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Learning Objectives

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

Demonstrate screening and assessment approaches for suicidal risk.

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

Proportion Changes in Death Rates from 1968
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The Importance of Suicidal Ideation

" Adults Aged 18 or Older with Serious Thoughts of Suicide, Suicide

Plans, or Suicide Attempts in the Past Year; 2020

Editorial
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We are understandably preoccupied with 1.2M attempts and 47,949 2020 CDC YRBS data
deaths in 2020. But what about the largest population challenge of adds another 3,000,000

adolescents with serious
thoughts of suicide

B'\\‘H;CAMS'Care 15,000,000 total Americans with serious suicidal thoughts!
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all—those people with serious thoughts of suicide in the past 30 days?
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The field has a professional crisis...

FOCUS ON ETHICS
Jeffrey E. Bamett, Editor

Ethical and Competent Care of Suicidal Patients: Contemporary

Challenges. New Developments, and Considerations for Clinical Practice
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Issues of sufficient informed
consent about suicide risk.

Issues of competent and
thorough assessment of
suicide risk.

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

Issues with risk management
and paralyzing concerns
about malpractice liability.
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A Commonsense Approach to Clinical Suicidology

Commonsense Recommendations for Standard Care of Suicidal Risk

Screening for suicidal

1)
ideation

David A Jobes

Recommended Standard Care
for People with Suicide Risk:

2) Assessment of suicide
risk
Management of acute
risk

« Safety planning
Lethal means safety

3)

MAKING HEALTH CARE SUICIDE SAFE
« Crisis hotlines/text
lines
4) Treating the causes of
P— suicide
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R 5) Clinical follow through
©) Possible caring contact
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Screening & Assessment for Suicidal Risk

PATIENT HEALTH QUESTIONNAIRE (PHQ-9) NIMH TOOLKIT
q s Risk Screening Tool

Ask Suicide-Screening @l uestions )

uici

NAME: DATE:

Over the last 2 weeks, how often have you been

bothered by any of the fallowing problems?

More th ~— Ask the patient:
(use v " to indicate yowr answer) Not atal | Several hoarﬁ mz" Neartljy ]
days every day .
Y days 1. In the past few weeks, have you wished you were dead? OYes QONo
2 2. In the past few weeks, have you felt that you or your family
COLUMB'A SU|C|DE-SEVER|TY would be better off if you were dead? QYes QONe
3. In the past week, have you been having thoughts
RATING SCALE about killing yourself? QYes QNo
(C ssRs) 4. Have you ever tried to kill yourself? QYes QNo
If yes, how?
Baseline
. Poor appetite or
. Feeling bad about yor 5 3 When?
have let yourself ar your N . .
Posner, K.; Brent, D.; Lucas, C.; Gould, M.; Stanley, B.; Brown, G.; Fisher, P.; Zelazny,
. J.; Burke, A.; Oquendo, M.; Mann, J.
- Trouble concentrafing o 1 2 3 If the patient answers Yes to any of the above, ask the following acuity question:
newspaper or watchis
pap Disclaimer: 5. Are you having thoughts of killing yourself right now? QYes QNo
- Moving or speaky This scale is intended for use by trained clinicians. The questions contained in the Columbia Suicide Severity Rating If yes, please describe:
Scale are suggested probes. Ultimately, the determination of the presence of suicidality depends on clinical
3 Jjudgment. Next st .
— Next steps: ~
+  If patient answers “No™ to all questions 1 through 4, screening is complete (not necessary to ask question #5).
No intervention fs necessary (*Note: Clinical judgment can always override a negative screen).
+  Ifpatient answers “Yes” to any of questions 1 through 4, or refuses to answer, they are considered a
3 positive sereen. Ask question #5 to assess acuity:
[ “Yes™ to question #5 = acute posilive screen (imminent risk identified)
= Patient requires a STAT safetyffull mental health evaluation.
Definitions of behavioral suicidal events in this scale are based on those used in The Columbia Suicide History Patient cannot leave until evaluated for safety.
Form, developed by John Mann, MD and Maria Oquendo, MD, Conte Center for the Neuroscience of Mental = Keep patientin sight. Remove all dangerous objects from room. Alert physician or clinician
Disorders (CCNMD), New York State Psychiatric Institute, 1051 Riverside Drive, New York, NY, 10032. {Oquendo responsible for patient’s care.
M.A., Halberstam B. & Mann ). ], Risk factors for suicidal behavior: utility and limitations of research instruments. In [ “No” to question #5 = non-acute positive screen (potential risk identified)
" g TO q S po: p
(:’E‘Zijz’f:g o afn F;“’S’;i’r’f; e‘i:fg) of TOTAL, MB. First [Ed] Standardized Evaluation in Clinical Practice, pp. 103 -130, 2003.) - Patient requires a brief suicide safety assessment to determine if a full mental health evaluation
[ wpanying 9 is needed. Patient cannot leave until evaluated for safety.
« Alert physician or clinician responsible for patient’s care.
10. If you checked off any probiems, how difficult Not difficult at all
have these problems made it for you to do Somewhat difficult Faor reprints of the C-SSRS contact Kelly Posner, Ph.D., New York State Psychiatric Institute, 1051 Riverside Drive, ~— Provide resources to all patients
) E— New York, New York, 10032; inquiries contact posnerk@childpsych.columbia.edu N e . P =
your work, take care of things at home. or get Very difficult + 24/[7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espafiol: 1-888-628-9454
along with other people? X * 247 Crisis Text Line: Text “HOME” to 741741
Extremely difficult
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Suicide-Specific Assessment Measures

Scale for Suicide Ideation

Beck Scale for Suicide Ideation Actuarial assessments
Modified Scale for Suicide Ideation a Iways beat C| | nical
Self-Monitoring Suicide Ideation Scale J U dgement!

Suicide Intent Scale Professor Paul Meehl

Parasuicide History Inventory 7
Suicide Behavior Questionnaire—Revised |
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Suicide Behavior Interview
Suicide Probability Scale

Positive and Negative Suicide Ideation

Adult Suicide Ideation Questionnaire
Suicide Ideation Scale

Suicide Status Form...




Managing Acute Risk: Stabilization Planning

SAFETY PLAN: VA VERSION
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4 VA Sukcide Prevention Resource Coordinator Name
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2020 Meta-Analysis on
afety Planning-Type Interventions

BIPsych

Dawnlcaded from hitps:.

Page 1 of 8. doi: 10.1192/bjp-2021.50

‘The British loumal of Psychiatry (2021) ‘

Review

Background

Safety planning-type interventions (SPTIg) for patients at risk of
suicide are often used in clinical practice, but it is unclear
whether these interventions are effective.

Aims

This article reports on a meta-analysis of studies that have
evaluated the effectiveness of SPTIs in reducing suicidal behav-
four and ideation.

Method

We searched Medline, EMBASE, PsycINFO, Web of Science and
scopus fromtheir inception to 9 December 2019, for studies that
compared an SPTI with a control condition and had suicidal
behaviour or ideation as outcomes. Two researchers independ-
ently extracted the data. To assesssuicidal behaviour, we used a
random-effects model of relative risk based on a pooled meas-
ure of suicidal behaviour. For suicidal ideation, we calculated
effect sizes with Hedges' g The study was registered at
PROSPERO (registration number CRD42020129185).

Background

Suicidal behaviour is a significant public health issue worldwide,
resulting in an estimated 16 million suicide attempts and 800 000
suicides per year.' For every person who dies by suicide, more
than 20 others make a non-fatal attempt,® and many more have
serious thoughts about ending their life” Suicidal ideation and sui-
cidal behaviour (including both fatal and non-fatal suicide
attempts) thus constitute a substantial disease burden. This under-
lines the importance of suicide prevention.*

There is an increasing body of evidence in support of several
Psy i for suicide p including cogni-
tive-behavioural therapy and dialectical behaviour therapy.*® In
recent years, brief interventions, defined as up to three encounters
between a patient and (para-)professional, have also been linked
to reduced risks of suicidal behaviour.”*

Safety planning-type interventions
One group of brief interventions consists of safety planning-type
interventions (SPTTs). The technique in SPTIs is called safety plan-
ning, and is derived from cognitive therapy and cognitive-behav-
ioural therapy for suicide prevention.*'"® The goal of safety
planning is to reduce the imminent risk of suicidal behaviour by
constructing a predetermined set of coping strategies and sources
of support in a plan.'®"" During a crisis, an individual may use
these strategies to avert their thoughts about suicide and manage
their suicidal urges.'" Since its introduction, safety planning has
become an integral part of standard clinical care for people at risk
of suicide, and it is being used as a brief standalone intervention."!
The plan thatis constructed in safety planning has been referred
to in a number of ways, induding ‘safety plan’,'" ‘arisis response
plan’? and ‘coping card’,'” but in essence they all cover the same
psychological technique. The current review uses the term SPTIs

Safety planning-type interventions for
suicide prevention: meta-analysis

Chani Nuij, Wouter van Ballegooijen, Derek de Beurs, Dilfa Juniar, Annette Erlangsen, Gwendolyn Portzky,
Rory C. O'Connor, Johannes H. Smit, Ad Kerkhof and Heleen Riper

Results

0Of 1816 unique abstracts screened, & studies with 3536 partici-
pants were eligible for analysis. The relative risk of suicidal
behaviour amang patients who received an SPTI compared with
cartrol was 0.570 (95% CI 0.408-0.795, P =0.001; number
neaded to treat, 16). No significant effect was found for suicidal
ideation

Conclusions

To our knowledge, this is the first study to report a meta-analysis
on SPTIs for svicide prevention. Results support the use of SPTIs
to help preventing suicidal behaviour and the inclusion of SPTIs
in clinical guidelines for suicide prevention. We found no evi-
dence for an effect of SPTIs on suicidal ideation, and other
interventions may be needed for this purpose.

Keywords
Suicide; suicide preventtion; safety planning; meta-analysis.

Copyright and usage

© The Author(s), 2021. Published by Cambridge University Press
on behalf of the Royal College of Psychiatrists.

to summarise the entire range of brief interventions in which
safety planning is applied. The strategies and sources of support
are embedded in what we will call a safety plan.

Interventions of the safety planning type are recommended as
best practice by the National Institute for Health and Care
Excellence (https://www.nice orguk/guidance/cgl33) in the UK,
and the Suicide Prevention Resource Center (www.sprc.org) in
the USA. Historically, the use of safety plans in clinical practice
seems to be based on clinicians’ beliefs about their effectiveness,''*
rather than on empirical evidence.'® Individual trials on the effect-
iveness of SPTIs have yielded conflicting results,"™® whereas
meta-analyses of studies that included SPTIs have focused on
brief interventions more broadly.™® Although the latter have
made an important contribution to the literature, they did not
include all published trials on SPTIs, and did not report on the
effectiveness of SPTIs specifically.”

Aims

The purpese of this study was to conduct a meta-analysis to assess
whether SPTIs for suidde prevention are linked to reductions in
first, suicidal behaviour (fatal and non-fatal suicide attempts), and
second, suicidal ideation.

Method

Before study commencement, the study protocol was registered
in the international Prospective Register of Systematic Reviews at
the University of York (PROSPERQ; registration number
CRD42020129185). We modified the protocol in two respeds.
First, to more accurately reflect the focus of the study, we chose to
use the term *safety planning-type’ instead of ‘crisis management’.

wiw.cambridge org/core. 01 May 2021 a1 12:08:01, subject to the Cambridge Care terms of use.

Study name

Bryan et al (2017, CRP)
Bryan et al (2017, E-CRP)
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Fig. 2 Forest plot for suicidal behaviour. CRP, standard crisis response plan; E-CRP, enhanced crisis response plan.
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Bryan et al (2017, CRP)
Bryan et al (2017, E-CRP)
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Fig 3 Forest plot for suicidal ideation. CRP, standard crisis response plan; E-CRP, enhanced crisis response plan.




Managing Acute Suicidal Risk:

Crisis Lifeline and Textline and lethal means safety

SUICIDE

PREVENTION

______LIFELINE" |
1-800-273-TALK

www.suicidepreventionlifeline.org
Logo of the National Suicide Prevention

Lifeline
Formation December 6, 2004[112]
Purpose Suicide prevention

Headquarters 50 Broadway, New York
City, New York, U.S.

10004
Region Nationwide
Official English
language
Key people Dr. John Draper
Volunteers 150
(2014)
Website suicidepreventionlifeline

.org (https://suicideprev
entionlifeline.org/)

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
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In a crisis?

Text HOME to 741741 to
connect with a Crisis
Counselor

Free 24/7 support at vour fingertips

US and Canada: text 741741 Q
—_ [

UK: text 85258 | Ireland: text 50808
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Reducing a Suicidal Person’s Access to Lethal Means of
Suicide

A Research Agenda

Catherine W Barber, MPAEAL Matthew J Miller, MD, ScD
Harvard Injury Control Research Center, Harvard School of Public Health, Boston, Massachusetts

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
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A big idea that has been brewing for 27 years...

The Challenge and the Promise
of Clinical Suicidology

David A. Jobes, PhD

The existing research in clinical assessment and treatment of suicidal patients is reviewed.

Data concerning the “life course” of suicidality among outpatient samples of s

idal uni-

versity students are then presented. These data suggest different subtypes of suicidality,
which are further considered using a conceptual model that differentiates intrapsychic ver-
sus interpsychic suicidality. The implications of these data and this model are discussed
inrelation to current changes in mental health care with an emphasis on differential assess-
ment and prescriptive trealments. Future developments in clinical suicidology and ideas

for additional research are discussed.

As many mental health practitioners will
attest, clinical work with suicidal patients
can he quite challenging, sometimes even
perilous. Suieide is the most commonly en-
countered clinical emergency for mental
health professionals (Schein, 1976) and
may account for an estimated 5000 pa-
tient-deaths per year (Berman, 1986). It
has been further estimated that one in six
completed suicides are patients in ongo-
ing psychotherapy, and that about half of
all people that complete suicide have been
involved in psychotherapy sometime in
the course of their lives (Berman, 1986).
Survey data suggest that psychologists
have a one-in-five chance, and that psychi-
atrists have a one-in-two chance, of losing
a patient to suicide during their career
(Chemtob, Hamada, Bauer, Kinney, &
Torigoe, 1988; Chemtob, Hamada, Bauer,
Torigee, & Kinney, 1988). Not surpris-
ingly, perhaps, no other patient behavior
generates more stress and fear among cli-
nicians than suicide and suicide-related
behaviors {Deutsch, 1984; Farber, 1983;
Pope & Tabachnick, 1983). Moreover, in
our contemporary litigious society, clini-
cians must be wary of the potential of mal-
practice liability for “wrongful death”
when a patient commits suicide {Jobes &
Berman, 1993).

Given that suicidal presentations are
fairly comman, that clinicians are clearly

stressed by these patients, and that fears
related to malpractice liability are reality
based, it is remarkable to note that most
practicing clinicians (across disciplines)
typically receive little, if any, formalized
training in clinieal suicidology (Bongar,
1991). Indeed, it is probably fair to say
that most clinicians learn about werking
with a suicidal patient by being faced with
a suicidal patient and perforce learning in
the moment. Then, after the initial clinical
contact, the clinician may scramble to
gather some supervisory input or collect
relevant literature to quickly bolster alim-
ited knowledge base in suicide.

When a naive clinician turns to the liter-
ature on suicide assessment and treat-
ment, what is largely found are references
written not from empirical data, but
rather from the perspective of clinical ex-
perience, Simply put, scant data exist
about what actually works in terms of as-
sessing and treating suicidal patients. Let
us briefly consider some of what is empiri-
cally known about assessment and treat-
ment of suicidal patients.

ASSESSMENT OF SUICIDAL
PATIENTS

Until relatively recently, we had many
unanswered questions about the clinical

id A Jobes is with the Catholic University of America. Address mln-apandema to the author at the
Department of l’xvchntug\. Catholie University of America, Washington,
idman Award Address to the 28th anntial convention of the American J\:socuunn of Suicidologists,

i
May 1885, Anzona El]lmnzn Phoenix, AZ

Suicide and Life- Threatening Behavior, Vol. 25(4), Winter 1895

© 1895 The American Association of Suicidology
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Figure 2. Suicidal clients: 1993-1994.
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Figure 3. A suicidal continuum.
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and interpsychic worlds. According to Bo-
nanno and Castonguay (1994), this ap-
proach can be used to create prescriptive
dimensions of differential treatments for
different patients who are on any point of
the continuum (see Figure 4).

Could differential
assessments of different
suicidal states lead to
different “prescriptive”
treatments?



Evidence-Based Treatments for Suicidal Risk
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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)

e Collaborative Assessment and Management of
Suicidality (CAMS)

* Non-demand follow-up “caring contact”




Dialectical Behavior Therapy (DBT

lIrreveérence

Problem
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to-the-Patient
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Two-Year Randomized Controlled Trial

and Follow-up of Dialectical Behavior Therapy
vs Therapy by Experts for Suicidal Behaviors
and Borderline Personality Disorder

Marsha M
Melion

Lincheam, PREY Katherine Anne Comilo
rowm, PRI Robert |. Callop, FRD; Headt [ H

ris, FRD: Ampela M. Murray, MA M3W;
eard, FRI¥;, Kathrym E. Korsbend, PRI,

Darren A. Tetek, M5; Sarah K. Beynolds, PRD; Noam [mdmbotm, M3

Comtext: Dalectical behavier therapy (DBET) 1= a real-
ment fior suicidal behavior and borderdine personality dis-
order with well-documenied efficacy

Objective: To ealuale the hypothests that unigue as-
pects of DET are more ellicacious compared with treal-
ment offered by nen-behaviorl psychotherapy expens

Design: One-year randomized contredled tral, ples 1
dirextmenl follow-wp.

Sentimg: University outpatient clinic and communiey
practice

Participonts: One handred one chinically referred
women wilh recent suicidal and self-injurious behay-
lors meeting D5M-IV criteria, maiched o condition on
age, sulcide atlempl hislory, negaiive prognostic indica-
tion,, and number of hifetme imensomal sell-injures and
nychiatric hospitalizations

Intervention: One year of DET or | year of commu-
nity treatmendt by experts (developed Lo maximize inber-
nal validity by controlling for therapist gex, avathbaliry,
experiize, allegiance, imining and experience, consulia-

Main Owtcomes Menswres: Trimesier asessments of
suickdzl behaviors, emergency services use, and general
neychodostal functioning, Measures were selecied based
on previous oubcome studies of DET. Outcome varl-
zhles were evalmeed by blinded assessors

Reswlts: Malectical bebavior therapy was amodaled with
helter outcomes in the intenl-lo-treat analysis than come-
munily ireziment by experts in most @rgel areas during
the X-yexr ireatment and follow-ap pericd. Subsgects re-
cetving DET were hall as bkely o make a swicide at-
tempt {hazand ratio, 266; P=. 009), required |ess hospl-
talization for seicide ideation (F, gy=7.3; F= (4], and had
lewer medical risk (F) p=3.2; F=_04) across all sulcide
attempés and sell-injurious acts combined. Subjects re-
cetving DET were less likely \o drop ot of ereatment (haz-
1, F=_ 001} and had fewer psychiatric hos-
plializations (Frg=6.0; P= (07 and psychiatric emergency
department visiis (Fzz=2.10; P= (4]

Conclusions: Durfindings replicaie those of previows stud-
lesal DET znd suggest that the efectivensss of DBET can-
nol reasonably be asiributed io general Bclors asociaied
with expert psycholberapy. alectical behavior therapy
appears Lo be uniquely effective In reducing sutcide asiempis.

o availabiliey, and instimsonal prestige).

Arch Gen Poychistry., J00663: 757766
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ment provided in 2 partial haspatal pro-
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Cognitive Therapy for Suici

CBT for Suicidal Risk:
Beck, Brown, Rudd, Bryan, & Holloway

— ldentify Reasons for Living
— Review Advantages & Disadvantages of Living

— Construct a Hope Box or Survivor Kit
— Pictures
— Letters
— Poetry
— Prayer Card
— Coping Cards

1l CAMS-

e Prevention (CT-SP)

I ORICINAL OONTRIBUTION

Cognitive Therapy for the Prevention
of Suicide Attempts

A Randomized Controlled Trial

Tragery K. Beowm, PRD
Thowmas Tan Have, PR
Tragz I Heniques, PhD
Zharem . Kim, PHD
Judl . Hollarder, MDY
J—

I 2002, SUICIDE WAS THE FOURTH

leading cause el deaih foradulis be-

Iween the ages of 18 and 63 years

wilh approximaiely 23000 sul-
cldes For thiz age group in the Unked
Zales. As recommended by the Na-
tional seratrgyfor Sxickie Freomeko, one
public healih approach forihe preven-
tionofsuicke invelves identifring and
proviing ireaiment for these indridu-
als who are at high nsk for suldde.*

Atlempied suicide is one of the stron-
aest nsk Tactors for compleped sucide
in adults. A meta-anatysis of fol-
low-up mortahiny sudies esnmated that
indviduak who atiempied suicide wens
38 b0 40 tmes meTe ket to commit
suicide than those who had Dot ai-
tzmpizd suicide.” Frospective re-
szarch abo has supported ihe validicy
ofatiem, suicideas arbk Dotor for
evenival suicide *?

Empirkal evidence for ireaimenis
that eflciively preveni repetition of suk-
clde attempiz 15 limiied.* Randomized
concrolled irnk ofindividuak whe have
aitzmpied suidde have used inlensive
[ollow-up treaiment or inlensve cass
management,* interpersonal pay-

Far aditedal commant s p 623,

€05 Americn Medieal Amocisiion, All nghis renarred.

Conkext Suickle athampls conetit o rizk fuchar o com phried suidda, yet fay
Interventions spedfically designed to prevent suldds atismpts have boan eval uaksd,
Bwe To debarming the affectiveness of @ 10useson cognitve thorapy inkar-
on daspniad b present repeat sukdde attompisin sduk: who reently abismpbad
sulckle.

‘Gulting, amd Parifdpants Rondomizod controlled trial of sdulks (M= 1230
who llﬂr;glﬁl sLidids andw ars v ilabadal a hospital emergency departmentw ithin
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aligible. Fartidpants weons follow ad up for 18 months.

Ietarvemtion Cognitive therapy or enhenced sl cana with treding and raferal
sErdces,
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cognithsthampy proup and 22 partidpants (41 2% in e usual cre group neda ik
kst ertzu ik e ab lempt 1 oz soona. 1 57 Fe 0%, Udngthe Kaplan-
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Brief Cognitive Behavior Therapy (BCBT)

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

ARTICLES

Brief Cognitive-Behavioral Therapy Effects on
Post-Treatment Suicide Attempts in a Military Sample:
Results of a Randomized Clinical Trial With 2-Year

Follow-Up

M. Dawicd Rudd, Ph.0x, AR PP, Craig J. Bryan, Py D, A 8PP, Brctyn G. Wenentemger, D, LCSW,
Man L Peerson, PhD. AB PP, Stacey Young -McCaughan, RN, PhD. Jem Mintz. PhD. Ssan R Willams. LCSW.
Kimiberty A Ame, LCSW., 3l Brestiach, Pay D, A BP_P, Kenneth Defano, Ph D, Erin Willinson, Py D, Tranis O Bauce MD.
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‘The rates of zctive.duty service members ing py
atric diagnoses increased over 0% during mare than 3 de.
cadeofwar in Iragand Afghanistan (1) Not surpeisingly. rates
afsuicide idestion and sttempts, 23 well 23 deaths by muicide,
demanstrated enmparshle increases (2 ). Elevated suicide
risk hias heen shown to endure well beyond military service,
with veterans carrying 2 much grester risk for suicide than
individuzk in comparzhle civilizn populations (4).

icid with s mumber
availible (4, 7) indicating that cognitive-hehavioral restmen
such s dialectical-behaniar therapy (8,9) and cognitve ferapy
(148 offer hemast promise par feulsrlybeyond | yer af filln
up Of the o -k isafbcus
on emotion-regulstion skills rsining (5). Although evidence
hased interventions for tresting suicidsl hehavior exist, these
approsches have yet tn be implemened md svaluzed in sctive

Suiddd thoughts and icide stempts e amang
the mast significant risk Factor s for dexth by suicide in aduls (5}
Given the wrishie nature of sympioms asocised with suicide
risk ez depression, amriety and hopelessness substance dusel,
agusbly the mast sccwrae and impactfil marker of decressed
risk afer trestmentis 2 reduction in theinddenceaf fillow ap
micide sttempss (5). To d=ts, howener, only 2 handful of reat
ments h efficacy r reducin

At 3 Paychiatey 000, wm 2015

dutymiliar )
affers 2 mumber of unique < hallenges hut difler fom raditians]
clinical sctfings; of which, tw primary issues ane fledbiliy ad
brief duration, bath of which are essentid fr scresshul im
plementsfion within the high-empa, fuid, and unpredictable
military system.

The present study is 2 randomizad contralled trial ex
amining the efctiveness of tregment 25 wusl compared

i tisoninnog 1

609, between-group reduction in
suicide attempts (American Journal
of Psychiatry, 2015)
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The Collaborative Assessment
and Management of Suicidality (CAMS)

The four pillars of the

SECOND EDITION CAMS framework:

l ThiCAMS frameworkr]

MANAGING
SUICIDAL

1) Empathy

2) Collaboration

e g—

T INNC 3) Honesty
The Collaborative Assessment and Management of
Suicidality (CAMS) identifies and targets Suicideas the o
primary focus of assessmentand intervention... 4) Su |C|de-focused

A Collaborative Approach

Goal: Build a strong
therapeutic alliance

that increases patient-

| | motivation; CAMS targets
David A. Jobes THERAPIST s PATENT | 1S and treats patient-defined
“0Eworo oY Marsha M. Linehan CAUS smsourt vnes b St Fum oo meens o [EERBICEEISUL LY

emphasizes a problem-focused intensive outpatient approach thatis
suicide-specific and “co-authored”™ with the patient




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
e 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

e QOutpatient Oriented—goal is to keep a suicidal patient in outpatient care

III

* Flexible and “Nondenominational”—across theories and techniques

B CAMS.
NATIONAL REGISTER
OF HEALTH SERVICE PSYCHOLOGISTS
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Rf CAMS-

Critique of Current Approach to Suicide Risk:
THE REDUCTIONISTIC MODEL
(Suicide = Symptom of Psychopathology)

29
—_— 09
?? L

\

I

THERAPIST

DEPRESSION

LACK OF SLEEP

POOR APPETITE

ANHEDONIA ...

? SUICIDALITY ?

=

PATIENT

Traditional treatment = inpatient hospitalization, treating the
psychiatric disorder, and using no suicide contracts...
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The Collaborative Assessment and Management of Suicidality (CAMS) identifies
and targets
Suicide as the primary focus of assessment and intervention...

Suicidality

PAIN

STRESS AGITATION
HOPELESSNESS SELF-HATE

REASONS FOR LIVING
THERAPIST & PATIENT VS. REASONS FOR DYING

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...
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Online training and telehealth use of CAMS Spring 2020

b

COVID-19 and Suicide Risk

Treating Suicidal College
Students Using Telepsychology:
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The COVID-19 Pandemic and Treating Suicidal Risk:
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CAMS-care, LLC, Steamboat Springs, Colorado

The COVID-19 pandemic has created profound challenges for health care systems

worldwide. The exponential spread of COVID-19 has forced mental health provid
ers to find new ways of providing mental hy
distance and keeps providers and patients at home limiting
andemic has thus sparked a sudden interest in providing mental
health services via telepsychotherapy (otherwise known as telehealth or
cine). Telepsychotherapy care has some inherent challen
mastered by providers o render effective care. Previous r

deadly virus. The

h services that

emedi
s that must always be
arch and professional

guidelines understandably note possible concerns about providing telepsycho-
therapy care 1o high-risk suicidal patients in a remote location. The coronavirus
pandemic now poses all new ethical concerns about the routine practice of having
an acutely suicidal patient go to an emergency department and/or admitting such
patients 1o an inpatient psychiatric uait (if the public health goal is to limit the
spread of this deadly virus). To this end, this article describes a pandemic-driven
effort to rapidly provide support, guidance, and resources to providers around the

world to use a su;

e-focused and evidence-based intervention called the Collab.

orative Assessment and Management of Suicidality (CAMS) within a telepsycho-
therapy modality. Additional suicide-relevant resources are being made available to
provide further guidance and support to mental health professionals worldwide. In

the midst of a global pandemic, thers

¢ emerging ways to help reduce further loss

of life 10 suicide through the medium of telepsychotherapy to provide effective
clinical care that is suicide-focused and evidence-based.

Keywords: COVID-19, telepsychotherapy, suicide treatment, Collaborative Assess

ment and Management of Suicidality

Suicide is the 10th leading cause of death in
the United States, accounting for 48.344 lives
lost in 2018 (Drapeau & Mclntosh, 2020), In-
creasing rates of suicide deaths over the past 50
years are alanming (refer 1o Figure 1). Whereas

there was a flickering hope of perhaps lowering
the rate of suicide in the late 1990s, the past 20
years have seen a marked increase in suicides
with no clear understanding as to why these
deaths continue to increase. Notably the field

Editor's Note. This article received rapid review due 10
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What is Telepsychology?

lelepsychology is broadly defined and includes the

provision of psychological services using the full rar
telecommunications technologies of different types Colleen Kelly
Includes: telephones, mobile devices, videoconferenci

email, chat, text, and use of the internet (blogs, webs
and self-help)

Synchronous use (phone or videoconference)

Asynchronous use (email, online bulletin boards)

Online Suicide-Focused Treatment:

The Telehealth Use of CAMS

Mary V. Tipton, B.A.", Josh Brenner M.A', Jennifer Crumlish, Ph.D.",

Melinda Moore, Ph.D.%, and David A. Jobes, Ph.D.!

'Department of Psychology, The Catholic University of America,

I D.C.. USA *Def of Psychology, Fastern Kentucky University,

Richmond, KY., USA.

Free online webinars
are a corona virus
pandemic silver lining!

The form-fillable PDF
of the Suicide Status
Form is available, and
it works well!




Form-fillable PDF of the SSF for telehealth sessions

Home Tools test-result.pdf Danny Johnson SS.. % Using a Tablet-Base.. NIH_NOA_TR44AA . retreat pdf rﬁl @ A ‘
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CAMS SUICIDE STATUS FORM-4 (SSF-4) INITIAL SESSION

Patient; Damny jotscn Chriician. Br. Jotes Date: 211201 Time; 104M

o
'Y

Section A (Patient):
Rate and fill out each item according to how you feel right now. Then rank in order of importance 1 t0 5
Rank (1= most important o 5 = least important)
1) RATE PSYCHOLOGICAL PAIN (hurt, anguish, or misery in your mind, not stress, pot physical pan)

OB

Y

3 What | find most painful is dealing with covid. having no friends. dealing with my parents

2) RATE STRESS {ynur general fasling of being pressured or awenwhelmed)

Low stress: o a e o e ‘High stress

4 What | find most stressful is; POthaving & job, being dependant on my parents

3) RATE AGITATION (emotional urgency; feeling that you need to take action, pot imitation; ot annoyance):

Low agitation: o o o ° ° :High agitation

5 | mest need to take action when. 192t 1 a fight with my parents

4) RATE HOPELESSNESS (your expectation that things will not get better no matter what you do):

Low hopelessness: o 0 e o ° :High hopelessness

1 | am maost hopeless about- The esrthis dying and | hawve no sanse of direction

S) RATE SELF-HATE (your general feeling of disfiking yoursalf; having no self-esteem; having no self-respact):

Low self-hate: o a e o 0 :High self-hate

What | hate most about myself is; 0T know whare | #m gong, what is next for me

N/A | 6) RATE OVERALL RISK Extremely low risk: 0 o e o e :Extremely high risk

OF SUKIDE: (will not kill self) (will kill self)

o O

1} How much is being suicidal related to thoughts and feelings about yourself? Not at all: Q@@@ @: completely
2) How much is being suicidal related to thoughts and feefing about others?  Not at all: o @ @ @@ completely

Please list your reasons for wanting to live and your reasons for wanting to die. Then rark in order of importance 1 to 5
Rank REASONS FOR LIVING Rank REASONS FOR DYING
4 something good might happen 1 I hate this limbo
2 my dog 3 the earth is dying
3 rock climbing 4 racial and political injustice
1 my family 5
2

| wish to live to the following extent: 0 : Very much




Getting back to “norma

Rf CAMS-

III

post-pandemic?

W) Check for updates
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1 | TRADITIONAL DELIVERY OF

Abstract

In-person psychotherapy (IPP) has a long and storied past, but technology advances
have ushered in a new era of video-delivered psychotherapy (VDP). In this meta-
analysis, pre-post changes within VDP were evaluated as were outcome differences
between VDP wversus IPP or other comparison groups. A literature search identified
k =56 within-group studies (N = 1681 participants) and 47 between-group studies
(N =3564). The pre-post effect size of VDP was large and highly significant, g =
+0.99 95% C| [0.67-0.31]. VDP was significantly better in outcome than wait list
controls (g = 0.77) but negligible in difference from IPP. Within-groups heterogeneity
of effect sizes was reduced after subgrouping studies by treatment target, of which
anxiety, depression, and posttraumatic stress disorder (PTSD) (each with k > 5) had
effect sizes nearing 1.00. Disaggregating within-groups studies by therapy type, the
effect size was 1.34 for CET and 0.66 for non-CBT. Adjusted for possible publication
bias, the overall effect size of VDP within groups was g = 0.54. In conclusion, sub-
stantial and significant improvement occurs from pre- to post-phases of VDP, this in
turn differing negligibly from IPP treatment outcome. The VDP improvement is most
pronounced when CBT is used, and when anxiety, depression, or PTSD are targeted,
and it remains strong though attenuated by publication bias. Clinically, therapy is no
less efficacious when delivered via videoconferencing than in-person, with efficacy
being most pronounced in CBT for affective disorders. Live psychotherapy by video
emerges not only as a popular and convenient choice but also one that is now upheld
by meta-analytic evidence.

KEYWORDS

affective disorders, cognitive-behavioural therapy (CBT), face-to-face, meta-analysis, online
treatment, video-delivered psychotherapy

variowsly referred to as in-person psychotherapy (IPP), in vivo therapy,

PSYCHOTHERAPY or face-to-face therapy, and it can be formatted for use with individ-

uals, dyads, or groups. As Kazdin (2015) recently stated, “one-to-one
The traditioral mode for delivering psychotherapy is through a meet-  in-person treatment has remained as the dominant model of delivery”
ing of therapist and client in-person and in close physical proximity,  (pp. 7-8). This established mode of delivery has, however, come under
whether in a clinical, educational, or forensic setting. This has been  criticism for faling to reach many of those in need, espedially in

Clin Psychol Psychother. 2021;1-15

wileyonlinelibrary.com/journal/cpp © 2021 John Wiley & Sons, Lid 1

* 56 within-group studies (N=1,681)

WILEY

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.”
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* With proper infrastructure and secure internet access,
telehealth may potentially extend the reach of mental

The great democratization of mental health?

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)
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Correlational and Open Cllmcal Trial Support for SSF/CAMS

Authors

Sample/Setting

Significant Results

Jobes et al., 1997
Jobes et al., 2005

Arkov et al., 2008
Jobes et al., 2009
Nielsen et al., 2011
Ellis et al., 2012

Ellis et al., 2015

Ellis et al., 2017

Graure et al., 2021
Adrian et al., 2021

FQ'\‘H_._.CA MS-care

College Students

* USAF Outpatients

Danish CMC Outpatients
College Students
Danish CMH Outpatients

* Psychiatric Inpatients
Psychiatric Inpatients
* Inpatients (& post-discharge)

Outpatients—CMH/SME

Teenage outpatients

106
56

27
55
42
20

52

104

61
22

Pre/Post SSF Core Assessment and symptom distress

Between-group suicidal ideation; reduced ED/PC appts

Pre/Post SSF Core Assessment and qualitative findings
Linear reductions in suicidal ideation and distress
Pre/Post SSF Core Assessment

Pre/Post SSF Core Assessment; reduced suicidal
ideation, depression, hopelessness

Reduced suicide ideation; changes in Sl cognitions

Impacts suicidal ideation, depression, hopelessness,
functional impairment, well-being, psychological
flexibility

Pre/post SSF Core Assessment

Pres/post reductions in suicidal ideation
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OF HEALTH SERVICE PSYCHOLOGISTS



Randomized Controlled Trials of CAMS w

Principal Setting & Design & Sample  Status Lm,wm”mhw] |
Investigator Population Method Size Update [T”’”][Tm] Lfmﬁmi
Comtois Harborview/Seattle  CAMS vs. TAU 32 * 2011 published i WY
(Jobes) CMH patients Next-day appts. article N

Andreasson Danish Centers DET vs. CAMS 108 * EIJIE published Colabaae ssssment and Marogement | @
(Nordentoft) CMH patients superiority trial article ﬂaﬁﬁatre;:‘éﬁi??

Jobes Ft. Stewart, GA CAMSvs. E-CAU 148 EDI? published =

(Comtoisetal) US Army Soldiers article e

Ryber Norwegian Centers  CAMS vs. TAU 78 * 2019 published —

(Fosse Qutpatient/inpatient articles S

Pistorello Univ. Nevada (Reno) SMART Design 62 * 2017 and 2020 - e

(Jobes) College Students CAMS/TAU/DET articles

Comtois Harborview /Seattle CAMS vs. TAU 150 ITT complete; _ _ _
(Jobes) Suicide attempters Post-Hosp. D/C on-going assess | |03 Dol e iemied coniolec tries

CAMS vs. TAU 60 ITT compl

German Crisis Unit
on-goin

Inpatients

Santel et al

MC CAMS vs. Outreac




The effectiveness of the Collaborative Assessment and
A

of Suicidality (CAMS)

treatment conditions: A meta-analysis

Jonbias K. St PAD, Asocate Professoc | Wik . Trusty MS. Dectoral Candidate
Flizabeth . Pesix MS, Doctoral Candiote

INTRODUCTION

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

Figure 2. Forest plot of effect sizes for suicidal ideation, general distress, suicide attempts,

Suicidal Ideation
Andreasson etal (2016)
Comtois et al (2011)
Ells et al (2017)
Jobes etal (2005)

Jobes etal (2017)
Johnson et al. (2019)
Pistorello et al. (2020)
Ryberg et al (2019)
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and self-harm.

General Distress
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Jobes etal. (2017)
Johnson et al. (2019)
Pistorello et al. (2020)
Ruberg et al (2019)

Weighted average
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Andreasson etal (2016)
Comtois et al. (2011)
Distorello et al (2017)
Ryberg et al. (2019)
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20
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Effect size d
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Favors CAMS
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Figure 3. Forest plot of effect sizes for hope/hopelessness, other suicide-related predictors, treatment acceptability, and cost

effectiveness.
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Use of CAMS Around the World...

CAMS Materials transiated into

Chiﬂa Lithuanian

Chinese

. Mandarin

« Australia

. Taiwanese
Korean

Japanese

German

Polish ’

Norwegian

e —

United Kingdom

Denmark

Latvian




Peter Britton, Ph.D.
1-2 sessions of Motivational Interviewing
with veterans following a suicide attempt...

An Open Trial of Motivational Interviewing to Address Suicidal
|deation With Hospitalized Veterans

coneept/ Peter C. Britton,! Kenneth B. Conner,! and Stephan A, Maisto?

social role T Center of Excedlemoe jor Shicvde Frevention
is defined ¥ Syracure Umdversily

Model for Teachable Moments as
Related to a Suicide Attempt

Emotion is

Increased

Perceived risk

& positive Cueing
outcomes A— o —

increased

Objective: The purposae of this opan tia waes to tast tha sccepbabilty of motiational intendesing

{Adapted from McBride, Emmons, & Lipkus, 2003} 12 address suicidal ﬁuq I!I'-.'II-EJHI_lur pﬂchh&idf;&c}uﬁ@nﬁd\?ﬂ -.!r'rmﬂ-qz'r:id-d Ii;n:ti:vn. an
irats I'H-FII'B— -] S N SUKD oon, a = Tl M raa rastmam
y sngagamant rdischarga MEII'I_j'l:IﬂE iipants recars-d a scraaning assessmant, bassline as-
Stephen O’Connor, Ph.D. ot it o Y e it Ty e e e
. . . . sessment, ared 11 S Iebed the folow-up essassment. Results  Partcipanis found MES] o
A one-time psychological intervention on bmpresitie Ty gursree) g rebocire i it o v e ot
. . . heakh or substancs abuss treatment sessions each momhb. Conclugions.  Thess praiminary find-
medical-surgical unit for attempters... g ugges tht M-S s el o educs bl s peichiancly et e
BRSS9 BRIEF SUICIDE “ :
. - 2400 4 2100 fg—o—=o
Attempted Suicide 3 @Z@—@—é 3 0
Short Intervention Program S P E C I F I C 2 90 - 2 90
A Manual for Clinicians o i
[} 80 N [0} 80 n
o o
INTERVENTIONS -
LI g O ASSIP g O ASSIP
_ ¢ 601 O Control Group ¢ 607 O Control Group
Konrad Michel, M.D. g 59 | mputed data g 50 imputed data
. . . . 18 T T T T o T T T T
3 session intervention focused on narrative 6 12 18 o 6 12 18 o4
interview, self-confrontation, safety plan, and Months Months
— Fig 2. Survival curves. Suicide-attempt-free survival of participants who attempted suicide at least once
HOGREFE S fOl |OW u p .. during the 24-month follow-up period. (A) All participants (n = 120). (B) Participants without BPD (n = 100).




Developing and Studying

“Jaspr Health”

David Jobes, PhD

Jasper ¢

MY STORY - 1 MY EXFERITNCE
INTHE 'D

Covid compelled us to expand the use of Jaspr
Health to primary care and outpatient settings...

JASPR CARE PLANNING REPORT e et

INITIAL SELF REPORTED RISK

oy B b o NI M| CBRERRAY e e
-

Subcrde plan ar mtent it pa and
SELF REPORT SUICIDE STATUS INTERVIEW KEY FINDINGS
Acces toMeams " Sulcide Index Score Group
Desre ok thrl thaear

History Mttesnipts (0, 1, 14): 1

Describes -

History Substance Abuse: ]
Describes [

History Insomals e

Dscrib “nat slasping last wesk, anly 4 s o ighe

[ t———

551 Core Assessment Reasons for Living

1 PoychologicalPain  “Breaku mith boyfriend

Hopelessness

Selfhate
Strass
5 agtation 5 wantto ol
PATIENT REPORTED READINESS FOR DISCHARGE
Boadinessi [
My reasans: Plan to cope:
shoms vl s
Wallingress 0 sacure eanst [
.
IASPR USE & STEPS TO REDUCE RISK
men status POSSIELE NERT STEP
MakingHome Safse 4 Incompiets el o e o i ethal s sk i s oves
‘Sources of Suppet Ryt Verly
o aith
Copieg Sategies Rty e e

_ Cle

PACHD BALATH MATRU T

Shared Stories

5N

Comtort & Skills
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Ethics and Suicide-Related Malpractice Liability

* Ethical considerations with suicide emphasize the importance of:
* Informed consent and transparency
 Clinical consultation
* Documentation

o b e i b s

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

David A. Jobes and Alan L Berman

rwes ek 1o
hal prm et g

e 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

Rf CAMS.
NATIONAL REGISTER
OF HEALTH SERVICE PSYCHOLOGISTS



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

Caring-Contact RCT Design

3,005 Depressive or Suicidal Persons Identified
at 9 psychiatric inpatient hospitals

+ I 8=

1,939 Received || 843 Refused or || 223 Treatment
Treatment No Treatment Undetermined

- B Contact (M=359)

[ Mo contact Td=454)
i Treatment (M=1,5G0]

i -

| 389 Contact | | 454 No Contact |

Source: Motto & Bostrom, 2001

Dear Patient’s Name:

““It has been some time since you
were here at the hospital, and we
hope things are going well for you. If
you wish to drop us a note, we would
be glad to hear from you.” \

Cumul ative percentage of suicides

(signed by attending M.D.) 0 | 2 3 1 i
Years at risk




Caring Contact Outreach

Research Trends

Can Postdischarge
Follow-Up Contacts Prevent
Suicide and Suicidal Behavior?

A Review of the Evidence

David D. Luxton??, lennifer D_ Junel, and Katherine Anne Comtois?

*National Center for Telehealth & Technalogy (T2), Joint Base Lewls-McChord, WA, USA, Department
of Psychiatry and Behavioral Sclences, University of washington School of Medicine, Seattle, Wi, USA

Abstract. Sactgrmuad The Bne perind niSowieg dBCharse (rom Inpatiset prychiatny 6 Smeraancy department () ireaiment |5 one
O b ghiened risk For repes| spiride ssmts fof padens. Fvideace feported in he [NErtre shows thal 5ollow-5) CORLACS might rafuce
suicide risk, al here has nol been o comprehens] ve aad crillcal review of the evideace jodale. Abne: To evaleaie evidence [or be
effeciweness of 0 Inierveniions hal lnvolve Foll ow-ep contacs wilk paiients. Meibode: Published ampicical sindles of

Background

The time afier dischepge fom Eychisric hospitalizstion s
one of heightened risk for suicide and mpeat suickk alempts
For patients (Geldacre, Sesgroatt, & Hawion, 1953 Kan, Ha,
Dang, & Dunn, 2007, Oin & Nordentoft, 2005). The majority
of post-hospitalization suicides oocur during the first month
afier discharge with the pesk of sicides occurring within »
week afier discharpe {Appleby, Shaw =i al., 1999, Geddes,
Juszcxsk, (V'Brien, & Kendrick, 1997; Hont o al | 3008
Mechan o al, M0E). Some studies heve shown the miz of
suicide dering fimst month afier discharge tohe mom then 100
timesthe rae inthe peneral popalationd Goldscre etal | 1993,
Hia, 2003). Ememgency Depanments (EDs) also discharge s
significant nember of patients admitied for sl infliceed in-
jury end the risk for mpeat st=mpt for these patients is ashigh
as T3% (Beauirais, "IIH Ialtm & Beauimis, 2010, Crweas,
Harrocks, & House, X

Posidischarpe risk ascessment and afiercars treaiment
e paris of suicide prevention (Goldsmith, Pellmar, Klein.

ol 3813241
1275910058

Crine M113;

- 30

Tactors might make Sollow-ap conlsct mocelilies of mehods more efisctive thea olhers

Keywonds: seicide preveation, coslad, foiow-ep, posidischarge, caring lefiers

man, & Ranney, NK12), though sccurale sssessment of ssi-
cide risk al ireatment discharge s a significant challengs
l.’lnnld:!y Shaw =4 al., 199%; Holton, Pagura, Fans, Grant,

I, (Geddes et al, 1997; Goldsmich et al,
igiric patienis who die by snicide ane
net Found o be ot high or immediaie risk 2 their st contact
with mentsl health providers {Appleby, Deanchy, Thomes,
Fammghes, & Lewis, 1999; Appleby, Shaw =2 al., 19990
Muareover, in EDe, ssesments can be difficull 1o chain
from patienis who leave withoul siaff evaluation or For
those whao enler the FID on evenings and weskends when
peychistric siafl avsilshility may he limitsd (Bennewith,
Gunnel, Peiers, Hawion, & Hoese, 2004; Bennewith, Pe-
lers, Hawion, House, & Gunnell, 2005; Hicksy, Hawion,
Fagg, & Weitzel, X11). Further, a potential reduction in
clinical supervision and spproprisie levels of suppont: Fal-
lerwing hospitalimtion can increase risk of ssicide (Apple-
bry, Shaw et al., 1999; Meshan egal | X A few pharma-
cotherapy and psychotherapy inlerventions have been
shown io redece subsequent suicide allerspis among posi -
hospitalized patients (Comtois & Linehan, 2006; Gold-

02012 Hogrefc Publihirg

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)

Fatl CAMS-care
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People who are suicidal
do not seek mental health care...

[epsych [ - Psych | : |

COpiIlg With ThOllghtS Of SuiCide: Treatment of suicidal people around the world' 0
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During a Psychiatric Emergency?
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First responses (N=198) All responses (N=743)

Coping strategy Rank* N % Rank* N %
Spirituality and religious practices 1 36 18 3 104 14

Talking to someone and
c()mimninmhil: 2 27 14 1 118 16

Positive thinking 3 26 13 2 106 14

Using the mental health system 4 A 4

Crmc;idering consequences to

people close to me 7 50 7
Using peer supports 6 55 7
Doing something pleasurable 5 63 9
Protecting myself from means
of harm ( 5 10 25 3
Doing grounding activities 9 8 4 ] 45 6 1~ I
Conlomg comequencestosel. 1 53 9 % 4 « Most who are suicidal do not receive mental health care
Doing t.u?ks to ke.ep busy 11 4 9 11 24 3 .
Mantining obricty T « Most do not want to seek mental health care because of their
Helping others 14 1 1 13 10 1 .
Seeking emotional outlets 411 1 51 attitudes towards mental health
Resting — 0o — 16 7 1
Ci:u?:r; categorize — 2 1 —) 6 1

 When they do seek care (e.g., ED-based care), they want
something quite different than what they get (e.g., a more

%Fﬂ CAMS- humanistic and person-centered response)
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* When values tie for the same rank, the next rank is skipped.




Lived-Experience Peer-Based Support

48D &5, <ofEkn 42D <10 AEuE™

_" [+ X: imaled pau're Aere
;, Bakovne (o tne Lved Zepwance Azadany.

Hevm ean gy aee frae bartleg mo hoalleg afror s anlsdal eriek

" S iz et ) 5 e ATl b S T (e e
raa e ox baeh wa danianiy, Yo wan e e b rad ey Yo Lt e
Wy o b AT A 0 T o b g e

Thn Ay cBe e A oA I e S TR ng the g A i Ay At S0 ThT R e TS 0 ey e
B rra P D arbes 8 raomr L Irn oG, 10 e st sonie fa e Ronw Tee a0 EesioT eas Bhe AT LT SRDTAR T ANt
FIALSL T A7 17 ALATHI 2200 112 STAZE el M

Yo lile s wabeahbe, Mooy o grond o ars s fity

M Hpaure curranthy In erAcl, (ren the nATmmari =6 baes bun's o o o= 08 A o as bl Be e &0 e moment yo. 1 e
przcw i ar DeBat e 10w LA el A o D et LU e rdeen At e Sl | Azl pelnta D g Tltad s el s zesl
W l l I y LRI G Stvaae N Learm miare ot she Uifdios melboite
oo Tha= TP e e 4 ot n it W 0 i A TR acaing the he el A Aenie 3t ey e e

more people at risk for suicide... .
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One Size Does Not Fit All: NOT a Pipe-Dream!
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Abstract: While the existence of mental illness has been documented for centuries, the understanding
and treatment of such illnesses has evolved considerably over time. Ritual exorcisms and locking
mentally ill patients in asylums have been fundamentally replaced by the use of psychotropic
medications and evidence-based psychological practices. Yet the historic roots of mental health
management and care has left a certain legacy. With regard to suicidal risk, the authors argue
that suicidal patients are by definition seen as mentally ill and out of control, which demands
hospitalization and the treatment of the mental disorder (often using a medication-only approach).
Notably, however, the evidence for inpatient care and a medication-only approach for suicidal risk is
either limited or totally lacking. Thus,
to be re-considered in licu of the evolving evidence base. To this end, the authors highlight a series

“one-size-fits-all” approach to treating suicidal risk needs
of evidence-based considerations for suicide-focused clinical care, culminating in a stepped care
public health model for optimal clinical care of suicidal risk that is cost-effective, least-restrictive,

and evidence-based

Keywords: suicidal risk; suicide-focused clinical care; stepped care

1. Introduction to the Problem

Suicide is a major public health issue around the world that accounts for almost 800,000 deaths
per year [1]. In the United States suicide is the 10th leading cause of death with approximately 47,000
total deaths in 2017 and 1.4 million American adults attempted suicide in that same year [2). While
suicidologists and public health officials are understandably preoccupied with suicide deaths and
suicide attempts, Jobes and Joiner [3] have recently reflected on the massive population of people who
experience suicidal ideation and all too often escape the attention of our suicide prevention research,
clinical treatments, and even national health care policies. In the United States, 10,600,000 American
adults experience serious suicidal thoughts [4}—a worrisome cohort which dwarfs the populations of
those who attempt and die by suicide

To fully address the many challenges to clinical suicide risk reduction we will consider: the history
of mental health care and its legacy for suicidal patients, the notion of mindsets about how to best help
care for suicidal people, various contemporary developments that may be changing mindsets about
clinical suicide prevention, the historic pursuit of suicidal typologies, evidence-based suicide-focused
treatments, and finally a stepped care public health model

2. History of Mental Health and Suicidal Patients

The history of the field of mental health and the treatment of suicidal patients is rather sordid
and includes many disturbing developments over the years. Prior to European enlightenment, the

Int. |. Environ. Res. Public Health 2019, 16, 3606; doi:10.33%0/ijerph 16193606 www.mdpi.convjoumnalijerph

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!

X Machine Learning and OWL Suicidal Ideation

. Figure 1

Weighted Distriburion of Predicied Difference Score

Machine leaming determined that CAMS was optimal for 78% of Soldiers

Weighted Percent

=

«FFFFEREREE

Collaboration with Ron Kessler:

. Weighted Percent

s (il ative Percent

—n sl _|nall _._|_|_|_|_I_|_._-_ -
mmvmmmwnﬂac}g.—I.J'-F-.J-.-Fulrrummwﬂnm
= T = T B | e T M om  m W m B P
‘f’q‘?q‘?‘qwa?e-‘?e%o%o%g%n%a%a%m
2 8 g8 gl gEepTsegs o= o= g =g =g =g
- - g ™ N ™ o ™ o™ ™ ™ un -
b e e I e - R B R T T
1w ow omom O T
coccocoocad cocoo0O00 0000000
Predicted Difference Score




Matching Interventions to Different Suicidal States

Suicidal Populations (2020) Proven Interventions Universal Responses
+ Suici

(45K+ Suicide deaths) O

15M Suicidal Ideation (SI)- > Planning

+

1.2M Suicide Attempts (SA% Lifeline
+

Dysregulated BPD Multi-SA’s Lethal Means
Safety
\ +
t Caring Contacts

Machine _
Learning? Public

Education
+

Lifeline

Suicidal—not seeking treatment

Lived- -
Experienced Caring
Peer-Based Contact

Support?

Empirical
Support?

&%CfMS-care
Preventing Suicide
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Stabilizati

A Stepped Care Model for Suicide Care

on Planning + Suicide-focused care that is:

Lethal Means Safety + Suicide=specific Care at Each Step * evidence-based

caring foll

ow-up used L _ * least-restrictive
From Least to Most Restrictive Intervention

throughout the model * cost-effective

$54%%

MlI, ASSIP,
TMBI
Mental

Health Partial Hospitalizxation
NEWS FLASH:
988 is coming!

Care
Costs -
Emergency Respite Care
Quitpatient Care

Brief Intervention + Follow=-up

Crisis Center Hotline Suvpport + Follow-up

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




The Hope Institute

Next Day Appointments of CAMS & DBT Skills Groups for 6 weeks of intensive stabilization care
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There is an effective alternative to bridge the gap between Mobile Crisis Teams and waiting for months to be seen by a Community Mental Health
Center; The Hope Institute.

The Crisis System

Crisis lines are an essential component of an effective and comprehensive mental health crisis response system
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The Healing Power
of Competence and Confidence!

Z scores

Placebo Effect

el CAMS-
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Q&A With Dr. Jobes

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

* Due to time constraints, we will
not be able to address every
guestion asked.
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