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A patient who has the ability to plan for their future can be reas-
suring for a clinician who is conducting an imminent suicide 
risk evaluation. However, that patient may report future plans 

even as they are contemplating suicide. Therefore, this variable should 
not be simplified categorically to the mere presence or absence of future 
plans. Such plans, and the process by which they are produced, should 
be examined more closely. In this article, we explore the relationship 
between a patient’s intent to die by suicide in the near future and their 
ability to maintain future planning. We also use case examples to high-
light certain characteristics that may allow future planning to be inte-
grated more reliably into the assessment of imminent risk of suicide.

An inherent challenge
Suicide risk assessment can be challenging due to the numerous fac-
tors that can contribute to a patient’s suicidal intent.1 Some individuals 
don’t seek help when they develop suicidal thoughts, and even among 
those who do, recognizing who may be at greater risk is not an easy 
task. Sometimes, this leads to inadequate interventions and a subse-
quent failure to ensure safety, or to an overreaction and unnecessary 
hospitalization.

A common difficulty is a patient’s unwillingness to cooperate with 
the examination.2 Some patients do not present voluntarily, while oth-
ers may seek help but then conceal suicidal intent. In a sample of 66 
psychotherapy patients who reported concealing suicidal ideation from 
their therapist and provided short essay responses explaining their 
motives for doing so, approximately 70% said fear of involuntary 
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hospitalization was their motive to hide 
those thoughts from their doctor.3 Other 
reasons for concealment are shame, stigma, 
embarrassment, fear of rejection, and loss 
of autonomy.3-5 Moreover, higher levels of 
suicidal ideation are associated with treat-
ment avoidance.6 Therefore, it is important 
to improve suicide predictability indepen-
dent of the patient report. In a survey of 
1,150 emergency physicians in Australasia, 
Canada, the United Kingdom, and the 
United States, the need for evidence-
based guidelines on when to hospitalize 
a patient at risk for suicide was ranked as 
the 7th-highest priority.7 There are limi-
tations to using suicide risk assessment 
scales,8,9 because scales designed to have 
high sensitivity are less specific, and those 
with high specificity fail to identify indi-
viduals at high risk.9,10 Most of the research 
conducted in this area has focused on the 
risk of suicide in 2 to 6 months, and not on 
imminent risk.11

What is ‘imminent’ risk?
There is no specific time definition for 
“imminent risk,” but the Lifeline Standards, 
Trainings, and Practices Subcommittee, a 
group of national and international experts 
in suicide prevention, defines imminent risk 
of suicide as the belief that there is a “close 
temporal connection between the person’s 
current risk status and actions that could 
lead to his/her suicide.”12 Practically, sui-
cide could be considered imminent when it 
occurs within a few days of the evaluation. 
However, suicide may take place within a 
few days of an evaluation due to new life 
events or impulsive actions, which may 
explain why imminent risk of suicide can 
be difficult to define and predict. In clini-
cal practice, there is little evidence-based 
knowledge about estimating imminent 
risk. Recent studies have explored certain 
aspects of a patient’s history in the attempt 
to improve imminent risk predictability.13 
In light of the complexity of this matter 
and the lack of widely validated tools, clini-
cians are encouraged to share their experi-
ence with other clinicians while the efforts 
to advance evidence-based knowledge and 
tools continue.

The function of future planning
Future planning is a mental process embed-
ded in several crucial executive functions. 
It operates on a daily basis to organize, 
prioritize, and carry out tasks to achieve 
day-to-day and more distant future goals. 
Some research has found that a decreased 
ability to generate positive future thoughts 
is linked to increased suicide risk in the 
long term.14-17 Positive future planning can 
be affected by even minor fluctuations 
in mood because the additional process-
ing capacity needed during these mood 
changes may limit one’s ability to generate 
positive future thoughts.18 Patients experi-
encing mood episodes are known to expe-
rience cognitive dysfunctions.19-21 However, 
additional measurable cognitive changes 
have been detected in patients who are sui-
cidal. For example, in a small study (N = 
33) of patients with depression, those who 
were experiencing suicidal thoughts under-
performed on several measures of execu-
tive functioning compared to patients with 
no suicidal ideation.22

However, when addressing imminent 
rather than future suicide risk, even neutral 
future plans—such as day-to-day plans or 
those addressing barriers to treatment—can 
be a meaningful indicator of the investment 
in one’s future beyond a potential near-
term suicide, and therefore can be explored 
to further inform the risk evaluation. 
Significant mental resources can be con-
sumed due to the level of distress associated 
with contemplating suicide, and therefore 
patients may have a reduced capacity for 
day-to-day planning. Thus, serious suicide 
contemplation is less likely in the presence 
of typical future planning.

Characteristics of future planning
Some patients may pretend to engage in 
future planning to indicate the absence 
of suicidal intent. This necessitates a 
more nuanced assessment of future plans 
beyond whether they exist or not by 
examining the genuineness of such plans, 
and the authenticity of the process by 
which they are produced. The Table (page 
15) lists 3 characteristics of future plans/
future planning that, based on our clinical 
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experience, can be helpful to evaluate  
during an imminent suicide risk evalua-
tion. These are described in the following 
case examples.

Specificity and richness of details
 CASE 1 

Mr. A, a college student, presents to the 
emergency department (ED) complaining of 
depression and suicidal thoughts that he is 
able to dismiss. He would like to avoid start-
ing a medication because he has finals in 2 
weeks and is worried about adverse effects. 
He learned about cognitive-behavioral ther-
apy and is interested in getting a referral to 
a specific office because it is located within 
a walking distance from campus and easy for 
him to access because he does not own a car.

The volume of details expressed in a patient’s 
future plans is important. The more detailed 
these plans are, the more likely the patient is 
invested in them. Attendance to the details, 
especially when addressing expected barri-
ers to treatment, such as transportation, can 
be evidence of genuine future planning and 
subsequently of low imminent suicide risk. 
Spreng et al23 found that autobiographic 
plans that are more specific and richer in 
detail recruit additional brain regions that 
are not recruited in plans that are sparsely 
detailed or constructed from more general-
ized representations.

 CASE 2 

An ambulance transports Ms. B, age 42, from 
a primary care clinic to the ED because she 
has been having suicidal thoughts, with a 
plan to hang herself, for the past 2 days. 
During the evaluation, Ms. B denies having 
further suicidal thoughts and declines inpa-
tient admission. She claims that she cannot 
be away from her children because she is 
their primary caretaker. Collateral informa-
tion reveals that Ms. B’s mother has been 
caring for her children for the last 2 weeks 
because Ms. B has been too depressed to do 
so. She continues to refuse admission and 
is in tears while trying to explain how her 
absence due to inpatient treatment will be 
detrimental to her children. Eventually, she 
angrily accuses the clinician of abusing her 
children by forcing her to be hospitalized.

In an effort to conceal suicidal intent, 
patients may present obligations or excuses 
that would be an obstacle to psychiatric 
hospitalization. This might give a false per-
ception of intact future planning. However, 
in these cases, patients often fail to volun-
teer details about their future plans or show 
evidence for actual attendance to their obli-
gations. Due to the lack of tangible details 
to explain the negative effects of inpatient 
treatment, patients may compensate by 
using an exaggerated emotional response, 
with a strong emotional attachment to the 
obligation and severe distress over their 
potential inability to fulfill it due to a psy-
chiatric hospitalization. This may contribute 
to concealing suicidal intent in a different 
way. A patient may be distressed by the 
prospect of losing their autonomy or ability 
to attempt suicide if hospitalized, and they 
may employ a false excuse as a substitute for 
the actual reason underlying their distress. 
A clinician may be falsely reassured if they 
do not accurately perceive the true cause of 
the emotional distress. Upon deeper explo-
ration, the expressed emotional attachment 
is often found to be superficial and has little 
substantive support.

Dedication to addressing achievable 
goals in the near future
 CASE 3

Ms. C, age 15, survived a suicide attempt via 
a medication overdose. She says that she 
regrets what she did and is not planning to 
attempt suicide again. Ms. C says she no lon-
ger wants to die because in the future she 
wants to help people by becoming a nurse. 
She adds that there is a lot waiting for her 
because she wants to travel all over the world.

Clinical Point

The more detailed 
a patient’s future 
plans are, the more 
likely the patient is 
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and therefore in their 
future

Table

Characteristics of future 
planning to evaluate during 
an imminent suicide risk 
assessment
Specificity and richness of details

Dedication to addressing achievable goals in 
the near future

Spontaneity and smooth expression
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Ms. D, age 15, also survived a suicide 
attempt via a medication overdose. She also 
says that she regrets what she did and is not 
planning to attempt suicide again. Ms. D asks 
whether the physician would be willing to 
contact the school on her behalf to explain 
why she had to miss class and to ask for 
accommodations at school to assist with her 
panic attacks.

Future planning that involves a patient 
generating new plans to address current cir-
cumstances or the near future may be more 
reliable than future planning in which a 
patient repeats their previously constructed 
plans for the distant future. Eliciting more 
distant plans, such as a career or family-
oriented decisions, indicates the ability to 
access these “memorized” plans rather than 
the ability to generate future plans.

Plans that address the distant future, 
such as those expressed by Ms. C, may have 
stronger neurologic imprints as a result of 
repeated memorization and modifications 
over the years, which may allow a patient 
to access these plans even while under the 
stress associated with suicidal thinking. On 
the other hand, plans that address the near 
future, such as those expressed by Ms. D, 
are likely generated in response to current 
circumstances, which indicates the presence 
of adequate mental capacity to attend to the 
current situation, and hence, less preoccupa-
tion with suicidal thinking. There might be a 
neurologic basis for this: some evidence sug-
gests that executive frontoparietal control 
is recruited in achievable, near-future plan-
ning, whereas abstract, difficult-to-achieve, 
more distant planning fails to engage these 
additional brain regions.23,24

Spontaneity and smooth expression
 CASE 4 

Mr. E, age 48, reassures his psychiatrist that he 
has no intent to act on his suicidal thoughts. 
When he is offered treatment options, he 
explains that he would like to start phar-
macologic treatment because he only has a 
few weeks left before he relocates for a new 
job. The clinician discusses starting a spe-
cific medication, and Mr. E expresses interest 
unless the medication will interfere with his 
future position as a machine operator. Later, 

he declines social work assistance to estab-
lish care in his new location, preferring to first 
get the new health care insurance.

A smooth and noncalculated flow of future 
plans in a patient’s speech allows their 
plans to be more believable. Plans that nat-
urally flow in response to a verbal exchange 
and without direct inquiry from the clini-
cian are less likely to be confabulated. This 
leaves clinicians with the burden of improv-
ing the skill of subtly eliciting a patient’s 
future plans while avoiding directly asking 
about them. Directly inquiring about such 
plans may easily tip off the patient that 
their future planning is under investigation, 
which may result in misleading responses.

Although future plans that are expressed 
abruptly, without introductory verbal 
exchange, or are explicitly linked to why the 
patient doesn’t intend to kill themselves, 
can be genuine, the clinician may need to 
be skeptical about their significance during 
the risk evaluation. While facing such chal-
lenges, clinicians could attempt to shift the 
patient’s attention away from a safety and 
disposition-focused conversation toward 
a less goal-directed verbal exchange dur-
ing which other opportunities for smooth 
expression of future plans may emerge. For 
example, if a patient suddenly discusses 
how much they care about X in attempt to 
emphasize why they are not contemplating 
suicide, the clinician may respond by gently 
asking the patient to talk more about X.

Adopt a more nuanced approach
Assessment of the imminent risk of suicide 
is complicated and not well researched. A 
patient’s future planning can be used to 
better inform the evaluation. A patient may 
have a limited ability to generate future plans 
while contemplating suicide. Future plans 
that are specific, rich in details, achievable, 
dedicated to addressing the near future, and 
expressed smoothly and in a noncalculated 
fashion may be more reliable than other 
types of plans. The process of future plan-
ning may indicate low imminent suicide risk 
when it leads the patient to generate new 
plans to address current circumstances or 
the near future. When evaluating a patient’s 

Clinical Point
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imminent suicide risk, clinicians should con-
sider abandoning a binary “is there future 
planning or not” approach and adopting a 
more complex, nuanced understanding to 
appropriately utilize this important factor in 
the risk assessment.
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Clinical Point

Plans that naturally 
flow from a verbal 
exchange and 
without direct 
inquiry are less likely 
to be confabulated

Bottom Line
A patient’s ability to plan for the future should be explored during an assessment 
of imminent suicide risk. Future plans that are specific, rich in details, achievable, 
dedicated to addressing the near future, and expressed smoothly and in a 
noncalculated fashion may be more reliable than other types of plans.
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