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Learning Objectives

1. List components of informed consent relevant to working with 
suicidal risk.

2. Demonstrate screening and assessment approaches for suicidal risk.

3. Discuss effective management of suicidal crises and treatment of 
suicidal risk.
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50 Years Addressing Leading Causes of Death
in the United States of America

Centers for Disease Control and Prevention, National Center for Health Statistics. Compressed Mortality File 1968-2016 on CDC WONDER Online Database, released June 2017. Data are from the Compressed 
Mortality File 1999-2016 Series 20 No. 2U, 2016, as compiled from data provided by the 57 vital statistics jurisdictions through the Vital Statistics Cooperative Program. Accessed at http://wonder.cdc.gov/cmf-
icd10.html on Nov 10, 2019 7:07:31 PM
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We have 
seen modest
reductions in 
suicides for  
2019, 2020!



The Importance of Suicidal Ideation

We are understandably preoccupied with 1.2M attempts and 47,949 

deaths in 2020. But what about the largest population challenge of  

all—those people with serious thoughts of suicide in the past 30 days?

2020 CDC YRBS data 

adds another 3,000,000 

adolescents with serious 

thoughts of  suicide

15,000,000 total Americans with serious suicidal thoughts!

Serious

Suicidal

Ideation

Deaths



The field has a professional crisis…

1. Issues of sufficient informed 
consent about suicide risk.

2. Issues of competent and 
thorough assessment of 
suicide risk.

3. Little use of evidence-based 
clinical interventions and 
treatments for suicide risk.

4. Issues with risk management 
and paralyzing concerns 
about malpractice liability.



A Commonsense Approach to Clinical Suicidology 
1) Screening for suicidal 

ideation

2) Assessment of  suicide 

risk

3) Management of  acute 

risk 

• Safety planning

• Lethal means safety

• Crisis hotlines/text 

lines

4) Treating the causes of  

suicide

5) Clinical follow through

6) Possible caring contact



Screening & Assessment for Suicidal Risk



Suicide-Specific Assessment Measures
• Scale for Suicide Ideation 

• Beck Scale for Suicide Ideation

• Modified Scale for Suicide Ideation 

• Self-Monitoring Suicide Ideation Scale

• Suicide Intent Scale

• Parasuicide History Inventory

• Suicide Behavior Questionnaire—Revised

• Suicide Behavior Interview 

• Suicide Probability Scale 

• Positive and Negative Suicide Ideation 

• Adult Suicide Ideation Questionnaire 

• Suicide Ideation Scale 

• Suicide Status Form…

And hundreds more! 

Professor Paul Meehl

Actuarial assessments 

always beat clinical 

judgement!



Managing Acute Risk: Stabilization Planning



2020 Meta-Analysis on 
Safety Planning-Type Interventions



Managing Acute Suicidal Risk: 
Crisis Lifeline and Textline and lethal means safety

1) Always provide Lifeline/Textline 

number

2) Discuss access to lethal means

3) Verify that means have been 

secured

4) Consider providing access to your 

own number

Discussing and trying 

to remove or decrease 

access to any lethal 

means is a clinical 

must to help save lives!



The importance of 
lethal means safety discussions



A big idea that has been brewing for 27 years…

Could differential  

assessments of  different 

suicidal states lead to 

different “prescriptive” 

treatments?



Evidence-Based Treatments for Suicidal Risk

• There are 100+ RCT’s with suicidal ideation and behavioral 
outcomes 

• There is no support for inpatient hospitalization; there is 
increased risk of suicide post-discharge

• There are a handful of treatments with single RCT support 
in need of replication (e.g., ASSIP and mentalization-based 
therapy)

• There are now well-studied suicide-specific interventions 
with replicated RCT support; these include: 

• Dialectical Behavior Therapy (DBT)

• Two types of suicide-specific CBT (CT-SP & BCBT)

• Collaborative Assessment and Management of 
Suicidality (CAMS)

• Non-demand follow-up “caring contact”



Dialectical Behavior Therapy (DBT)



Cognitive Therapy for Suicide Prevention (CT-SP)



Brief Cognitive Behavior Therapy (BCBT)

60% between-group reduction in 
suicide attempts (American Journal 
of Psychiatry, 2015)

M. David Rudd, Ph.D. & Craig Bryan, Psy.D.
Ft. Carson Randomized Controlled Trial



The Collaborative Assessment 
and Management of Suicidality (CAMS)

The four pillars of  the 

CAMS framework:

1) Empathy

2) Collaboration

3) Honesty

4) Suicide-focused

Goal: Build a strong 

therapeutic alliance

that increases patient-

motivation; CAMS targets 

and treats patient-defined

suicidal “drivers”



Adherence to the CAMS Approach 

CAMS is a therapeutic framework, used until suicidal risk resolves. Adherence requires thorough suicide 
assessment and treatment of patient-defined suicidal “drivers”

CAMS Philosophy
• Empathy for suicidal states—no shame, no blame

• Collaboration with suicidal patient in all aspects of the intervention

• Honesty and transparency throughout clinical care

CAMS as Therapeutic Framework
• Focus on Suicide—from beginning to middle to end

• Outpatient Oriented—goal is to keep a suicidal patient in outpatient care

• Flexible and “Nondenominational”—across theories and techniques



First session of  CAMS—SSF Assessment, Stabilization Planning, Driver-Focused 

Treatment Planning, and HIPAA Documentation

CAMS Tracking/Update Sessions CAMS Outcome/Disposition Session



??

??
??

THERAPIST

PATIENT

DEPRESSION

LACK OF SLEEP

POOR APPETITE

ANHEDONIA ...

? SUICIDALITY ?

Traditional treatment = inpatient hospitalization, treating the 
psychiatric disorder, and using no suicide contracts…

Critique of Current Approach to Suicide Risk:
THE REDUCTIONISTIC MODEL

(Suicide = Symptom of Psychopathology)



The Collaborative Assessment and Management of Suicidality (CAMS) identifies 
and targets 

Suicide as the primary focus of assessment and intervention…

THERAPIST & PATIENT

PAIN STRESS AGITATION

HOPELESSNESS SELF-HATE

REASONS FOR LIVING 

VS. REASONS FOR DYING

Mood

CAMS assessment uses the Suicide Status Form (SSF) as a means of deconstructing the “functional” utility 
of suicidality; CAMS as an intervention emphasizes a problem-focused intensive outpatient approach that 
is suicide-specific and “co-authored” with the patient…

Suicidality



Online training and telehealth use of CAMS Spring 2020 

The form-fillable PDF 

of  the Suicide Status 

Form is available, and 

it works well!

Free online webinars 

are a corona virus 

pandemic silver lining!



Form-fillable PDF of the SSF for telehealth sessions



Getting back to “normal” post-pandemic?
• 56 within-group studies (N=1,681)

• 47 between-group studies (N=3,564)

• Psychotherapy is no less efficacious 
when delivered via telehealth than in-
person/face-to-face therapy

• Effects are most pronounced for CBT 
with affective disorders

• “Live psychotherapy by video emerges 
as not only a popular and convenient 
choice but also one that is now upheld 
by meta-analytic evidence.”



The great democratization of mental health?
• With proper infrastructure and secure internet access, 

telehealth may potentially extend the reach of mental 
health care making it much more accessible to:

• Rural populations

• Frontier populations

• Underserved and marginalized populations

• Not seen walking into clinics—avoiding stigma 

• Not fighting traffic

• Pets can join telehealth psychotherapy

• Retention to care is better with fewer missed 
sessions

• Lethal means safety can be done remotely—
securing lethal means

• PSYCHPACT—more provider options across state 
lines (for psychologists)



Correlational and Open Clinical Trial Support for SSF/CAMS
Authors Sample/Setting n = Significant Results_________________________

Jobes et al., 1997 College Students 106 Pre/Post SSF Core Assessment and symptom distress

Jobes et al., 2005 USAF Outpatients 56 Between-group suicidal ideation; reduced ED/PC appts

Arkov et al., 2008 Danish CMC Outpatients 27 Pre/Post SSF Core Assessment and qualitative findings

Jobes et al., 2009 College Students 55 Linear reductions in suicidal ideation and distress

Nielsen  et al., 2011 Danish CMH Outpatients 42 Pre/Post SSF Core Assessment

Ellis et al., 2012 Psychiatric Inpatients 20 Pre/Post SSF Core Assessment; reduced suicidal 
ideation, depression, hopelessness

Ellis et al., 2015         Psychiatric Inpatients          52    Reduced suicide ideation; changes in SI cognitions

Ellis et al., 2017 Inpatients (& post-discharge) 104 Impacts suicidal ideation, depression, hopelessness, 
functional impairment, well-being, psychological
flexibility

Graure et al., 2021 Outpatients—CMH/SME 61 Pre/post SSF Core Assessment

Adrian et al., 2021 Teenage outpatients 22 Pres/post reductions in suicidal ideation 





Swift et al.’s (2021) meta-analysis 
of nine CAMS clinical trials: 

CAMS is a “well supported” intervention 
for suicidal ideation as per CDC criteria



Systems-Level Use of CAMS in the UK



Stephen O’Connor, Ph.D.

A one-time psychological intervention on 

medical-surgical unit for attempters…

Peter Britton, Ph.D.

1-2 sessions of Motivational Interviewing

with veterans following a suicide attempt…

BRIEF SUICIDE-

SPECIFIC  

INTERVENTIONS…
Konrad Michel, M.D.

3 session intervention focused on narrative 

interview, self-confrontation, safety plan, and 

follow up...



Developing and Studying 
“Jaspr Health”

Covid compelled us to expand the use of  Jaspr 

Health to primary care and outpatient settings…



Ethics and Suicide-Related Malpractice Liability
• Ethical considerations with suicide emphasize the importance of:

• Informed consent and transparency

• Clinical consultation

• Documentation 

• Malpractice tort litigation for wrongful death secondary to a 
patient suicide is pursued by plaintiffs (e.g., surviving family) who 
assert that the provide breached the “standard of care”

• The Standard of Care is operationally defined as what a 
reasonably prudent practitioner who is similarly trained, in a 
similar settings, with a similar patient would do.

• Standard of care is defined by expert witnesses who examine 
subpoenaed records, interrogatories, and depositions

• The plaintiff has the burden of proof to establish that the 
practitioner:

• Failed to assess the risk (i.e., foreseeability)

• Failed to appropriately treat the risk

• Failed to follow-through on treatment



37

Motto’s Classic Caring Letter Study: 
A simple letter sent every 1-4 months for 5 years



Caring Contact Outreach
• Caring letters

• Caring postcards

• Caring phone calls

• Caring emails

• Caring texts

• ED follow-up calls

• Inpatient follow-up phone calls

• Post-discharge home visits (e.g., VA)



People who are suicidal 
do not seek mental health care…

• Most who are suicidal do not receive mental health care

• Most do not want to seek mental health care because of  their 

attitudes towards mental health

• When they do seek care (e.g., ED-based care), they want 

something quite different than what they get (e.g., a more 

humanistic and person-centered response)  



Lived-Experience Peer-Based Support

And the power of  using technology to reach 

more people at risk for suicide…



One Size Does Not Fit All: NOT a Pipe-Dream!

Ron Kessler’s notion of  the potential 

promise of  “precision treatment rules” 

matching different treatments to different 

needs for optimal clinical outcomes and 

health care cost savings!



Matching Interventions to Different Suicidal States

Suicidal Populations (2020)                                          Proven Interventions              Universal Responses 

(45K+ Suicide deaths)                          

15M Suicidal Ideation (SI)

1.2M Suicide Attempts (SA)          

Dysregulated BPD Multi-SA’s

Suicidal—not seeking treatment

Stabilization
Planning

+
Lifeline

+
Lethal Means

Safety
+

Caring Contacts

CAMS

CT-SP
BCBT

DBT

Public 
Education

+
Lifeline

+
Caring
Contact

Machine 
Learning?

Lived-

Experienced

Peer-Based 

Support?

Empirical 

Support?



CAMS MI, ASSIP, 
TMBI

Stabilization Planning +  
Lethal Means Safety + 
caring follow-up used 
throughout the model

DBT, CT-SP, BCBT

Mental Health Service Corp—paraprofessionals (and people with lived experience) creating the necessary work force

Suicide-focused care that is: 
• evidence-based 
• least-restrictive
• cost-effective



The Hope Institute 
Next Day Appointments of CAMS & DBT Skills Groups for 6 weeks of intensive stabilization care



The Healing Power 
of Competence and Confidence!



Appreciation and thanks…



Q&A With Dr. Jobes

• Dr. Sammons will read select 
questions that were submitted 
via the Q&A feature throughout 
the presentation.

• Due to time constraints, we will 
not be able to address every 
question asked.


