suicide.
Alcoholism severity

Suicide attempters and completers have more
severe alcoholism compared with individuals with
alcoholism but without a history of suicidal

behavior. Suicidal individuals show heavier drinking pattern, more alcohol-related medical problems, younger age of onset of alcohol misuse, and
longer duration of alcoholism (14, 23–25).
Negative affect and hopelessness

A general tendency to experience negative aﬀect
seems to be a prime candidate as a predisposing
factor for suicidal behavior. It has been demonstrated to precede the onset of major depression
(26). Negative aﬀect, commonly labeled neuroticism, is a feature of many psychiatric illnesses,
including mood, anxiety, and personality disorders
(27). Drinking may be a mechanism to cope with
negative aﬀect (28).
Available evidence suggests an association of
hopelessness, deﬁned as a state of negative expectations, and attempted or completed suicide among
individuals with alcoholism accounting for other
risk factors (29, 30). Individuals with alcoholism
have been found to believe they have less control
over future events than a control group (31). This
helplessness mindset of patients with alcoholism is
one facet of comorbid depression that can increase
the risk of suicidal behavior.
Major depressive episodes

Alcoholism and depression are frequently comorbid (3, 32–34). The National Comorbidity Survey
(NCS), a nationally representative survey in the
US, found that compared with non-depressed
respondents in the NCS, the lifetime odds of
alcohol dependence were signiﬁcantly elevated for
both men (2.95) and women (4.05) with major
depression (33). Conversely, NCS data demonstrated a two-fold increase in the lifetime odds of
depression among subjects with alcohol dependence (34).
In our recent study, depressed suicide ideators
with a history of alcoholism had higher suicide
ideation scores than depressed suicide ideators
without a history of alcoholism (10). Depressed
subjects with a history of alcoholism were younger
at the time of the ﬁrst depressive episode and ﬁrst
hospitalization than those without a history of
alcoholism.
Major depressive episodes confer risk for
attempted and completed suicide (11, 14, 35). The
evidence for this comes from both prospective
studies and controlled retrospective research (11,
14, 25, 36). High percentages of suicide completers
with alcoholism had major depression at the end of
life (counting alcohol-induced episodes): >70%
(25), 45% (37), 48% (38), and 58% (23).
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Life stressors

It has been observed that life stressors are often
associated with risk of suicidal behavior among
patients with alcoholism (14). Psychological autopsy studies suggest that life stressors are often
identiﬁable as precipitants for suicide in subjects
with alcoholism (14, 38, 39).
Social support, provided by close interpersonal
relationships, is very important in maintaining
emotional well-being and moderating the eﬀects of
adverse life events (40). Periods of continuous
drinking may cause disintegration in social support
systems. A correlation has been reported between
the severity of drinking and the sparsity of the
prevailing social network (41).
Interpersonal events, especially partner-relationship disruptions, are most strongly associated with
attempted and completed suicide in persons with
alcoholism (14, 39, 42, 43). Disruptions in interpersonal relationships occur more frequently
before suicide among individuals with alcohol
and other substance use disorders than in patients
with other psychiatric disorders (42). Such disruptions were the most common stressful life event
preceding suicide in four independent case series of
alcoholic suicides (14). Partner-relationship disruptions related to discord, such as divorce, separation, and break-up of steady dating are most
common. Elevated aggression and impulsivity may
promote interpersonal disruptions that in turn
increase risk for a suicidal behavior.
One study has demonstrated that among male
suicides, subjects with alcoholism had experienced
more separations and family discord, ﬁnancial
trouble, and unemployment, whereas the depressives had experienced more somatic illness (38).
Among female suicides, adverse interpersonal
events had been common in both alcoholic and
depressive victims. Among individuals with alcoholism, unlike subjects with depression, the
number of adverse interpersonal life events had
not diminished with increasing age. Living alone
had been twice as common among the alcoholic
suicides and, in these cases, recent separation,
unemployment, and ﬁnancial trouble were remarkably common, suggesting a concurrent stressor
eﬀect.
Acute alcohol intake and suicidal behavior

The acute eﬀects of alcohol use act as important
risk factors for attempted or completed suicide
among individuals with and without alcoholism
(44, 45). Mechanisms responsible for alcohol’s
ability to increase the risk for suicidal behavior
16

include alcohol’s ability to increase aggressiveness,
increase psychological distress, propel suicidal
ideation into action through suicide-speciﬁc alcohol expectancies, and constrict cognition which
impairs the generation and implementation of
alternative coping strategies. The association
between acute alcohol use and aggression has
been documented by both correlational and experimental studies (44–48). A review of the literature
indicated that alcohol was present, during the
time of the transgression, in 30–70% of suicide
attempters, 18–66% of suicide completers, 28–86%
of homicide oﬀenders, 24–37% of assault oﬀenders, 7–72% of robbery oﬀenders, 13–60% of sexual
oﬀenders, 6–57% of marital violence perpetrators,
13% of child abusers, and 32–54% of child
molesters (47). In addition, correlational studies
have also determined that it is the acute eﬀects of
alcohol, rather than its chronic eﬀects, that have
the largest impact on aggressive behavior (45, 48).
Borges and Rosovsky (49) found a dose–
response relationship where the more alcohol
consumed, the greater the risk of suicidal behavior. Their ﬁnding suggests that alcohol intoxication increased suicide risk up to 90 times in
comparison to abstinence. It has also been suggested that, when intoxicated, people are more
likely to use more lethal means (e.g. a ﬁrearm) in
the suicide (50).
Discussion
Management of suicidal behavior in alcoholism

The management of suicidal behavior in individuals with alcoholism involves three components:
i) the diagnosis of alcoholism and comorbid
psychiatric disorders;
ii) the assessment of suicide risk; and
iii) treatment of alcoholism, comorbid psychiatric
disorders, and suicidal behavior.
The diagnosis of alcoholism and comorbid psychiatric disorders

The clinical assessment of current and past alcohol
use and alcohol-related disorders should be considered a routine part of all psychiatric or medical
evaluations (3). Alcoholism as well as the comorbidity of a psychiatric disorder and alcoholism may
be overlooked in primary care and psychiatric
clinics. Several studies have reported that overall
rates of routine detection of alcoholism in medical
and psychiatric practice are low, and that clinicians
are even less likely to detect alcoholism in patients
who are employed, married, White, insured, or
female. Attitudes and perceptions on the part of
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both the physician and the patient may create
barriers to communication. Alcoholism may be
seen as stigmatizing, and therefore clinicians may
avoid the issue by focusing on presenting symptoms (3, 51). Clinicians should gather information
from several resources when assessing patients with
possible alcohol-related problems, including collateral informants and the patient’s medical
records. Clinicians are obligated to obtain patient
consent before contacting collateral informants. It
is important to avoid, at least initially, questions
that are most likely to make patients with alcoholism particularly defensive. The interviewer should
begin question with how, rather than why, to
reduce the appearance of being judgmental.
The assessment of suicide risk

Suicide and suicidal behaviors are statistically rare,
even in populations at risk (2, 52, 53). Clinicians
deal with almost no other event as infrequent as
suicide. For example, although suicidal ideation
and attempts are associated with increased suicide
risk, most individuals with suicidal thoughts or
attempts will not die by suicide. Suicide attempts
and ideation occur in approximately 0.7% and
5.6%, respectively, of the general US population
(54). In comparison, in the US, the annual incidence
of suicide in the general population is approximately 10.7 suicides for every 100 000 persons, or
0.0107% of the total population per year (55). The
prediction of suicidal behavior is based on inexact
criteria that are relatively poor at predicting the
behavior of a given individual (56, 57). However,
clinicians are obligated to make every eﬀort to
prevent suicidal behavior in their patients.
An appropriate suicide risk assessment should be
based on known risk factors (Table 1). Individuals
with alcoholism who attempt or complete suicide
are characterized by continued drinking, consumption of a greater amount of alcohol when drinking,
a recent alcohol binge, major depressive episode,
suicidal communication, poor social support,
interpersonal losses, unemployment, living alone,
and serious medical illness (23, 58, 59). Being male,
older than approximately 50 years of age, a history
of substance, especially cocaine abuse, a family
history of alcoholism and/or suicide, previous
alcohol treatment, and prior suicidal behavior
increase chances of attempted or completed suicide
in patients with alcoholism (14, 58, 60). Male
gender is a major risk factor for both alcoholism
and suicide (11, 61–63). In the US, 12-month
prevalence of DSM-IV alcohol dependence in
males is 5.4%, while only 2.3% of females meet
DSM-IV criteria for alcohol dependence (61).

Table 1. Characteristics of individuals with alcoholism who attempt or commit
suicide
Demographic factors
Being male
Older than approximately 50 years of age
Social factors
Living alone
Unemployment
Poor social support
Interpersonal losses
Factors related to alcohol or drug use
Continued drinking
Consumption of a greater amount of alcohol when drinking
A recent alcohol binge
Previous alcohol treatment
A family history of alcoholism
A history of substance, especially cocaine abuse
Factors related to psychiatric or medical illness
Major depressive episode
Serious medical illness
Factors related to suicidality
Suicidal communication
Prior suicidal behavior
Family history of suicide

Males are four times more likely to die from
suicide than females (62). Increased levels of anger
have been linked to the use of violent methods by
suicide attempters (64). A study of the seasonal
distribution of suicide in individuals with alcoholism suggests that male alcoholics show a spring
peak of suicide (65). It is important to note that the
two major factors aﬀecting suicide risk are previous suicide attempts and the presence of a psychiatric illness.
Patients who have alcoholism and do not
initially describe suicidal ideation or predisposing
factors for suicidal behavior should still periodically be screened for suicidal ideation and for
depressive symptoms, because these symptoms
are common clinical features of individuals with
alcoholism (14, 58, 66). It is important to note that
comorbid alcoholism and depression may indicate
the short-term risk of suicide, even in the absence
of suicidal behavior (2). Patients with alcoholism
should be assessed for suicidal ideation whenever
they exhibit signiﬁcant levels of depressive symptoms, whenever they have a relapse of alcohol or
drug use, and whenever they have experienced a
recent interpersonal loss or a loss of housing or
employment.
Patients who have been noted to display suicidal
ideation or suicidal behavior should be assessed
repeatedly for suicidal ideation and other depressive symptoms during the course of treatment. This
assessment should include questions concerning
the presence of vague suicidal ideation, such as a
feeling that life is not worth living, a wish to be
dead, and should also include questions concerning
17
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the possible presence of a suicide plan and suicide
intent. Useful questions that should be considered
in any evaluation for suicidal risk can be formulated as follows (2, 67): how has the patient reacted
to stress in the past, and how eﬀective are his or her
typical coping strategies? Has the patient contemplated or attempted suicide in the past? If so, how
frequently and under what circumstances? What
are the patient’s current social circumstances, and
how similar are they to past situations when suicide
was attempted? Is the patient depressed, hopeless,
helpless, powerless, angry? Does the patients have
psychotic symptoms such as hallucinations or
delusions? It is important to note that good
communication between a patient and his or her
physician is the cornerstone of all therapeutic
interactions, including evaluation of suicide risk
in patients with alcoholism. Available relatives can
sometimes provide additional information about
behaviors that indicate planning a suicide attempt
or statements from the patient that suggest a
speciﬁc plan. Suicidal ideation is an important risk
factor for suicidal behavior. Therefore, vigilance of
relatives and friends, in addition to the clinician, is
very important.
Treatment of alcoholism, comorbid psychiatric disorders, and
suicidal behavior

Once the diagnosis is established alcoholism and
comorbid psychiatric disorders should be appropriately treated. Careful treatment of alcoholism
and comorbid conditions may prevent suicidal
behavior in patients with alcoholism.
Treatment of alcoholism Goals of alcoholism treatment are to promote complete abstinence from
alcohol, to stabilize acute medical (including alcohol withdrawal) and psychiatric conditions, to
increase motivation for recovery, to initiate treatment for chronic medical and psychiatric conditions, to assist the patient in getting social support
for recovery, to enhance coping and relapse
prevention skills, and to promote maintenance of
recovery through participation in structured treatment or self-help groups (68–70). The treatment of
alcoholism usually begins with the individual’s
recognition that he/she needs treatment for the
condition. Because of the stigma of alcoholism,
many persons with alcoholism need to be confronted by clinicians, relatives, or friends to agree to get
treatment. Patients must be detoxiﬁed if needed.
Most individuals with alcoholism can be treated as
out-patients although some persons require
in-patient admission for detoxiﬁcation and/or
in-patient rehabilitation.
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The goal of psychotherapy is to help patients
maintain a high level of motivation for abstinence
and to enhance their level of functioning (68–72).
Both group and individual therapeutic modalities
are used. Because suicide attempts are associated
with stressful life events psychosocial support is
especially important at the time of crisis.
Alcoholics anonymous (AA) is a well-known
psychosocial treatment for individuals with alcoholism (68–70, 73). The mainstay if this treatment
is 12 steps through which a person with alcoholism
needs to progress to initiate recovery. Drinkers
admit that they are powerless over alcohol,
appraise their morals, admit the nature of their
wrongs, make a list of everyone they have harmed,
and make plans to make amends to those people.
Members of AA have help available 24 h a day and
are given a model of recovery by observing the
accomplishments of sober members of the group.
Cognitive-behavioral therapy (CBT) is an eﬀective treatment for persons with alcoholism (68–70,
74, 75). The focus of CBT is on the process of
relapse and recovery, including changes in cognition (expectancy of alcohol eﬀects, self-eﬃcacy for
coping, attributions for success or setbacks),
behavior (coping with high-risk situations, developing functional alternatives such as relaxation
and exercise), and lifestyle (balanced lifestyle,
social relationships and support, and spiritual
life). Clinicians can use role rehearsal, modeling,
and role playing.
Motivational Enhancement Therapy (MET)
uses the patient’s own desire for changes as the
treatment vehicle (70, 71). MET is based on
principles of cognitive and social psychology. The
therapist seeks to develop a discrepancy in the
patient’s perceptions between current behavior and
signiﬁcant personal goals. Emphasis is placed on
eliciting from clients self-motivational statements
of desire for and commitment to change. The
working assumption is that intrinsic motivation is
a necessary and often suﬃcient factor in instigating
change.
Over the past 15–20 years, there has been
growing interest in the use of medications for the
treatment of alcoholism. Disulﬁram, the alcoholsensitizing agent, has been widely used in many
countries (68–70, 76, 77). Drinking alcohol precipitates an uncomfortable physical reaction, including nausea, vomiting, and changes in blood
pressure in individuals taking disulﬁram. Disulﬁram is only eﬀective in individuals with a high level
of motivation. Most people stop taking disulﬁram
when they resume drinking. However, some clinicians and patients believe that disulﬁram is an
eﬀective psychological deterrent to drinking.

Alcoholism and suicidal behavior
Disulﬁram inhibits metabolism of several medications including anticoagulant drugs, and phenytoin, thereby exaggerating their actions and toxic
eﬀects. Patients with heart disease, cerebral trombosis, diabetes, and many other medical illnesses
cannot be given disulﬁram because an alcohol
reaction to disulﬁram can be fatal.
Naltrexone, a l-opioid antagonist, helps to
reduce drinking and maintain abstinence by reducing the pleasurable eﬀects of alcohol and the
craving for alcohol (68–70, 76, 77). Individuals
with alcoholism who drink during treatment with
naltrexone report experiencing less alcohol ÔhighÕ
and are less likely to progress to heavy drinking.
Naltrexone reduces craving for alcohol in both
patients with alcoholism and social drinkers.
Acamprosate, a derivative of the naturally
occurring amino acid taurine, reduces craving
and distress during early abstinence and thus
decreases the need to consume alcohol (68–70, 76,
78, 79). Acamprosate is suitable for use in patients
with liver dysfunction, and concomitant opioid
dependence, and safe for patients receiving disulﬁram and naltrexone.
Findings consistently demonstrate reductions in
alcohol consumptions with selective serotonin
reuptake inhibitors (SSRIs) (58, 68–70, 76, 79–
82). Topiramate, an anticonvulsant, also appears
to be an eﬀective treatment for alcoholism (83).
Treatment of comorbid alcoholism and other psychiatric disorders Studies suggest that antidepressants
have signiﬁcant eﬀect on comorbid depressive
symptoms regardless of whether alcoholism is
primary or secondary disorder (58, 79–82, 84).
Both tricyclic antidepressants (TCAs) and SSRIs
demonstrated therapeutic eﬀects. The SSRIs have
become the antidepressants of the ﬁrst choice for
depressed patients with alcoholism because they
are more readily prescribed at therapeutic doses,
better tolerated by an average patient, and much
safer in overdose. The high suicide risk of
depressed patients with alcoholism makes the
safety in overdose a compelling strength. Some
patients with alcoholism may be less tolerant to
side eﬀects of SSRIs compared with depressed
patients without comorbid alcoholism (84). Management of such sensitivity include psychoeducation, prescription of lower initial doses, slower
subsequent dose titration, and cotreatment of side
eﬀects.
Anxiety and insomnia in patients with comorbid
alcoholism and depression can be treated with
benzodiazepines, low doses of sedating TCAs,
trazodone, and mirtazapine (84). Buspirone may
also be used to treat anxiety in individuals with

alcoholism (84, 85). Buspirone is not habit forming
and does not potentiate the eﬀect of alcohol. For
SSRI-intolerant patients and patients who do not
respond to SSRIs other antidepressants such as
venlafaxine or mirtazapine can be prescribed.
Combined pharmacotherapy, with a psychosocial
treatment targeting both depression and alcoholism, could provide an integrated and aggressive
approach to treating individuals with comorbid
depression and alcoholism.
In patients with comorbid diagnoses of alcoholism and post-traumatic stress disorder (PTSD),
treatment needs to address both conditions (86,
87). If the PTSD symptoms are not treated, the
patient may experience a reemergence or intensiﬁcation of the distressing PTSD symptoms following
sobriety or during detoxiﬁcation and may turn
again to alcohol for symptom relief. CBT and
SSRIs are frequently recommended for these
patients. If reminders of the trauma are cues for
eliciting drinking, it may be useful to teach
individuals with comorbid alcoholism and PTSD
to attend to their reactions to these cues and to
conduct coping skills training in the presence of
these cues. Other comorbid conditions such as drug
abuse, psychotic and other psychiatric disorders
should also be treated.
Suicidality in patients with alcoholism Patients with
alcoholism who report a suicide plan or intent
must be hospitalized and closely observed (58).
A person with alcoholism and symptoms of
depression severe enough to be suicidal requires
in-patient hospitalization for at least several days
until the suicidal ideation disappears even if it is a
temporary alcohol-induced depression. Hospitalization should also be considered if an individual
with alcoholism exhibits severe agitation, psychotic
symptoms, thought disorder, or prominent impulsivity, reports feeling of hopelessness, and/or has a
history of suicide attempt. When the suicidal
symptoms have abated discharge from in-patient
care may be considered. Before discharge the
family of the patient should be advised to remove
all items of danger from the home, such as guns
and poisons and to provide close observation of
the patient after discharge. An appropriate referral
to an alcohol abuse treatment program should be
given.
A positive therapeutic alliance is important for
treatment of patients with alcoholism and suicidal
behavior. The experience of an empathic and nonjudgmental therapist can provide a corrective
emotional experience. Patients are more responsive
when the therapist consistently acts as a nurturing
and non-judgmental ally.

19

Sher
Information concerning the medication treatment of suicidal patients with alcoholism is very
rare (58). Only two systematic antidepressant
medication studies involving suicidal patients
with alcoholism have been performed (81, 82). It
is important to note that both studies were not
designed to focus primarily on suicidal behavior.
The results of both studies suggest that SSRIs
signiﬁcantly decrease both the depressive symptoms (including suicidal ideation) and the drinking
of depressed patients with alcoholism. In general,
very little is known how to eﬀectively treat suicidal
patients with alcoholism. Further studies are
needed to develop psychological and pharmacological therapies that are speciﬁcally intended to treat
individuals with alcohol use disorders and suicidal
behavior.
To conclude, in Western countries, a substantial
number of people develop alcoholism. Alcoholism
is a potent risk factor for suicide or a suicide
attempt. Individuals with alcoholism who attempt
or complete suicide are characterized by major
depressive episodes, stressful life events, particularly interpersonal diﬃculties, poor social support, living alone, high aggression/impulsivity,
negative aﬀect, hopelessness, severe alcoholism,
comorbid substance, especially cocaine abuse,
serious medical illness, suicidal communication,
and prior suicidal behavior. Partner-relationship
disruptions are strongly associated with suicidal
behavior in individuals with alcoholism. Multiple
adverse life events need to be taken into account in
clinical practice when assessing psychosocial stress
and suicidal danger in alcoholism.
Research involving suicidal individuals with
alcoholism is scarce despite the frequent presence
of suicidal ideation and behavior among persons
with alcoholism. Available data suggest that psychotherapy, medications, and social support may
reduce drinking and improve depressive symptoms
in patients with alcoholism. Careful assessment of
suicide risk and appropriate treatment of alcoholism and comorbid psychiatric and medical disorders may reduce suicidal behavior in patients with
alcoholism.
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