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Learning Objectives

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

2) Assist patients with suicidal symptoms in a collaborative, empowering 
way, anchored in their values and priorities. 

3) Assess suicide risk in 10-15 minutes. 

4) Discuss with patients ambivalence and reasons for living. 

5) Collaboratively devise a crisis response plan that may reduce suicide 
attempts by 76%. 

6) Provide brief interventions to de-activate the suicide mode. 



PROSPER

Pre-Course 
Knowledge 
Check



What are Gatekeeper Programs?

o They leverage the community …why is this beneficial?

o Often, these are the most common and fundamental type of 
suicide prevention program.





How does one “Say Something?”



Myth:

Asking a person if he/she/they are thinking about suicide may 
result in a non-suicidal person becoming suicidal.



Reality:

There is no evidence that asking a person if he/she/they are having 
suicidal thoughts results in more suicidal symptoms.

…you’re not going to give someone any ideas the individual hasn’t already considered.



Why Do Gatekeeper Programs Sometimes 
Fall Short of Solving the Problem?

o Is the “right” help always available?

o Is everyone willing to help others?

o Does everyone in need want help?

o Do some cultural elements run contrary to gatekeeper theory?

o How might some people feel if another person encourages the 
individual to seek help?



A Persistent Upward Trend





Traditional Suicide Risk Assessment 
Methods

White

Male

Between ages of 18 and 25

Firearm owner

➢Do people females, people of color, and those who aren’t age 18-25 -- kill themselves?

➢Do people kill themselves in ways that don’t involve firearms?

➢Has knowing these facts helped us prevent suicides overtime?



Contributing Factors



Research 
Explores 
these 
Factors 
Between-
Subjects

But, Clinicians 
Examine 
Variables Within 
Subjects



We CANNOT Predict Future Suicides

According to two recent studies, considering the last 50 years of 
research, our ability to predict future suicides and suicidal behaviors 
is generally poor (Belsher et al., 2019; Franklin et al,. 2017).



Typical Risk Assessment

1. Risk Factors

2. Protective Factors

1. Ideation

2. Plans

3. Intent

Do we ask these with other 
clinical problems AFTER the 
problem is present?

This is insufficient and 
antiquated.



Better 
Safe than 

Sorry

• CRP 

• Hospitalization

Accurate

• Mutual trust

• Patient 
empowerment

• Std of care

Cavalier

• Risk and liability

• Potential 
ethical 
violations

Negative 
patient 
experience

Future non-
disclosure 

Positive 
patient 
experience

Future 
disclosure 

Patient is 
unsafe; risk 
unmitigated

Std of care 
not met

A Problematic Cycle 
among Providers



At the System Level…



A Problematic
Cycle

No change 
in suicide 

trends 

More 
psychiatric 
hospitals 

open

Fewer 
people 
receive 

help earlier

Overall risk 
level of 

population 
rises

Outpatient MH providers’ suicide management skills decline



Pediatric Hospitalizations 

Plemmons et al., 2018



A Common Miscalculation Systems Make

“We just need to pay for more inpatient beds to 
handle the volume of at-risk patients.”

Treatment MUST occur primarily in outpatient settings.



Limitations of Psychiatric Hospitalization
Psychiatric Hospitalization is not the “Gold Standard” for treatment

→Many clinicians assume that hospitalizing suicidal patients actually treats the suicidal 
symptoms. In most cases it doesn’t, it simply removes the patients’ opportunities and 
means to attempt suicide. 

→This may be why the post-discharge suicide rate is approximately 100 times the global 
suicide rate during the first 3 months after discharge and patients admitted with 
suicidal thoughts or behaviors have rates near 200 times the global rate upon discharge 
(Chung et al., 2017)

→Therefore, it is incumbent on us - the outpatient medical community to more fully and 
accurately address the suicide



Studies have found that less than half of behavioral health professionals 
receive formal training in suicide risk management in graduate school 
and the average total duration of formal suicide management training is 
under 2 hours in duration (Bongar & Harmatz, 1991; Feldman & 
Freedenthal, 2006; Guy, Brown & Poelstra, 1990).
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Feldman, B. N., & Freedenthal, S. (2006). Social work education in suicide intervention and prevention: An unmet need?. Suicide and 
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Adequate Training?



A recent study of psychologists found that:

“Psychologists were less willing to work with a patient experiencing suicidality than an individual 
without elevated suicide risk. Those indicating a reluctance to provide services reported greater concerns 
over the adequacy of their suicide-related skills and training and fewer resources in the community.”

Groth T., Baccio D.E. (2019). Psychologists’ willingness 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:

Approximately one third of mental health professionals did not ask every patient about current or previous suicidal 
thoughts or behaviors.

Comfort, but not fear, was positively associated with greater odds of conducting evidence-based suicide risk 
assessments at initial appointments and adequacy of suicide risk management practices with patients reporting 
suicide ideation and a recent suicide attempt.

Roush, J. F., Brown, S. L., Jahn, D. R., Mitchell, S. M., Taylor, N. J., Quinnett, P., & Ries, R. (2017). Mental health professionals' suicide risk 
assessment and management practices. Crisis.

Adequate Training?



What Does One Suicide Cost Society?

→ The average cost of one suicide was $1,329,553.

→More than 97 percent of this cost was due to lost productivity. The remaining      
3 percent were costs associated with medical treatment.

→ The total cost of suicides and suicide attempts was $93.5 billion.

→ Every $1.00 spent on psychotherapeutic interventions and interventions that 
strengthened linkages among different care providers saved $2.50 in the cost 
of suicides.

(Shepard et al., 2016)



A Spectrum of Suicide Prevention Actions

(Suicide Prevention Resource Center; sprc.org)



Resources

❖ National Suicide Hotline: 1-800-273-TALK

❖ www.suicidology.org

❖ www.sprc.org/library/SafeMessagingfinal.pdf 

❖ https://afsp.org/  (local chapters exist in almost every state)

❖ https://www.crisisconnections.org/get-training/schools/

❖ https://www.sprc.org/resources-programs/youth-suicide-prevention-program-yspp 

❖ https://www.crisisconnections.org/teen-link/ 



Book Recommendations



Questions

kent@ncrbehavioralhealth.com


