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Learning O
bjectives

1) Adopt language for suicidal patients that is respectful and non-
judgm

ental. 
2) Assist patients w

ith suicidal sym
ptom

s in a collaborative, em
pow

ering 
w

ay, anchored in their values and priorities. 
3) Assess suicide risk in 10-15 m

inutes. 
4) Discuss w

ith patients am
bivalence and reasons for living. 

5) Collaboratively devise a crisis response plan that m
ay reduce suicide 

attem
pts by 76%

. 



W
hat are Gatekeeper Program

s?
o

They leverage the com
m

unity
…

w
hy is this beneficial?

o
O

ften, these are the m
ost com

m
on and fundam

ental type of 
suicide prevention program

.





How
 does one “Say Som

ething?”



M
yth:

Asking a person if he/she is thinking about suicide m
ay result in a 

non-suicidal person becom
ing suicidal.



Reality:
There is no evidence that asking a person if he/she is having suicidal 

thoughts results in m
ore suicidal sym

ptom
s.

…
you’re not going to give som

eone any ideas the individual hasn’t already considered.



Asking THE Q
U

ESTIO
N

Listening to Suicide Attem
pt Survivors

https://w
w

w
.youtube.com

/w
atch?v=kQ

4XCN
ZdKfI&

t=332s

(Stop at 5:32)



A Persistent U
pw

ard Trend





Arkansas Suicide Trends



Arkansas Suicide Trends



Traditional Suicide Risk Assessm
ent 

M
ethods

W
hite

M
ale

Betw
een ages of 18 and 25

Firearm
 ow

ner

¾
Do people fem

ales, people of color, and those w
ho aren’t age 18-25 --kill them

selves?

¾
Do people kill them

selves in w
ays that don’t involve firearm

s?

¾
Has know

ing these facts helped us prevent suicides overtim
e?



Contributing Factors



Research 
Explores 
these 
Factors 
Betw

een-
Subjects

But, Clinicians 
Exam

ine 
Variables W

ithin 
Subjects



W
e CAN

N
OT Predict Future Suicides

According to tw
o recent studies, considering the last 50 years of 

research, our ability to predict future suicides and suicidal behaviors 
is generally poor (Belsheret al., 2019; Franklin et al,. 2017).



Typical Risk Assessm
ent

1.
Risk Factors

2.
Protective Factors

1.
Ideation

2.
Plans

3.
Intent

Do w
e ask these w

ith other 
clinical problem

s AFTER the 
problem

 is present?

This is insufficient and 
antiquated.



A Problem
atic Cycle 

am
ong Providers

Better 
Safe than 

Sorry

•
CRP 

•
Hospitalization

Accurate

•
M

utual trust
•

Client 
em

pow
erm

ent
•

Std of care

Cavalier

•
Risk and liability

•
Potential 
ethical 
violations

N
egative 

patient 
experience

Future non-
disclosure 

Positive 
patient 
experience

Future 
disclosure 

Client is 
unsafe; risk 
unm

itigated

Std of care 
not m

et



At the System
 Level…



A Problem
atic

Cycle
N

o change 
in suicide 

trends 

M
ore 

psychiatric 
hospitals 

open

Few
er 

people 
receive 

help earlier

O
verall risk 
level of 

population 
rises

O
utpatient M

H providers’ suicide m
anagem

ent skills decline



Pediatric Hospitalizations 



A Com
m

on M
iscalculation System

s M
ake

“W
e just need to pay for m

ore inpatient beds to 
handle the volum

e of at-risk patients.”

Treatm
ent M

U
ST occur prim

arily in outpatient settings.



Lim
itations of Psychiatric Hospitalization

Psychiatric Hospitalization is not the “Gold Standard” for treatm
ent

Æ
M

any clinicians assum
e that hospitalizing suicidal patients actually treats the suicidal 

sym
ptom

s. In m
ost cases it doesn’t, it sim

ply rem
oves the patients’ opportunities and 

m
eans to attem

pt suicide. 

Æ
This m

ay be w
hy the post-discharge suicide rate is approxim

ately 100 tim
es the global 

suicide rate during the first 3 m
onths after discharge and patients adm

itted w
ith 

suicidal thoughts or behaviors have rates near 200 tim
es the global rate upon discharge 

(Chung et al., 2017)

Æ
Therefore, it is incum

bent on us -the outpatient m
edical com

m
unity to m

ore fully and 
accurately address the suicide



Studies have found that less than half of behavioral health professionals 
receive form

al training in suicide risk m
anagem

ent in graduate school 
and the average total duration of form

al suicide m
anagem

ent training is 
under 2 hours in duration (Bongar&

 Harm
atz, 1991; Feldm

an &
 

Freedenthal, 2006; Guy, Brow
n &

 Poelstra, 1990).

Bongar, B., &
 Harm

atz, M
. (1991). Clinical psychology graduate education in the study of suicide: Availability, resources, and 

im
portance. Suicide and Life-Threatening Behavior, 21(3), 231-244.

Feldm
an, B. N

., &
 Freedenthal, S. (2006). Social w

ork education in suicide intervention and prevention: An unm
et need?. Suicide and 

Life-Threatening Behavior, 36(4), 467-480.

Guy, J. D., Brow
n, C. K., &

 Poelstra, P. L. (1990). W
ho gets attacked? A national survey of patient violence directed at psychologists in 

clinical practice. Professional Psychology: Research and Practice, 21(6), 493.

Adequate Training?



A recent study of psychologists found that:
“Psychologists w

ere less w
illing to w

ork w
ith a patient experiencing suicidality than an individual 

w
ithout elevated suicide risk. Those indicating a reluctance to provide services reported greater concerns 

over the adequacy of their suicide-related skills and training and few
er resources in the com

m
unity.”

Groth
T., Baccio

D.E. (2019). Psychologists’ w
illingness to provide services to individuals at risk of suicide. Suicide Life Threat Behav. 49(5):1241-

1254. 

Another recent study of all types of therapists found that:
Approxim

ately one third of m
ental health professionals did not ask every patient about current or previous suicidal 

thoughts or behaviors.

Com
fort, but not fear, w

as positively associated w
ith greater odds of conducting evidence-based suicide risk 

assessm
ents at initial appointm

ents and adequacy of suicide risk m
anagem

ent practices w
ith patients reporting 

suicide ideation and a recent suicide attem
pt.

Roush, J. F., Brow
n, S. L., Jahn, D. R., M

itchell, S. M
., Taylor, N

. J., Q
uinnett, P., &

 Ries, R. (2017). M
ental health professionals' suicide risk 

assessm
ent and m

anagem
ent practices.Crisis.

Adequate Training?



W
hat Does O

ne Suicide Cost Society?
Æ

The average cost of one suicide w
as $1,329,553.

Æ
M

ore than 97 percent of this cost w
as due to lost productivity. The rem

aining      
3 percent w

ere costs associated w
ith m

edical treatm
ent.

Æ
The total cost of suicides and suicide attem

pts w
as $93.5 billion.

Æ
Every $1.00 spent on psychotherapeutic interventions and interventions that 
strengthened linkages am

ong different care providers saved $2.50 in the cost 
of suicides.

(Shepherd et al., 2015)



A Spectrum
 of Suicide Prevention Actions

(Suicide Prevention Resource Center; sprc.org)



Prevalence Rates
oPrevalence rate for suicidal ideation and suicidal behaviors in general m

edical 
settings = 2 to 5%

(Cooper-Patrick, Crum
, &

 Ford, 1994; O
lfson

et al, 1996; Pfaff &
 Alm

eida, 2005; 
Zim

m
erm

an, et al., 1995)

oIt rem
ains one of the top ten causes of death in Am

erica am
ong adults. (31K per 

year; Hoyert, Heron, M
urphy, &

 Kung, 2006)

oAm
ong children and adolescents ages 10-18, it rem

ains the #2 cause of death 
(Centers for Disease Control, 2016) 
https://w

w
w

.cdc.gov/injury/w
isqars/pdf/leading_causes_of_death_by_age_group_2016-508.pdf

oFor PC patients referred to integrated BH provider, prevalence = 12.4
%

(Bryan et 
al, 2008)



�Estim
ated 1-10%

 of PC patients experience suicidal 
sym

ptom
s at any given tim

e

�O
f individuals w

ho die by suicide:
�45%

 visit PCP w
ithin one m

onth (Luom
a, M

artin, &
 

Pearson, 2002)
�20%

 visit PCP w
ithin 24 hrs (Pirkis&

 Burgess, 1998)
�73%

 of the elderly visit w
/in 1 m

onth (Juurlink
et al., 2004)

Suicide in Prim
ary Care



Top 5 chief com
plaints by patients during the visits im

m
ediately 

preceding their suicides:

Anxiety
U

nspecified gastrointestinal sym
ptom

s
U

nexplained cardiac sym
ptom

s
Depression

Hypertension 

Prim
ary Care is a Critical W

indow
 of 

O
pportunity



The Im
portance of Fluid Vulnerability 

TheorySuicide risk is actually com
prised of tw

o
dim

ensions:

1.
Baseline:Individual’s “set point” for suicide risk, com

prised of 
static risk factors and predispositions 

2.
Acute:Individual’s short-term

 or current risk, based on presence 
of aggravating variables and protective factors



RolesStaff M
em

ber
Role

PCP
Identify, refer, w

arm
 handoff, m

anage m
edication 

N
urse

Identify, refer, coordinate care, com
m

unicate

M
edical Assistant

Identify, refer, coordinate care, com
m

unicate

BHP
Identify, assess and reduce risk, determ

ine disposition, 
m

ake recom
m

endations to staff, *provide treatm
ent

M
H Provider

Provide treatm
ent and continuously assess risk; provide 

consultation &
 liaison services

*The type of treatm
ent delivered depends on the setting and integration m

odel.

(Bryan &
 Corso, 2014)



Consider Your O
w

n Bias and Beliefs about Suicide

1.
W

hy do people kill them
selves?

2.
W

hat do I believe m
orally, spiritually and/or religiously about 

suicide?
3.

W
hat type of person m

akes a suicide attem
pt?

4.
Can suicide be prevented?

5.
W

ho do I know
 w

ho has been suicidal, m
ade an attem

pt or died 
by suicide?

6.
W

hat do I think about m
y ow

n personal thoughts of death, dying 
and/or suicide?

7.
How

 have the suicide deaths of m
y patients influenced m

y practice 
habits?

8.
W

hat is m
y responsibility to m

y patients as a clinician? 



W
hat our Role is N

OT
◦Friend

◦Guardian

◦Savior

◦Protector

◦Instead, our job is to follow
 the standard of care



Standard of Care

A legal concept defined by statutes that vary by jurisdiction, 
established by experts w

ho retrospectively judge w
hether 

◦a given event of interest (e.g., suicide) w
as foreseeable

◦the clinician provided reasonable care
(Berm

an, 2006)
Æ

W
hat yardstick w

ill our “reasonable peer” use?



Standard of Care

Essentially, the standard of care has been shaped m
ore by failuresin 

standard clinical practice w
ith suicidal patients than em

pirical 
findings dem

onstrating w
hat actually w

orks (or does not w
ork) w

ith 
this population.

It is not directly defined by efficient, clear, and scientific 
investigation, but rather by decisions rendered by the legal system

 in 
m

alpractice cases, based largely upon the testim
ony of hired 

professionals w
ho express opinions regarding clinical practice.  



9
Standard of Care 

X
C.Y.A



W
hat Suicide is N

OT
•A Cry for Help
•Attention Seeking Behavior
•Instrum

ental Behavior (m
anipulation)

•A Threat
•Self-injurious behavior
•Behavior that can be Boiled Dow

n to Calculating Risk Factors
•Even if it w

as about attention and m
anipulation…

aren’t those 
problem

atic?



Suicide is a State of…
•Hopelessness
•Burdensom

eness

•Pow
erlessness

•Thw
arted Belongingness

•Am
bivalence



Suicide is a State of Am
bivalence

If a suicidal patient is talking w
ith you, there is a part of him

/her 
that w

ants to live, even if only a little bit

The patient is suicidal because the individual doesn’t know
 how

 
else to alleviate his/her suffering, not because he/she actually 

w
ants to die

It is one solution in the patient's problem
-solving repertoire.



Identifying those w
ho Are Suffering

W
hat does som

eone’s “baseline” look like?

Baseline M
ode

Distress M
ode

Happy
---------

U
nhappy, dow

n, sad, agitated, anxious

Social 
---------

W
ithdraw

n, shut dow
n

Calm
/stable

---------
Em

otional, m
oody, im

pulsive, pressured 
speech, jum

py or shaky 

Logical 
---------

Racing thoughts, irrational thinking, 
tangential 

Deliberate
---------

Erratic, random
, scattered



Helping those w
ho Are Suffering

W
hen som

eone seem
s different than his/her/their baseline, w

hat 
do you say? 

Start general and open w
ith a question: “How

 are things going?”
…

or a statem
ent: “You seem

 different today…
not like yourself.”

Then becom
e m

ore specific: “Have you been thinking about ending 
your life?”

…
“Can I help you get to a doctor?



Predispositions

Prior suicide attem
pts

Abuse history
Im

pulsivity
G

enetic vulnerabilities

Physiology

Agitation
Sleep disturbance

Concentration problem
s

Physical pain

Em
otion

Sham
e

G
uilt

Anger
Anxiety

Depression

Behavior

Substance abuse
Social w

ithdraw
al

N
on-suicidal self-injury
Rehearsal behaviors

Cognition

“I’m
 a terrible person.”

“I’m
 a burden on others.”

“I can never be forgiven.”
“I can’t take this anym

ore.”
“Things w

ill never get better.”

Trigger

Job loss
Relationship problem

Financial stress
Life transitions

Suicidal
M

ode

46



Video: Lifelong Struggle &
 Suicidal M

ode

https://w
w

w
.youtube.com

/w
atch?v=yg5Z-8FW

EYE



Predispositions

Prior suicide attem
pts

Abuse history
Im

pulsivity
G

enetic vulnerabilities

Physiology

Agitation
Sleep disturbance

Concentration problem
s

Physical pain

Em
otion

Sham
e

G
uilt

Anger
Anxiety

Depression

Behavior

Substance abuse
Social w

ithdraw
al

N
on-suicidal self-injury
Rehearsal behaviors

Cognition

“I’m
 a terrible person.”

“I’m
 a burden on others.”

“I can never be forgiven.”
“I can’t take this anym

ore.”
“Things w

ill never get better.”

Trigger

Job loss
Relationship problem

Financial stress
Life transitions

Suicidal
M

ode

48



W
hat do Patients Believe about their 

Suicidal Sym
ptom

s?
◦I’m

 going crazy
◦Since I’ve never felt this w

ay before, I can’t relate to m
yself –

I 
don’t feel like m

e
◦I am

 losing control of m
yself

◦I m
ight not be able to stop m

yself from
 acting on m

y suicidal 
thoughts

◦I’m
 not w

ho I thought I w
as

Help them
 avoid believing all of these!



Teach Them
 about Am

bivalence 

50

“M
ost people, w

hen they think about killing them
selves, don’t truly 

w
ant to die, they just don’t w

ant to live w
ith all their pain. Is that how

 
you feel?”



Help Patients Learn to Cope
�A stronger sense of m

eaning in life is significantly associated w
ith 

low
er em

otional distress, less severe suicidal ideation, and better 
functioning across m

ultiple dom
ains of life (Bryan et al., 2013).

�“Effective” Crisis Response Planning reduces suicide attem
pts up to 

76%
 (Bryan et al., 2017 a, b)

�BCBT reduces suicidal behavior by 60%
 com

pared to treatm
ent as 

usual (Bryan et al., 2015)

51



Effective Coping Skills
�Em

otional regulation skills
�Distress tolerance skills
�Relaxation/m

indfulness
¾

These prevent the person from
 im

pulsively acting to stop the 
overw

helm
ing em

otions, thoughts and physical arousal

¾
They m

ust learn to prevent or interrupt the “suicidal m
ode”

�Adopting m
ore helpful w

ays of thinking 

52



"I got very angry w
hen they kept asking m

e if I w
ould do it 

again. They w
ere not interested in m

y feelings. Life is not 
such a m

atter-of-fact thing and, if I w
as honest, I could not 

say if I w
ould do it again or not. W

hat w
as clear to m

e w
as 

that I could not trust any of these doctors enough to really 
talk openly about m

yself."

53



A Collaborative Approach
Collaborative approach to
m

ental illness &
 suicide

Suicide is a problem
 distinct 

from
 m

ental illness
Patient is the expert of their 
ow

n suicidal experience
Clinician w

orks alongside the 
patient to view

 suicide 
through the eyes of the 
patient

54

(Jobes, 2006)



Em
pow

ering Patients 
Respect the patient's autonom

y and ability to kill 
him

self/herself

Don’t m
oralize

Avoid pow
er struggles about options that lim

it the patient's 
autonom

y

Recognize that suicidality
is m

arked by am
bivalence…

address 
this head-on



A Collaborative Approach
Critical com

m
unications:

◦“You are the expert about w
hat you are thinking and feeling”

◦“This is a problem
 like any other m

edical or psychosocial 
problem

”
◦“I am

 not afraid to address it”
◦Reinforce help-seeking behaviors
◦Decreasing patient's distress is m

ost im
portant goal (de-activate 

the suicidal m
ode)

◦Protecting safety is essential 
◦“Help is available, and it w

orks””



Standardizing Suicide Language
Consider elim

inating the follow
ing term

s:

Suicide gesture
Parasuicide

Suicide threat
Self-m

utilation
“Com

m
it” suicide

“Cry for Help”



Suicide-Related Term
s

Suicide attem
pt

Intentional, self-enacted, 
potentially injurious 
behavior w

ith any (nonzero) 
am

ount of intent to die, w
ith 

or w
ithout injury

Suicidal ideation

Thoughts of ending one’s life 
or enacting one’s death

N
onsuicidalself-injury

Intentional, self-enacted, 
potentially injurious behavior 
w

ith no (zero) intent to die, 
w

ith or w
ithout injury

N
onsuicidalm

orbid ideation

Thoughts about one’s death 
w

ithout suicidal or self-
enacted injurious content



A Few
 W

ords about N
onsuicidalSelf-Injury

N
onsuicidalself-injury

Intentional, self-enacted, potentially injurious behavior w
ith no (zero) intent to 

die, w
ith or w

ithout injury

--Cutting

--Branding

--Burning

Avoid dism
issing these patients as unlikely to need further

suicide-related care.   
…

w
hy?

59



60

In the year follow
ing treatm

ent for nonsuicidal
self-injury, 1 out of 5 people repeat the act and 
over 20%

 die by suicide (O
w

ens et al. 2002)

Alm
ost half of those w

ho seek m
edical care  

follow
ing an incident of nonsuicidalself-injury, 

had consum
ed alcohol in the period prior to the 

incident (H
aw

ton
et al. 1989; Touquetet al. 2008)

A Few
 W

ords about N
onsuicidalSelf-Injury
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th

a
n

 y
o

u
 sh

o
u
ld

, o
r trie

d
 to

 k
ill y

o
u
rse

lf in
 a

n
y

 o
th

e
r w

a
y

?

If n
o

 e
v
id

e
n

c
e
 o

f p
rio

r a
tte

m
p
t(s):

A
sse

ss c
u
rre

n
t su

ic
id

a
l e

p
iso

d
e

If p
o

sitiv
e
 e

v
id

e
n

c
e
 o

f p
rio

r a
ttem

p
t(s): A

sse
ss m

u
ltip

le
 a

tte
m

p
t sta

tu
s

A
sse

ss m
u

ltip
le

 a
tte

m
p

t sta
tu

s 
-

H
o

w
 m

a
n

y
 tim

e
s h

a
v

e y
o

u
 tried

 to
 k

ill y
o
u
rse

lf?
-

L
e
t’s ta

lk
 a

b
o

u
t th

e first tim
e
…

a
.

W
h

e
n

 d
id

 th
is o

c
c
u
r?

b
.

W
h

a
t d

id
 y

o
u
 d

o
?

c
.

W
h

e
re

 w
e
re

 y
o

u
 w

h
e
n

 y
o

u
 d

id
 th

is?
  

d
.

D
id

 y
o

u
 h

o
p

e
 y

o
u
 w

o
u
ld

 d
ie

, o
r d

id
 y

o
u
 h

o
p

e
 so

m
e
th

in
g
 e

lse
 w

o
u
ld

 h
a
p

p
e
n

?
e
.

A
fte

rw
a
rd

s, w
e
re

 y
o

u
 g

la
d
 to

 b
e
 a

liv
e
 o

r d
isa

p
p

o
in

te
d
 y

o
u
 w

e
re

n
’t d

e
a
d
?
  

-
I’d

 lik
e
 to

 ta
lk

 a
 b

it a
b
o

u
t th

e
 w

o
rst tim

e…
 [R

e
p

e
a
t a

 th
ro

u
g
h

 e
]

A
sse

ss cu
rre

n
t su

icid
a

l e
p

iso
d

e
 

-
L

e
t’s ta

lk
 a

b
o

u
t w

h
a
t’s g

o
in

g
 o

n
 rig

h
t n

o
w

.  Y
o

u
 sa

id
 y

o
u
’v

e
 b

e
e
n

 th
in

k
in

g
 a

b
o

u
t 

[c
o

n
te

n
t].

-
H

a
v

e
 y

o
u
 th

o
u
g
h

t a
b
o

u
t h

o
w

 y
o

u
 m

ig
h

t k
ill y

o
u
rse

lf?
-

W
h

e
n

 y
o

u
 th

in
k
 a

b
o

u
t su

ic
id

e
, d

o
 th

e
 th

o
u
g
h

ts c
o

m
e
 a

n
d
 g

o
, o

r a
re

 th
ey

 so
 in

te
n
se

 y
o
u
 

c
a
n

’t th
in

k
 a

b
o

u
t a

n
y
th

in
g
 e

lse
?

-
H

a
v

e
 y

o
u
 p

ra
c
tice

d
 [m

e
th

o
d
] in

 a
n

y
 w

a
y

, o
r h

a
v
e
 y

o
u
 d

o
n

e
 a

n
y

th
in

g
 to

 p
re

p
a
re

 fo
r y

o
ur 

d
e
a
th

?
-

D
o

 y
o

u
 h

a
v

e
 a

c
c
e
ss to

 [m
e
th

o
d
]?

S
cre

e
n

 fo
r p

ro
te

ctive
 fa

cto
rs 

-
W

h
a
t is k

e
e
p

in
g
 y

o
u
 a

liv
e
 rig

h
t n

o
w

?

(Bryan, Corso, N
eal-W

alden, &
 Rudd, 2009)

(Bryan,N
eal-

W
alden, &

 
Rudd, 2009)
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Differentiate suicidal ideation from
 

nonsuicidal ideation* 

*also called non lethal m
orbid ideation or death 

ideation



Suicidal ideation has stronger relationship w
ith 

suicidal behaviors than nonsuicidalm
orbid ideation 

(Joiner, Rudd, &
 Rajab, 1997)



Suicidal ideation associated w
ith significantly higher levels of 

psychological distress than nonsuicidalm
orbid ideation

(Edw
ards et al., 2006; Fountaoulakiset al., 2004; Liu et al., 2006; Scocco

&
 DeLeo, 2002)



Potential Survey Screening/Assessm
ent M

ethods

Patient Health Q
uestionnaire-9 (PHQ

-9)
Behavioral Health M

easure-20 (BHM
-20)

O
utcom

es Q
uestionnaire-30 (O

Q
-30)

Beck Depression Inventory-Prim
ary Care (BDI-PC)

Colum
bia Suicide Severity Rating Scale



Sam
ple Q

uestions
Have you thought about ending your life or killing yourself?

Have you had thoughts of death or dying? If so, have you thought 
you m

ight play a role in m
aking your death happen?

Som
e people think about not being here or falling asleep and not 

w
aking up, w

hile others think about actually doing som
ething to 

enact their death. Are your thoughts m
ore like the first ones or 

the second ones? 



W
hat are “Those Thoughts”?

o
Planning m

y death

o
Thoughts of death/dying

o
W

ishing to be dead

o
Thinking about how

 I m
ight kill 

m
yself

o
Thinking of killing m

yself

o
W

ishing I could fall asleep and not 
w

ake up
o

Im
agining I w

ill play a part in 
causing m

y death

SI -Thinking of suicide

DI -Thinking of death

DI -Thinking of death

SI -Thinking of suicide

SI -Thinking of suicide

DI -Thinking of death

SI -Thinking of suicide



W
hat are “Those Thoughts”?

o
“I w

ant to sleep and not w
ake up.”

o
“I just w

ant to end it all.”

o
“I hate m

yself.”

o
“W

hat if I stop taking m
y m

eds

for m
y chronic condition?”

o
“Killing m

yself w
ould unburden

m
y fam

ily.”

o
“W

hat w
ould people say if I died?”

DI -Thinking of death

SI -Thinking of suicide

DI -Thinking of death

SI -Thinking of suicide

SI -Thinking of suicide

DI -Thinking of death



Distinguishing betw
een Death Thoughts 

and Suicidal Thoughts
¾

Thoughts of death
are quite

com
m

on and indicate that som
eone is feeling 

overw
helm

ed

¾
Thoughts of death

do not reliably result in a suicide attem
pt or suicidal 

behaviors…
unless they progress into suicidal thoughts first

¾
Thoughts of suicide

are lesscom
m

on and indicate that som
eone is feeling so 

overw
helm

ed that he/she/they view
 ending life as a solution

¾
Thoughts of suicide

are associated w
ith higher psychological distress and are m

ore 
closely tied to suicidal behaviors com

pared to thoughts of death

¾
Thoughts of suicide

reliably result in a suicide attem
pt or suicidal behaviors
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T 
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Assess for past suicidal behaviors 
and m

ultiple attem
pt history 



Past suicide attem
pts are the m

ost robust predictor of future suicidal 
behaviors, even in the presence of other risk factors

(Clark et al., 1989; Form
an et al., 2004; Joiner et al., 2005; O

stam
o

&
 Lonnqvist, 2001)



W
hy Bother?

Three distinct groups:
◦

Suicide ideator:
Zero previous attem

pts
◦

Single attem
pter:

O
ne previous attem

pt
◦

M
ultiple attem

pter:
2 or m

ore previous attem
pts

Ideator

Single attem
pter

M
ultiple attem

pter

(Rosenberg et al, 2005; Rudd, Joiner, &
 

Rajab, 1996; W
ingate et al, 2004)

Risk level



Tim
e

Risk level

M
ild

Extrem
e

M
ultiple attem

pter

Zero attem
pterAcute crisis



M
ultiple Attem

pters
O

bjective indicators are better predictors than subjective indicators 
(Beck et al., 1974; Beck &

 Steer, 1989; Harrisset al., 2005; Haw
ton

&
 

Harriss, 2006)

Survival reaction can serve as indirect indicator of intent (Henriques
et al., 2005)

“W
orst point” suicidal episode better predictor than other episodes 

(Joiner et al., 2003)



Sam
ple Q

uestions
Have you ever tried to do anything, prepared to do anything or 

started to do anything to end your life? 

Have you ever m
entally or physically rehearsed how

 you m
ight end 

your life?

Have you ever had a prior suicide attem
pt? 

(if yes) Have you had tw
o or m

ore?

77
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Assess the Current Suicidal Episode

1.
Thoughts and desires

2.
Plans, preparation and rehearsal

3.
Am

bivalence and Intent

4.
Access to lethalm

eans



Current Suicidal Episode

>2 factors of suicidal desire and ideation = m
ild

>1 factor of resolved plans and preparation = m
oderate

Anything above these = Severe or Extrem
e

Resolved Plans &
 Preparation

à
Sense of courage

à
Availability of m

eans
à

O
pportunity

à
Specificity of plan

à
Duration of suicidal ideation

à
Intensity of suicidal ideation 

Suicidal Desire &
 Ideation

à
Reasons for living

à
W

ish for death
à

Frequency of ideation
à

Desire and expectancy
à

Lack of deterrents
à

Suicidal com
m

unication 



Subjective
à

Self-report of desired 
outcom

e
à

Expectation of outcom
e

à
W

ish for death
à

Low
 desire for life

O
bjective

à
Isolation

à
Likelihood of 
intervention

à
Preparation for attem

pt
à

Planning
à

W
riting a suicide note

Intent

Current Suicidal Episode



Sam
ple Q

uestions
Have you thought about how

 you m
ight kill yourself?

Do you know
 w

here or w
hen you m

ight do this?

W
hen you think about suicide, do the thoughts com

e and go, or 
are they so intense you can’t think about anything else?

Have you practiced [m
ethod] in any w

ay, or have you done 
anything to prepare for your death?

Do you have access to [m
ethod]? 

W
hat do you hope w

ill happen?

82



Assess Intent in the Context of 
Am

bivalence 

83

“M
ost people, w

hen they think about killing them
selves, don’t truly w

ant to die, they just don’t w
ant 

to live if they have to keep feeling all the bad things they feel. Is that how
 you feel?”

“M
ost people w

ho are thinking about suicide have reasons for living and reasons for dying –
they are 

am
bivalent. And, the things that are upsetting them

 are so overw
helm

ing that they can’t see any 
w

ay to overcom
e it all, so killing them

selves com
es to m

ind, as a w
ay to stop the pain. Does that 

describe you?”

“Is it that you w
ant to die because you can’t keep living w

ith how
 you feel and you can’t find any 

other w
ay to m

ake it go aw
ay? In other w

ords, if you could get past the things that are causing you 
pain, and you w

ere feeling better, w
ould you still w

ant to die? O
r w

ould you w
ant to live? “



Exam
ine the Patient in the Context of 

the Patient’s Values 

84

o
W

hat’s the m
ost im

portant thing to you in life right now
?

o
W

hat are these things a barrier to you doing/being?

o
If these w

ere not plaguing you, w
hat w

ould you be focusing on in  
life?W

hy should the patient continue talking to you if he/she only w
ants to die?

W
hy should the patient engage in treatm

ent w
ith you?



Don’t try to talk the person out of 
killing him

self/herself 

…
this m

eans don’t “talk him
/her off 

the ledge” either

…
it’s like putting a band-aid on a gushing w

ound



Assess Access to Lethal M
eans

Suicidal intent has w
eak relationship w

ith lethality of suicide attem
pt 

(Brow
n et al., 2004; Plutchik

et al., 1988; Sw
ahn

&
 Potter, 2001)

Patients tend to have inaccurate expectations about lethality of 
m

ethods
(Beck, Beck, &

 Kovacs, 1975; Brow
n, Henriques, Sosdjan, &

 Beck, 2004)

Availability of m
eans dem

onstrates strong association w
ith lethality

(Eddleston
et al, 2006; Peterson et al, 1985)



Assess Access to Lethal M
eans

Am
ong survivors of highly lethal suicide attem

pts:

24%
 m

ade the decision to act w
ithin 5 m

ins

70%
 m

ade the decision to act w
ithin 60 m

ins
(Sim

on et al., 2001)

Strong link betw
een suicide and length of tim

e from
 

firearm
 purchase 

(W
intem

ute
et al., 1999)
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M
eans Restriction Effectiveness

Reducing access to lethal m
ethods for suicide reduces suicide rates 

by that m
ethod:

◦
Firearm

s (Beautrais, 2000; Beautraiset al., 2006; Leenaarset al., 2003; Loftin
et al., 1991) 

◦
Carbon m

onoxide (N
ordentoftet al., 2006)

◦
Barbiturates (N

ordentoftet al., 2006)
◦

Pesticides (Gunnellet al., 2007)

88



M
eans Restriction Counseling 

Effectiveness
O

f those patients or parents w
ho receive m

eans 
restriction counseling follow

ing a suicide attem
pt (vs. no 

counseling):
◦

86%
 vs. 32%

 lock up/dispose of m
edications (M

cM
anus et al., 1997)

◦
75%

 vs. 48%
 rem

oved prescription m
eds

◦
48%

 vs. 22%
 rem

oved O
TC m

eds
◦

47%
 vs. 11%

 restricted alcohol access
◦

63%
 vs. 0%

 rem
oved firearm

89

(Kruesiet al., 1999)
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Addressing Am
bivalence Head O

n

91

Som
e people, w

hen they think about killing them
selves, don’t truly w

ant to die, they just don’t w
ant 

to live if they have to keep feeling all the bad things they feel. W
ould you say that is w

hat you’re 
experiencing?

M
ost people w

ho are thinking about suicide have reasons for living and reasons for dying –
they are 

am
bivalent. And, the things that are upsetting them

 are so overw
helm

ing that they can’t see any 
w

ay to overcom
e it all, so killing them

selves com
es to m

ind, as a w
ay to stop the pain. Does that 

describe you?

Is it that you w
ant to die because you can’t keep living w

ith how
 you feel and you can’t find any other 

w
ay to m

ake it go aw
ay? In other w

ords, if you could get past the things that are causing you pain, 
and you w

ere feeling better, w
ould you still w

ant to die? O
r w

ould you w
ant to live? 



Discuss Reasons for Living and 
Am

bivalence
o

Addresses am
bivalence…

hopefully it tips the scale in the right direction and it 
keeps the person focused on living (i.e., de-activates the suicidal m

ode)

“Before, w
e discussed how

 you have am
bivalence about living and dying –

that you 
don’t really w

ant to die, but you just can’t stand living this w
ay. If w

e could help you 
relieve your pain, w

hat w
ould that allow

 you to enjoy in life?”

“W
hat is keeping you alive right now

?”

“Take all the pain and put it aside in your m
ind for a m

om
ent; w

hat is the m
ost 

im
portant thing to you in your life?”



Discuss Reasons for Living &
 

Am
bivalence

“Take all the pain and put it aside in your m
ind for a m

om
ent; w

hat is the m
ost 

im
portant thing to you in your life?”

“These feelings and thoughts seem
 so overw

helm
ing for you. W

hat w
ould you be 

doing if these w
eren’t in the w

ay?”

“All of these difficulties are obstacles or barriers to you living your life the w
ay you 

w
ant. W

hat w
ould your life look like if you w

eren’t grappling w
ith these barriers or 

obstacles?



Discuss Reasons for Living  &
 

Am
bivalence

“You cam
e in today to discuss this, w

hich is actually evidence of your am
bivalence. It 

suggests you’re not yet ready to end your life. Did you know
 that? W

hat do you 
think about that?”

“You’ve shared how
 difficult this has been and how

 overw
helm

ed you feel. W
hat is 

keeping you from
 ending your life?”



Ask about Reasons for Living  &
 

Am
bivalence

o
Addresses am

bivalence…
hopefully it tips the scale in the right direction

o
It keeps the person future oriented

“Before, w
e discussed how

 you have am
bivalence about living and dying –

that you 
don’t really w

ant to die, but you just can’t stand living this w
ay. If w

e could help you 
relieve your pain, w

hat w
ould that allow

 you to enjoy in life?”

“W
hat is keeping you alive right now

?”

“Take all the pain and put it aside in your m
ind for a m

om
ent; w

hat is the m
ost 

im
portant thing to you in your life?”



Risk 
level

Clinical features
Indicated Clinical 

Response
Ideatoror Single 

Attem
pter

M
ultiple 

Attem
pter

Very Low
N

o identifiable 
suicidal ideation 
(baseline risk level)

N
/A

1.
N

o particular changes in 
ongoing treatm

ent.  

M
ild

Suicidal ideation of 
lim

ited intensity 
and duration, no 
identifiable plans, 
no intent, 
identifiable 
protective factors

N
o identifiable 

suicidal ideation 
(baseline risk 
level)

1.
Evaluate and re-
evaluate any expressed 
suicidal ideation to 
m

onitor change in risk 
2.

Consider m
edication 

treatm
ent

3.
Increase interventions 
that support successful 
self-m

anagem
ent 

strategies
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Risk 
level

Clinical features
Indicated Clinical 

Response
Ideatoror Single 

Attem
pter

M
ultiple 

Attem
pter

M
oderate

Frequent suicidal 
ideation w

ith 
m

oderate intensity 
and duration, som

e 
specific plans, 
m

inim
al objective 

m
arkers of intent, 

lim
ited rehearsal or 

preparatory 
behaviors, 
identifiable 
protective factors

Suicidal ideation 
of lim

ited intensity 
and duration, no 
identifiable plans, 
no intent, 
identifiable 
protective factors

1.
Crisis response plan

2.
Routinely reevaluate 
suicide risk, noting 
specific changes that 
reduce or elevate risk

3.
Consider m

edication 
change if sym

ptom
s 

w
orsen or persist

4.
O

btain professional 
consultation w

ith a 
colleague follow

ing each 
appointm

ent
5.

Specifically target 
suicidal sym

ptom
s in the 

treatm
ent plan

6.
M

eans restriction 
counseling
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Risk 
level

Clinical features
Indicated Clinical 

Response
Ideatoror Single 

Attem
pter

M
ultiple 

Attem
pter

High 
Frequent, intense, 
and enduring 
suicidal ideation, 
specific plans, clear 
objective m

arkers 
of intent, rehearsal 
or preparatory 
behaviors, few

 if 
any protective 
factors

Frequent suicidal 
ideation w

ith  
m

oderate 
intensity and 
duration, som

e 
specific plans, 
m

inim
al objective 

m
arkers of intent, 

lim
ited rehearsal 

or preparatory 
behaviors, few

 if 
any protective 
factors

1.
Consider referral for 
inpatient hospitalization 
evaluation (voluntary or 
involuntary, depending 
on situation)

2.
O

btain professional 
consultation w

ith a 
colleague follow

ing 
each appointm

ent
3.

Specifically target 
suicidal sym

ptom
s in 

the treatm
ent plan

4.
Crisis response plan

5.
M

eans restriction 
counseling

98



Assessing protective factors?



Protective Factors
Less em

pirical support than risk factors

Buffer against suicide risk, but do not necessarily reduce or rem
ove risk

Provide clues for intervention

O
ften prim

e positive em
otional states
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Crisis Response Plan (CRP) vs Safety Plan
o

Do w
e w

ant to passively keep people safe?

o
Do w

e w
ant people to proactively w

ork on coping differently?

o
Do w

e w
ant to change the sequence of events that reliably precede the 

patient’s suicidal thoughts?

o
Prom

pting them
 to think about and focus on their reasons for living is a 

critical differentiator. 



Crisis Response Plan (CRP)

Current 
negative 
em

otions, 
thoughts and 
situation

Trigger
Precursors to 
the Suicidal 
M

ode

Suicidal
M

ode

CRP
Safety 
Plan



Crisis Response Plan (CRP)
Decision-m

aking aid 

Specific instructions to follow
 during crisis

Developed collaboratively 

Purposes:
1.

Facilitate honest com
m

unication
2.

Establish collaborative
relationship

3.
Facilitate active involvem

ent of patient
4.

Enhance patient’s com
m

itm
ent to treatm

ent
5.

Develop healthier coping skills

(Rudd, M
andrusiak, &

 Joiner, 2006)



Crisis Response Plan (CRP)
The CRP im

m
ediately reduces negative em

otional distress and 
suicidal intent am

ong suicidal individual (Bryan et al., 2017a).

Discussing an individual's reasons for living during the CRP increases 
hope, leads to larger reductions in suicidal intent, and decreases the 
likelihood of psychiatric hospitalization (Bryan et al., 2017b).



Sam
ple Crisis Response Plans



Crisis Response Plan (CRP)

Helping patients create AN
D U

SE a 
CRP is one of the m

ost effective 
tools you can provide.



Suicide Risk Assessm
ent Plan

�
Ask about suicidal thoughts differentiate these from

 nonsuicidal thoughts
�

Ask about any history of suicide attem
pts

�
Ask about current suicidal thoughts (frequency, duration, intensity)

�
Ask about any plans (preparation, rehearsal) and access to m

eans
�

Explain am
bivalence –

ask if the person feels am
bivalent and assess intent in the 

context of am
bivalence

�
Transition discussion to reasons for living (in light of am

bivalence)
�

Develop a crisis response plan -> not sim
ply a safety plan Æ

N
EVER a safety contract!



Suicide Docum
entation Plan

�
Docum

ent presence/absence of suicidal thoughts vs. death ideation
�

Docum
ent num

ber of prior suicide attem
pts

�
Docum

ent presence/absence any plans and access to m
eans

�
Docum

ent static and dynam
ic risk factors; protective factors;frequency duration and 

intensity of current suicidal thoughts, plans and intent
�

Docum
ent your explicit discussion of am

bivalence and the patient’s response
�

Docum
ent your discussion of reasons for living 

�
Docum

ent that patient agreed to outpatient treatm
ent (insert type) w

ith use of a crisis 
response plan



Postvention

Postvention is psychological first aid, crisis intervention, and other 
support offered after a suicide to affected individuals, a com

m
unity 

or organization as a w
hole to alleviate possible negative effects of the 

event. 

(Sm
ith, Rivero, &

 Cim
ini. (2010, June 8). Postvention as a Prevention Tool: Developing a Com

prehensive Postvention Response for Your 
Cam

pus. A w
ebinar of the Suicide Prevention Resource Center. http://w

w
w

.sprc.org/new
s-events/events/postvention-prevention-tool-

developing-com
prehensive-postventionresponse-your-ca)



Book Recom
m

endations



Resources
�

N
ational Suicide Hotline: 1-800-273-TALK

�
w

w
w

.suicidology.org

�
w

w
w

.sprc.org/library/SafeM
essagingfinal.pdf 

�
https://afsp.org/  (local chapters exist in alm

ost every state)

�
https://w

w
w

.crisisconnections.org/get-training/schools/

�
https://w

w
w

.sprc.org/resources-program
s/youth-suicide-prevention-program

-yspp 

�
https://w

w
w

.crisisconnections.org/teen-link/ 



Arkansas Resources
Arkansas Lifeline Call Center—

1-800-273-TALK or http://w
w

w
.suicidepreventionlifeline.org/ are the 

places to go for those w
ho are in im

m
ediate crisis. The line is answ

ered 24/7 in-state, and has a separate line for 
veterans w

ho are in crisis,   pressing #1. 

Arkansas Crisis Center
1-888-274-7472
https://w

w
w

.arcrisis.org/

AFSP (Am
erican Foundation for Suicide Prevention)-Arkansas

(888) 274-7472

N
AM

I Arkansas
(800) 844-038

M
ental Health Council of Arkansas

(501) 372-7062 

In the event of an em
ergent situation please call 911 or go to your nearest em

ergency room
.



Q
uestions

Q
uestions? Please em

ail: kent@
ncrbehavioralhealth.com
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