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INTRODUCTION 

Very few clinicians relish the idea of working with an individual contemplating suicide. 

Working with suicidal clients, usually under less than ideal conditions, is difficult, complicated, and sometimes 

overwhelming. The work is often anxiety provoking and can cause otherwise competent clinicians to make 

careless errors in judgment and practice. 

This course was developed in response to the recommendations of the National Strategy for Suicide Prevention 

(National Strategy). The National Strategycites a number of retrospective studies, which found that a substantial 

proportion of people who died by suicide had been diagnosed with a psychiatric diagnosis at the time of death or 

had some contact with a mental health professional during the last 12 months of their lives (Pirkis & Burgess, 

1998; Conwell, et. al., 1996; Robins, 1981). A more recent study by Luoma, 2002, confirms this finding. 

Approximately one-third of the people who died by suicide had contact with mental health services in the year 

before the suicide. Furthermore, the study revealed that about 20% of the people who died by suicide had 

contact with mental health services within a month before their suicide. 

Hendin, et. al. (2006) reviewed clinical, medication, and psychological questionnaires and detailed case narratives 

written by 36 therapists who had patients who died by suicide: six recurrent problem areas were identified: poor 

communication with another therapist involved in the case, permitting patients or relatives to control the 

therapy, avoidance of issues related to sexuality, ineffective or coercive actions resulting from the therapist's 

anxieties about a patient's potential suicide, not recognizing the meaning of the patient's communications, and 

untreated or undertreated symptoms. The authors conclude that these cases illuminate common problems 

therapists face in working with suicidal patients and highlight an unmet need for education of psychiatrists and 

other mental health professionals who work with this population. 

Unfortunately, serious gaps remain in graduate mental health training programs regarding the assessment and 

management of suicidal clients. Indeed, mental health professionals overall are "not adequately trained to 

provide proper assessment, treatment, and management of suicidal clients, or know how to refer them properly 

for specialized assessment and treatment" (U.S. Department of Health and Human Services. Public Health Service 

2001. National Strategy for Suicide Prevention: Goals and Objectives for Action, p. 79). 

Given that experiencing a suicidal client is a reality for many mental health care providers, and that having such an 

experience may cause distress for the therapist, it is not surprising that since the 1970's, professionals have been 

suggesting an increased need for formal training in this area. 

I can think of no more significant and rewarding a specialty to spend one career in than that of understanding 

the suicidal and self-destructive mind well-enough to be able to successfully intervene, under conditions of high 

drama, and move an at-risk person off the figurative ledge and onto stable ground. 
Lanny Berman, Executive Director, American Association of Suicidology 
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COURSE DEVELOPMENT 

The Suicide Prevention Resource Center (SPRC) was created to provide resources to states, territories, and tribal 
nations to implement the recommendations of the National Strategy. SPRC contracted with the American 
Association of Suicidology (AAS) to validate the need for competency-based curricula, collect available curricular 
materials, and develop curricula modules in the areas of assessment and management. AAS worked with the SPRC 
and experts in clinical suicidology to achieve consensus on what to include in this curriculum. 

The process of developing the Assessing and Managing Suicide Risk (AMSR) curriculum included the following 
steps: 

• Literature review 

• Collection of core competencies and rubrics for measuring core competencies from related fields 

• Collection of instructional materials 

• Creation of an AMSR Task Force to review the collected information, develop core competencies for 
training purposes, recommend reference material and instructional strategies, and review sections of the 
curriculum being developed 

• Formative evaluation of the curriculum 

The SPRC Training Institute began disseminating the AMSR course throughout the country in May 2006, following 
an initial training-of-trainers course. During the first two years, over 7,400 mental health professionals received 
the training. By April 2008, 48 clinicians were prepared and authorized to teach the course. 

Based on the experiences of the trainers and feedback from the participants, the course was updated and revised 
in 2008 by a subset of the original curriculum task force. The entire task force is listed below and the individuals 
involved in the revision are marked with an asterisk (*). 

In addition, SPRC would like to acknowledge the contributions of the following organizations and individuals, who 
provided assistance with specific aspects of the curriculum revisions: National Organization for People of Color 
Against Suicide, First Nations Behavioral Health Association, Donn Marshall, Andrea Lerma, and Anthony Pisani. 
Special thanks to Sandy Lundahl, Curriculum Designer, who managed drafts of the curriculum during the revision 
process. 
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CORE COMPETENCIES 

The first duty of the AMSR Task Force was to establish the core competencies for effectively assessing suicide risk, 

planning treatment, and managing the ongoing care of the at-risk patient. Through a consensus process, they 

identified the 24 competencies listed below. 

Their next charge was to determine the best way to train clinicians in the competencies in a single day. 

Collectively, the task force decided that the course should provide an overview of all 24 core competencies while 

teaching eight competencies in-depth. 

Resource Sheet #1 contains a complete list of the core competencies. The eight competencies that receive the 

most attention in this course are as follows: 

Working with Individuals at Risk for Suicide: Attitudes and Approach 

• Competency #1: Manage one's own reactions to suicide 

• Competency #2: Reconcile the difference (and potential conflict) between the clinician's goal to 

prevent suicide and the client's goal to eliminate psychological pain via suicidal behavior 

• Competency #3: Maintain a collaborative, non-adversarial stance 

Collecting Accurate Assessment Information 

• Competency #11: Elicit suicide ideation, intent, plans, and related behaviors 

Formulation of Risk 

• Competency #14: Make a clinical judgment of the risk that a client will attempt or complete 

suicide in the short and long term 

Treatment and Services Planning 

• Competency #16: Collaboratively develop a crisis response plan that assures safety and conveys 

the message that the client's safety is not negotiable 

• Competency #17: Develop a written treatment and services plan that addresses the client's 

immediate, acute, and continuing suicide ideation and risk for suicide behavior 

Management of Care 

• Competency #19: Develop policies and procedures for following clients closely including taking 
reasonable steps to be proactive 

Please note that the core competencies are based on current empirical evidence and expert opinion. The 
competencies do not address specific treatment interventions, nor do they address lack of access to care. They 
are not intended to be construed to serve as a standard of medical care. 
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LEARNING OBJECTIVES 

By completing the pre-course reading, participants will be able to: 

1. Recognize 24 core competencies that enable mental health clinicians to assess and work effectively 
with individuals at risk for suicide; 

2. Define terms related to suicidality; 

3. Refer to suicide-related statistics; 

4. Identify major risk and protective factors; and 

5. Understand the phenomenology of suicide. 

By the end of the one-day workshop, participants will: 

1. Increase knowledge of eight core competencies: 

• Managing one's own reactions to suicide; 

• Reconciling the difference (and potential conflict) between the clinician's goal to prevent 
suicide and the client's goal to eliminate psychological pain via suicidal behavior; 

• Maintaining a collaborative, non-adversarial stance; 

• Eliciting suicide ideation, behavior, plans, and intent; 

• Making a clinical judgment of the risk that a client will attempt or complete suicide in the 
short and long term; 

• Collaboratively developing a crisis response plan; 

• Developing a written treatment and services plan that addresses the client's immediate, acute 
and continuing suicide ideation and risk for suicide behaviors; and 

• Developing policies and procedures for following clients closely, including taking reasonable 
steps to be proactive 

2. Experience a shift in perspective in working with individuals at risk for suicide. 

3. Build fundamental skills in assessing suicide risk. 

4. Identify specific changes to make in their practice regarding the assessment and management of 

individuals at risk for suicide. 
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WELCOME, OVERVIEW & INTRODUCTIONS 

Welcome to the Course 

Name of trainer: 

About the trainer: 

Other notes: 

VIDEO: VOICES OF SUICIDE 

Transcript: Kevin speaking. 

September 24th rolls around. 2000. I decide this is it. Tomorrow I'm going to end my life. I was 
ready to go. I was just gone. It was over. I knew what was going to happen. I'm going to go to the 
bridge. I'm going to jump. It's just that simple. That's it. There's no "ifs", "ands", or "buts". It's 
done. 

I went out to the Golden Gate Bridge. On the bus I began to cry softly in the back. The bus was 
packed. On the bus I began thinking: If one person comes up to me and says "Are you OK?" I'll turn 
around. If one person comes up to me and asks if anything's wrong I'll tell them everything. 

I got out at the parking lot and I thought: Kevin, turn around. Get on the bus again. Go back. Then I 
heard voices: You must die. You must die. 

So I walked onto the span. I must have been there forty minutes. And once again, I thought: One 
person has to come up to me and say, "Are you OK?" One person. Anybody. A woman was 
approaching me and I thought: Oh, thank God. Thank you God. She had sunglasses on and an accent. 
She came up and she said: "Will you take my picture?"... I took her picture about five times. 

I said: "Nobody cares!", after she left. I turned around, backed up to the railing next to the roadway, 
ran, and catapulted myself over with my arms... 

The split second I hit free fall, I thought: Oh my God. I don't want to die. What did I just do? I was 
wide awake. The voices were gone. I was right there facing ultimate death. 

Notes: 
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Overview of the Course 

Learning objectives and agenda: 

• The course will present all 24 core competencies and an in-depth discussion of a subset of eight core 

competencies. 

• The focus of the course is on attitudes and knowledge. Some time is spent on skill development; we 

expect that participants will begin to build fundamental skills, which will help them follow-through on 

their intention to make changes in their practice. 

• Specific treatment interventions are beyond the scope of this workshop. 

• Lack of access to mental health care is a national problem. Policy-level solutions, recommendations, 

or suggestions related to this important problem are beyond the scope of this course. 

Core competencies: 

• The core competencies are based on current empirical evidence and expert opinion on best practices. 

• They are not the same as standards of care, which guide therapists in how to provide treatment and 

have legal implications. 

Learning activities: 

The curriculum includes presentation and the following learning activities: 

• Video clips of experienced clinician(s) 

• Interactive exercises and discussion 

• Personal Action Plan and Journal writing 

• Resource sheets for reading after the workshop. 

Opening exercise: Concerns about suicide 

Purpose of journal writing: 

• There is no 'right' way to write in the journals. Write whatever comes to mind. 

• Participants will not be asked to share their journal writings as part of the course training. 

• You will have an opportunity to record the following in your Personal Action Plan and Journal: 

> Your thoughts and feelings about suicide 

> Your thoughts and feelings about working with individuals at-risk for suicide 

> Changes you plan to make in your clinical practice 

What concerns do you have about working with individuals at risk for suicide? 

You may write in your Personal Action Plan and Journal, located on the last page of your manual. 

, 
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WORKING WITH INDIVIDUALS AT RISK FOR SUICIDE: ATTITUDES AND APPROACH 

Overview of Attitudes and Approach 

Working with individuals at risk for suicide includes the following competencies. 

#1: Manage one's own reactions to suicide 

#2: Reconcile the difference (and potential conflict) between the clinician's goal to prevent suicide and the 
client's goal to eliminate psychological pain via suicidal behavior 

#3: Maintain a collaborative, non-adversarial stance 

#4: Make a realistic assessment of one's ability and time to assess and care for a suicidal client as well as the 
role for which one is best suited 

Competency #1: Manage one's own reactions to suicide.* 

* One of the eight competencies that we will focus on in greater depth in this course 

Become self-aware of emotional reactions related to suicide 

EXERCISE: EMOTIONAL REACTION TO SUICIDE — PART 1 

Your instructor will read a vignette about a patient named Penny. 

What is your initial  emotional reaction to Penny's behavior? 

Notes: 

Page 3 



EXERCISE: EMOTIONAL REACTION TO SUICIDE — PART 2 

PR, a 19-year-old single male, is brought to an emergency room on a Saturday morning by the police 

on a certificate of evaluation after failing to show for this outpatient psychiatric appointment. His 

psychiatrist expressed concern about PR's increasing hopelessness and suicidality. PR allegedly told 

his cousin (who relayed the message to the psychiatrist) that "his meds weren't helping and had never 

helped." This morning he was going to be evicted from his apartment if he didn't have rent money by 

the next day and stated, "This is my last weekend...I won't be around on Sunday." He alleged that he 

heard voices telling him to cut himself or cause a gas explosion. He said he planned to kill himself by a 

gas explosion and that "It's going to be a messy scene." When asked by his cousin how he felt should 

others get harmed in the explosion, he said, "I'll be dead; I don't care." 

What is your initial emotional reaction? 

, 

Notes: 

Terry is a 35-year-old Caucasian woman. She says, "The book I picked up was written solely to help the 

terminally ill end their suffering...However, I irrationally concluded that I was in fact putting an end to 

my own "terminal illness"—my destined life of intolerable misery, regardless of the help I sought. I 

knew that if I was going to open that door, I was going to walk through it without turning back. There 

would be no attempts...I would achieve a "successful" suicide... 

As I continued to read through the pages, I was overcome with the guilt of my selfishness, and 

despised myself for my inability to appreciate and embrace my life...I thought about the work I had 

done with my doctor and the mockery I would be making of all that I had learned from the 

therapeutic process. I thought about the impact I would have on the people in my life...I grappled with 

the selfishness of my actions... My doctor trusted me. I had given her my word that I would call her if I 

seriously began to consider an attempt. With the debate still screaming inside of me...I handed the 

book to the cashier, and watched her tally up the final amount due. I then made my payment." 

What is your initial emotional reaction? 

1 

Notes: 
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Marcia is a 42-year-old woman who moved to the U.S. from Mexico three years ago. When she arrives 
at the hospital emergency room, she is screaming, sweating profusely, crying loudly, and stating, "I 
want to die." She just found out that her family in Mexico did not tell her that her mother died four 
months earlier. She states to the nurse that she cannot live anymore. Her daughter tells you that her 
mother is capable of hurting herself. The nurse tells you that many Hispanic women are histrionic 
and experience a panic reaction known as ataques de nervios (or "Mexican Attackes".) 

What is your/nit/al emotional reaction? 

Notes: 

- 

Brandon is a 12-year-old boy. After exhibiting suicidal behavior, his mother brought him to the 
emergency room. When asked to provide a history of Brandon's behavior, his mom shared the 
following information... 

When Brandon was 5 1/2 his mother separated from his dad due to domestic violence. Brandon began 
to demand more attention and constantly came into her room to check on her. He become so 
demanding that his mom decided to send him to stay with his maternal grandparents. 

Two months later, Brandon's mother went to get him from his grandparents. Brandon seemed 
somewhat withdrawn when his mom first brought him home. During the next few days, he watched 
his mother but kept his distance. Then he again began climbing in his mother's lap and hugging her. 
His mother reported that his hugging now had a scary and clingy quality to it. Brandon seemed 
extremely worried that something might happen to his mom. He repeatedly said, "I will be good. You 
do not have to send me to Grandma's again." 

As Brandon grew older, he became less fearful but continued to be upset when his Mom went out for 
the evening. One evening, he began crying and begged her not to leave. When she refused to stay 
home, he ran into the living room, vomited on the carpet and said, "I am going to shoot myself." 

The episodes of vomiting and threats of shooting himself occurred several times over the next few 
weeks whenever his Mom said she was going out in the evening. This afternoon, Brandon was about 
to hang himself in the closet but his mother came home early and found him in time. 

What is your initial emotional reaction? 

Notes: 5c..--2...re_c, C; r- 4-1Ae_. bo , no+ 5L) r-e, ,.)1(lea* I3 5oCA3 04
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Herb is an elderly white male. He lives with his sister on their combined social security income, is 

grumpy, uncommunicative, has chronic pulmonary disease yet continues to smoke, does not follow 

through on any of the actions he agreed half-heartedly to take at the previous visits, and does not 

recall which medicines he took. He arrives late and says "Who the cares. Death would be a relief 

compared to this misery." He looks up to see your reaction. 

What is your initial emotional reaction? 

Notes: 

Common emotional reactions 

Fears related to concerns that: 
cie-sd wiv\-\,\ ii "rn er- 0C

• You may encourage the client to think about suicide dont-k

• Suicidal behavior will occur 

• You may be sued 

Anger related to the following feelings: 

• Helpless, frustrated, futile 

• Irritation, resentment, disgust, hate, malice, aversion 

Helplessness 

• Self-doubt about capacity to assess and formulate risk or be helpful to suicidal clients 

• Sense of inadequacy 

• Desire to discontinue working with the client 

Hopelessness -- Belief that the client is a hopeless case may lead to... 

• Difficulty establishing or maintaining a feeling of empathic understanding or basic respect 

• Sadness or grief 

Helplessness or hopelessness may lead the therapist to send the client away, transfer the client to 

another therapist or to the hospital, or prematurely discharge the client. 

Notes: 

[ 
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Countertransference related to suicide 

Countertransference is inevitable in all psychotherapies. Some emotional responses arise from the way the 
client behaves and some may stem from the therapist's tendency to react in certain ways either to all clients 
or to clients of a certain type such as those who have suicidal ideation. Countertransference is difficult to 
recognize, especially when the client is in acute pain and giving indications that suicide is an imminent 
possibility. 

Undesirable attitudes 

• Avoiding or denying that client may be suicidal. Having this attitude may result in doing the bare 
minimum throughout the assessment, treatment planning, and management phases 

• Over-reliance on one's own opinion and experiences 

• Defensiveness. This feeling may arise when the therapist feels threatened and sees the client as the 
enemy. As a result, an adversarial or controlling relationship, rather than, a non-judgmental 
therapeutic relationship, may develop. 

• Belief that the clinician's role is to control the client's behavior 

• Over-protectiveness 

Unfounded beliefs 

• Overvaluing hospitalization 

• Undervaluing hospitalization 

• Suicide attempts aren't serious 

• Suicide may be preventable by impersonal means, such as mechanical interference with a client's 
freedom 

• The client is being manipulative 

• People who are suicidal are weak, immoral, crazy, illogical, cowardly and committing a sin; or other 
critical opinion about people who attempt or die by suicide 

Notes: 

Cultural competency related to suicide 

• There should always be a genuine effort to understand the individual's identities — including race, 
ethnicity, religion, sexual orientation, and cultural identities and related beliefs. It is important to 
understand 

— How suicide is viewed by the individual and his or her cultural community 

— How members of the individual's community generally respond when someone dies by suicide 

• It is imperative to be open to the custom and processes of a different culture. 
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Understand the impact on the client, of clinicians' emotional reactions, attitudes, beliefs, or lack of 

understanding cultural implications 

Clinicians' emotional reactions, attitudes, beliefs, or lack of understanding cultural implications of suicide may 

result in: 

• Triggering suicidal behavior 

• Suicidal ideation and behavior kept secret 

• Damage to the therapeutic alliance 

• Client withdrawal 

Notes: 

I EXERCISE: CULTURAL COMPETENCY CONSIDERATIONS 

The U.S. population continues to grow in diversity. Unfortunately, there is a growing gap between those 

in need and the availability and accessibility of relevant, culturally competent care. 

Read one of the following scenarios and quietly consider how cultural issues might impact the nature of 

your communication with the client around suicidal ideation and suicidal behavior. When prompted, 

discuss your thoughts with another workshop participant. 

Carmen, a 20-year-old Mexican-American divorced mother of two, has been employed as a caretaker for an 

elderly woman and has been treated poorly by the family of the woman. She is routinely belittled, talked 

down to, and ignored. Her efforts to find another job have been unsuccessful. One evening, she calls a friend 

and states that she has just taken 50 Tylenol tablets. The friend takes her to the ER for medical treatment. 

Later that day, while Carmen is still at the hospital, you are asked to assess Carmen. 

How do cultural issues impact the nature of your communication with Carmen? 

Betty, a 15-year-old Native American female, is a local basketball star and well known in the community. Her 

grandma took her to an aunt and uncle's house Saturday night, after Betty was found crying, saying "crazy 

things" and cutting on her arm. Betty's family members are very concerned about her behaviors. Unsure of 

what to do, Betty's aunt called the local police substation and asked for advice. The police officer on duty told 

her to call 1-800-275-TALK, a free suicide prevention hotline. When she called the hotline, the person who 

answered gave her the phone number for your office. On Monday, you received a call from Betty's aunt and 
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made an appointment to see Betty on Tuesday. Betty's aunt told you that she would have to borrow a car in 

order to make the two-hour trip to your office. 

When Betty and her aunt arrived at your office, Betty's aunt asked to speak privately with you first. She said: 

"Betty was put in a hospital and given medication about two weeks ago. She's been acting lazy, talking crazy, 

getting angry for no reason, crying a lot, and talking about skin walkers who are telling her to hurt herself and 

the other basketball players." Betty's aunt then goes to the waiting room and Betty enters your office. 

How will cultural issues impact the nature of your communication with Betty? 

Alima, a 34-year-old married Muslim woman with no children, moved with her husband to the United States a 

year ago from Sudan. They are staying with relatives from Sudan who have lived in the States for several 

years. Alima has become pregnant by someone who is not her husband and is extremely fearful of being 

ostracized by her family here in the States and in Sudan. Alima is very afraid that her family and friends will 

reject her when they discover that she committed adultery. She is extremely agitated and anxious and 

considering suicide . SuicideafLal onf.4pLobiLL_Ytecl) in the religion of Islam but Alima feels overwhelmed. She 

is at the point of either facing the consequences or taking her own life. Pu'll5kfl'It-vil' 6 ,  s4vi-k-4-r i 

Alima's co-worker discusses this with you during a therapy session with you. She asks if you would be willing 

to speak with Alima, if she manages to convince Alima to make an appointment with you. 

A week later, Alima's co-worker calls to make an appointment for Alima and tells you that she'll bring Alima to 

see you the next day. Alima understands that you already know her situation. After you schedule the 

appointment, you take a few moments to think about how to handle the session with Alima. 

How will cultural issues impact the nature of your communication with Alima? 

Marcus, an African American male age 18 in the.10th grade, is in your clinic for a mental health assessment at 

the advice of his high school guidance counselor. After his mother died of cancer, his father remarried. 

Marcus is not allowed to talk about the death of his mother around his stepmother and his father expects him 

to snap out of any depressed feelings he experiences. Marcus is struggling in school; his father frequently 

reminds him that he should have graduated by now. 

When Marcus told his father he was thinking of killing himself and that the guidance counselor from school 

advised him to go to counseling, his father said black men don't commit suicide — they stand strong and tough 

it out. He also informed Marcus that counselors cannot be trusted...they discriminate against the African 

American male and want "to destroy us by medicating us." Marcus decided to visit the clinic anyway. Marcus 

tells you that he wants to die because he can't take the pressure from home anymore. 

How do you respond? How do cultural issues impact the nature of your communication with Marcus? 
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Tolerate and regulate one's emotional reactions to suicide 

Ways to become self-aware of emotional reactions related to suicide: 

• Feelings (as discussed above) 

s Physical sensations such as warmth or muscle tightness 

• Desire for session to be over 

Practice tolerating and managing your emotional reactions. 

Obtain professional assistance 

Ongoing professional consultation, education, and personal supportive 
relationships are an essential part of working with suicidal clients. 

• Therapists must practice what they preach; interpersonal connection and 
support are necessary in times of difficulty. 

• Consider weekly supervision or consultation with someone who can be 
both objective and supportive. For example, consider establishing a 
formal consultative relationship with someone paid to be objective. 

• Traumatized clients are often very astute in observing their therapists, 
and they look to see how their therapists cope with stress. 

Obtain immediate psychological counseling if you experience the loss of a client to 
suicide or develop suicidal ideation yourself. 

CULTURAL 

COMPETENCY 

CONSIDERATION 

If you suspect that 
you may not be able 
to establish cultural 

rapport, consider 
referring your client 
or consulting with a 

professional who 
may be able to 

sensitize you to 
pertinent issues. 

Summary: Managing one's own reactions to suicide 

• The most important issue in working with clients at risk for suicide is the considerable emotional demand 
the undertaking places on the therapist from time to time. 

• When the therapist has the motivation, skill, and strength to deal with the transference-
countertransference burden a suicidal client stirs up, good results are most often obtained. 

• Suggestions for managing one's own reactions to suicide 

— Accept that we are prone to having strong emotional reactions to suicide. 
— Use the twin tools of self-reflection and open discussion with an objective colleague or paid 

consultant. 

— The best protection from anti-therapeutic acting out is the ability to keep such impulses conscious 
and to gain comfort with emotional reactions through the process of acknowledging, bearing, and 
gaining perspective. At the proper time, the client can be asked to examine how his or her behavior 
may lead to an attacking or rejecting response in others. 
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Competency #2: Reconcile the difference (and potential conflict) between the clinician's goal to prevent 
suicide and the client's goal to eliminate psychological pain via suicidal behavior. * 

* One of the eight competencies that we will focus on in greater depth in this course. 

Sub-competencies: 

a. Understand that suicidal thinking and behavior "makes sense" to the client when viewed in the context 
of his or her history, vulnerabilities, and circumstances 

b. Accept that a client may be suicidal and validate the depth of the client's strong feelings and desire to 
be free of pain 

c. Understand the functional or useful purpose of suicidality to the client 

d. Understand that most suicidal individuals suffer from a state of mental pain or anguish and a loss of 
self-respect 

e. Maintain a n jçgnntal and supportive stance 
‘A # _ 

Trve, f`Cfat:PCO 

f. Voice authentic concern and true desire to help the client 

g. View each client as an individual with his or her own unique set of issues and circumstances and 
someone the clinician seeks to understand thoroughly within the client's own mini-culture (family and 

community context)...rather than as a stereotypic 'suicidal client' 

The therapeutic alliance may be threatened when a clinician learns of a client's suicidality. 

Notes: 0.5k -Fa V‘ola or e -a,.. Dr' 054901r)e, t o ie c•ed\. 
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Competency #3: Maintain a collaborative, non-adversarial stance.* 

* One of the eight competencies that we will focus on in greater depth in this course 

Introduction: Collaborative treatment planning 

• Over the past 15 years, approaches to treatment have been moving toward assigning greater 
responsibility to clients and placing more emphasis upon collaboration between therapist and 
client...maintaining appropriate boundaries and attaining appropriate balance between too much and too 
little responsibility for the client's life. 

• Although suicidal clients may require a high degree of activity and directiveness by the therapist early in 
the course of treatment, it is important to explicitly plan with clients to become increasingly responsible 
for their own lives. The client's sense of self-efficacy is important. 

Listen thoroughly to the client to attain a shared understanding of the client's suicidality and goals. 

• Seek to understand and validate the depths of the 
client's suicidal despair 

• Create a shared framework of understanding 

• Don't talk during a pause. 

Notes: 

CULTURAL COMPETENCY CONSIDERATION 

Ask about and try to understand issues 
associated with membership in a subordinate 
group (or "minority group"). 

Membership in a subordinate group is often 
associated with feelings of being oppressed and 
ostracized for differences. These feelings are 
often internalized and not easily expressed. An 
understanding of the individual's perspectives 
will facilitate assessment, treatment planning, 
and care management. 
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Communicate to clients that helping them to resolve their problem is paramount and that therapy is 
effective. I

Ne-qi.tc.
• It is critical to communicate: 

— That ending the client's emotional pain is most important and possible through therapy. The 

client will be supported in developing alternative and more effective coping responses than 

suicidal thinking and behavior. 

— That preserving the person's life is most important and the therapist will not do anything to hurt 

the client or help the client to end his or her life. 

— Support and encouragement that therapy will help. Examples: "I'm glad you came in. I believe I 

can help you." 

Obtain informed consent 

The process of obtaining informed consent includes 

• Helping the client (and parents, if the client is a child or adolescent) 

understand the risks and benefits of treatment and the importance 

of treatment. 

• Identifying potential barriers to treatment adherence. 

• Attaining a mutual understanding of when the therapist is allowed to 

break confidentiality and do whatever is necessary to protect the 

person's life. 

Confidentiality: It is very important to communicate State and agency 

rules and procedures regarding confidentiality and what the therapist :„ 
will and won't do at the beginning of developing a therapeutic alliance. 

The client should know from the beginning of the therapeutic 

relationship that if the clinician believes the client's life is at stake, rules 

related to confidentiality do not apply. 

Notes: 

CULTURAL COMPETENCY 
CONSIDERATION 

Do not interpret an 
individual's reluctance to sign 
a consent form as ignorance 
or the inability to 

comprehend. Many times the 
reluctance is simply lack of 
trust of the dominant culture 
and a past history of abusive 

clinical trials. 

It may be best to consult with 
or team up with another 

mental health provider who is 
from the same population as 
the client. 
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Related to minors: While offering confidentiality for some issues, it is essential that the clinician communicate to 
the child or adolescent that if the clinician feels that suicidal behavior is imminent, such information will be shared 
with the parent/guardian (p/g). Youth can be encouraged to tell the p/g directly with the clinician's help to 
provide strength and support. If this is too difficult for the youth or if the youth refuses, the clinician is advised to 
talk with the p/g while the youth is present and has the opportunity to clarify what is said. If neither of these is 
possible and the youth is not present or refuses to be present, the provider must inform the p/g. 

Differences of opinion exist regarding what are appropriate courses of action to take such as whether or not to 
hospitalize. It is important that the therapist and client attain a mutual understanding of what courses of 
action are most appropriate and therapeutic for the client. Clients must understand the range of treatment 
alternatives ranging from the least restrictive to the most restrictive. 

Create an atmosphere in which the client feels safe in sharing information about his or her suicidal 
thoughts, behaviors, and plans. 

The ability to encourage honest reporting of suicidality requires an understanding of factors that reinforce a 
client's desire to be open and factors that inhibit open communication. 

Factors that reinforce a client's desire to be straightforward, open, and communicative 

• Client is ambivalent about life and death 

• Client desires meaningful relationship with clinician 

• Client wants to end his or her pain 

Factors that might inhibit open communication of suicidal thoughts and behaviors 

• Threat or fear of hospitalization 

• Threat or fear of clinician's negative response 

• The client may feel that suicide is a sign of weakness or not to be discussed; the client feels shame. 

• The client is worried that the therapist will think the client is crazy 

• The client truly wants to die and does not want anyone to know 

• The client does not think that anyone can help 

Notes: GI° % ti\f" ) l ' f'e- S c-iscir-aA Ine,et. psyd. Ei5ve.6 JrVvt,,A. t,rt., -i-rea..\-6.1k., 
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Share what you know about the suicidal state of mind. Be empathic to the suicidal wish. 

• Being empathic with the suicidal wish means 

— Assuming the suicidal person's perspective and 

'seeing' how this person has reached a dead end 

without trying to interfere, stop, or correct suicidal 

wishes. 

— Does NOT connote agreement with the suicidal 
intention.., rather it is a way of connecting with the 
person's experience and being a listener and 

companion at a time of suicidal episode or crisis. 

• Being empathic creates an atmosphere of trust and results in 

lessening of the person's sense of loneliness. 

CULTURAL COMPETENCY CONSIDERATION 

Solicit the client's cultural meaning of 
suicide and cultural differences in 
handling stress. 

Communicating suicide prevention and 

intervention messages to individuals from 
different backgrounds and cultures than 
your own can be complicated because of 
the belief systems, religious practices and 
behavioral patterns that need to be 
considered. 

Be genuine and express to the client why it is important that the person continue to live. 

This is taking a personal stance toward the suffering person...a basic empathic and compassionate attitude (not 

pity) toward the person that cannot be faked...finding something about the person that is particularly appealing to 

the therapist. If no positive or appealing qualities may be seen, ask yourself, 'why can't I find anything good about 

this particular person?' 

Be willing to work/stay with the client 

Notes: 

 , 
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Summary: Maintaining a collaborative, non-adversarial stance 

The thoughtfulness and thoroughness of the questioning about suicide may convey to the client that a fellow 
human cares...and may represent to the client the first realization of hope. 

• It is important to be straightforward, matter-of-fact, yet compassionate when discussing suicidality. 
The therapist's attitude must be caring, not neutral. 

• State your desire to help the client share painful information that may have been borne alone for too 
long. 

• Summarize in order to create a shared framework of understanding with the client. 

• Elicit and discuss the fears of a client who is legitimately concerned about what the therapist will do 
with the information being provided. 

A strong, positive relationship with a suicidal client is absolutely essential. At times, if all else fails, the strength 
of the relationship may keep a person alive during a crisis. 

• The therapist must be available to the client as a sturdy, reliable object with whom to identify. It is 
important that when clients say something shocking related to their suicidality that the therapist 
doesn't "crumble" or become more anxious than the client. 

• The therapeutic alliance is built upon the therapist's desire to collaborate with the client to develop 
the client's growth and development and to function more successfully. 

• Clients who persevere in psychotherapy are those who have a good alliance with their therapists and 
feel understood. 

.. 
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VIDEO: CLIENT INTERVIEW — DEVELOPING A THERAPEUTIC ALLIANCE (20 minutes) 

As you view the video, please consider the following questions: 

> What behaviors did you see the clinician use to help form an alliance? rva4hi 

> What is the clinician's attitude towards this client? ir rt

> What are the indicators that an alliance is forming? le1 41-e"" 

> What does the clinician do to reassure the client? 
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Discussion summary: Five things to do with every person in a suicidal episode 

1) Highlight the ambivalence present 

2) Provide a simple and understandable model to understand the suicidal episode (reduces tension, 

anxiety, hopelessness and feelings of being out of control) 

3) Normalize or contextualize the suicidal episode 

4) Identify a common goal for treatment (reducing psychological suffering and emotional pain) that 

reduces the adversarial tension often present 

5) Recognize and nurture the emergence of hopefulness (thinking in future-oriented terms as Anna 

demonstrates at the end). 

vk. 5 itx -\,8( \.0C-k"td11.11., 11% kenikj 
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Competency #4: Make a realistic assessment of one's ability and time to assess and care for a suicidal 
client, as well as the role for which one is best suited. 

It is important to decide if you can comfortably work with suicidal individuals. 

• One major difference between therapeutic work with suicidal and nonsuicidal individuals is the 

ability to contain and bear another person's death wish without being overwhelmed and 

incapacitated by fear and anxiety. 

• It is important that you become aware of any unresolved anxieties (death anxiety, fear of 

hopelessness, their own mental pain) which may be expressed as countertransference and 

unintentionally contribute to suicidal acting out by the client. 

Notes: 

, Summary: Attitudes and Approach 
... 

Resource Sheets containing information related to this section: 

• Resource Sheet #6: The Phenomenology of Suicide and First Person Narratives. This resource sheet is 
intended to illustrate the "suicidal mind" and some of the thought patterns that occur in individuals at 
risk for suicide. 

• Resource Sheet #4: Suicide Prevention Resources and References' 

/ 
Personal Action Plan and Journal 

Turn to your Personal Action Plan and Journal. Take a couple minutes to write about: 

• Changes you intend to incorporate into your practice 

• Thoughts and feelings you are having about suicide 

• Any concerns you may have about working with individuals at risk for suicide 

, 
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UNDERSTANDING SUICIDE 

Overview of Understanding Suicide 

Working with individuals at risk for suicide includes the following competencies: 

#5: Define basic terms related to suicidality 

#6: Be familiar with suicide-related statistics 

#7: Describe the phenomenology of suicide 

#8: Demonstrate understanding of risk and protective factors 

Information covered in this section is included in the following resource sheets, received prior to the workshop: 

RS #2: The Language of Suicide 

RS #3: Suicide-related Statistics 

RS #4: Suicide Prevention Resources 

RS #5: Clinically Relevant Risk and Protective Factors 

RS #6: The Phenomenology of Suicide—First Person Narratives 

Competency #5: Define basic terms related to suicidality. 

Review of Resource Sheet #2: The Language of Suicide. 

Notes: 
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Competency #6: Be familiar with suicide-related statistics. 

Review of Resource Sheet #3: Suicide-Related Statistics. 

In a year, how many people... 

• Die from suicide? 

• Attempt? 

• Have suicide ideation? 

Notes: 

Competency #7: Describe the phenomenology of suicide. 

Phenomenology is a personal experience across the lifespan. 

Developmental history & "psychic pain" 

• Developmental history. Suicide results from the culmination of life events, mental disorders, and 

has a developmental history. Client histories (e.g., abuse histories, psychiatric histories, and 

traumatic experiences) can create vulnerabilities and lower the threshold at which they will 

consider suicide as a response to severe psychological pain. 

• Psychic pain. The mental anguish called psychic pain may be an overarching description of the 

experiential/phenomenological state that leads an individual to seek death through suicide as an 

escape. 

Ambivalence and the internal struggle of wanting to live and wanting to die 

• Most persons at risk for suicide are unsure or ambivalent about suicide. Ambivalence is a key 

assessment construct and critical to intervention and treatments. Where ambivalence exists, the 

prospect for delaying and redirecting a patient away from suicidal coping can follow. It is 

important to take an individualized approach to understanding ambivalence — labeling, 

recognizing, and affirming ambivalence when it is present. 

kkatz.. Yrtor•46 .,`ev• iy, ,M..1\c-c. 1-0A%, yq sL 
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Importance of understanding the phenomenology of suicide 

• Understanding the phenomenology of suicide allows the clinician to move the client from 

"wanting to die" to "wanting to relieve pain." Treatment provides a path to hope and resilience. 

D 
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Competency #8: Demonstrate understanding of risk and protective factors. 

Review of Resource Sheet #5: Clinically Relevant Risk and Protective Factors 

• Biological, psychological, social and cultural factors are interrelated and all have a significant 

impact on the risk of suicide. 

— Risk factors are associated with suicidal behavior and ideation...not predictors or causes 

of suicide. 

— Risk factors are correlated with increased risk that one day an individual will attempt or 

die by suicide. 

• Protective factors can act as buffers against suicidal behaviors, including attempts and 

completions. In general, individuals with more and stronger protective factors are less likely to 

die by suicide. 

• Clinical intervention is focused on reducing risk factors and enhancing protective factors 

• It is important to use knowledge of risk and protective factors to: 

— Ask questions in each domain during the assessment process 

— Consider each domain when formulating risk 

— Incorporate each domain into treatment and services planning 

— Consider each domain when managing suicidal clients 

— Document each domain in the client's record 

Notes: 
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COLLECTING ACCURATE ASSESSMENT INFORMATION 

Overview of Collecting Accurate Assessment Information 

Collecting accurate assessment information includes the following competencies: 

#9: Integrate a risk assessment for suicidality early on in a clinical interview, regardless of the setting in which 
the interview occurs, and continue to collect assessment information on an ongoing basis 

#10: Elicit risk and protective factors 

#11: Elicit suicide ideation, intent, plans, and related behaviors 

#12: Elicit other signs of suicide risk 

#13: Obtain records and information from collateral sources as appropriate 
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Competency #9: Integrate a risk assessment for suicidality early on in a clinical interview, regardless of the 
setting in which the interview occurs, and continue to collect assessment information on an ongoing basis. 

Key points: 

•.. Ask each client about suicide. 

— There is no single or typical profile of a client at risk for suicide. 

— By asking each client about suicide, clinicians become more experienced and comfortable 
with suicidality. 

• Once a collaborative therapeutic relationship has been established it is important to ask about 
suicidality early in the first clinical interview. 

e Suicidality becomes a primary focus of assessment  if a client indicates, by self-report or an answer 
on an assessment tool, having (or ever having had) suicidal thoughts or having made prior 
attempt. 

— Focusing on the negative psychological state or mental health disorder, such as depression, 
with the implicit assumption that suicidality will remit when the disorder or psychological 
state improves is too simplistic and potentially dangerous when working with clients at risk 
for suicide. 

• A complete psychiatric history and evaluation is crucial to the assessment process. It may take 
several sessions to obtain a complete history and to assess chronic risk. 

Scenario: John 

John was becoming increasingly angry and despondent over his recent divorce and the ongoing and bitter 
child custody battle. Recently his supervisors had been critical of his work performance and John was worried 
about losing his job. As a 17-year-old, John had Made an impulsive suicide attempt by slashing his wrists after 
a girlfriend broke up with him. Moreover, when John was 11, his grandfather died by suicide using a pistol. 

The therapist decided that John was depressed as a result of his recent losses and current extreme life stress, 
but postponed an extended evaluation of suicidality for fear it might terrify and anger John and suggest to 
him the possibility of harming himself. The therapist wanted to wait until they had established an ongoing 
therapeutic relationship and then bring up the subject. 

During the next 2 sessions over a 10-day period, the therapist explored John's feelings about his recent 
divorce, custody battles, and problems at work. He was given homework assignments and a record-keeping 
diary to track his levels of anger and self-esteem. At the end of the second session, John thanked the therapist 
profusely and said he would not be able to make the next appointment, but would call to reschedule. 

The following week, John did not reschedule his therapy appointment. The therapist called his home and 
discovered that John had died by suicide, by shooting himself in the head, the evening after his last therapy 
appointment. 

doe6v,`k \if\ e..- l'k4.e....r. r'\ S 
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Ongoing collection of information and assessment of risk is important. 

• Collect assessment data at each psychotherapy session when suicide ideation and behavior are 

being targeted or have been targeted in the past. Collecting information is an ongoing process 

that is not limited to the initial interview or to specific acute periods during a suicidal episode. 

• Risk assessment is an ongoing process; individuals who were once suicidal may become suicidal 

again. 

• Be sure to re-assess risk in the following situations: 

— When precipitating event of a previous attempt reappears or is anticipated 

— Upon noticing signs of change in mental status or behavior 

— During times of increased stress , 

— Immediately after self-harm behavior 

— When there is a history or signs of emotional reactivity and behavioral instability 

— At times of management transition such as: 

• When there is a change in caregiver (e.g., rotation of residents in the hospital or during 

a therapist's vacation). The period of time surrounding a loss or change of a therapist is 

an especially vulnerable time for the suicidal client. 

. When there is a change in treatment setting. Re-assess frequently especially when 

entering a hospital, following discharge from the hospital, or when increasing privileges. 

• Change in treatment approach/medication. 

Competency #10: Elicit risk and protective factors ... 

Risk and protective factors can be elicited in the following ways: 

• Conducting a comprehensive clinical interview. [This will be discussed in more depth under 

Competency 11 and Competency 12.] 

• C'onducting interviews with significant\others. [This will be discussed in Competency 13.] 

• Requesting and reviewing clinical records from other providers, using release of information 

forms. [This will be discussed in Competency 13.] 

Information about specific risk/protective factors will be discussed later in the course. 

It is important to listen for the client's reasons for living and reasons for dying in the course of eliciting 

information about risk and protective factors. 

There is variability in how much each risk and protective factor can be modified. For example, having been 

sexually abused as a child is not modifiable; however, the effect of that past trauma on a client is modifiable. 

Modifying risk and protective factors should be a focus of treatment planning, as discussed in Competency #17. 
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Competency #11: Elicit suicide ideation, intent, plans, and related behaviors * 

* One of the eight competencies that we will focus on in greater depth in this course 

Introduction: Eliciting suicide ideation, intent, plans, and related behaviors 

A client may be reluctant to discuss suicide for any number of reasons including: 

• embarrassment 

• belief that suicide is a sign of weakness or immoral 

• fear of being labeled "crazy" 

• fear of being hospitalized 

• shame 

• not wanting to be thwarted 

Understand the strengths and limitations of self-report suicide assessment tools. 

• Completing a self-report rating tool may help a client to reveal his or her suicidality. 

• Although existing suicide assessment tools cannot predict future suicidal behavior, they can provide 

information that may help clarify a patient's thoughts, feelings and motivations. Accordingly, they can be 

seen as supplemental tools that may be helpful in gathering information needed for a risk formulation. 

They should never be substituted for direct interaction and a clinical interview. 

• Responses to self-report tools must be reviewed and discussed with the client before the patient leaves 

the site of care. If assessment instruments are used, one of the primary clinical tasks is to clarify 

discrepancies between what the client says in the interview and what is reported on the instrument. 

• Suicide-specific assessment instruments supplement the documentation in the medical record that a 

thorough suicide assessment was done. 

• Many instruments are described in the following two resources: 

— A Review of Suicide Assessment Measures for Intervention Research with Adults and Older Adults 

by Gregory K. Brown. This NIMH-funded report systematically reviews instruments with published 

reliability and validity and includes contact information about how to obtain these instruments. 

Available online at http://www.nimh.nih.govisuicideresearch/adultsuicide.pdf. 

— Assessment of Suicidal Behaviors and Risk among Children and Adolescents by David B. Goldston. 

(2000) Technical Report submitted to NIMH under contract 263-MD-909995. A critical overview of 

instruments used to assess suicidality in youth. Available as a book and online at 

http://www.nimh.nih.govisuicideresearchimeasures.pdf 
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Raise the topic of suicide in a non-threatening fashion, while making sure that the client understands what 
you are talking about. 

Indirect Methods 

• Sometimes you may choose to start with an indirect method 

— Example: "Have you been feeling so bad that sometimes you wish that you were dead or 
could go to sleep forever?" 

• There should be no ambiguity when asking about suicide. 

— Example to illustrate the point: The therapist asks, "Have you had any thoughts of wanting to 
hurt yourself?" and the client responds, "No." Because a large number of suicide risk factors 
are present, the therapist later asks, "Have you had any thoughts of wanting to kill yourself?" 
and the client responds, "Oh yes, I've thought about it a lot. I've stored up a lot of pills, and I 
may really try it someday." When the therapist asks why she had denied suicide earlier, the 
client replies, "You didn't ask me about suicide. You asked if I wanted to hurt myself. I hate 
pain. Taking pills is not going to be painful." 

• Asking questions in an indirect manner should always be followed with a direct method, even if the 
client (denies any death wishes. Direct wording such as "commit suicide" and "kill yourself" should 
eventually be used. 

Direct Method 

• Normalization: Normalization is a technique used as a gentle lead-in to a discussion of any sensitive 
topic. It lets the client know that other people have shared similar thoughts, feelings, or pains. With 
regard to suicide, the clinician might say: 

— "Sometimes when people feel as depressed as you have been feeling, it crosses their minds to 
kill themselves; have you had any thoughts like that?" 

— "Sometimes, when people feel this bad, it is not unusual for them to think, `you know, I'd 
rather be dead than to have to deal with this.' Have you had thoughts like this?" 

• Shame Attenuation (Shea, 1998): Shame attenuation is used to phrase a question so that a positive 
response by the client does not feel self-incriminating. It is asking the question from the framework in 
which the client, personally, may have rationalized his or her need to do the behavior in question. In 
raising the topic of suicide, shame attenuation looks like this: 

... 

— "With all of the pain that you have been having, has it crossed your mind to kill yourself?" 

— "You told me you were highly opposed to suicide, but I'm wondering, with all the immense 
stressors you've recently experienced, did you have some thoughts of suicide, even if just 
fleeting in nature?" 
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Shame attenuation consists of a preliminary statement or two, which gives the actualquestion a non-

accusatory tone. Shame attenuation can be extremely powerful for uncovering antisocial behavior as 

well as other sensitive material. 

• Important: Always ask twice about suicide using the direct methods. Never accept the first "No" at face 

value. Suicide is a taboo topic and at-risk individuals may only open-up after being asked twice in a 

slightly different way. Answers such as "no, not really" usually indicate that there has been some 

suicidal ideation. 

Remain aware of body language — the client's and your own. 

• Notice hesitancy and body language. 

• Appear unhurried and comfortable with talking about suicide. 

• Avoid note-taking while eliciting suicidal ideation. 

........--...,,

Notes: 

, 
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I EXERCISE: NORMALIZATION (10 minutes) 

Trainer demonstration of normalization 

Trainer: George, age 55, recently was laid off from his job. 

Volunteer participant: "My son is nothing but trouble; he was recently arrested for drunk driving. My wife 
said she would leave if I didn't go for counseling. I've been to so many doctors. I just don't feel good, but 
they can't find anything wrong. I told my wife I would only go to a therapist as a last resort. Here I am. I'm 
upset about losing my job. I don't feel well. I think she's going to leave me. I never see my son. I haven't 
felt this bad since I was 24 and my first girlfriend broke up with me. I felt so bad then that I cut myself." 

Trainer: Normalize the person's experience and ask about suicide. 

Participant practice with a partner 

Participant #1: Play the role of George and repeat the role-play above by saying the words that are in 
quotes. Or, play the role of Margaret and say the words below that are in quotes. 

Margaret is an 80-year-old, recently widowed woman with one son and 3 grown grandchildren. 

She says: "Since the moment I first heard my husband's diagnosis of end-stage cancer, I was desperate to 
stop time. But there was also a part of me that yearned to see the end of the anguished road we were on. 
Now we've reached the end of the road and he is dead. We had a happy life together, not without 
difficulties for sure. I find myself standing on the edge of life and the only thing I want to do is step off." 

.. Participant #2: Normalize the person's feelings and ask about suicide. 

Consider the following questions: 

s What did it feel like to normalize the client's feelings and ask about suicide? 

s What did it feel like to be asked about suicide? 

....... 

Notes: 

,. 
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Ask questions about suicide using a specific sequence or standard interview structure. 

Advantages of a standard interview structure: 

• Errors in suicide risk assessment may stem from incomplete or distorted information, which can happen 

more often if you do not have a specific sequence or standard structure when asking about suicide. 

• Having-a standard structure helps you to 

— Be thorough 

— Obtain specific and accurate information regardless of the circumstances. 

— Gather information quickly when time is limited 

— Collect necessary information while managing your emotional reaction in a challenging situation 

or with a challenging individual 

• Establishing a "usual and customary practice" is sound risk management. 

The following is a typical three-part structure to follow once suicidality has been established: 

1) Presenting situation 

2) History of suicidal thoughts and behaviors 

3) Current suicidality 

See details below. 

1) Presenting situation (complaint or incident) 

• Ask about the situation that lead to current suicidality. 

Build a therapeutic alliance, before getting into more detailed and 

sequenced questions about current suicidality. 

The information that is gathered is pertinent to risk formulation. 

Listen for contextual/interpersonal issues and 

stressors/precipitants presented in Resource Sheet #5: Clinically 

Relevant Risk and Protective Factors. 
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CULTURAL 
COMPETENCY 
CONSIDERATION 

It is important to 
understand the 

culture in which the 
client lives and what 
events may trigger 

shame, humiliation, 
or despair. 
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2) History of suicidal thoughts and behaviors 

• Explore the months and years prior to the presenting situation. For example, you might say, 

L"Before we talk in more depth about the current situation, have you ever had another time in 
your life when you thought about or attempted suicide?" 

• It is not important to elicit all the details of behavior that took place many years ago. 

The purpose for asking about history of suicidality is to: 

• Determine the most serious attempt, the most recent attempt and the approximate 
number of attempts, including characteristic features of those attempts such as: context 
(e.g. precipitant, method, outcome) and perceived lethality. 

• Discern the individual's past triggers for suicidal behavior, how similar they are to the 
current circumstances, and how often suicidal thinking and behavior occurs. 

\nLik "i)sep-cc-k-e \nt\c4u t 
3) Current suicidality 

• It is important to have established a therapeutic relationship with the client prior to asking about 
current suicidality. 

• Once trust has been maximized, explore the client's current ideation, recent behaviors (e.g., 
preparatory and rehearsal behaviors), plans, as well as his or her intent to die by suicide. The 
purpose of these questions is to collect information that will help you determine: if the client is 
currently (at the time of the interview/session) having thoughts of suicide, whether or not a lethal 
plan is in place, and the level of intent. 

> Ask about ideation 

• Frequency (e.g., How often do you think about suicide? Every month, week, day? 
Can you give me an example of the thoughts?) 

• Duration (e.g., How long do the thoughts last...a few seconds, minutes...longer? 
About how much time do you spend during a typical day thinking about suicide?) 

• Intensity (e.g., How intense are the thoughts? In other words, do you ever feel 
like you might act on the thoughts?) \ —10 

> Ask about preparation and rehearsals 

• Examples: researching methods; stock-piling drugs; purchasing a gun/ammunition 
or other actions to gain access to lethal means; placing a rope around one's neck 

> Ask about plans 

• Timing (e.g., Have you thought about when you might do it?) 

• Location (Where?) 

5 - 
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• Lethality (e.g., How likely do you think it is that you will die if you do this?) 

• Availability (e.g , Do you have available? Do you have access or could you 

get access to 7 ) 

> Ask about intent... (see below) 

Thoroughly explore intent. 

• Understanding the client's intent is critical to formulating risk. 

• Intent is by nature variable and fluid, though the specifics are not well understood. Intent can change 

significantly over very short time periods and can endure for longer periods than often recognized. 

• Exploring intent includes finding out: resti*-i i .-e&c- +Vve.kr. 

— What the client hopes to accomplish through suicide.

— How suicide (or death) is construed by the individual as the intended or preferred solution 

relative to other potential solutions (e.g., taking medication, being in therapy) 

— The strength of the client's intent to die by suicide. 

— The likelihood that the client will act on his or her thoughts/plans. 

• Start by summarizing or rephrasing what the client has said, such as: 

— "You have told me that you have not been functioning since your wife asked for a divorce and 

that you have had thoughts of ending your life." 

— "You are feeling that others will be better off if you were dead." 
• 

• Then ask direct questions about intent, such as: 

— "What would you hope to accomplish were you to act on those thoughts?" 

— "What do you imagine would happen if you killed yourself?" 

— "How much do you want to die?" 
• 

— "What do you think is the likelihood that you will take action (according to a plan, if it exists) to 

end your life?" 

Notes: 
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Carefully word questions to elicit accurate information. 

The following types of questions help uncover any topic that is sensitive or taboo, thus they are useful for 

uncovering suicidality. 

• Behavioral Incident (Pascal, 1983): Behavioral incident questions ask for specific facts, details or trains 

of thought, followed by questions about what happened next. The clinician specifically avoids asking 

about the client's opinion or impressions. With regard to suicide, the clinician might say: 

— "Exactly how many pills did you take?" 

— "Did you load the gun?" 

— "What did you do then?" 

• Gentle Assumption (Pomeroy, Flax and Wheeler, 1982): Gentle assumptions are designed to increase 
the likelihood that any sensitive material will be discussed more openly. When individuals are hesitant 
to discuss 'taboo' behaviors, clinicians can use the gentle assumption questioning technique to help 
ferret out the truth. With this technique, the clinician assumes that a given behavior has occurred, as 
opposed to asking whether or not it occurred. For example, in regard to suicide plans, a clinician 
would ask: 

— "What other ways have you thought of killing yourself?" rather than ask, "Have you thought 
of any other ways of killing yourself?" 

• Denial of the Specific (Shea, 1998): This technique is useful when the client provides a blanket denial 
to a more generic question, such as, "What other ways have you thought of killing yourself?" It is 
harder for the client to falsely deny each item from a list than to flatly deny all items in a generic 
category. Using denial of the specific, the clinician asks a series of questions about specific methods, 
thus forcing the client to deny or affirm each specific method. For the strategy to work, it is 
important that the clinician wait for an answer after each method. Examples related to suicide 
assessment include questions like: 

— "Have you thought about shooting yourself?" 

— "Have you thought about overdosing?" 

• Symptom Amplification (Shea, 1998): This technique is based upon the fact that individuals 

sometimes downplay or minimize the frequency or amount of their disturbing behaviors, such as the 
amount of suicidal ideation they are experiencing. Symptom amplification bypasses a person's 

tendency to distort by setting upper limits to the quantity in question. The limit is set at such a high 

level that, when the client downplays the amount, the clinician is still aware that there is a significant 

problem. For example: 

— "On the days when you are feeling the most suicidal, how much time do you spend thinking 

about killing yourself, 70%, 80%, 90% of the day?" 

— "How many pills did you take...50 pills, 100 pills, more than 100 pills?" 
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VIDEO: CLIENT INTERVIEW— ELICITING SUICIDE IDEATION, BEHAVIOR AND PLANS (10 minutes) 

, 

Consider the following questions: 

• What specific questions does the clinician use to elicit suicide ideation, intent, plans, and 
related behaviors? 

• How did the client respond when asked about suicide? 

• How does the clinician handle the client's reluctance to talk about suicide? 

• How did the therapist maintain a collaborative, non-adversarial stance? 

• What desirable attitudes were demonstrated by the therapist? 

• How does the therapist motivate the client? 

Key points: 

• Clinicians should not wait for the client to "leak" evidence of his or her suicidality, verbally or 
nonverbally. By raising the issue first, the therapist may dismantle the client's fears about 
being perceived as bizarre, weak, immoral, or imperfect in some way. 

• Talking about suicide does not create nor increase risk. Talking about suicide reduces the risk. 

• Open talk and genuine concern about a client's thoughts of suicide are sources of relief and 
often key elements in preventing the immediate danger of suicide. 

• Avoiding the subject of suicide can actually contribute to a client's suicidality. 

— Avoidance contributes to the client's sense of not being heard, being unworthy (of 
reasonable attention), of being a non-being. Suicide, then becomes a way of making the 
sense or feeling of being a non-being into a reality. 

— Avoidance of the topic leaves a person at risk feeling more alone and perhaps with even 
less energy to find someone else who would be more helpful. 

Notes: 
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Competency #12: Elicit other signs of suicide risk 

Conduct a mental status exam. 

• It is important to conduct a mental status exam to assess the client's overall functioning. Mental 

status observations are essential to the evaluation and formulation of risk, particularly where there 

may be subtle hints of a thought disorder. 

Assess for the presence and severity of the following signs and symptoms as indicators of suicide risk. 

• Psychic pain: hurt, anguish, misery. Note this is not • Anxiety/panic 

stress or physical pain. 

• Perceived burdensomeness 

• Stress: general feeling of being pressured or 

overwhelmed 

• Agitation: emotional urgency; feeling that you need 

to take action; not irritation; not annoyance 

• Hopelessness: expectation that things will not get 

better no matter what you do 

• Self-hate: general feeling of disliking yourself; no 

self-esteem; no self-respect 

• Depressed mood 

• Anger 

• Anhedonia 

• Impulsivity 

• Poor reality testing 

• Sleep disturbances 

• Command hallucinations 

• Intoxication 

• Aggressive tendencies or history of violent 

behavior 

• Recklessness 
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Obtain information about DSM-IV-R Diagnosis 

DSM-IV-R Diagnoses associated with heightened risk. Those most associated with heightened risk in youths 
are marked with an asterisk (*). 

• Mood disorder: Depressive or Bipolar Disorder * 

• Psychotic disorder: Schizophrenia 

• Alcohol/Drug Abuse or Dependence * 

Conduct a homicide inquiry if appropriate. 

• Cluster B Personality Disorder (Antisocial * 
/Borderline) 

• Conduct Disorder * (aggression *) 

• Bulimia/Anorexia 

• Anxiety Disorder/PTSD 

• A homicide inquiry is especially appropriate in postpartum women and in character disordered or 
paranoid males dealing with loss or humiliation. 

Note on eliciting signs of suicide risk: Public messaging about suicide "warning signs" 

• A list of empirically validated Warning Signs have been developed for the purpose of 
educating the public about signs that should tip them off that someone may be suicidal. 

• The signs overlap with many of the areas we've just discussed, but are not a complete list 
of things to consider in a clinical assessment of risk. 

• From time to time, you may receive referrals from someone whose risk came to the 
attention of a friend or loved one because they displayed one or more of the warning 
signs. 

• The warning signs are presented in Resource Sheet #9 so participants will be familiar with 
information that has been widely disseminated to the public. They should not be the basis 
for your professional assessment of suicide risk. 
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Competency # 13: Obtain records and information from collateral sources as appropriate. 

Take specific steps to obtain records from previous care providers and involve other people as 

appropriate. 

See Resource Sheet 4*1.0: Collateral Sources of Information. 

Factors to consider when obtaining records and information from other 

sources: 

• Institutional constraints 

• The need to protect confidentiality when transmitting 

patient information 

• The impact on the therapeutic alliance with the client. 

Collect additional information from other people, with the client's 

permission, when you: 

• Note a discrepancy in the information provided by the client 

• Feel uncertain about suicidal risk 

• Are concerned that there is a high acute risk of suicide 

• Have reason to doubt the competence of the client to 

provide accurate information 

CULTURAL COMPETENCY 

CONSIDERATION 

In youth, assessment 

information should include 

information provided by 

the child or adolescent as 

well as parents, guardians, 

or significant others. 

For some individuals 

depending on their cultural 

background, it may be 

helpful, with the client's 

permission, to gather 

information from religious, 

tribal or spiritual leaders. 

The client may like another person to be involved in providing information and in their ongoing care 

management. 

Notes: 
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Summary: Collecting Accurate Assessment Information 

Resource Sheets containing information related to this section: 

• Resource Sheet #5: Clinically Relevant Risk and Protective Factors 

• Resource Sheet #6: The Phenomenology of Suicide 

• Resource Sheets #7 and #8 for examples of questions and sequencing of questions related to 
eliciting suicide ideation, intent, plans, and related behavior 

• Resource Sheet #9: Public Messaging About 'Warning Signs" 

• Resource Sheet #10: Collateral Sources of Information 

• Resource Sheet #17: Understanding Youth Suicidal Behavior and Suicide 

Sources for additional information are listed in Resource Sheet #4: Suicide Prevention Resources and 
References. 

Personal Action Plan and Journal 

Turn to your Personal Action Plan and Journal. Take a couple minutes to write about: 

• Changes you may incorporate into their practice related to collecting accurate assessment 

information. 

• Thoughts and feelings about suicide or concerns about working with individuals at risk for 
suicide 
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FORMULATING RISK 

Overview of Formulating Risk 

Formulating risk includes the following core competencies: 

#14: Make a clinical judgment of the risk that a client will attempt or complete suicide in the short and long 

term 

#15: Write the judgment and the rationale in the client's record 

• 
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Competency #14: Make a clinical judgment of the risk that a client will attempt or complete suicide in the 
short or long term * 

* One of the eight competencies that we will focus on in greater depth in this course 

Introduction: Make a clinical judgment of suicide risk 

• Go beyond relying on a single piece of information (e.g., client self-report). 

— Potential suicide depends on the interplay of biological, cultural, social, familial, and 
socioeconomic factors, coupled with individual psychological characteristics, i.e., the bio-psycho-
social-cultural context. 

— Look for inconsistencies between a denial of suicidal ideation and the person's presentation, 
depressive symptomatology, acute risk factors, or mental status. 

— In adolescents in particular, assessment information should always be drawn from several 
sources, including the child or adolescent, parents or guardians, school reports, and any other 
individuals close to the child and from whom information can be obtained. 

• Consider current research data. 

— Be familiar with the risk and protective factor research specific to the population groups you 
treat. 

— Stay current with the latest research and consider how to apply research findings to clinical 
practice. 

• Understand that there are no proven objective methods for making valid assessments of risk for suicide or 
a suicide attempt. Ultimately, the formulation of risk is a clinical judgment. 

— Different clinicians (including experienced suicidologists) may make different judgments. 

— Because each individual is unique, the nature of assessment and formulation of risk is difficult. 
What may indicate suicide risk in one person might have different significance for another person. 

Definitions related to the formulation of risk 

ACUTE RISK 

High acute risk: A person who has recently engaged in a potentially lethal suicide attempt or taken actions in 
preparation to kill himself or herself is at high acute risk for suicide. A person who is experiencing persistent 
ideation with a strong intent to die by suicide or a suicide plan is at high acute risk for suicide. 
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Imminent risk is a medical-legal term. If a person is at high acute risk, this is synonymous with 

imminent risk. Imminent risk means that the person is unsafe and needs to be protected because he 

or she has the means and intent to kill himself or herself in the very near term (i.e., minutes, hours, or 

days), unless an intervention occurs. Action must be taken and hospitalization must be considered 

unless a significant change reduces risk. Assessment of imminent risk must be documented in the 

client's record. If the person is hospitalized (or not) the rationale must be included in the client 

record. 

Moderate acute risk: A person at moderate acute risk of suicide has suicidal ideation with a plan, but no intent 

or behavior. Moderate acute risk is consistent with the notion of a "suicidal crisis" or episode. 

Low acute risk: A person at low acute risk of suicide has thoughts of death but n_L: ....,0 specific Rtp,n, intent, or 

behavior. 

1 2 3 4 5 6 7 8 9 

Low Medium High 

Acute risk of suicide 

CHRONIC RISK 

Acute risk is fluid and perhaps best thought 

of as a continuum...rising and falling with the 

emergence and waning of intent. Acute risk 

is also time-limited and expected to diminish 

with time. 

Chronic risk: A person at chronic risk of suicide has risk factors (including non-modifiable ones, such as history 

of suicide attempts and a history of physical or sexual abuse) that will confer risk for an extended period of 

time into the future or for a lifetime. A person at chronic risk of suicide may have ongoing or periodic 

thoughts of suicide. 

Chronic risk may be described as present or absent. 

A person who experiences chronic or ongoing suicidality may experience acute risk at times. 

Integrate and prioritize the information that has been collected from all sources. Then assess risk of 

suicide. 

Consider all the following: 

Suicidality: 

past & present 

Mental 

disorders 

Mental status Other factors 

, 
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Suicidalitv: past & present 

Perhaps the most important consideration for risk assessment is previous history of suicide attempt in 

combination with current suicidal symptoms, especially intent. 

There is converging evidence that clinically important differences exist among suicide ideators, single 

attempters, and multiple attempters. 

• For ideators, risk factors do not necessarily translate into high acute risk. A large portion of the 

general population acknowledges suicidal ideation at some point during their lives; a still higher 

portion of those presenting in mental health settings note at least some suicidal ideation. Thus 

the presence of some suicidal symptomatology is not, unto itself, very discriminating. 

• Most individuals who die by suicide die on their first attempt. 

• Most individuals, who make a non-fatal suicide attempt, do so only once. However, multiple 

attempters obviously were once single attempters; thus, a portion of single attempters will 

become multiple attempters. 

• Risk rating for multiple attempters (those who have attempted 2 or more times) is perpetually 

elevated as a result of the type, chronicity, and severity of psychopathology. 

The most important risk factor for future behavior is past behavior, thus a previous 

history of suicide attempt in combination with current suicidal ideation or plans with 

intent is high acute risk. Extreme example: A client who just attempted suicide and 

expresses regret or anger that the attempt was not fatal. 

Anyone who displays plans, preparatory behaviors, and significant intent should be 

designated as high acute risk. 

For any individual, the existence of notable general symptomatology combined with 

resolved plans and preparation translates to at least moderate acute risk. 

For multiple attempters, a significant finding of other risk factors translates into at least 

moderate acute risk. 

Depending on assessment of remaining factors described beloW, the presence of general 

symptomatology in a non-multiple attempter, combined with suicidal intent and ideation 

(but not resolved plans and preparation) indicates low to moderate acute risk. 

— Hopelessness is a stronger predictor of suicidal risk than depressed mood. 

— Sleep disturbances, particularly if accompanied by agitation, must be 

considered more serious. 

— Command hallucinations must be taken seriously when they refer to suicide 

or homicide). 

— Impulsivity considerations. 
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Suicide thoughts (wishes) are clinically noteworthy, but in the absence of plans, 
preparation and intent are not enough for designation of moderate or high acute risk 
unless they are a multiple attempter or unless other assessment domains indicate 
otherwise. 

Note: Writing about suicide doesn't necessarily increase risk; writing about suicide may 
have a protective function if it reduces impulsive and maladaptive problem solving and 
allows for more effective emotion regulation 

When there is evidence (either subjective or objective) that indicates an escalation of intent to act, the 
response has to be more restrictive (to the point of hospitalization). 

• Discrepancies between subjective statements and objective behaviors/observations have to be 
carefully weighed and evaluated. 

— Preparatory and rehearsal behaviors are objective evidence of intent. 

— Once someone starts to provide objective evidence of intent they are literally, already 
acting on their plan. 

• High acute risk is closely related to active intent, either subjectively expressed and/or behaviorally 
implied. 

Note: Risk factors are only important in the context of active suicidality. That is, contextual/interpersonal risk 
factors alone--without active suicidal ideation, plans, behaviors and intent or severe psychiatric symptoms--do 
not elevate acute risk. 

Mental disorders, including substance abuse/dependence 

The presence and severity of Axis I and II symptomatology is an important consideration and must be weighed 
heavily in the formulation risk. 

A person with a psychiatric diagnosis and severe symptoms or an acute precipitating 
event is at high acute risk. Protective factors (regardless of strength or number) are not 
relevant. 

A person experiencing a major depressive episode concurrent with alcohol dependence 
should be considered high acute risk. 
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Mental status/state of mind/behavior 

Stressors may have greater or lesser impact, depending on the individual. For example, the impact of 

financial loss generally is greater for males than females; relationship break-ups have a greater impact on 

adolescents than young adults; death of a spouse has a greater impact on an elderly male who has taken care 

of his wife for years. 

High levels of distress combined with history of multiple attempts, even in the absence of 
resolved plans and preparation, usually indicates moderate or high acute risk. 

Notable stress (distress) combined with suicidal symptoms of resolved plans and 

preparation indicates at least moderate acute risk. 

Notable stress (distress) in a non-multiple attempter with suicide ideation indicates low to 
moderate acute risk. 

Impulsivity must always be assessed and considered in relation to other factors. 

Impulsive multiple attempters are at least moderate acute risk. 

Any individual who displays impulsivity in combination with resolved plans and 
preparation is at least moderate acute risk. 

Depending on assessment of remaining factors described below, impulsivity in a non-

multiple attempter, either alone or combined with ideation (but not resolved plans and 
preparation) indicates low to moderate acute risk. 

— Hopelessness is a stronger predictor of suicidal risk than depressed mood. 

— Sleep disturbances, particularly if accompanied by agitation, must be 
considered more serious. 

— Command hallucinations must be taken seriously when they refer to suicide 
or homicide). 

Notes: 
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Other factors to consider 

Reliability of information gathered 

It is important to assess the client's motivation to minimize 

risk and motivation to exaggerate risk. 

The most important factor in assessing and collecting 

accurate information is the establishment of a collaborative 

therapeutic relationship based on trust. 

Therapeutic relationship 

A strong therapeutic relationship (in the presence of skilled 
assessment and management) probably lowers risk to some 

extent, but is not sufficient in and of itself to prevent a future 

attempt. 

Transitions, including change in treatment 

CULTURAL COMPETENCY 

CONSIDERATION 

Consider developmental, cultural, 
and gender-related issues when 
formulating risk. 

Many cultures have coded words 
that may not make sense to a person 
unfamiliar with the culture. When in 
doubt, ask your client to help you 
understand. 

Pay close attention to idioms, 
metaphors, general terms and ideas 
common to your client's culture. 

The clinician should be aware of possible acute elevations in risk with changes in treatment frequency or 
intensity following a suicidal episode. 

Noteworthy transitions include discharge from an inpatient unit or arrest/incarceration. 

Protective factors 

In general, protective factors do not counteract high acute risk because symptom severity compromises 
the individuals' ability to function, e.g. impaired mental status. 

Protective factors are only relevant in the context of active suicidality. 

Protective factors, if many and strong, can moderate a designation of moderate acute risk 

to one of low acute risk. 

For example: a non-multiple attempter who expresses plans and preparation, has no 
other risk factors, but completely lacks protective factors could be viewed as moderate 

acute risk, whereas the same person with several protective factors could be viewed as 

low acute risk. 
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I EXERCISE: FORMULATION OF RISK 

You will have 10 minutes to think about and formulate an assessment of risk for Anna, the client 

portrayed in the video, using the worksheet presented on the next pages. 

The purpose of the exercise is to practice making a judgment about risk with the information that has 
been provided in the video, understanding that the information is not entirely complete. 

The Worksheet for Formulation of Risk begins on the next page. 
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Worksheet for Formulation of Risk 

OVERVIEW 

A comprehensive suicidality assessment was conducted due to: 

CI Referral source identified suicidal symptoms or risk factors. 

O Client reported suicidal thoughts or feelings on intake paperwork/assessment tools. 

(Please attach a copy of the assessment instrument with applicable items circled.) 

LI Client reported suicidal thoughts or feelings during the intake interview 

O Recent event already occurred. If yes, please indicate what occurred: 

Z1 Actual suicide attempt 

O Interrupted attempt by someone or something else 

O Aborted attempt, client stopped him or her self 

CI Preparatory acts or behavior 

O Other: 

SuICIDALITY— CURRENT 

Suicide ideation 

O No 

CI Yes 

Frequency: Never Rarely Sometimes Frequently Always 

Intensity: Brief and fleeting Focused deliberation Intense rumination 

Other: 

Duration: Seconds Minutes Hours 

Plan 

O No 

O Yes Describe: 

Preparatory acts 

CI No 

LI Yes Describe: 

7 
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Worksheet for Formulation of Risk — continued 

Rehearsal 

O No 

O Yes Describe: 

Intent 

U Strong 

LI Moderate 

U None 

Reasons for dying 

CI No 

U Yes Describe: 

Reasons for living 

O No 

U Yes Describe: 

SUICIDALITY— PAST 

Ideation 

Cl No 

CI Yes Describe: 

Attempts 

CI No 

U Yes Describe: 
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Worksheet for Formulation of Risk — continued 

CONTEXTUAL/INTERPERSONAL RISK FACTORS 

D Social isolation 

LI Exposure to suicidal behavior 

• Media exposure 

• Local clusters (e.g., school) 

O Developmental/family history 

• History of physical or sexual abuse 

• Family history of mental disorder, drug abuse, suicide 

• Chaotic family history (e.g., separation or divorce, change in caretaker, change in 

living situation or residence 

CI Victim of bullying 

CI Discrimination related to being lesbian, gay, bisexual, transgender (adolescent suicidal 

behavior) 

ID Access to, or familiarity with, lethal means 

• Firearms 

• Medications 

PRECIPITANTS/STRESSORS 

Triggering events leading to shame, humiliation, or despair 

El No 

O Yes Describe: 

• Loss of relationship 

• Health 

• Legal/disciplinary problems/incarceration 

• Financial 

• Unemployment 

• Conflict 

Severe physical illness, impairment, or pain 

CI No 

O Yes Describe: 
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Worksheet for Formulation of Risk - continued 

DSM-IV-R DIAGNOSIS 

Axis I: Axis III: Axis V: 

Axis II: Axis IV: None 

Alcohol or drug abuse/dependence 

CI N so 

CI Yes Describe: 

MENTAL STATUS/STATE OF MIND/BEHAVIOR 

Impaired mental status 

Psychic pain 

Perceived burdensomeness 

Stress 

Agitation 

Hopelessness 

Self-hate 

Depressed mood 

Anxiety/panic 

I 

1 2 3 4 5 6 7 8 9 10 

Low High 

1 2 3 4 5 6 7 8 9 10 

Low High 

1 2 3 4 5 6 7 8 9 10 

Low High 

1 2 3 4 5 6 7 8 9 10 

Low High 

1 2 3 4 5 6 7 8 9 10 

Low High 

1 2 3 4 5 6 7 8 9 10 

Low High 

1 2 3 4 5 6 7 8 9 10 

Low High 

1 2 3 4 5 6 7 8 9 10 

Low High 

1 2 3 4 5 6 7 8 9 10 

Low High 
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Worksheet for Formulation of Risk - continued 

MENTAL STATUS/STATE OF MIND/BEHAVIOR (continued) 

Anger 

Anhedonia 

Impulsivity 

Poor reality testing 

Sleep disturbances 

Command hallucinations 

Intoxication 

Aggressive tendencies 

Recklessness 

Onset of symptom clusters: 

1 2 3 4 5 6 7 8 9 10 

Low High 

1 2 3 4 5 6 7 8 9 10 

Low High 

1 2 3 4 5 6 7 8 9 10 

Low High 

1 2 3 4 5 6 7 8 9 10 

Low High 

1 2 3 4 5 6 7 8 9 10 

Low High 

1 2 3 4 5 6 7 8 9 10 

Low High 

1 2 3 4 5 6 7 8 9 10 

Low High 

1 2 3 4 5 6 7 8 9 10 

Low High 

1 2 3 4 5 6 7 8 9 10 

Low 

Duration of symptom clusters: 

CHANGE IN TREATMENT 

D Discharge from psychiatric hospitalization 

0 Change in therapist 

LI Change in treatment approach/medication 

High 
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Worksheet for Formulation of Risk - continued 

OTHER FACTORS TO CONSIDER 

Therapeutic alliance 

U Poor Describe: 

O Moderate 

O Good 

Information gathered seems reliable 

El No Describe: 

O Yes 

Recent transition — e.g., discharge from an inpatient unit or arrest/incarceration 

CI No 

LI Yes Describe: 

PROTECTIVE FACTORS 

O Clinical care 

(-.3 Family & community support 

O Resilience 

CI Coping skills 

O Frustration tolerance/emotion regulation 

O Cultural or religious beliefs that affirm life and discourage suicide 

FORMULATION OF RISK —ASSESSMENT OF ANNA 

Acute risk 
O High acute risk 
O Moderate acute risk 
D Low acute risk 

Chronic risk 
O Present 

U Absent 

If present, summarize the indicators of chronic risk. 
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Competency #15: Write your judgment and rationale in the client's record. 

From a legal standpoint, documentation and articulation of your risk assessment and rationale is most important. 

• An assessment of risk must be made and documented in the client's record, even when information is 

incomplete, ambiguous, or contradictory. 

• As new information becomes available and circumstances change, the assessment of risk also should be 

reconsidered and possibly modified. 

Summary: Formulating Risk 

Summary of key points: 

• Differentiate between acute and chronic risk. 

• Go beyond a single piece of information. 

• Ultimately, the formulation of risk is a clinical judgment. 

• Though the available information collected at any given time may be incomplete, ambiguous, or 

contradictory an assessment of risk must be made and documented in the client's record. 

• As new information becomes available and circumstances change, the assessment of risk also 

should be reconsidered and possibly modified. 

• From a legal standpoint, documentation and articulation of your risk assessment and rationale is 

most important. 

• Understand the importance of recent discharge from an inpatient facility for a suicidal crisis. 

There exists a need for immediate evaluation. 

Resource Sheets related to this section: 

• Resource Sheet #15: Additional Information about the Clinical Interview Portrayed in the AMSR 

Video 

• Resource Sheet #16: Formulation of Risk 

Personal Action Plan and Journal 

Turn to your Personal Action Plan and Journal. Take a couple minutes to write about: 

• Changes you may incorporate into your practice related to formulation of risk 

• Thoughts and feelings about suicide or concerns about working with individuals at risk for suicide 
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DEVELOPING A TREATMENT AND SERVICES PLAN 

Overview of Developing a Treatment and Services Plan 

Developing a treatment and services plan includes the following competencies: 

#16: Collaboratively develop a crisis response plan that assures safety and conveys the message that the 
client's safety is not negotiable 

#17: Develop a written treatment and services plan that addresses the client's immediate, acute, and 
continuing suicide ideation and risk for suicide behavior. 

#18: Coordinate and work collaboratively with other treatment and service providers in an inter-disciplinary 
team approach 

Collaborative treatment planning is different from traditional treatment planning in the following ways: 

• Traditional treatment planning is usually done after a session by the clinician, sometimes in consultation 
with colleagues. The clinician then enacts the plan, often times not explicitly letting the client know what 
is being planned. 

• In collaborative treatment planning the client and therapist, in a sense, co-author the treatment plan. 
The client's input is solicited directly and used to inform, prioritize, and shape the treatment problems 
and goals; and used to create reasonable interventions and timetables for meeting identified goals. 

• Collaborative treatment planning includes: 

- Providing the client and family members/significant others with a summary of assessment 
findings and implications for next steps. 

- Focusing on suicidality as the primary clinical target. 

- Assessing the client's ability to understand and participate in treatment and to form a therapeutic 
alliance. 

— Communicating the clinician's judgment of suicide risk to the client and family/significant others 
with a signed release from an adult client. 

• Collaborative treatment planning with the client strengthens and deepens the therapeutic alliance. The 
individual is fundamentally engaged as a critical partner in the assessment and treatment of his or her 
suicidality. 
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Competency #16: Collaboratively develop a crisis response plan that assures safety and conveys the 
message that client's safety is not negotiable * 

* One of the eight competencies that we will focus on in greater depth in this course 

The "no-harm", or "no-suicide contract" should not be used to prevent suicide. 

• Although widely used, the no-harm, or no-suicide contract has not been demonstrated to reduce suicide. 

• Reliance on a contract may reduce a clinician's vigilance or lead to unwarranted comfort about a person 

without reducing his or her suicide risk. A client's discharge or hospitalization should not be based on the 

person's willingness or reluctance to enter into a no-suicide contract. 

• The term "contract" implies more concern for legal aspects of practice than the clinical process. 

• While a no-suicide contract should not be presumed to prevent suicide, it may be useful in opening up 

conversation about available support systems. A no-suicide contract can be used as a "probe" to 

understand the client's and the family's ability to institute change. 

• A no-suicide contract is NOT recommended for use with new clients, in emergency room settings, or with 

psychotic or impulsive individuals. 

Clinicians should collaboratively develop a crisis response plan with clients who are likely to experience 
future suicidal episodes. 

• A crisis response plan is fundamentally different than a "no-suicide" contract. 

• A crisis response plan (CRP) defines specific steps the client will take during periods of crisis. 

— The first several steps in the CRP involve self-management, in an effort to build crisis 

management skills. 

— The final few steps should include external intervention, including phone contact before accessing 

emergency services. 

• It is important to modify the CRP during the course of treatment, reflecting changes in the client's skill in 

self-management and need for external intervention. 

• A CRP helps to: 

— Facilitate honest and productive communication about suicidality. 

— Assist in establishing and maintaining a collaborative process. 

— Facilitate active involvement of the patient in the treatment process, including readily accessing 

emergency services when and if needed. 
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• Tips for creating and implementing a collaborative crisis response plan: 

1.) Write the steps on a 3x5 card or the back of a business card. 

2.) Be specific about what constitutes a crisis and triggers use of the CRP. 

3.) Request that the client practice the steps before finalizing the agreement to find out if the client 
has the skills required to conduct the actions. 

4.) Observe and assess the client's reaction to the plan. 

5.) Make ongoing modifications as the client's risk changes 

7 

VIDEO: CLIENT INTERVIEW— COLLABORATIVE PLANNING (18 minutes) 

After viewing the video, consider the following questions: 

• How did the therapist introduce the subject of developing a crisis response plan...how does he 
frame this phase of the interview? 

• What are key features of this process? 

• How did the client respond to this process? 

• How did the therapist maintain a collaborative, non-adversarial stance? 

• What is the client's "take home message" from this phase? 

Notes: 
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Sample Crisis Response Plan 

or Safety Plan 

1. Relaxation technique: 

2. Physical activity: 

3. Contact family member or significant other: 

4. Move to another location away from immediate stressor: 

5. Call my therapist or emergency 

numbers: 

6. Write in my journal if therapist is not available or until emergency help arrives. 

The one thing that is most important to me 

and worth living for is: 

Emergency Numbers. 

Therapist:  

Crisis Center: 

Emergency Room: 

Natonal Suicide Prevention Lifeline 

1-800-273-TALK (8255 

_ 
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Competency #17: Develop a written treatment and services plan that addresses the client's immediate, 

acute, and continuing level of suicide ideation and risk for suicide behavior 

* One of the eight competencies that we will focus on in greater depth in this course 

Introduction: Develop a written treatment and services plan 

The written treatment and services plan should include the following two items: 

1) How you will address risk and protective factors that are amenable to change 

2) The setting and frequency of interventions for specific periods of time 

• Periods of time: 

- Immediate 

- Acute 

- Continuing care 

- Maintenance of resolved suicidality 

• Setting: 

— American Psychiatric Association Practice Guidelines (Jacobs & Brewer, 2004) recommend 

the least restrictive environment that still provides safe and effective treatment. 

The sample treatment planning template on the next page provides an example of what might be included in a 

written treatment and services plan. 

Address risk and protective factors that are amenable to change 

The following treatment planning template includes examples of risk and protective factors amenable to change. 

Refer to the following chart, presented in SPRC's SAFE-T Card, for further discussion of risk and protective factors. 

, 
RISK LEVEL RISK I PROTECTIVE FACTOR SUICIDALITY POSSIBLE INTERVENTIONS 

Psychiatric diagnoses with severe 
High symptoms, or acute precipitating event; 

protective factors not relevant 

Potentially lethal suicide attempt or 
persistent ideation with strong intent or 
suicide rehearsal 

Admission generally indicated unless a significant 
change reduces risk. Suicide precautions

Moderate Multiple risk factors, few protective factors 
Suicidal ideation with plan, but no intent 
or behavior 

Admission may be necessary depending on risk factors. 
Develop crisis plan. Give emergency/crisis numbers 

Modifiable risk factors, strong protective Low factors Thoughts of death, no plan, intent or behavior 
Outpatient referral, symptom reduction. 
Give emergency/crisis numbers 

-a 

Notes: 
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Sample Treatment Plan Template 

Immediate Response 

Suicide Risk Factor Treatment Goal Intervention Progress 

Multiple past attempts 

Intoxicated 

Lethal means in the home (has 
gun) 

Safety 

Acute Response 

Suicide Risk Factor Treatment Goal Intervention Progress 

Suicide ideation when thinking 
about spouse who died 

Drinking alcohol and taking pain 
medication 

Severe anxiety 

Connect with family members 

Provide external support while 
building client's inner resources 

• ideation does not result in 
suicidal behavior 

• Substitute alternative, 
non-destructive coping 
strategies 

• Symptom reduction 

• Enhance protective factor 

Continuing Care 

Suicide Risk Factor Treatment Goal Intervention Progress 

Abusive family member of 
significant other 

Self-hate 

• Address environmental 
influences; Fortify reasons 
for living; Facilitate 
problem-solving; Treat 
the underlying disorder 

• Move from stressful 
environment 

Maintenance of resolved suicidality 

Suicide Risk Factor Treatment Goal Intervention Progress 

Emotional dysregulation, lack of 
social supports, deficits in 
interpersonal skills 

Reduce modifiable risk factors 
that contributed to prior 
suicidality 

Poor problem-solving Strengthen protective factors 
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Specify the setting and frequency of interventions for specific periods of time: immediate, acute, 
continuing care, maintenance of resolved suicidality 

IMMEDIATE RESPONSE 

The immediate response should be focused on the client's safety. 

Restrict access to lethal means and safeguard the client's environment 

• When suicidality is present, the minimal response is to restrict access to lethal means of self-harm and 
take active steps to safeguard the client's environment. 

• Be explicit. Client and family members/significant others must be... 

— Told to remove or restrict access to firearms, lethal medication (including large quantities of 
over-the-counter medicines, such as Tylenol), and other potentially lethal substances and 
objects do t-1‘4 e+ -0„e_v, \e,,,,,akt, W,51,,- ve.,4),,,k 14.4, 4 fyve,--\hcc\5 

— Warned about the dangerous effects of alcohol and other drugs in a vulnerable, at-risk 
individual. 

• A decision must be made about whether lethal methods must be removed totally from the client's 
environment or whether the client's access to them can reasonably be restricted (such as locking up 
the weapon or medication or removing ammunition). 

• Issues of confidentiality and trust versus safety may arise if the therapist must contact persons other 
than the client to remove lethal means. 

• Getting the client's consent is helpful and necessary unless he or she is judged to be at imminent risk. 

• Continue to cultivate a collaborative therapeutic relationship by emphasizing alleviation of pain over 
restriction of freedom. 

Consider hospitalization 

• Each clinician has his or her own level of tolerance related to safety and the need for hospitalization. 

• Note the following information about state statutes: 

— 85% of state statutes concerning commitment require dangerousness to self to be as a result 
of a mental illness. Only two jurisdictions mandate involuntary commitment if a person is 
deemed to be an imminent harm to self. Each state defines mental illness differently (Werth 
2001). 

— If a therapist believes that suicidality means that a person has a mental illness, more must be 
documented and proved before involuntary hospitalization can take place. 
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— The American Psychiatric Association developed a model state law on civil commitment of the 

mentally ill which states that in order to be eligible for civil commitment a person had to meet 

four criteria: 

1) Have a severe mental disorder 

2) Lack capacity to make a reasoned treatment decision 

3) Have a treatable condition 

4) Be likely to harm self or others 

• Should intent and the risk of imminent suicide remain high, hospitalization must be considered in 

order to provide sufficient sanctuary and time to achieve stabilization. 

— Hospitalization may be the best option for some individuals at certain points in time. 

— Hospitalization is standard of care in certain cases, such as psychosis, intoxication with intent. 

• Be careful not to promise your client that he or she will not be hospitalized. Hospitalization is not 

punishment. 

• Benefits of hospitalization must be weighed against their possible negative effects. 

• The rationale for a decision to hospitalize or not to hospitalize should be documented. 

Hospitalization checklist 

Hospitalization should be strongly considered if any of the following items apply. A 

decision to continue out-patient care would have to be justified and well documented. 

O Is the individual psychotic or intoxicated (i.e. impaired mental status)? 

CI Are symptoms so severe as to limit the individual's ability to actively engage in 

treatment and follow a crisis response or safety plan? 

O Does the individual voice "intent" or motivation to act on his or her suicidal 

thoughts? 

O Does he or she refuse to develop and follow a crisis response plan (or safety 

plan)? 

O Does he or she express variable intent (i.e. it comes and goes), have access to a 

lethal method and refuse to give up access? 

O Along with variable intent, does the individual continue to engage in episodic 

substance abuse (and refused to stop substance abuse) and have a history of 

previous suicide attempts while intoxicated? 

O Do objective markers of intent (e.g. preparation and rehearsal) indicate clear 

intent and does the individual refuse to give up access and/or use a crisis 

response plan? 
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VIDEO: CLIENT INTERVIEW— MANAGEMENT OF CARE (RESTRICTING ACCESS TO LETHAL MEANS) 8 min. 

(Note: This video clip is OPTIONAL.) 

SPRC offers the online course Counseling on Access to Lethal Means (CALM). The course explains why means 
restriction is an important part of a comprehensive approach to suicide prevention and teaches how to ask 
suicidal patients/clients about their access to lethal means and work with them and their families to reduce 
their access. For more information, go to http://training.sprc.ore 

I 

Notes: 

ACUTE RESPONSE 
Acute response is focused on providing external support while building the client's inner resources. 

• Early in the course of therapy with a suicidal individual, or when suicidality first arises with an existing 
client, it is often necessary for the therapist to take a highly active role in assisting the person to find 
solutions to problems and resolve crises. 

• Monitor at-risk behavior and include appropriate levels of observation, supervision, and management 
that match the client's risk of suicide. 

• Protective factors may be enhanced; for example, the client's support system can be strengthened by 
educating family/significant others. 

• Somatic interventions (medication and/or electroconvulsive therapy) are often used for acute 
symptom relief. 

• High-risk symptoms, such as anxiety, agitation, hopelessness, and insomnia should be targeted first to 
reduce acute suicide risk. 

Consider medication 

• Medication may be necessary for symptom relief. 

— There is a high correlation between the exacerbation of symptoms of certain psychiatric 
disorders and suicidal behaviors. 

— The active presence of symptoms associated with depression, schizophrenia, bipolar disorder, 
alcohol or other substance abuse, panic disorder, and generalized anxiety disorder 
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have clinical correlations with suicidal ideation and behaviors. In short, the active phase of the 

illnesses themselves may contribute to the expression of suicidal ideation and behaviors. 

— Many types of medications - antidepressants, antipsychotics, mood stabilizers (e.g., lithium) 

and anxiolytics (e.g., benzodiazepines) - are effective in lowering or eradicating the acute 

symptoms associated with these disorders. 

• Selective serotonin reuptake inhibitors (SSR1s) may be appropriate for certain clients. 

— There is yet to be shown a clear causal relationship between the administration 

of antidepressants (particularly SSR1s) and the reduction of suicidal behaviors. 

— FDA WARNING: There has been a long-standing concern that antidepressants may have a role 

in inducing worsening of depression and the emergence of suicidality in certain patients 

during the early phases of treatment. Analyses showed that these drugs increase the risk of 

suicidal thinking and behavior (suicidality) in children, adolescents, and young adults (ages 18-

24) with major depressive disorder (MDD) and other psychiatric disorders. Studies did not 

show an increase in the risk of suicidality with antidepressants compared to placebo in adults 

beyond age 24; there was a reduction with antidepressants compared to placebo in adults 

aged 65 and older. (See 
http://www.fda.gov/cder/drug/antidepressants/antidepressants_label_change_2007.pdf for 

the complete text) 

— The overall consensus is that the effectiveness of antidepressants far outweighs the risk of 

possibly developing suicidal ideations or behaviors as a result of using these medications. 

— Collaborative decision making with the patient (and parents) and close monitoring of suicide 

risk during the first months of antidepressant pharmacotherapy are essential. 

Notes: 

t 1 

CONTINUING CARE 

Continuing care (until acute suicidality is resolved) is focused on addressing environmental influences, 

fortifying reasons for living, facilitating problem-solving, and treating the underlying disorder. 

Fortifying reasons for living & problem-solving 

• Create a plan for reviewing treatment progress and changes in suicidality, risk, and protective factors 

so changes may be documented and appropriately addressed. 
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• Collaboratively set goals for each session and what can be accomplished between sessions. 

• At regular intervals, ask yourself and the client whether the treatment is working. 

• Self-injurious behaviors and suicidality are on-going and repetitive for some people. 

— Help the person understand how suicidal thinking and behavior serve as problem-solving 
strategies. 

— Collaboratively assess the underlying problems and develop alternate strategies that are less 
dangerous and more effective. 

Treating the underlying disorder 

• Randomized controlled trials have demonstrated that cognitive behavioral therapy, Dialectical 
Behavior Therapy, and brief in-home psychodynamic interpersonal therapy reduce suicide attempts 
or completions when used for certain diagnoses. 

• Many studies have shown that the appropriate administration of certain medications, specifically 
lithium in bipolar disorder and clozapine in schizophrenia, have reduced deaths by suicide in patients 
receiving these medications over time. 

Environmental influences 

• Continuing suicidality is best treated on an outpatient basis as long as both an ongoing therapist-client 
relationship and supportive living situation are available. 

• Remember that the key element in effective intervention is a positive and sustaining therapeutic 
relationship. Clinicians should continue to monitor their own feelings, including countertransference 
reactions, and consult with colleagues. 

MAINTENANCE OF RESOLVED SUICIDAL/TV 
The maintenance stage is focused on reducing modifiable risk factors that contributed to prior suicidality. 

i 

• Risk factors vary from person to person and may include problem-solving deficits, emotional 
dysregulation, lack of social supports, deficits in interpersonal skills, etc. 

• Total termination is not always an option. Soft termination is possible when the client is aware of 
warning signs and has a safety plan if issues or suicidality re-emerges. 

Notes: 
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EXERCISE — MAINTENANCE OF RESOLVED SUICIDALITY 

Read the following abstract and consider how these findings might change your practice. 

The purpose of this study was to test the hypothesis that professionals' maintenance of long-term 

contact with persons who are at risk of suicide can exert a suicide-prevention influence. This 

influence was hypothesized to result from the development of a feeling of connectedness and to 

be most pertinent to high-risk individuals who refuse to remain in the health care system. 

3,005 persons hospitalized because of a depressive or suicidal state, populations known to be at 

risk of subsequent suicide, were contacted 30 days after discharge. 843 patients who had refused 

ongoing care were randomly divided into 2 groups; persons in one group were contacted by letter 

at least 4 times a year for 5 years. The other group—the control group--received no further 

contact. A follow-up procedure identified patients who died during the 5-year contact period and 

during the subsequent 10 years. Suicide rates in the contact and no-contact groups were 

compared. 

Patients in the contact group had a lower suicide rate in all 5 years of the study. Formal survival 

analyses revealed a significantly lower rate in the contact group for the first 2 years. Differences in 

the rates gradually diminished, and by year 14 no differences between groups were observed. 

(Motto & Bostrom, 2001). 

Consider treatment alternatives, taking into account current treatment trends. 

• When working with individuals at risk for suicide it is essential to stay abreast of developments in the 

field. 

• Therapists are increasingly being held accountable for their agency/organizational policies and practices 

that result in ineffective or harmful treatment (e.g., an insistence on hospitalization for everyone voicing 

suicidal ideation). Gather peer support and attempt to change such policies and update practices in your 

treatment facility. 

• Effective prevention of suicidal behaviors requires substantially more intensive treatment than is 

currently provided to the majority of people in treatment for mental disorders. 

Develop the plan collaboratively with the client, family members, and significant others 

• Intervention with suicidal individuals has traditionally dictated that the therapist's first and foremost 

responsibility was to "keep the person alive." However, the growing recognition of the crucial role of a 

collaborative therapeutic alliance suggests that preoccupation with preventing a person from killing 

himself or herself might inadvertently reinforce suicidality. 
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• The role of the therapist is shifting towards assisting with developing alternative problem-solving 
strategies aimed at making life the preferable alternative. 

• Many suicidal individuals need help building tolerance for loss, conflict, frustration, and the painful 
exigencies of life. 

• Collaborative treatment planning is consistent with the concepts of mental health recovery and person-
centered planning, which are being widely adopted in the United States. 

• The National Consensus Conference produced the following statement at a December, 2004, meeting of 
more than 110 expert panelists: consumers, family members, providers, researchers, public officials, and 
others. 

Mental health recovery is a journey of healing and transformation enabling a person with a 
mental health problem to five a meaningful life in a community of his or her choice while striving 
to achieve his or her full potential. 

See Resource Sheet #18 for more information about the National Consensus Statement on Mental Health 
Recovery. 

Note: Some of these "fundamental components of recovery" go beyond this workshop's focus on evidence-

based clinical competencies in the assessment and management of suicidal individuals. However, for 
individuals working in public mental health care settings --- and for others with an interest — it may be helpful 

to know that the competencies we are teaching, including those related to collaborative treatment planning 

and care, are entirely consistent with these recommendations and system requirements. 

Notes: 
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Competency #18: Coordinate and work collaboratively with other treatment and service providers in an 
inter-disciplinary team approach. 

There are three types of professional relationships that can help a 

therapist develop and implement a treatment and services plan. 

1.) Collaborative: there is a mutually shared responsibility for the 

client's care in accordance with the qualifications and limitations 

of each mental health professional's level of training and 

experience. 

2.) Consultative: another mental health professional can render an 

opinion without assuming responsibility for the client's 

continuing care. 

CULTURAL COMPETENCY 
CONSIDERATION 

Be aware that a mental health 

provider in another culture may be 

someone you do not consider a 

colleague but nonetheless is a 

"provider" for your client, for example 

tribal elders and pastors. Be prepared 

to work collaboratively with them. 

3.) Supervisory: another mental health professional is responsible for overseeing the client's treatment. 

Do not treat someone's client unless you have one of these types of relationships. 

Summary: Developing a Treatment and Services Plan 

Summary of key points: 

• In collaborative treatment planning the client and therapist in a sense, co-author the treatment plan. 

The client's input is solicited directly and used to inform, prioritize, and shape the treatment problems 

and goals; and used to create reasonable interventions and timetables for meeting identified goals. 

• Collaborative treatment planning with the client strengthens and deepens the therapeutic alliance. 

The individual is fundamentally engaged as a critical partner in the assessment and treatment of his or 

her suicidality. 

Resource Sheets related to this section. 

• Resource Sheet #11: Guidelines for Selecting a Treatment Setting 

• Resource Sheet #12: Sample Consultation Agreement 

• Resource Sheet #13: Use of Cognitive Therapy to Prevent Repeat Suicide Attempts 

• Resource Sheet #14: A Promising Treatment for Borderline Personality Disorder 

• Resource Sheet #18: National Consensus Statement on Mental Health Recovery 

Personal Action Plan and Journal 

Turn to your Personal Action Plan and Journal. Take a couple of minutes to write about: 

• Changes you may incorporate into your practice related to treatment and services planning 

o Thoughts and feelings about suicide or concerns about working with individuals at risk for suicide 
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MANAGEMENT OF CARE 

Management of care includes the following competencies: 

# 19: Develop policies and procedures for following clients closely including taking reasonable steps to be 
proactive, and 

#20: Follow principles of crisis management 

Competency #19: Develop policies and procedures for following clients closely including taking reasonable 
steps to be proactive * 

* One of the eight competencies that we will focus on in greater depth in this course 

Engage in collaborative problem-solving with the client to address barriers in adhering to the plan and to revise the 
plan as necessary...session by session. 

Assure that the client, family, significant others, and other care providers are following through on agreed upon 
actions. 

• See Sample Crisis Support Plan on the next page. 

Motivate and support clients in getting them to their next treatment/intervention session or to a referral source. 

Develop and implement follow-up procedures for all missed appointments. 

Be available between appointments. 

• The emergency department is not an appropriate after-hours back-up. 

• Re611the video of Dr. Jobes and Anna discussing her safety plan. Dr. Jobes said: "If you get in trouble, do 
these things [pointing to written safety plan]. And if those don't work, call me and we'll get you through 
it. 11 

Arrange for clinical coverage when you are unavailable. 

Assess the outcome of each referral. 

Assure continuity of care and follow-up contact with all suicidal clients who have ended treatment. 
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SAMPLE CRISIS SUPPORT PLAN 

FOR: DATE: 

I understand that suicidal risk is to be taken very seriously. I want to help find new ways of managing 

stress in times of crisis. I realize there are no guarantees about how crises resolve, and that we are all making reasonable efforts to 

maintain safety for everyone. In some cases inpatient hospitalization may be necessary. 

Things I can do: 

• Provide encouragement and support 

o 

o 

• Help follow his/her Crisis Action Plan 

• Ensure a safe environment: 

1. Remove all firearms & ammunition 

2. Remove or lock up: 

• knives, razors, & other sharp objects 

• prescriptions & over-the-counter drugs (including vitamins & aspirin) 

• alcohol 

• illegal drugs & related paraphernalia 

3. Make sure someone is available to provide personal support and monitor the client at all times during a crisis and 

afterwards as needed. 

4. Pay attention to the client's stated method of suicide/self-injury and restrict access to vehicle, ropes, flammables, etc as 

appropriate. 

5. Limit or restrict access to vehicle/car keys as appropriate. 

6. Identify people who might escalate risk for the client and minimize their contact with the client. 

7. Provide access to things client identifies as helpful and encourage healthful behaviors such as good nutrition and 

adequate rest. 

• Other 

If I am unable to continue to provide these supports, or if I believe that the Crisis Action Plan is not helpful or sufficient, I will contact 

[name of therapist or therapy practice] immediately and express my concerns. 

If I believe is a danger to self or others, I agree to: 

• Call [name of therapist or therapy practice & phone number] 

• orcall 911 

• orhelp get to a hospital. 

I agree to follow by this plan until 

Support signature: 

Client signature:  Therapist signature: 
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Competency #20: Follow principles of crisis management 

Definition of "crisis management": 

• Crisis management  is distinct from crisis intervention.

• Crisis management refers to the act of planning a response to recurring suicidality in collaboration 

with the client. 

• Note: Repetitive and intractable ideation is not a suicidal crisis. For many, suicidal ideation is a 

daily reality. 

• The goal of crisis management is to establish a framework that rewards alternatives to suicidal 

behavior and minimizes the short-term reinforcements, if and when suicidal behavior occurs. 

Tips for crisis management related to suicide: 

• Take a problem-solving approach. 

• Be consistent in your application of the treatment approach (unless it is obviously not working). 

— Maintain a consistent, caring approach to your client's painful emotional state. 

— Demonstrate that you can be trusted to follow through on collaboratively generated 

agreements and do not change your position when a crisis occurs. 

• Maintain a matter-of-fact demeanor. 

• Encourage and model openness and honesty. 

• Take care of yourself. 

— Understand your own triggers or hot buttons. 

— Look for signs of being short-tempered and feeling burdened by unreasonable demands 
of suicidal clients. 

— Regulate the number of suicidal clients on your caseload. 

• Know that crises are short-lived. 

• Perceive crises as opportunities for growth. Encourage your client to learn from the crisis and be 
less vulnerable to subsequent crises. 

• Be just as (or even more) attentive to positive changes the client is making as opposed to 
inadvertently being more attentive during suicidal crises. 

• Neither punish nor reinforce suicidal behavior. Reinforce more adaptive problem-solving 
strategies. 

• Avoid coercion, which may work in the short run, but may be harmful in the aftermath. 
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Summary: Management of Care 

Summary of key points: 

• Typically, suicidal clients require more behavioral management as well as more frequent and 

active case management, supervision, and focus on safety than other client populations. 

• It is important to maintain a collaborative therapeutic alliance and problem-solving focus and 

seek support from colleagues when the demands of working with a suicidal client intensify. 

Notes: 
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DOCUMENTATION 

Documentation includes the following: 

• Complete assessment information related to bio-psycho-social-cultural considerations 

• Formulation and statement of suicide risk, including rationale 

• Suicide-specific treatment plan that justifies outpatient care or the need for inpatient 

hospitalization 

• How suicide risk and crises are to be managed 

• Interactions and consultations with professional colleagues 

• Treatment progress and outcomes 

• Disposition and termination information 
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Competency # 21: Document items related to suicidality. 

The purpose of documentation. 

• Record information and progress. 

— Contemporaneously record observations, judgments, decisions and rationale, and 

indicators of progress towards treatment goals. 

• Convey information. 

— An important reason to thoroughly document the suicide assessment, clinical reasoning, 

and subsequent actions taken is to convey information to other professionals who 

concurrently or subsequently care for the client. 

• Quality assurance. 

— Documentation also serves as a quality assurance checklist for the clinician which, if done 

thoroughly, will result in a sound legal document. 

Key points: 

• Documentation of clinical practice is an important professional activity in general. Exactly what 

constitutes "good" clinical documentation is not necessarily clear. 

• Documentation is also a crucial professional activity in relation to decreasing any potential threat 

of potential malpractice liability should a suicide occur. The position of most plaintiff attorneys is: 

"...if it isn't written down, it didn't happen." 

Notes: 

, 
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I EXERCISE — DOCUMENTING RISK OF SUICIDE 

Read and compare the following samples. 

Sample #1: 

After discussing her plan with the client, I do not feel she is in danger of suicide at this time. 

Sample #2: 

Anna expresses a wish to die, talks of suicide, reports frequent suicidal ideation, and reveals that 
she has a stash of pills. She and I created a safety plan; she agreed to have a follow up visit next 
week. 

Sample #3: 

Anna has many hallmark risk factors that are worrisome—she sees herself as a burden to others, 
she is in acute psychic pain, she is stressed, hopeless, and emotionally upset and she yearns for 
escape. Anna hates herself and her existence. The fact that she is reluctant to use a gun fearing 
pain is encouraging from an objective risk standpoint. She calls herself a coward. 

Anna's negative experience with mental health care is important to note. There is a skittish 
quality to her being seen by a mental health professional—she questions whether this meeting 
with me is a good idea or not after I mention hospitalization. 

As we transitioned into collaborative treatment planning—the Crisis Response Plan-1 am 
particularly struck that in spite of everything Anna is going through she is receptive to what I have 
to say. From an assessment standpoint, her receptivity to my ideas about treatment and 
intervention is very encouraging. 

1 judge Anna to be a relatively high acute risk for attempting suicide by overdose. Nevertheless, I 
am comfortable with the idea of working with her intensively on an outpatient basis. This is 
mostly based on Anna's receptivity to my ideas and my sense that she wants to be convinced to 
find another way. 

What are the differences between samples 1,2, and 3? 

Summary: Documentation 

Personal Action Plan and Journal 

Turn to your Personal Action Plan and Journal. Take four minutes to write about: 

• Changes you may incorporate into your practice related to management of care AND 
documentation 

• Thoughts and feelings about suicide or concerns about working with individuals at risk for suicide 
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LEGAL AND REGULATORY ISSUES 

Legal and regulatory issues include the following core cornpetencies: 

#22: Understand State laws pertaining to suicide. 

#23: Understand legal challenges that are difficult to defend against as a result of poor or incomplete 

documentation 

#24: Protect client records and rights to privacy and confidentiality following The Health Insurance Portability 

and Accountability Act of 1996 that went into effect April 15, 2003. 

Competency # 22: Understand State laws pertaining to suicide. 

Review the State Mental Health Act for your State and discipline. 

Competency #23: Understand legal challenges that are difficult to defend against as a result of poor or 

incomplete documentation. 

Historically, clinicians have not been held legally liable for inaccurate predictions of suicide as long as they: 

• Provide usual and customary care. The most crucial element that is considered in potential malpractice 

action is whether or not the therapist's behavior significantly deviated from what reasonable and 

prudent in the care of suicidal clients compared to other care givers of similar training. 

• Conduct a thorough assessment and re-assess frequently. Clinicians need to properly collect necessary 

data and logically assess it in formulating risk. 

• Implement the treatment plan. The therapist needs to be able to demonstrate that he/she took 

appropriate precautions to minimize the risk of suicide. Only when a therapist has failed to reliably 

implement treatment plans have lawsuits prevailed. 

• Document. The importance of thorough documentation of rationale and actions taken cannot be 

overstated. Defending what one did or did not do -- and why — is difficult, at best, when a 

contemporaneous record is not kept. 

For example: As a general rule, it is involuntary commitment that most often increases the risk of a 

suit being filed. Thus, it is important to include in the client record your rationale for hospitalization 

(or not) when your assessment is high risk. 

In the event of a client suicide, you should: 

• Seek support from colleagues and obtain consultation or supervision. 
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• Consult with an attorney or risk manager. 

• Contemporaneously date additional documentation in the record after the suicide. Do not 
backdate records and do not alter previous entries. 

• Talk with family members. Having these conversations may assist devastated family members in 
obtaining help and coping with their feelings after a death from suicide. 

Notes: 

• 
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Competency #24: Protect client records and rights to privacy and confidentiality following The Health 

Insurance Portability and Accountability Act of 1996 that went into effect April 15, 2003. 

Information about HIPAA: 

The Health Insurance Portability and Accountability Act (HIPAA) was enacted by Congress to help insure the 

security and privacy of "protected health information"(PHI). 

—HIPAA-compliant clinicians should maintain cotemporaneous medical record progress notes each time 

they see a client. Notes are expected to be relatively brief emphasizing objective aspects related to 

the assessment and treatment of the client. 

—While there is no uniformly accepted format for medical record progress notes, mental health 

professionals can seek HIPAA compliant documentation templates from their professional trade 

associations and modify these templates to their individual practice and clinical setting. 

—The Privacy Rule under HIPAA attempted to make a special provision for mental health professionals to 

maintain separate "psychotherapy notes"—sometimes referred to as personal notes or process 

notes—but there is some measure of confusion about the exact nature and provisions of these notes. 

—As noted by Bennett et al (2006): ff... the confusion regarding the appropriate use of psychotherapy notes 

is partially a result of poor regulatory draftsmanship as well as a lack of guidance for when to use and 

when not to use psychotherapy notes. The Privacy Rule itself is somewhat vague about the 

psychotherapy notes...however, it is dear that psychotherapy notes must be kept separate from the 

general medical record.." 

Important information about informed consent: 

• Clients must understand state and agency rules and procedures regarding confidentiality and what the 

therapist will and will not do. 

• Clients must understand when the therapist will breach client confidentiality. 

• Clients must understand the range of treatment alternatives ranging from the least restrictive to the 

most restrictive. 

Remember: Confidentiality transcends death. 

• Information provided from the client must be held in confidence after death unless the therapist is 
legally authorized to divulge information. 

Notes: 
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Summary: Legal and Regulatory Issues 

Resource Sheets related to this section: 

• Information about obtaining information from previous providers of care is provided in Resource 
Sheet #10. 

• Additional resources pertaining to legal and regulatory issues are listed in Resource Sheet #4. 
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FINAL NOTES 

We strongly encourage you to: 

• Review your notes, journal writing, and changes they intend to make in their practices. 

• Note changes that have occurred from the beginning of the course. 

• Complete the online participant feedback form. 

If you are seeking continuing education credits or a certificate of completion, please note the following: 

• You must sign in and out on the attendance sheet to demonstrate that you attended the entire 

workshop. Otherwise they will not qualify for the certificate of completion or CE credits. 

• You must complete the online participant feedback survey within two weeks of the date of the 

workshop. Otherwise you will not qualify for the certificate of completion or CE credits. 

• SPRC will e-mail a certificate of completion to you within 30 days of the date of the workshop. 

THANK YOU I 
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ASSESSING AND MANAGING SUICIDE RISK: 

CORE COMPETENCIES FOR MENTAL HEALTH 

PROFESSIONALS 

RESOURCE SHEETS 

1. Core Competencies for the Assessment and Management of Individuals at Risk for Suicide* 
2. The Language of Suicide* 
3. Suicide-Related Statistics* 
4. Suicide Prevention Resources and References 
5. Section I: Clinically Relevant Risk and Protective Factors; Section II: Other Risk Factors* 
6. The Phenomenology of Suicide First Person Narratives 
7. Introduction to the CASE Approach* 
8. Questions from the APA Practice Guideline for the Assessment and Treatment of Patients 

with Suicidal Behaviors* 
9. Public Messaging about Suicide "Warning Signs" 
10. Collateral Sources of Information 
11. Guidelines for Selecting a Treatment Setting* 
12. Sample Consultation Agreement 
13. Use of Cognitive Therapy to Prevent Repeat Suicide Attempts 
14. A Promising Treatment for Borderline Personality Disorder 
15. Additional Information about the Clinical Interview Portrayed in the AMSR Video 
16. Formulation of Risk* 
17. Understanding Youth Suicidal Behavior and Suicide* 
18. National Consensus Statement on Mental Health Recovery 

*The entire packet of Resource Sheets is available on the AMSR web pages; those with * have 
direct relevance to the AMSR workshop and thus are included in this manual. 



Resource Sheet #1: Core Competencies for the Assessment and Management of 

Individuals at Risk for Suicide 

The following core competencies were developed by experts in clinical suicidology to serve as the 

foundation for courses on assessing and managing suicide risk, for both graduate students and 

experienced mental health professionals. The cornpetencies reflect current empirical evidence and 

expert opinion. 

The competencies are not intended to serve as a standard of care for psychological or medical 

treatment. Core competencies related to specific treatment interventions have not been developed. 

Working with Individuals at Risk for Suicide: Attitudes and Approach 

1. Manage one's own reactions to suicide 

a. Become self-aware of emotional reactions, attitudes, and beliefs related to suicide 

b. Understand the impact on the client of clinicians' emotional reactions, attitudes, beliefs, or lack 
of understanding cultural implications 

c. Tolerate and regulate one's emotional reactions to suicide 

d. Obtain professional assistance if needed 

2. Reconcile the difference (and potential conflict) between the clinician's goal to prevent suicide and 
the client's goal to eliminate psychological pain via suicidal behavior 

a. Understand that suicidal thinking and behavior "makes sense" to the client when viewed in the 

context of his or her history, vulnerabilities, and circumstances 

b. Accept that a client may be suicidal and validate the depth of the client's strong feelings and 
desire to be free of pain 

c. Understand the functional or useful purpose of suicidality to the client 

d. Understand that most suicidal individuals suffer from a state of mental pain or anguish and a 
loss of self-respect 

e. Maintain a nonjudgmental and supportive stance 

f. Voice authentic concern and true desire to help the client 

g. View each client as an individual with his or her own unique set of issues and circumstances and 
someone the clinician seeks to understand thoroughly within the client's own mini-culture 
(family and community context) ...rather than as a stereotypic 'suicidal patient' 
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3. Maintain a collaborative, non-adversarial stance 

a. Listen thoroughly to attain a shared understanding of client's suicidality and goals 

b. Communicate to clients that helping them resolve their problem(s) is paramount c. 

Obtain informed consent 

d. Create an atmosphere in which the client feels safe in sharing information about his or her 

suicidal thoughts, behaviors, and plans 

e. Share what you know about the suicidal state of mind; be empathic to the suicidal wish f. 

Be genuine and express to the client why it is important that the person continue to live 

Work with the client and do not abandon him or her g. 

4. Make a realistic assessment of one's ability and time to assess and care for a suicidal client, as well 

as the role for which one is best suited 

Understanding Suicide 

5. Define basic terms related to suicidality 

6. Be familiar with suicide-related statistics 

7. Describe the phenomenology of suicide 

8. Demonstrate understanding of risk and protective factors 

Collecting Accurate Assessment Information 

9. Integrate a risk assessment for suicidality early on in a clinical interview, regardless of the setting in 

which the interview occurs, and continue to collect assessment information on an ongoing basis 

10. Elicit risk and protective factors 

11. Elicit suicide ideation, intent, plans, and related behaviors 

12. Elicit other signs of suicide risk 

13. Obtain records and information from collateral sources as appropriate 
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Formulation of Risk 

14. Make a clinical judgment of the risk that a client will attempt or complete suicide in the short and long 

term 

a. Integrate and prioritize all the information that has been collected 

b. Assess acute risk of suicide 

c. Assess chronic or ongoing risk of suicide 

15. Write the judgment and the rationale in the client's record 

Treatment and Services Planning 

16. Collaboratively develop a crisis response plan that assures safety and conveys the message that the 

client's safety is not negotiable 

17. Develop a written treatment and services plan that addresses the client's immediate, acute, and 

continuing suicide ideation and risk for suicide behavior 

a. Address risk and protective factors that are amenable to change 

b. Specify the setting and frequency of interventions for specific periods of time: immediate, acute, 

continuing care, maintenance of resolved suicidality 

c. Identify a range of treatment alternatives 

d. Develop the plan collaboratively with the client, family members, and significant others 

18. Coordinate and work collaboratively with other treatment and service providers in an inter-

disciplinary team approach 

Management of Care 

19. Develop policies and procedures for following clients closely including taking reasonable steps to be 

proactive 

a. Motivate and support clients in getting them to a referral source or to their next 

treatment/intervention session 

b. Engage in collaborative problem-solving with the client to address barriers in adhering to the 

plan and to revise the plan as necessary...session by session 

c. Assure that the client, family, significant others, and other care providers are following through 

on agreed upon actions 

d. Assess the outcome of each referral 

e. Develop and implement follow-up procedures for all missed appointments 

Assessing and Managing Suicide Risk RS #1: Page 3 of 4 



f. Be available between appointments 

g. Arrange for clinical coverage when therapist is unavailable 

h. Assure continuity of care and follow-up contact with all suicidal clients who have ended 

treatment 

20. Follow principles of crisis management 

a. Take a problem-solving approach 

b. Maintain a matter-of-fact demeanor 

c. Perceive crises as opportunities for growth 

d. Know that crises are short-lived 

e. Neither punish nor reinforce suicidal behavior. 

Documentation 

21. Document the following items related to suicidality 

a. Complete assessment information related to bio-psycho-social-cultural considerations 

b. Formulation and statement of suicide risk, including rationale 

c. Suicide-specific treatment plan that justifies outpatient care or the need for inpatient 

hospitalization 

d. How suicide risk and crises are to be managed 

e. Interactions and consultations with professional colleagues 

f. Treatment progress and outcomes 

g. Disposition and termination information 

Legal and Regulatory Issues 

22. Understand State laws pertaining to suicide. 

23. Understand legal challenges that are difficult to defend against as a result of poor or incomplete 

documentation 

24. Protect client records and rights to privacy and confidentiality following The Health Insurance 

Portability and Accountability Act of 1996 that went into effect April 15, 2003. 
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Resource Sheet #2: The Language of Suicide 

The definitions of suicide ideation and suicidal behavior provided in this resource sheet are from the 

Columbia Suicide-Severity Rating Scale (C-SSRS)* 

Suicidal Ideation 

Wish to be dead 

The person has wished to be dead or not alive anymore, or wished to fall asleep and not wake up. "Wish 

to be dead" also is referred to as morbid ruminations and is distinguished from suicidal thoughts primarily 

by the intent (i.e. no thoughts of taking ones own life). For example, "/ wish I were not around, dead or 

not here." 

A clarifying question regarding intent is needed to differentiate between a wish to be dead and suicide 

ideation. For example, you may ask, "You say that you've had thoughts of being dead, have you had 

thoughts of taking your own life?" 

Non-specific active suicidal thoughts 

The person has general non-specific thoughts of wanting to end his or her life (die by suicide) without 

thoughts of ways to kill oneself (associated methods), intent, or plan. For example, "I've thought about 

killing myself." This is in contrast to the next type of suicide ideation in which the individual mentions a 

method of killing oneself. 

Active suicidal ideation with any method, but without plan and without intent to act 

The person has thoughts of suicide and has thought of at least one method. The person does not have a 

specific plan with details of time, place or method worked out. For example, "I thought about taking an 

overdose but I never made a specific plan as to when where or how I would actually do it and I would 

never go through with it". 

Active suicidal ideation with some intent to act, without specific plan 

A person has active suicidal thoughts of killing oneself and reports having some intent to act on such 

thoughts. 

Active suicidal ideation with specific plan and intent 

The person has thoughts of killing oneself, details of plan fully or partially worked out, and has some 

intent to carry it out. 
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Suicidal Behavior 

Actual Attempt: 

A person carries out a potentially self-injurious act with at least some wish to die, as a result of act. The 

intent does not have to be 100%. If there is any intent or desire to die associated with the act, then it can 

be considered an actual suicide attempt. There does not have to be any injury or harm, just the potential 

for injury or harm. For example, if person pulls the trigger while a gun is in his or her mouth but the gun 

is broken so no injury results, this is considered an attempt. 

Inferring intent: Even if an individual denies intent or desire to die, it may be inferred clinically from the 

behavior or circumstances. For example, it can be inferred that a highly lethal act (e.g., gunshot to head, 

jumping from a window of a high floor/story of a building) that is clearly not an accident, is a suicide 

attempt. In addition, if someone denies intent to die, but they thought that what they did could be lethal, 

intent may be inferred. 

Interrupted Attempt (by someone or something) 

A person is interrupted (by an outside circumstance) from starting the potentially self-injurious act. If 

not for the interruption, an actual attempt would have occurred. For example: 1.) Person has pills in 

hand but is stopped from ingesting. Once they ingest any pills, this becomes an attempt rather than an 

interrupted attempt. 2.) Person has gun pointed toward self, gun is taken away by someone else, or is 

somehow prevented from pulling trigger. Once they pull the trigger, even if the gun fails to fire, it is an 

attempt. 3.) Person is poised to jump, but is grabbed and taken down from ledge. 4.) Person has noose 

around neck but has not yet started to hang because he or she is stopped from doing so. 

Aborted Attempt (by self) 

A person begins to take steps toward making a suicide attempt, but stops before he or she actually 

engages in the self-destructive behavior. Examples are similar to interrupted attempts, except that the 

individual stops him or herself, instead of being stopped by someone or something else. 

Preparatory acts or behavior 

Acts or preparation towards imminently making a suicide attempt. This can include anything beyond a 

verbalization or thought, such as assembling a specific method (e.g. buying pills, purchasing a gun) or 

preparing for one's death by suicide (e.g. giving things away, writing a suicide note) Preparation involves 

behavior in anticipation of taking one's life but not associated with the plan itself (e.g. writing letters to 

loved ones, writing a will, making financial arrangements, etc...) 

Rehearsal 

Rehearsal is implementing the steps of a plan for suicide short of making a suicide attempt (e.g., putting 

a rope around one's neck or putting a loaded gun to one's head). 
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Completed Suicide or Death by Suicide 

Death from injury, including poisoning or suffocation, where there is evidence that the injury was self-

inflicted and intended to cause death. 

The term "committed" suicide is discouraged because it connotes the equivalency of a crime or sin. 

Additional Terms 

Suicidality 

Suicide ideation or behaviors as described above. 

Deliberate self-harm (DSH) 

DSH is intentional self-injurious behavior where there is no evidence of intent to die. DSH includes 

various methods by which individuals injure themselves, such as self-laceration, self-battering, taking 

overdoses, or exhibiting deliberate recklessness. The intent of DSH is variable and can include such 

things as emotion regulation, anger, revenge, and the desire to influence the behavior of others. 

Unintentional injury (accident) 

Fatal or nonfatal injures that were unplanned and not intended to happen. 

Suicide gesture 

The word "gesture" is not recommended language because it implies low intent when, in fact, there is 

routinely insufficient data to support such as assessment. It is more helpful to refer to specific behavior 

described in this resource sheet. 

Suicide threat 

Any verbal or nonverbal interpersonal action, stopping short of a directly self-harm act, which 

communicates or suggests that the person wishes to die or may attempt suicide. The intent of the 

person making the threat cannot be determined until a thorough assessment is completed. 

Suicidology: The scientific study of suicide and suicidal behavior 

Prevention 

Interventions designed to stop suicide attempts or completions from occurring by focusing efforts on at-
risk individuals, environmental safeguards, and/or the availability of lethal methods. 
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Intervention or Treatment 

The care of suicidal people by licensed mental health caregivers, health care providers, and other 

caregivers with individually tailored strategies designed to change the thoughts, behaviors, mood, 

environment, or biology of individuals and help them identify and satisfy their needs without engaging in 

self-destructive behaviors. 

Postvention 

This term is used to describe actions taken after a suicide has occurred largely to help survivors such as 

family, friends, and co-workers cope with the loss of a loved one. 

Survivors 

The term "survivors" originally referred to people who had lost a loved one to suicide. However, it is now 

used to mean both suicide attempt survivors and those who have lost a loved one to suicide. It is important 

to clarify the use of this term when discussing or writing about suicide. 

Suicide Attempt Survivors or Survivors of a Suicide Attempt (SOSA) 

Individuals who have survived a prior suicide attempt. 

Suicide Survivors 

Family members and significant others who have lost a loved one due to suicide. 

. 
Columbia Suicide-Severity Rating Scale (C-SSRS) developed by Posner, K.; Brent, D.; Lucas, C.; Gould, M.; Stanley, B.; Brown, G.; 

Fisher, P.; Zelazny, J.; Burke, A.; Oquendo, M.; Mann, J.. Definitions of behavioral suicidal events in this scale are based on those 

used in The Columbia Suicide History Form, developed by John Mann, MD and Maria Oquendo, MD, Conte Center for the 

Neuroscience of Mental Disorders (CCNMD), New York State Psychiatric Institute, 1051 Riverside Drive, New York, NY, 10032. 

(Oquendo M.A., Halberstam B. & Mann J. J, Risk factors for suicidal behavior: utility and limitations of research instruments. In M.B. 

First [Ed.] Standardized Evaluation in Clinical Practice, pp. 103 -130, 2003.) For reprints of the C-SSRS contact Kelly Posner, Ph.D., 

New York State Psychiatric Institute, 1051 Riverside Drive, New York, New York, 10032; inquiries contact 

posnerk@childpsych.columbia.edu 
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Resource Sheet #3: Suicide-Related Statistics 

Death by suicide 1

• In 2005: 32,637 people in the U.S. died by suicide. This is 1.3% of all deaths. This is the equivalent of 

one person dying by suicide every sixteen minutes and has the same death toll as a jetliner full of 

people crashing every two days. 

• Suicide is the 3rd leading cause of death among Americans between the ages of 15-24 and the 

second leading cause of death among those between the ages of 25-34. 

• Suicide is the 11th leading cause of death overall. 

Suicide attempts (estimated) 

O In 2005, an estimated 816,000 people in the U.S. attempted suicide (using a ratio of 25 attempts for 

each 1 completed suicide)! 

Note: Estimates of the ratio of suicide attempts to suicide deaths range from 200:1 for youths to 

3:1 for elders. The variation is highly dependent on the lethality of method used. 

e Among adults (18-54) responding to a national survey in 2001-2003, 0.6% reported having 

attempted suicide in the past 12 months.3

• Among college students responding to a large survey in 2000, 1.5% of students reported having 

attempted suicide during the past 12 months.4

• Among students in grades 9-12 responding to a survey in 2005, 8.4% (10.8% of females and 6% of 

males) reported having attempted suicide in the past 12 months.5

Suicide ideation (estimated) 

o For adults (18-54) responding to a national survey in 2001-2003, 3.3% reported having seriously 

considered suicide in the past 12 months!' 

• Among adults aged 18 or older who experienced a past year major depressive episode, 56.3 
percent thought, during their worst or most recent episode, that it would be better if they were 
dead, 40.3 percent thought about committing suicide, 14.5 percent made a suicide plan, and 10.4 

percent made a suicide attempt.6

• For college students, 9.5% of students responding to large survey reported having seriously 

considered suicide during the past 12 months.5

• For students in grades 9-12, 14.5% (18.7% for females and 10.3% for males) reported that they 
seriously considered suicide during the past 12 months .The prevalence of suicidal thoughts was 

highest among Hispanic females (21.1%). 7
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Survivors (estimated)2

• Survivors: each suicide death affects intimately at least 6 other people.2 Many consider this 

estimate to be conservative. 

Method of suicide' 

• Firearms: 52% 

• Suffocation/hanging: 22% 

• Poisoning: 18% 

• Cut/pierce: 2% 

• Other: 6% 

Suicide and mental illness 

• Ninety percent of suicides in the United States are associated with a diagnosable mental illness, 

substance use disorder, or both. 8 Children and younger teens who die by suicide are much less 

likely to have these disorders. 

- Fifty percent of those who die by suicide were afflicted with major depression, and the suicide rate 

of people with major depression is eight times that of the general population. 9

Gender, Ethnic, and Age Differences in Suicidal Behaviorsl°

• Males are four times as likely to die by suicide as females, although females are three times as likely 

as males to make a non-fatal suicide attempt. 

• White Americans are more likely to die by suicide (rate = 12.3/100,000) than non-white Americans 

(rate = 5.5/100,000). 

- Elder white males have the highest suicide rates in the U.S. The death rate of suicide for white 

males 65 + years old is 32.6/100,000. The demographic group with the lowest rate is African 

American women (rate = 1.8/100,000) 

• Among youth (ages 15-24), American Indian/Alaskan Native males have the highest rates of suicide 

(32.5/100,000); Hispanic females have the highest rates of suicide attempts. 
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Youth (ages 10-19)1

Variation by age. The suicide rate increases from late childhood/early adolescence (10 to 14 years) 

to later adolescence (15 to 19 years). These are highly significant differences. 

o The 2005 suicide rate was 1.89 for males 10-14 years of age; it was 12.39 --- more than six 
times higher — for males 15-19 years of age. 

o The 2005 suicide rate was 0.67 for females 10-14 years of age; it was 3.02 —4 1/2 times 
higher — for females 15-19 years of age. 

Variation by race/ethnicity. 

o Among 15 — 19 year old males, the 2005 suicide rates (per 100,000) were: 

f 24.14 for American Indian/Alaskan Natives 

f 13.24 for Whites 

f 7.20 for Blacks 

f 4.81 for Asian/Pacific Islanders. 

o Among females in this age group, the rates were: 

f 14.86 for American Indian/Alaskan Natives 

f 3.13 for Whites 

f 3.11 for Asian/Pacific Islanders 

f 1.43 for Blacks 

Variation over time (2000-2005). 

o There has been much media attention to changes in youth suicide rates, particularly in 
relation to the controversy concerning the efficacy and safety of antidepressant 

medications for the treatment of depressive disorders in children and adolescents. 

Although youth suicide continues to be a national tragedy and the rates are far too high, 

the overall rates for males 10 to 19 years, and females 10 to 19 years were lower in 2005 
than 2004. 

o The 2005 suicide rate was at or below the 6-year average for males 10-14 years of age, 
males 15-19 years of age, and females 10-14 years of age. 

o The 2005 suicide rate was higher than the 6-year average for females 15-19 years of age. 
However, it was still meaningfully lower than the 2004 rate. There were 355 suicide deaths 

among 15-19 year old females in the United States in 2004 and 310 suicide deaths for this 

group in 2005. 
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'National Center for Injury Prevention and Control and the Centers for Disease Control. (2008). Web-based injury statistics query 
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Resource Sheet #5 

Section I: Clinically Relevant Risk and Protective Factors 

This section identifies the risk and protective factors that are most salient for the clinical assessment and 
management of suicide risk. 

Risk Factors: 

Risk factors are traits, attributes, characteristics, or other variables that are associated with suicide or suicidal 
behaviors. The presence of risk factors is associated with an increased risk for suicide or suicidal behaviors. 

Suicidalitv 

• Previous suicide attempt 

— Multiple attempts = higher risk 

• Suicide ideation or behaviors 

— Especially with intent, evidenced by specific plans 
and preparatory behaviors 

Contextual/Interpersonal 

• Social isolation 

• Exposure to suicidal behavior 

- Media exposure 

Local clusters (e.g., school) 

• Developmental/ family history 

History of physical or sexual abuse 

Family history of mental disorder, drug abuse, 
suicide 

Chaotic family history (e.g., separation or divorce, 
change in caretaker, change in living situation or 
residence) 

• Victim of bullying 

• Discrimination related to being lesbian, gay, 
bisexual, transgender (adolescent suicidal 
behavior) 

• Access to, or familiarity with, lethal means 

— Firearms 

— Medications 

Stressors/Precipitants 

• Triggering events leading to shame, humiliation, 

or despair 

For youth: loss of relationship, legal/disciplinary 
problems/incarceration, conflict 

- For adults: loss of relationship, financial or health 
status--real or anticipated; legal or disciplinary 
problems/incarceration; unemployment 

• Severe physical illness, impairment, or pain 

— Pain 

— Central nervous system disorders, including 
traumatic brain injury 

Mental Health 

• Mental disorders 

Mood disorder: depressive or bipolar disorder 

Psychotic disorder: schizophrenia 

Alcohol/drug abuse/dependence 

Cluster B personality disorder (antisocial/borderline) 

Conduct disorder 

Bulimia/anorexia 

Anxiety disorder/PTSD 

• Mental status/state of mind/behavior 

- Impaired mental status, particularly thought disorder 

Psychic pain: hurt, anguish, misery. Note this is not stress or 
physical pain 

Perceived burdensomeness 

Stress: general feeling of being pressured or overwhelmed 

- Agitation: emotional urgency; feeling that you need to take 
action; not irritation; not annoyance 

Hopelessness: expectation that things will not get better no 
matter what you do 

Self-hate: general feeling of disliking yourself; no self-
esteem; no self-respect 

Depressed mood 

Anxiety/panic 

Anger 

Anhedonia 

- Impulsivity 

Poor reality testing 

Sleep disturbances 

Command hallucinations 

Intoxication 

Aggressive tendencies or history-of violent behavior 

Recklessness 

• Change in treatment 

Discharge from psychiatric hospitalization 

Change in therapist 

Change in treatment approach/medication 
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Protective Factors: 

Protective factors are traits, attributes, characteristics, or other variables that are associated with lessened risk for 
suicide or suicidal behaviors across the lifespan. 

- Clinical care 

— Effective care for mental, physical, and substance abuse disorders 

Positive therapeutic relationships 

Easy access to a variety of clinical interventions and support for help-seeking individuals 

• Family & community support 

— Strong connections to family and community support 

Responsibility to children and beloved pets 

Support through ongoing medical and mental health relationships 

• Resilience 

- Coping skills 

• Frustration tolerance and emotion regulation 

• Cultural and religious beliefs that affirm life and discourage suicide 
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Section II: Other Risk Factors 

This section provides a more global overview of suicide risk factors, ending with two exercises to be completed 
before the start of the workshop. The discussion of more clinically salient factors is much more general than the 
chart in Section I above. 

Overview of epidemiology 

Every year approximately 30, 000 people die by suicide in the United States. Approximately 650,000 people 
yearly receive emergency treatment after attempting suicide. It is the third leading cause of death among 
American youths and the eleventh for Americans of all ages. 

Over the last 100 years suicides have out-numbered homicides by at least 3 to 2. 

The rates of suicide are exceptionally high among certain populations and the rates among working aged adults 
are rising. In almost all industrialized countries, men 75 years of age and older have the highest suicide rate 
among all age groups. In the U.S., this distinction is true only for White males. The rate of suicide among 
American Indians and Alaska Natives (Al/AN) of the United States is about 1.7 times the rate of the nation as a 
whole; youth suicide rates are highest for this racial group. Suicide rates for jail inmates are 9 times greater than 
that of the general population and 15 times higher for men alone. Young homosexual or bisexual males are at 
greater risk than heterosexuals for suicide attempts, but findings are less clear regarding suicide completion. 

Over 90 percent of suicides in the United States are associated with mental illness and/or alcohol and substance 
abuse. Yet is important to remember that as many as 10 percent of people who complete suicide do not have any 
known psychiatric diagnosis. This percentage appears higher in some populations, especially younger teens. 

Psychological, biological, social and cultural factors all have a significant impact on the risk of suicide. While risk 
factors are often discussed individually, the need for an integrated understanding is most important. 

Psychological factors 

Psychiatric disorder 

The vast majority of individuals (over 90%) who die by suicide suffer from diagnosable psychiatric disorders. 
Almost all psychiatric disorders, including alcohol and substance disorders are associated with an increased risk 
of suicide. 

Suicide most commonly is associated with a diagnosis of depression. Recent research has increasingly 
established anxiety disorders and borderline personality disorder as significantly elevating suicide risk. Co-
morbidity of psychiatric disorders and/or substance abuse further increases suicide risk. About 90 percent of 
suicides are associated with mental illness, but over 95 percent of those afflicted never even attempt suicide. 

Alcohol abuse 

About one fourth of all completed suicides in the U.S. are individuals with alcohol use disorders. Alcohol 
intoxication is indicated in as many as 64 percent of suicide attempts. Alcohol or substance use disorder, 
conduct disorder, and impulsivity/sensation-seeking often co-occur and represent particular suicide risk for 
youth. 
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Hopelessness 

Hopelessness is related to suicidality across age, diagnoses, and severity of disorder. Hopelessness is a critical, 

modifiable risk factor for reducing suicide. Effective treatments exist for reducing hopelessness. 

Biological factors 

Dysregulation of the hypothalamic-pituitary-adrenal (HPA) axis 

Dysregulation of the HPA axis appears associated with suicidality across psychiatric diagnoses. Such HPA axis 

dysfunction often develops following adverse developmental experiences and traumatic or chronic stress. 

Reduced serotonergic and altered noradrenergic function 

Low levels of serotonin and/or its metabolite have been found in the brains and cerebrospinal fluid of serious 

suicide attempters and those who complete suicide. Studies suggest that impaired serotonin function 

specifically influences suicidality via increased impulsive aggression. 

Genetic influences 

Studies find evidence of genetic influences on suicidality via familial aggregation of suicide, high suicide rates 

among adoptees whose biological families have elevated rates, and high concordance of suicide among identical 

vs. fraternal twins. 

Childhood trauma 

Childhood trauma, especially child sexual abuse, has emerged as a strong and independent risk factor for 

suicidal behavior in adolescents and adults. Of the many types of childhood trauma, childhood sexual abuse is 

the strongest and most independent risk factor for suicide attempts, accounting for 9 to 20 percent of suicide 

attempts. 

Exposure to childhood trauma can affect the developing brain with potentially lifelong alterations in the 

physiological stress response system and cognitive development (as well as psychological and behavioral 

effects). 

Social and Cultural Factors 

Familial factors 

A relative who has attempted or completed suicide can serve as a behavioral model for another family member; 

or can signal a genetic or biochemical vulnerability to suicide. 

Parental psychopathology (such as depression, substance abuse, or admission to psychiatric hospital) is 

associated with increased risk for suicide. 

Family history of sexual abuse and family discord are associated with increased risk for suicide. 

Contagion 

The "copycat effect" is the term used to describe the phenomenon of what happens when a highly publicized 

suicidal action described in detail stimulates others to engage in the same or similar behavior. Contagion 

underlies "clusters" of suicide. 
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Perception of suicide 

Culture strongly influences how individuals view suicide. Cultural values and social structures largely determine 

the type and degree of both stressors and support, availability of lethal means, access to treatment, and social 

prescriptions or proscriptions concerning suicidal behavior. Cultures vary in their stigma against suicide, mental 

health treatment, and in the infrastructure for monitoring death by suicide, rendering cross-cultural 

comparisons of suicidal behavior difficult. 

Risk Factors: associated with an increased occurrence of suicidal behavior' 

Socio-cultural Environmental 

• History of family violence: childhood trauma - Easy access to lethal weapons: access to a firearm 

• Family history of alcoholism • Unemployment or financial loss 

• Social isolation: low or lack of social support and 
sense of isolation 

• Relational or social loss 

• Local clusters of suicide that have a contagious 
• Exposure to suicidal behavior: family history of 

suicide 
influence 

• Frequent mobility 
- Exposure to suicide through the media 

• Stigma associated with help-seeking behavior 

• Barriers to accessing health care, especially mental 
health services and substance abuse treatment Demographics 

• Certain cultural and religious beliefs (e.g., suicide is 
a noble resolution of a personal dilemma) 

• Male gender (for completions) 
• Societal breakdown 

• Female gender (for nonfatal attempts) 
• Bullying 

- Older age 
• Being bullied 

• White race 
• Family conflicts 

- Native American (youth) 

1 The list of risk and protective factors is in addition to those listed in Section I. It is neither a complete list nor prioritized in any order. 
Assessing and Managing Suicide Risk RS #5: Page 5 of 5 



Resource Sheet # 7: Introduction to the CASE Approach 

Uncovering details about past and present suicidality is an important part of a suicide risk assessment 

strategy. Because previous suicidal actions and current suicidal thoughts, plans, impulses and behaviors are 

potentially reflective of suicide risk, it's crucial to obtain complete and accurate information about these 

events. 

Arriving at a correct judgment of risk is significantly enhanced by obtaining valid information from client 

self-reports and collaborative sources. Eliciting honest answers about the presence of potentially dangerous 

ideation requires skillful interviewing, since many clients withhold, minimize, or deny suicidality when 

questioned about it. To circumvent a person's tendencies to not reveal the truth, clinicians need a strategic 

approach for asking questions about suicidal ideation, behavior and plans that does not jeopardize the 

clinical alliance. 

Raising the Topic of Suicide with the Client 

As clinicians we want to raise the topic of suicide in a graceful and non-threatening fashion, yet at the same 

time, making sure that it is clear to the client what we are talking about. There should be no ambiguity 

when asking about suicide and direct wording such as "commit suicide" and "kill yourself" should eventually 

always be used. Sometimes a clinician may start with an indirect method not using these words, but, in 

such instances, should always follow-up with a direct method. 

1. Indirect (example) 

Example: "Have you been feeling so bad that sometimes you wish that you were dead or could go to 

sleep forever?" 

Note that if you use the indirect approach, you must always follow-up with a direct approach as below, 

even if the client denies any death wishes. 

2. Direct 

Normalization' 

In this validity technique, the interviewer increases the likelihood of receiving valid information by 

framing the question from the stance that it would not be unusual for other people to have similar 

thoughts or actions. In raising the topic of suicide, normalization looks like this: 

Example: "Sometimes when people feel as depressed as you have been feeling, it crosses their 

minds to kill themselves, have you had any thoughts like that?" 
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Shame Attenuation' 

In this validity technique, the interviewer increases the likelihood of receiving valid information by 

asking the question from the framework in which the client, personally, may have rationalized his 

or her need to do the behavior in question. In raising the topic of suicide, shame attenuation looks 

like this: 

Example: "With all of the pain that you have been having, has it crossed your mind to kill yourself?" 

IMPORTANT: Always ask twice about suicide using the direct methods. Never accept the first "No" at face 

value, for suicide is a taboo topic and patients may only open-up after being asked twice in a slightly 

different way. 

Overview of the CASE Approach 

A suicide risk assessment requires a reliable approach for collecting a complete database of information 

pertaining to a range of suicide 'events' - from suicidal thoughts, feelings, and impulses to actual suicidal 

behaviors. 

One practical, effective strategy for eliciting such suicidal events is called the CASE Approach (Chronological 

Assessment of Suicide Events) developed by Shawn Shea 2. There is no "correct way" to elicit suicidal 

ideation but the CASE Approach represents a reasonable method and can provide a sound platform for a 

clinician to study and develop his or her own style of effectively eliciting suicidal ideation. 

The CASE Approach combines specifically phrased interview questions - called validity techniques - into a 

systematic, yet flexible, way of exploring a client's suicidal thoughts and behaviors during four chronological 

regions or time frames. Beginning with the time frame related to the client's Presenting Suicidal Events 

(past 48 hours), the interviewer proceeds to sequentially explore the Recent Suicidal Events (past 2 

months), Past Suicidal Events (remaining pertinent events), and finally the Immediate Suicidal Events 

(suicidal thoughts occurring during the interview itself) as in the Illustration below. 

r 
Past Recent 

Region 3 Region 2 

Presenting Immediate 

Region 1 Region 4 
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The CASE Approach segments the interview process into small, distinct, easy to remember time frames, 

each representing a specific area of investigation. By focusing on each region in turn, the clinician can 

systematically explore a client's suicidal thoughts and behaviors to obtain a complete database of 

information. This 'Chronological Assessment of Suicide Events' helps to avoid errors of omission by 

organizing the data collection process within each region, so you know what data is important to collect 

without the need to memorize. 

The CASE Approach is solely designed for the collection of information related to suicidal ideation and 

behaviors. Data related to risk and protective factors, such as a detailed substance abuse history, a family 

history, or current support systems, while clinically very important, are collected during other parts of the 

assessment interview. 

Validity Techniques Used in the CASE Approach 

A unique feature of the CASE Approach involves the use of Validity techniques during the assessment 

interview. Validity techniques are carefully worded questions designed to elicit accurate information from 

the client about the presence or absence of specific thoughts, plans or any actions taken towards 

implementing a plan. 

There are four validity techniques that form the foundation of the CASE assessment strategy: 

• Behavioral Incident (BI) 

• Gentle Assumption (GA) 

• Denial of the Specific (DS) 

• Symptom Amplification (SA) 

Validity techniques were designed for use by interviewing experts for uncovering any topic that is sensitive 

or taboo, thus they are also useful for uncovering antisocial behaviors, domestic violence, incest, and 

suicidal ideation. The following discussion demonstrates the use of each of the four Validity techniques to 

uncover suicidal ideation. 

1. Behavioral Incident3

Behavioral incidents are questions that ask for specific facts, details or trains of thought, as with, "Exactly 

how many pills did you take?" and "Did you load the gun?" or questions that simply ask the client to 

sequentially describe what happened next as with, "What did you do then?" The clinician specifically avoids 
asking about the client's opinions and/or impressions. 
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2. Gentle Assumption4

With this technique, the clinician literally assumes that a given behavior has occurred, as opposed to asking 

whether or not it occurred. For example, in regard to suicide plans, a clinician using a Gentle Assumption 

would ask "What other ways have you thought of killing yourself?" rather than ask "Have you thought of 

any other ways of killing yourself?" Gentle Assumptions are designed to increase the likelihood that any 

sensitive material will be discussed more openly. When individuals are hesitant to discuss 'taboo' 

behaviors, clinicians can use the gentle assumption questioning technique to help ferret out the truth. 

3. Denial of the Specific2

The Denial of the Specific technique is useful when the client provides a blanket denial to a more generic 

question, such as a gentle assumption that asks "What other ways have you thought of killing yourself?" 

Using the Denial of the Specific technique, the clinician asks a series of questions about specific methods, 

thus forcing the client to deny or affirm each specific method. For the strategy to work, it is important that 

the clinician wait for an answer after each method. Examples related to suicide assessment include 

questions like "Have you thought about shooting yourself?" and "Have you thought about overdosing?" 

Denial of the Specific questions make it harder for the client to falsely deny each and every item from a list. 

4. Symptom Amplification2

This technique is based upon the fact that individuals sometimes downplay or minimize the frequency or 

amount of their disturbing behaviors, such as the amount they drink, the frequency with which they are 

physically abusive to a spouse, or the amount of suicidal ideation they are experiencing. Symptom 

amplification bypasses a person's tendency to distort by setting upper limits to the quantity in question. 

The limit is set at such a high level that, when the client downplays the amount, the clinician is still aware 

that there is a significant problem. For example - "How many times do you think you've struck your wife, 40 

times, 50 times, 60 times?" An example for eliciting suicidal ideation is -"On the days when you are feeling 

the most suicidal, how much time do you spend thinking about killing yourself, 70%, 80%, 90% of the day?" 

Exploring the Four Time Frames of the CASE Approach 

Region 1: Presenting Events (Past 48 Hours) 

1. The Needed Data 

In this region a large number of facts concerning the phenomenology and circumstances of the attempt can 

help the clinician to ultimately make a sound formulation of suicide risk. These facts can be conveniently 

categorized as follows: 

a. How did the client try to suicide? What method was used? 

Assessing and Managing Suicide Risk RS #7: Page 4 of 8 



b. How serious was the action taken with this method? (If the client overdosed, what pills and how 

many were taken? If the client cut him or herself, where was the cut, and did it require stitches?) 

c. How serious were the client's intentions? (Did the client tell anyone about the attempt afterwards? 

Did the client hint to anyone beforehand? Did the client make the attempt in an isolated area or in 

a place where he or she was likely to be found? Did the client write a will, check on insurance, write 

suicide notes, or say good-bye to significant others in the days preceding the event? How many pills 

were left in the bottle?) 

d. How does the client feel about the fact that the attempt was not completed? (A very good question 

here is, "What are some of your thoughts about the fact that you are still alive?") 

e. Was the attempt well planned or an impulsive act? 

f. Did alcohol or drugs play a role in the attempt? 

g. Were interpersonal factors a major role in the attempt? These factors might include feelings of 

failure or speculation that the world would be better off without the client, as well as anger toward 

others (a suicide attempt undertaken to make others feel guilt). 

h. Did a specific stressor or set of stressors prompt the attempt? 

i. At the time of the attempt, how hopeless did the client feel? 

j. Why did the attempt fail? (How was the client found, and how did the client finally get help) 

2. How data is gathered in Region 1 - Presenting Events 

The data for the first region of the CASE Approach does not need to be memorized nor asked in a check-list 

fashion. Instead, the clinician can allow the information about presenting events in the database described 

above to unfold naturally by using a single type of validity technique - the behavioral incident. 

The strategy involves using a series of behavioral incident questions. Step by step, have the client 

sequentially describe all details about what happened concerning the suicide attempt — in effect, creating a 

'verbal videotape' of the client's actions. If gaps appear in the verbal videotape, the clinician immediately 

goes back and restarts the questioning using behavioral incidents to fill in the gap. 

The diagram below shows how a clinician can explore a suicide method or plan (S) by openly and sensitively 

asking as many behavioral incident (BI) questions as necessary to uncover the database described above: 

S1 BI BI 4  BI 
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Region 2: Recent Events (Past 2 Months) 

In region 2, the interviewer flexibly utilizes all four of the validity techniques by weaving gentle 

assumptions, behavioral incidents, denials of the specific, and a single use of symptom amplification. Refer 

to the illustration to follow the strategy for exploring recent events. After exploring the presenting suicidal 

event (S1) with behavioral incident questions, use a gentle assumption to find out if the client has 

considered other methods of suicide. If the client reveals an additional suicide method or plan, follow-up 

immediately by creating a verbal videotape of that plan using a series of behavioral incidents. 

Once you have completed the verbal videotape, repeat the process with another gentle assumption — 

"What other ways have you thought of killing yourself?" If the client doesn't follow this type of direct lead, 

don't give up. It's easy for a client to issue a blanket denial of other methods, yet still have suicidal thoughts 

or impulses. To jog the client's memory, use the denial of the specific (DS) questioning technique. If another 

suicide method is uncovered, make a verbal videotape of the particular method by using behavioral 

incidents. Continue using denials of the specific until all common methods of killing oneself have been 

covered. At this point, in order to get a good idea of the quantitative extent of a person's suicidal ideation, 

use a symptom of amplification. 

Region 3: Exploring Past Events (Pertinent Past Events Previous to Two Months) 

In this region, the only suicide events that are elicited are those events that might change the triage of the 

client. Pertinent information is uncovered using behavioral incidents and gentle assumptions, and includes 

the following: 

1. The person's most serious suicide attempt (review the method, degree of lethality and similarity to 

current circumstances with regard to stressors and situational factors) 

2. The person's most recent serious attempt if it is close in time to the past two months 

3. The approximate number of past suicide attempts 

Region 4: Exploring Immediate Events (During interview) 

In this critical region, the clinician explores the areas of NOW and NEXT. In short, the interviewer's goal is to 

find out if the client is having suicidal ideation during the interview itself, as well as the client's opinion as to 

whether suicidal ideation may arise in the near future (e.g. a patient about to go home from the hospital on 
a week-end pass). 

Assessing and Managing Suicide Risk RS #7: Page 7 of 8 



The following information is explored in Region 4: 

1. Immediate ideation during the interview 

2. Assessment of hopelessness 

3. Assessment of current intent to kill oneself 

4. Collaborative planning with the client about what to do if suicidal ideation appears 

Summary 

The CASE Approach is presented as a practical way to explore information about suicidal ideation, behavior 

and plans during a clinical interview, but it is not a cookbook way of interviewing. The clinician is urged to 

creatively and flexibly use the elements of the CASE Approach. The key is to remain flexible. Tailor your 

interview approach to fit the demands of the clinical situation and the unique needs of your client. 

The CASE Approach combines the fluid use of four specific validity techniques to systematically explore 

suicide events in four contiguous time frames. By flexibly using the CASE Approach, it is hoped that 

clinicians can skillfully and sensitively gather a comprehensive and sound database concerning the unique 

phenomenology of the client's suicidal history. The resulting database can then be combined with other 

vital databases of a suicide assessment - such as risk and protective factors - to have the best database 

available for the clinical formulation of risk. 

1 Shea, S.C. (1998). Psychiatric interviewing: The art of understanding (2nd ed.). Philadelphia, PA: W. B Saunders, Inc. 

2 Shea, S.C. (2004). The delicate art of eliciting suicidal ideation. Psychiatric Annals, 34, 385-400. 

3 Pascal, G.R. (1983). The Practical Art of Diagnostic Interviewing. Homewood, IL: Dow Jones-Irwin. 

4 Pomeroy, W. B., Flax, C.C., and Wheeler, C.C. (1982). Taking a Sex History. New York: The Free Press. 
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Resource Sheet #8: 

Questions from the APA Practice Guideline for the Assessment and Treatment of 
Patients with Suicidal Behaviors * 

Begin with questions that address the client's feelings about living 

Have you ever felt that life was not worth living? 

Did you ever wish you could go to sleep and just not wake up? 

Follow up with specific questions that ask about thoughts of death, self-harm, or suicide 

Is death something you've thought about recently? 

Have things ever reached the point that you've thought of harming yourself? 

For individuals who have thoughts of self-harm or suicide 

When did you first notice such thoughts? 

What led up to the thoughts (e.g., interpersonal and psychosocial precipitants, including real or imagined 
losses; specific symptoms such as mood changes, anhedonia, hopelessness, anxiety, agitation, psychosis)? 

How often have those thoughts occurred (including frequency, obsessional quality, controllability)? 

How close have you come to acting on those thoughts? 

How likely do you think it is that you will act on them in the future? 

Have you ever started to harm (or kill) yourself but stopped before doing something (e.g., holding knife or 
gun to your body but stopping before acting, going to edge of bridge but not jumping)? 

What do you envision happening if you actually killed yourself (e.g., escape, reunion with significant other, 
rebirth, reactions of others)? 

Have you made a specific plan to harm or kill yourself? (If so, what does the plan include?) 

Do you have guns or other weapons available to you? 

Have you made any particular preparations (e.g., purchasing specific items, writing a note or a will, making 
financial arrangements, taking steps to avoid discovery, rehearsing the plan)? 

Have you spoken to anyone about your plans? 

How does the future look to you? 

What things would lead you to feel more (or less) hopeful about the future (e.g., treatment, reconciliation 
of relationship, resolution of stressors)? 

What things would make it more (or less) likely that you would try to kill yourself? 

What things in your life would lead you to want to escape from life or be dead? 

What things in your life make you want to go on living? 

From American Psychiatric Association. (2003) Practice Guideline for the Assessment and Treatment of Patients with Suicidal Behaviors. 

http://www.psych.org/psych_pract/treatg/pg/pg_suicidalbehaviors.pdf 
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If you began to have thoughts of harming or killing yourself again, what would you do? 

For individuals who have attempted suicide or engaged in self-damaging action(s) 

Parallel questions to those in the previous section can address prior attempt(s). 

Additional questions 

Please describe what happened (e.g., circumstances, precipitants, view of future, use of alcohol or other 
substances, method, intent, seriousness of injury). 

What thoughts were you having beforehand that led up to the attempt? 

What did you think would happen (e.g., going to sleep versus injury versus dying, getting a reaction out of a 
particular person)? 

Were other people present at the time? 

Did you seek help afterward yourself, or did someone get help for you? 

Had you planned to be discovered, or were you found accidentally? 

How did you feel afterward (e.g., relief versus regret at being alive)? 

Did you receive treatment afterward (e.g., medical versus psychiatric, emergency department versus inpatient 
versus outpatient)? 

Has your view of things changed, or is anything different for you since the attempt? 

Are there other times in the past when you've tried to harm (or kill) yourself? 

For individuals with repeated suicidal thoughts or attempts 

About how often have you tried to harm (or kill) yourself? 

When was the most recent time? 

Please describe your thoughts at the time that you were thinking most seriously about suicide 

When was your most serious attempt at harming or killing yourself? 

What led up to it, and what happened afterward? 

For individuals with psychosis, ask specifically about hallucinations and delusions 

Please describe the voices (e.g., single versus multiple, male versus female, internal versus external, 
recognizable versus nonrecognizable). 

What do the voices say (e.g., positive remarks versus negative remarks versus threats)? (If the remarks are 
commands, determine if they are for harmless versus harmful acts; ask for examples.) 

How do you cope with (or respond to) the voices? 

Have you ever done what the voices ask you to do? (What led you to obey the voices? If you tried to resist 

them, what made it difficult?) 

Have there been times when the voices told you to hurt or kill yourself? (How often? What happened?) 

Are you worried about having a serious illness or that your body is rotting? 

Are you concerned about your financial situation even when others tell you there's nothing to worry about? 

Are there things that you've been feeling guilty about or blaming yourself for? 
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Consider assessing the patient's potential to harm others in addition to him- or herself 

Are there others who you think may be responsible for what you're experiencing (e.g., persecutory ideas, 
passivity experiences)? Are you having thoughts of harming them? 

Are there other people you would want to die with you? 

Are there others who you think would be unable to go on without you? 
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Guidelines for Selecting a Treatment Setting' 

Admission generally indicated 

After a suicide attempt or aborted suicide attempt if: 

• Patient is psychotic 

• Attempt was violent, near-lethal, or premeditated 

• Precautions were taken to avoid rescue or discovery 

o Persistent plan or intent is present 

o Distress is increased or patient regrets surviving 

• Patient is male, older than age 45, especially with 
new onset of psychiatric illness or suicidal thinking 

• Patient has limited family or social support, including 
lack of stable living situation 

• Current impulsive behavior, severe agitation, poor 
judgment, or refusal of help is evident 

• Patient has change in mental status with a metabolic, 
toxic, infectious, or other etiology requiring further 
workup in a structured setting 

In the presence of suicidal ideation with: 

• Specific plan with high lethality 

• High suicidal intent 

Admission may be necessary 

After a suicide attempt or aborted suicide attempt, except in 
circumstances for which admission is generally indicated 

In the presence of suicidal ideation with: 

• Psychosis 

• Major psychiatric disorder 

• Past attempts, particularly if medically serious 

• Possibly contributing medical condition (e.g., acute 
neurological disorder, cancer, infection) 

• Lack of response to or inability to cooperate with partial 
hospital or outpatient treatment 

• Need for supervised setting for medication trial or 
electroconvulsive therapy 

• Need for skilled observation, clinical tests, or diagnostic 
assessments that require a structured setting 

• Limited family or social support, including lack of stable 
living situation 

• Lack of an ongoing clinician-patient relationship or lack of 
access to timely outpatient follow-up 

• In the absence of suicide attempts or reported suicidal 
ideation/plan/intent but evidence from the psychiatric 
evaluation or history from others suggests a high level of 
suicide risk and a recent acute increase in risk 

Release from emergency department with follow-up recommendations may be possible 

After a suicide attempt or in the presence of suicidal ideation/plan when: 

• Suicidality is a reaction to precipitating events (e.g., exam failure, relationship difficulties), particularly if the patient's view 
of situation has changed since coming to the emergency department 

• Plan or method and intent have low lethality 

• Patient has stable and supportive living situation 

• Patient is able to cooperate with recommendations for follow-up, with caregiver contacted, if possible, if patient is 
currently in treatment 

Outpatient treatment may be more beneficial than hospitalization 

• Patient has chronic suicidal ideation and/or self-injury without prior medically serious attempts, if a safe and supportive 
living situation is available and outpatient psychiatric care is ongoing 

1 
From American Psychiatric Association. (2003) Practice Guideline for the Assessment and Treament of Patients with Suicidal Behaviors. 

Arlington, VA: American Psychiatric Publishing; 
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Resource Sheet #16: Formulation of Risk 

David A. Jobes, Ph.D. is a clinician, researcher, and professor of psychology at Catholic University. He is 
shown in the video as the therapist interviewing a fictional client, Anna Hyde, during her first visit to see 
him seeking help with dealing with the death of her husband. Dr. Jobes provides the following 
formulation of risk based on his initial interview with Anna. 

"My sense of the overall suicidal risk was initially shaped be the intensity of Anna's grief, despair, 
and anguish. Her depressed mood is self evident; her overwhelming sense of hopelessness is 
palpable. She is in despair and nothing can be done for her, she is singularly preoccupied with her 
deceased husband as the only thing in her life worth living for. After four months she seems utterly 
lost within her grief. 

The sense of comfort Anna gets from the prospect of suicide is notable. Suicide has much to offer 
her—relief from pain and the prospect of being reunited with Mark in the hereafter. She is very 
preoccupied with her sense of wretched pain and seems at various points unable to bear it a 
moment further. 

When asked about a plan for suicide, Anna requests to change the topic. The desire of a patient to 
hide a plan is always worrisome creating a potential cat and mouse game with the clinician trying to 
get the plan out of the patient. 

History is always an important consideration and Anna's negative experience with mental health 
care is important to note. There is a skittish quality to her being seen by a mental health 
professional—she questions whether this meeting with me is a good idea or not through out the 
interview. Yet she is listening to me, making eye contact, and taking in what I have to say, all of 
which is encouraging from someone in this much pain. She lets me be empathic which is also 
encouraging; she does not reject my efforts to understand her suffering. Anna also does not rule 
out my efforts to offer glimmers of hope—she is willing to listen and not reject the prospect 
outright. Anna's openness to hearing about other options as an alternative to taking her life is very 
encouraging. She is consistently receptive to my talking about other options which is critical. 

In the more formal assessment of suicidal thinking, Anna has many hallmark risk factors that are 
worrisome—she sees herself as a burden to others, she is in acute psychic pain, she is stressed, 
hopeless, and emotionally upset and she yearns for escape. Anna hates herself and her existence. 
The fact that she is reluctant to use a gun fearing pain is encouraging from an objective risk 
standpoint. She calls herself a coward. 

As we transition into collaborative treatment planning—the crisis response plan—I am particularly 
struck that in spite of everything Anna is going through she is basically receptive to what I have to 
say. From an assessment standpoint her receptivity to my ideas about treatment and intervention 
is very encouraging. 

So, at the end of the assessment day, I judge Anna to be a relatively high risk for attempting suicide 
by overdose. But I am comfortable with the idea of working with her intensively on an outpatient 
basis. This is mostly based on Anna's receptivity to my ideas and my sense that she wants to be 
convinced to find another way. Bottom-line a lot of ground gets covered in the course of this 
interview and she is clearly better off at the end of the session than when we first sat down to 
talk... 11 

Assessing and Managing Suicide Risk RS #16: page 1 of 1 



Resource Sheet #17: 

Understanding Youth Suicidal Behavior and Suicide 

How are Suicidal Behaviors Expressed Differently in Youths than in Adults? 

Questions invariably arise from clinical practitioners about differences in youth and adolescent suicide, notably 

whether signs and symptoms, risk factors, warning signs, and behaviors are different or differentially 

expressed than in adults. This Resource Sheet examines what is known and empirically validated, both 

clinically and epidemiologically, regarding developmental differences. 

There is more evidence for similarities than differences between youth and adult suicidal behavior. The majority 

of the empirically validated differences are epidemiologic (e.g., related to prevalence rates and suicide 

methods). There is less research evidence for developmental differences between youths and adults in 

suicidal behavior than is commonly assumed. 

Empirically Validated Differences between Youth and Adult Suicidal Behaviors: 

Signs, Symptoms, and Treatment-Related Risk 

1. Precipitants: Both youth and adult suicidal behaviors are commonly precipitated by losses or relationship 

and family difficulties (e.g., Beautrais et al., 1997; Connor et al., 2001; Gould et al., 1996; Heikkinen et al., 

1994), but for youths, disciplinary crises and academic problems also are relatively common precipitants 

(Gould et al., 1996) as is bullying (Brunstein et al, 2007; Kaltiala-Heino, et al., 1999). 

2. Alcohol/Substance Use and Mental Disorders: Findings from the National Death Reporting System suggest 

that youths have lower rates of drug and/or alcohol involvement at the time of death than adults (14% and 

55%, respectively) (http://www.sprc.oralibrary/YouthSuicideFactSheet.pdf). Similarly, police and medical 

examiner/coroner death investigation reports indicate that youths who die by suicide are less likely than 

adults who die by suicide to have a mental health or substance abuse problem (46% and 64%, respectively) 

(http://www.sprc.org/library/YouthSuicideFactSheet.pdf). Nevertheless, it is important to know that the 

positive relationship between substance use/dependence and suicide attempts strengthens as youths get 

older, continuing through young adulthood (Brent et al., 1999; Goldston et al., under review; Gould et al., 

1998). In addition, psychological autopsy studies (e.g., Brent et al., 1988; Shaffer et al., 1996) -- using all 

available information -- have documented much higher rates of psychiatric and substance use disorders 

among adolescents than reports based on forensic data (such as death investigation reports), thus this 

finding is source dependent. 

3. Impulsivity: Impulsivity has been associated with greater suicidal behavior among at least some groups of 

adolescents (Horesh et al., 2003; Kashden et al., 1993; McKeown et al., 1998). However, a significant 
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relationship between suicidal behavior and impulsivity also has been demonstrated among adults 

(Oquendo et al., 2004; Swann & Dougherty, 2005; Zouk et al., 2006), so it is unclear whether adolescent 

attempts are on average more impulsive than those of older individuals. In fact, in one study of 13- to 34-

year-olds with nearly lethal suicide attempts, age was not related to the likelihood of an impulsive suicide 

attempt (Simon et al., 2001). 

4. Hopelessness: In prospective studies, hopelessness has been linked to suicidal behavior among both 

adolescents and adults (Brittlebank et al., 1990; Brown et al., 2000; Fawcett et al., 1990; Goldston et al., 

2001.; Kuo et al., 2004). However, "hopelessness" may mean different things to younger and older 

individuals, as adolescents have a different time perspective and future orientation than adults. 

Adolescents' level of planning for the future, for example, increases as they get older (Nurmi, 1991). 

5. Response to Antidepressants: Adolescents and young adults up to the age of 24 seem to have a slightly 

increased risk of suicidal thinking and behavior, i.e., "suicidality," during initial treatment with modern 

antidepressants (mostly SSR1s), primarily in the first one to four months. Scientific data did not show this 

increased risk in adults older than 24 and gave evidence that adults ages 65 and older taking 

antidepressants had a decreasedrisk of suicidality (FDA News, May 2, 2007). 

In summary, there are relatively few developmental differences in the signs and symptoms for suicidal 

behaviors among youths versus adults. Most of the substantiated differences are epidemiologic. The 

following represent the most significant of these differences: 

Epidemiologic Findings on Youth Suicide 

1. Methods: In the US, suffocation (most often by hanging) is the most common method of suicide death for 

adolescents age 16 and younger; firearms are more frequently used as means for suicide deaths among 

older adolescents and adults (Centers for Disease Control and Prevention, 2007: 

http://webapp.cdc.govisaswebincipc/mortratel0 sv.html) 

2. Rates of Completed Suicide: The incidence of suicide increases as children mature through adolescence 

and into young adulthood. According to CDC data from 1999 to 2004: suicide death rates were 0 per 

100,000 for children 4 and younger, 0.02/100,000 for children ages 5 to 9, 1.28/100,000 for 10- to 14-year-

olds, 7.82/100,000 for 15- to 19-year-old adolescents, and 12.25/100,000 for 20- to 24-year-olds (Centers 

for Disease Control and Prevention, 2007: http://webapp.cdc.gov/sasweb/ncipc/mortrate.html) 

3. Rates of Suicide Attempts: Rates of suicide attempts increase from early- to mid-adolescence (Angle, 

O'Brian, & McIntire, 1983; Kovacs et al., 1993; Lewinsohn et al., 2001). Results from one community study 

indicated that rates of suicide attempts may decline after the period of mid-adolescence, particularly 

among females (Lewinsohn et al., 2001). Results from the Youth Risk Behavior Survey of high school 

students, when compared to similar self-report studies of college students (cf. ACHA, 2001), confirm that 

Assessing and Managing Suicide Risk RS #15: Page 2 of 6 



self-reported rates of suicide ideation and attempt are lower in college students than among those in high 

school. 

4. Lethality of Suicide Attempts: A significantly greater proportion of suicide attempts among older 

individuals are lethal; that is, there are more non-lethal suicide attempts per suicide death among younger 

relative to older individuals. In a study comparing suicide attempts (with injuries resulting in emergency 

department visit or hospitalization) to deaths by suicide across eight US states (Spicer & Miller, 2000), the 

proportion of suicide acts that were fatal by age group was as follows: 0-14 years: 1.9%; 15-19 years: 3.9%; 

20-24 years: 6.5%; 25-44 years: 7.0%; 45-64 years: 14.8%; > 65 years: 30.7%; In addition, younger 

adolescents as a group tend to have suicide attempts of lower lethality than older adolescents (Brent et al., 

1999). 

5. Suicide as a Manner of Death: The proportion of all deaths (in that age group) that is comprised by suicide 

increases from early adolescence through young adulthood (Centers for Disease Control and Prevention, 

2007). http://webapp.cdc.govisaswebincipc/mortrate10_sy.html). 

6. Suicide Post-Discharge: Suicide following psychiatric hospitalization is eight times more likely in adults than 

in youths in the first 3.5 years after discharge (Safer, 1997). 

7. Clusters: Youth suicides are more likely to occur in clusters than those of older individuals (Gould et al., 

1990). (The Center for Disease Control and Prevention defines suicide clusters as a group of suicides or 

suicide attempts, or both, that occurs closer together in time and space that would normally be expected 

in a given community.) 
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Personal Action Plan and Journal 

Instructions: Please use this form to write your thoughts and feelings and to record actions that you 

plan to take as a result of this workshop. 

Actions I plan to take 

Name 2 changes you plan to make in your practice 

My thoughts and feelings about 
suicide and working with 

individuals at risk for suicide 

Attitudes and Approach 
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Collecting Accurate Assessment Information 

Assessing and Managing Suicide Risk Personal Action Plan and Journal: Page 1 of 3 



Actions I plan to take 

Name 2 changes you plan to make in your practice 

My thoughts and feelings about 
suicide and working with 

individuals at risk for suicide 

Formulation of Risk 
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Treatment and Services Planning 
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Actions I plan to take 

Name 2 changes you plan to make in your practice 

My thoughts and feelings about 
suicide and working with 

individuals at risk for suicide 

Management of Care 

Documentation 
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SPRC • Suicide Prevention Resource Center 

SPRC Training Institute online training recommended 
for health and behavioral health professionals 

Counseling on Access to Lethal 
Means 

Access to lethal means can determine whether a 
person who is suicidal dies or survives. 

The CALM course: 
• Can be completed in 2 hours; CEUs provided 
• Is designed for health and behavioral health 

providers, clergy, and social service providers 
• Explains why reducing access to lethal means 

can save lives 
• Teaches practical skills for asking suicidal 

clients about their access to lethal means 
• Provides video examples of how to work with 

clients and their families to reduce access to 
lethal means 

For more offerings from the SPRC Training Institute: 
http://www.sprc.org/training-institute 


