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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 |ldeation

Deaths

In 2023, there were 16,000,000 total
Americans with serious suicidal thoughts!

2023 SAMHSA data

We are understandably preoccupied with attempts and deaths.
adds 3,200, OOO teen

: But why do we not appreciate the largest population challenge of all?
biggest Challenge are those American adults and teens with serious

ne past 30 days




One-Size Does Not Fit All: Matching Proven Treatments to Different Suicidal Populations

Suicidal Populations (2023)

Proven Interventions Universal R

(49,449 Suicide deaths) | s ET&E?@'
16M Suicidal Ideators (SI)— Lifé'”ne
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2.5M Suicide Attempters (SA)— Lethal Means
Safety
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Public
Education
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But the field has had a professional crisis (2008)

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.




And challen
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es continued (2017)

Ten+ years later, not enough has changed in typical
clinical practice to save lives.

There is an over-reliance on psychiatric
hospitalizations.

There is an over-reliance on psychotropic
medications.

There is remarkably little use of effective and
proven suicide-specific treatments.

Why is this?

Countertransference
Fear of malpractice liability
Lack of awareness of suicide assessment innovations

Lack of awareness of suicide interventions and
treatments




Process Improvement Initiatives
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@ www.zerosuicide.com

The National Action Alliance for Suicide Prevention outlined seven core components necessary to transform suicide
prevention in health care systems:

LEAD Lead system-wide culture change committed to reducing suicide.

TRAIN Train a competent, confident, and caring workforce.

IDENTIFY Identify individuals at-risk of suicide via comprehensive screening and assessment.
ENGAGE Engage all individuals at-risk of suicide using a suicide care management plan.
TREAT Treat suicidal thoughts and behaviors using evidence-based treatments.
TRANSITION Transition individuals through care with warm hand-offs and supportive contacts.

IMPROVE Improve policies and procedures through continuous quality improvement.
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84% of those who die by suicide have a
health care visit in the year before their
death.()

92% of those who make a suicide
attempt have seen a health care
provider in the year before their
attempt.q)

Almost 40% of individuals who died by
suicide had an ED visit but not a mental
health diagnosis. ()

(1) Ahmedani, B. K., et al. (2014). Health care contacts in the year before suicide death. J Gen Intern Med 29(6):870-7. 10.1007/s11606-014-2767-3

(2) Ahmedani, B. K., Stewart, C., Simon, G. E., Lynch, F., Lu, C. Y., Waitzfelder, B. E., ... & Hunkeler, E. M. (2015). Racial/ethnic differences in healthcare visits made
prior to suicide attempt across the United States. Medical care, 53(5), 430.



National Patient Safety Goal
15.01.01: Reduce the Risk for Suicide

»

“The new and revised requirements address:

Environmental risk assessment and action to minimize
suicide risk

Use of a validated screening tool to assess patients at
risk

Evidence-based process for conducting suicide risk
assessments of patients screened positive for suicidal
ideation

Documentation of patients’ risk and the plan to mitigate

Written policies and procedures addressing care of at-
risk patients, and evidence they are followed

Policies and procedures for counseling and follow-up
care for at-risk patients at discharge

Monitoring of implementation and effectiveness, with
action taken as needed to improve compliance”

:: ZEROSuicide
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» Is an aspirational goal
» Focuses on error reduction & continuous quality improvement
» Fills in the gaps that exist in suicide care

» Supports the use of evidence-based practices
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A FOCUS ON PATIENT SAFETY AND ERROR REDUCTION
Without improved suicide care, people slip through gaps.

Adapted from James Reason’s “Swiss Cheese framework of Accidents”



What’s Different About Zero Suicide?

» Suicide prevention is accepted as a core
responsibility of health care

» Patient deaths by suicides are not treated as
iInevitable

» Emphasizes data, best practices, and
continuous quality improvement

» A systematic clinical approach in health
systems, not “the heroic efforts of crisis staff
and individual clinicians.”
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National Strategy for Suicide Prevention
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A fixed mindset about hospitalization...

Hospital suicides: 49-65/year (Joint Commission, 2018)

Highly critical views of Drs. Marsha Linehan and Matthew Large—i.e.,“"Nosocomial
suicides” which are suicides that are caused by hospitalization!

Czyz, Berona, and King (2016)—readmission for teens who are suicidal significantly
associated with more severe suicidal trajectory and suicide attempts

Typical inpatient stay: Rx and some brief group work (NAMI, 2014)

Hospitalization is associated with hundreds times greater risk for deaths by suicide
than general population (Qin & Nordentoft, 2005; Large et al., 2011).

59, of post-discharge suicides occur within a week (Pirkota et al., 2005); 209, of post-
discharge suicides occur within one year (Desai et al., 2005)

Patients avoid talking about suicide due to hospitalization (Blanchard & Farber, 2018)

We must enhance the hospitalization experience and make it more suicide-focused




Re-Hospitalization for Teens who are Suicidal

Want to challenge the general value
of inpatient care

What suicide-focused treatment is
actually provided?

University of Michigan research
team found a much more severe
suicidal trajectory was associated
with rehospitalization

A second hospitalization was
significantly associated with
Increased suicide attempts

Five iterations of this manuscript
was needed before it was accepted




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




The Joint Commissions/PEW Survey (2024)

Four recommended practices:
e Safety Planning
® \Warm handoff to outpatient care

® Caring contact follow-up post-
discharge

® | ethal Means Safety Planning

EE—

Findings from the survey:

e Safety Planning = 619,

e Warm handoff to outpatient care = 37%

® (Caring contact follow-up post-discharge = 309,
® | ethal Means Safety Planning = 289,

I

Only 8% of TJC accredited hospitals use all
four interventions!




Review of “Evidence-Based” Approaches

Gate keeper training (e.g., QPR, ASSIST, SOS)
Screening for suicide risk (e.g., ASQ and C-SSRS)
Assessment of suicide risk (use of assessment tools and interviews)

Interventions for acute crisis and stabilization (safety plan type interventions, lethal
means safety, digital interventions, caring contacts) but is not treatment

g'lal\rlvl%a)l treatments of what causes someone to be suicidal (DBT, CT-SP, BCBT, and



Challenges to a growth mindset:

e Status quo—despite the lack of evidence it is just too hard to change our
mindset about hospitalization and medication (magical/wishful thinking)

¢ Health plans insufficiently cover effective suicide care (no suicide diagnosis)

e Clinician fears about losing patients and particularly the fear of malpractice
litigation paralyzes providers and fosters a “better safe than sorry” defensive
practice attitude

® Training issues (implementation/dissemination)—actually getting clinicians to
use proven and effective treatments

® The pervasive clinical care bias being the only approach that will work

® The vast majority of people who are suicidal reject mental health care




Theories and Models Driving Innovation
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Screening & Assessment for Suicidal Risk

PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

NAME: DATE:

Qver the last 2 weeks, how often have you been

bothered by any of the following problems?

nw More than
(use ™" to indicate your answer) Not at all | , Several half the Nearlliy
days every day

2

. Poar appetite or

. Feeling bad about yo

have let yourself or your

. Trouble concentrating o

. Maoving or speaki
have noticed

(Healihcare pi il. For interpretation of TOTAL,
please refer to acOMpanying scoring card)

10. If you checked off any probiems, how difficuft Not difficult at all
have these problems made it for you to do Somewhat difficult
your waork, take care of things at home, or get .

Very difficult
along with other people?
Extremely difficult

Copyright © 1999 Plizer Ine. All rights reserved. Reproduced with permission. PRIME-MDC is a trademark of Plizer Inc

A2663B 10-04-2005




Suicide-Specific Assessment Measures

Scale for Suicide ldeation

Beck Scale for Suicide Ideation
Modified Scale for Suicide Ideation
Self-Monitoring Suicide ldeation Scale
Suicide Intent Scale

Parasuicide History Inventory

Suicide Behavior Questionnaire—Revised
Suicide Behavior Interview

Suicide Probability Scale

Positive and Negative Suicide lIdeation
Adult Suicide Ideation Questionnaire
Suicide |deation Scale

Suicide Status Form...

And hundreds more!

Actuarial assessments
always beat clinical
judgement!

Professor Paul Meehl




Digital Monitoring of Suicidal Thinking

* Palm pilot 2x/day monitoring of adolescent NSSI/SI for 2 weeks

Nock et al. (2009). Journal of Abnormal Psychology.

* Smartphone monitoring 4-6x/day of adults with suicide ideation for 1 month







A big idea that has been brewing for 30 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 suicidal uni-
versity students are then presented. These data suggest different subtypes of suicidality,

which are further i usinga

model that di intrapsychic ver-

sus interpsychic suicidality. The implications of these data and this model are discussed
in relation to current changes in mental health care with an emphasis on differential assess-
ment and prescriptive treatments. 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 be quite challenging, sometimes even
perilous. Suicide is the most. ly en-

stressed by these patients, and that fears
related to malpractice liability are reality
based, it is remarkable to note that most

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,
Torigoe, & 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, 1993). 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 pi ions are

p (across discipli
typically receive little, if any, formalized
training in clinical suicidology (Bongar,
1991). Indeed, it is probably fair to say
that most clinicians learn about working
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 a lim-
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

fairly common, that clinicians are clearly

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

David A. Jobes is with the Catholic University of America. Address correspondence to the author at the

Department of r-sychalngsv, Catholic University of Ame;
Snei ward Addre

Sneidman
May 1995, Arizona Biltmore, Phoenix, AZ.

rica, Washington, DC 20064.

ess to the 28th annual convention of the American Association of Suicidologists,

Suicide and Life-Threatening Behavior, Vol. 25(4), Winter 1995

© 1995 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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High self-conscious
Self-oriented

Interpsychic
Low self-conscious
Socially oriented

Self-critical depression Blatt Dependency depress
Work I'reud Love )

Field independent Lewis Field dependent
Autonomy Beck Sociotropy

Figure 4. A balancing approach to psychotherapy.

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?



Suicidal Typologies: Different Suicidal States

Jobes (1995) Kleiman & Nock, 2017
Intra-psychic vs. Inter-psychic Ecological Momentary Assessment (EMA)
Agentic vs. Communal

Conrad et al (2009)
Acute vs. Chronic

@

O

Durkeim (1897) Possible DSM-6 Diagnosis?
Egoistic I Hine AL Rogers & Joiner (2017)
Altruistic OSEPNINE AU'S Acute Suicidal Affective Disturbance
A - Latent Profile
nomic ,
Fatalistic Analysis CUA Galynker (2017)
dissertation... Suicide Crisis Syndrome




Safety Planning Type Interventions

The Stanley-Brown Safety Plan, the Crisis Response Plan, and
the CAMS Stabilizations Plan are similar to each other and
have different types and levels of empirical support...



2020 Meta-Analysis on
Safety Planning-Type Interventions




Managing Acute Suicidal Risk:
988 Suicide & Crisis Lifeline; Crisis Text Line; lethal means safety

1) Always provide 988 Lifeline/Crisis Text Line numbers
2) Always discuss reducing access to lethal means
3) Then verify that means have been secured

~ Discussing and trying to remove or decrease access to an

~ m| | Q . ! a ) o a aY




Evidence-Based Treatments to Reduce Suicidal Ideation and Behaviors

® 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 A




Dialectical Behavior Therapy (DBT)

_



Dialectical Behavior Therapy (DBT)

DBT is an Outpatient Treatment with Four Modalities:

1 Group Skills Training

2 Individual Psychotherapy

3 Out-of-session Phone
Coaching

4 Therapist Consultation
Team Meeting

Source: DeCou, C.R., Comtois, K.A., Landes, S.J. (2019) Dialectical Behavior Therapy is effective
for the treatment of suicidal behavior: A meta-analysis Behavior Therapy. 50(2019) 60-72


Presenter Notes
Presentation Notes
Individual Psychotherapy: targets life threatening behaviors and therapy interfering behaviors, quality of life-interfering behaviors, increase mastery of DBT skills
Group Skills Training: Classes to teach and practice skills to overcome emotional dysregulation and suicidality

Out-of-session Coaching: To support generalizing skills to specific situations
Therapist Consultation Team Meeting: To support therapists working with patients and ensure treatment is targeting identified behaviors




DBT Chain Analysis




B
Dialectical Behavior Therapy (DBT)

Meta-analysis of 18 controlled trials of DBT

DBT Reduced
Frequency of Psychiatric
Crisis Services

DBT Reduced
Self-Directed Violence

Suicidal Ideation was not S/gn/'ﬁcta/g‘/y impacted by DBT in most of the
studjes

Source: DeCou, C.R., Comtois, K.A., Landes, S.J. (2019) Dialectical
Behavior Therapy is effective for the treatment of suicidal behavior:
A meta-analysis Behavior Therapy. 50(2019) 60-72


Presenter Notes
Presentation Notes
Meta-analysis of 18 controlled trials of DBT
DBT Reduced Self-Directed Violence
DBT Reduced Frequency of Psychiatric Crisis Services

Suicidal Ideation was not significantly impacted by DBT

Suicidal ideation may not be impacted by DBT due to focus on reducing suicidal behaviors and not targeting suicidal ideation



Cognitive Therapy
for Suicide Prevention (CT-SP)

I ORICINAL OONTRIBUTION

Cognitive Therapy for the Prevention
of Suicide Attempts

A Randomized Controlled Trial

Coragury K. Bronen, PHD
Thamas Tan Have, FRD
Gragg R. Hanriques, FhD
Sharon X, Xia, PRI
JuH E. Hollreder, 5D
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CT-SP RCT Participant Flow

350 Assessed for Eligibility

250 Excluded
164 Did not meet Inclusion Criteria

g 66 Refused
120 Randomized
60 Assigned to Cognitive 60 Assigned to Usual Care
Therapy + Usual Care 60 Received Usual Care
58 Received CT
2 Did not receive CT
! v
Follow-up Assessments Follow-up Assessments
1, 3,6, 12, 18 Months 1, 3,6, 12, 18 Months
' v
15 Lost to Follow-up at 18 mo 20 Lost to Follow-up at 18 mo
12 No Contact 16 No Contact
1 Died Natural Causes 2 Died Natural Causes
2 Refused 1 Died Suicide
1 Refused




Methods:

Cognitive Therapy - Identifying thoughts, images, core

for Suicide beliefs
Prevention « Emphasis on “suicidal mode”

(CT-SP) - Develop adaptive ways of coping with
stressors

« Relapse prevention task

Source: Brown, G.K., Ten Have, T., Henriques, G.R., Xie, S.X., Hollander,
J.E., Beck, A.T. (2005) Cognitive therapy for the prevention of suicide
attempts: A randomized controlled trial. JAMA, 294, 563-370



Presenter Notes
Presentation Notes
CBT-SP targets and treats suicidal individuals by combining standard Cognitive Behavioral Therapy with a targeted approach for suicide
Methods include:
Identifying thoughts, images, core beliefs activated prior to suicide attempt
Develop adaptive ways of coping with stressors such as hopelessness, poor problem solving, impaired impulse control, treatment noncompliance and isolation
Relapse prevention task completed towards end of treatment to determine if patients could respond to problems productively



Results of Study

CT-SP was twice
as effective as

usual care
in reducing

suicide attempts

Cognitive Therapy for Suicide Prevention (CT-SP)

Patients in CT-SP
treatment had
significantly
lower scores on
Beck Depression
Inventory (BDI)

Patients in CBT-
SP treatment
had significantly
lower levels of
hopelessness

Source: Brown, G.K., Ten Have, T., Henriques, G.R., Xie, S.X., Hollander, J.E., Beck, A.T. (2005) Cognitive therapy for the prevention of suicide attempts: A

randomized controlled trial. JAMA, 294, 563-370



Survival Functions for Repeat Suicide Attempt
by Study Condition

1.0

0.9

Cognitive Therapy
Intervention

0.8

0.7

Cumulative Survival

Control

0.6

0.5

0 182 364 546 728
*
Source: Brown, G. K. et al. (2005). JAMA, 294, 563-370. Days p < .05




Brief Cognitive Behavior Therapy (BCBT)

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

60% between-group reductlon in
suicide attempts (Amer/ an




Suicidal Mode Approach

Suicidal
Mode



B

Brief Cognitive Behavior Therapy (BCBT)

Treatment of Suicidal States

Methods

Phase I: Brief Cognitive Behavioral Therapy

Phase II: Assessment of suicidal behaviors and develop strategies

Phase lll: Apply strategies to reduce vulnerability to using suicide to cope

Phase IV: Relapse prevention task conducted

Source: Rudd, D.M., Bryan, CJ. et al (2015) 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. Am J Psychiatry. 2015 May;172(5):441-9


Presenter Notes
Presentation Notes
Primary goal of BCBT is to help suicidal individuals develop emotion regulation and problem solving skills to create a reduction in suicidal thoughts and behaviors
Methods Include
Phase I: Brief Cognitive Behavioral Therapy
Phase II: Assessment of suicidal behaviors and develop strategies to manage emotional regulation and crises
Phase III: Apply strategies to reduce vulnerability to using suicide to cope with hopelessness, shame, perceived burdensomeness, guilt
Phase IV: Relapse prevention task conducted
Individuals complete and move on to each phase once mastery of skill is demonstrated




%rief Cognitive Behavior Therapy (BCBT)

Treatment of Suicidal States

Results of Study

Soldiers in BCBT

60% less likely than Soldiers in BCBT
soldiers in treatment to slightly less likely
make a suicide attempt to be medically

during the 2 year retired than soldiers
follow up period in treatment

Source: Rudd, D.M., Bryan, CJ. et al (2015) 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. Am | Psychiatry. 2015 May;172(5):441-9



Presenter Notes
Presentation Notes
Results of Study:
Soldiers in BCBT 60% less likely than soldiers in treatment as usual to make a suicide attempt during the 2 year follow up period
Soldiers in BCBT slightly less likely to be medically retired than soldiers in treatment as usual



https://www.ncbi.nlm.nih.gov/pubmed/25677353

Brief Cognitive Behavioral Therapy (BCBT)

Time to First Suicide Attempt by Study Condition

BCBT|
W

suicide attempt

TAU

Proportion without

0.09

T T T T T
0 200 400 600 800
Days

e: Rudd MD et al. (2015). Am J Psychiatry, 172, 441-449.

log-rank x?(1) = 5.28, p = .022 .

Slide courtesy of Craig Bryan






Effectiveness of Partial Hospitalization

in the Treatment of Borderline Personality Disorder:

A Randomized Controlled Trial

Anthony Bateman, M.A., F.R.C.Psych., and Peter Fonagy, Ph.D., F.B.A.

Objective: This study compared the effectiveness of psychoanalytically oriented partial
hospitalization with standard psychiatric care for patients with borderline personality disor-
der. Method: Thirly-eight patients with borderline personality disorder, diagnosed accord-
ing 10 standardized ciiteria, were allocated either to a partially hospitalized group or to a
standard psychiatric care (control) group in a randomized controlled design. Treatment,
which included individual and group psychoanalytic psychotherapy, was for a maximum of
48 months. Outcome measures included the frequency of suicide attempts and acts of self-
harm, the number and duralion of inpatient admissions, the use of psychotropic medica-
tion, and self-report measures of depression, anxiety, general symptom distress, interper-
sonal function, and social adjustment. Data analysis used repeated measures analysis of
covariance and nonparametric tests of trend, Results: Patients who were partially hospi-
talized showed a statistically significant decrease on all measures in contrast o the control
group. which showed limited change or deterioration over the same period, An improve-
mentin depressive symptoms, a decrease in suicidal and self-mutilatory acts, reduced in-
patient days, and better social and interpersonal function began at & months and continued
until the end of treatment at 18 months, Conclusions: Psychoanalytically oriented partial
hospitalization is superior to standard psychiatric care for patients with borderline person-
ality disorder. Replication is needed with larger groups, but these results suggest that par-
tial hospitalization may offer an alternative to inpatient treatment,
(Am J Psychiatry 1999; 156:1563-1569)

Mentalization-Based Therapy

MENTALIZATION

ost patients with borderline personality disorder
are treated with nonspecialist standard psychiatric ser-
vices by using inpatient treatment, partial hospitaliza:
tion, and outpatient services as necessary. However,
more specific psychological interventions have been
developed. These include individual psychoanalyric
psychotherapy (1, 2), dialectical behavior therapy (3),
group psychotherapy (4), family therapy (5), and sup!
portive psychorherapy (6). While a number of narural
istic outcome studies have been done, particularly of
inpatient treatment, randomized controlled trials of
outpatient treatment and partial hospitalization are
rare (7, 8).

Rocelved Jun 16, 1998; rovisions rocaived Nov. 12, 1938, and
March 5, 1999; accsped Harch 17, 1999. From the Hallwick Day
Unit, S, Ann's Hospital. Addross reprit roquosts (o Dr, Bateman,
Consullant Psychiatist in Psycholherapy, Haringey Healthcare
NHS Trusl, Hallvick Day Unil, S, Anns Hospita, . Ann's Road,
London Ni5 3TH: anthory@mullnsdemon.ca.uk (¢-mal.

In one of the few controlled studies of intensive out-
patient trearment of individuals with borderline per-
sonality disorder, Linchan and colleagues (3) showed
that dialectical behavior therapy was partially effec-
tive. Dialectical behavior therapy (9)is a treatment in-
corporating cogaitive, behavioral, and supportive psy-
chotherapies. Skilled practitioners in an intensive
outpatient program use a combination of individual
and group approaches centercd on a patient-therapist
relationship. Treatment with dialectical behavior ther-
apy for 1 year compared with standard trearment led
t0 2 reduction in the number and severiry of suicide at-
tempts and decreased the frequency and length of inpa-
tient admissions. However, there were no between-
group differences on measures of depression, hopeless-
ness, or reasons for living and, although patients re-
ceiving dialectical behavior therapy continued to show
less parasuicidal behavior at the 6-month follow-up
examination, there was no difference in measures of

ntor-
views and the day hospal saf for patent care.

Am J Psychiatry 156:10, October 1999

acts between groups at the 1-year
follow-up (10).

1563
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Presenter Notes
Presentation Notes
MBT is an evidence-based approach grounded in psychodynamic therapy and attachment theory. 
Its central aim is to help patients access mentalizing, or the process of understanding the interplay between mental states and actions, in times of heightened emotional vulnerability. Focuses on improvement of mentalization of social experiences as a treatment target for NSSI.
 MBT is a long-term therapy with general completion time approximating one year and individual weekly therapy sessions running parallel to weekly group sessions. 
Rossouw and Fonagy conducted an RCT comparing MBT for adolescents (MBT-A) with TAU in a sample of youth with repeated instances of self-harm and comorbid depression. Adolescents assigned to the MBT-A condition endorsed decreased frequencies of self-harming behaviors at the 12-month follow-up period as compared with the TAU condition. 
In a similar RCT comparing 18 months of MBT with TUA in a sample of adults with BPD, the authors found that the MBT condition significantly reduced the occurrence of severe NSSI behaviors while the TUA did not impact NSSI behaviors in the comparison condition (Bateman & Fonagy, 1999). 

Bateman & Fonagy: Suicidal acts were defined as having the following characteristics: 1) deliberate, 2) life-threatening, 3) resulted in medical intervention, and 4) medical assessment consistent with a suicide attempt. Criteria for acts of self-mutilation were as follows: 1) deliberate, 2) resulted in visible tissue damage, and 3) nursing or medical intervention required



Attachment-Based Family

Therapy (ABFT)

Improving family relationships
® Parent-child attachment

Weekly individual, parent, and family sessions (3
months)

2 RCTs found reduction in suicide ideation
e Rapid reduction at post-treatment

(vs. Waitlist control condition)
® Maintained at 6-month follow-up

(vs. E-Usual Care)

Limitations
® Comparison groups had low treatment
completion

® Suicide behaviors not assessed

---‘“—-\._

Diamond et al., 2010; Diamond, Reis, Diamond, o
Siqueland, & Isaacs, 2002



Presenter Notes
Presentation Notes
E-Usual Care was facilitated referral process, connected to provider & provider responsibility to take it from there
Both studies was a 2 yr period w/ assessments throughout 
Using intent to treat, ABFT significantly more than EUC reached greater rates of SI change at post; more clinical recovery from SI at post
Figure from EUC study

Waitlist study on MDD sample, examined internalizing sxs and family attachment  all better findings with ABFT


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...

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

Peter C. Britton,! Kanneth B. Conner,! and Staphan &. Maiste?

THd Center of Excellemoe for Sbctde Prevention
¥ Spracuee Cniversidy

Objective:  The purposa of this opan tnal was to tast tha aoceptabiloy of motrational intervieeing
10 address suickdal idastion TSI for pepchairically hespialioed webarars with suicidal ideation, e
tirats iz pre- affect see on the severiy of suickdal ideaton, and scamina the e of rastmam
sngagamant aftar dscharga. Methods ivipants recaised @ screaning assessmant, baselire o=
sessment, ore o tas MLS| sassions, postireaimant assassment, and B0day follwseup assassman.
Thirsen veberans were anmlad, & [70%) complkiad both BALSI sessiors and tha postireatment as-
sessment, and 11 25%) cormpleted the folow-up essassmant Results  Participaris found MES b
b accapmble. They sxpananced langa reductions nthe sesamy of suicidal deation at postraamant
and fdlow-up. In tha 2 months fdlowing dischangs, 73% of paricipams complaied teeo or mera manial
Feakh or subatance abuss treatment sessicrs ezch month. Conclugions:  Thess praliminany fnd-
ings suggast that MEE] has poiwntal ts educe risk for suicida in psychiotrically hospraizad wiamns
and that @ mone ngorous 1nal is reeded. 51 2012 Wiky Parodicals, Imc. L Clin. Psychal. £8:881-571,
2.

BRIEF SUICIDE-SPECIFIC
INTERVENTIONS...

Anja Gysin-Maillart, Ph.D. & Konrad Michel, M.D.

3 session intervention focused on narrative interview,
self-confrontation, safety plan, and follow up...




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 pati




First session of CAMS—SSF-5 Assessment, Stabilization Planning, Driver-
Focused Treatment Planning, and HIPAA Documentation




Form-fillable PDF of the SSF for telehealth CAMS sessions

Guilford Press
has authorized
CAMS-care LLC

to negotiate
licenses with
electronic medical
record companies
to install the SSF
on their default
EMR platforms

Epic

Cerner

“'\/’ Netsmart




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

29 DEPRESSION
\ LACK OF SLEEP
POOR APPETITE
ANHEDONIA ...
I 2 SUICIDALITY ?
THERAPIST

PATIENT

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




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

Suicide Drivers 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) to deconstruct the

“functional” utility of suicidality; CAMS as an intervention emphasizes a driver-

used intensive outpatient approach that is suicide-specific and
1 ” with the patient...

Approximately 72% of n=166 from
two CAMS RCTs (with inter-rater
Kappa’'s = .78+) content of
treatment planning drivers were
reliabily captured by four domains:

1. Relational concerns (25%)
2. Misery and distress (22%)
3. Vocational issues (12%)
4. Self-related issues (12%)

(Lynch et al., 2022)




Adherence to the CAMS Framework

CAMS is a therapeutic framework, that is used to manage suicidal thoughts and feelings and
establish behavioral stability. Adherence to CAMS requires a thorough suicide-focused
assessment and treatment of patient-identified suicidal “drivers” and the pursuit of life worth

living with purpose and meaning.
CAMS Rating Scale

CAMS ideas are catching on

CAMS Philosophy

Empathy for suicidal states—no shame, no blame
Collaboration with the patient in all aspects of care

Honesty and transparency throughout clinical care

CAMS as Therapeutic Framework

Focus on Suicide—from the beginning, to the middle, and to the end
Outpatient Oriented—goal of stability and using outpatient care

Flexible and “Nondenominational’—across theories and techniques




What is DRIVING this person’s suicide risk?
(Jobes et al., 2011; Tucker et al., 2015)

Direct Drivers: Internal experiences, behaviors, and external situations that are associated

with this person’s own acute suicidal crises (what is the “straw that breaks the camel’s back?”

to trigger any suicidal behavior).

/ndirect Drivers: Factors that make this person feel vulnerable to their direct drivers being

activated

Examples include negative life events, psychosocial stressors, psychiatric ilinesses,

Isolating, not sleeping enough

These may be profoundly painful, but they do not necessarily trigger acute crises but

[ncrease vulnerability




Beyond Stability: Treating the Drivers

e DBT chain analysis to identify triggers and points of intervention
® Teach 4-step problem solving

® Teach mindfulness and mentalization

® Various covert sensitization techniques

® Assertiveness training/role plays

® Najavits (2002) “Seeking Safety Treatment”

e Safe coping skills (Part I)
e Safe coping skills (Part 2)

® Detaching from emotional pain (grounding)

® Mental grounding

® Physical grounding
of Yourself




CAMS-Guided Care and a Life Worth Living

® There should be an overt emphasis on developing and consolidating coping and
problem-solving skills and techniques.

®* There should be an overt emphasis on actively developing Reasons for Living and
systematically eliminating existing Reasons for Dying.

° Thelred_should be an emphasis on future thinking/planning (protective factors)
Including:

® The development of short and long term plans and goals.
® The development of hope for the future.

® [he development or further consolidation of guiding beliefs.




Resolution and Clinical Outcomes

Over three month of CAMS-guided care, we are seeking:

Completion of Sections A-B of the SSF Outcome/Disposition

® Resolution of suicidality if:
® 1) current overall risk of suicide <3;
® 2)in past week, no suicidal behavior and

® 3) effectively managed suicidal thoughts/feelings

) Patient’s CAMS-guided care comes to an end; the patient is appropriately debriefed and
referred to further care if indicated.

)} SSF Outcome Form HIPAA page is completed after final CAMS session (Section C).




CAMS/SSF as a “Therapeutic Assessment”
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Meta-Analysis Results: “Taken together, they suggest that psychological assessment
pro edures—when combmed wzth personalzzed collaborative, and highly mvolvmg te




Twelve Correlational/Open 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; ED/PC appts reductions

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 reductions

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 S| 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 reductions

Adrian et al., 2021 Teenage outpatients 22 Pre/post suicidal ideation reductions; benchmark results

O’Neill et al., 2023 Telehealth outpatients 130 Pre/post reductions anxiety, depression, suicidal ideation




AFSP-funded NDA CA

MS RCT (Comtois et al., 2011)

(N=49)

e
Approached by Clinician ]

-

i Rejected at Screening (N=8)
~ «leaving the country =1
« currently had provider=3
Assessor Screen (N=49) + denied SI=3
L * wanted different treatment = 1

Accepted into Study (N=41)

Did not attend first session

(N=9)
Randomization Sample
(N=32)
Started CAMS Started
ECAU
(N=16) (N=16)
tll?::tl::z:t Completed treatment | | Completed treatment t]:::::z:t
Withdrawn from _ (N=12) (N=10) -5 Withdrawn from study
study (=2 (N=5) Court-ordered to
Required i i treatment (N=1)
services (N=2) \/ \/

Completed Study Completed Study
Assessments Assessments
(N=11) (N=9)

CAMS was feasible; there
were significant reductions in
suicide ideation, symptom
distress, increased hope,
igher patient satisfaction




Andreasson et al (2014; 2016)
DBT vs. CAMS Superiority RCT
Copenhagen, Denmark

154 participants with

borderline personality
traits and recent suicide
attempt

54 participants receiving

54 participants approx. 10 sessions of

receiving 16 weeks of Collaborative
Assessment and

Management of
Therapy (DBT) Suicidality (CAMS)

Dialectical Behavior

(n=108) Figure 1. Odds ratio with 95% confidence intervals for
NSSI and suicide attempts, favoring CAMS

At 28 weeks: DBT Self Harm = 21; CAMS =12
DBT Attempts =12; CAMS =5

DiaS RCT







Operation Worth Living RCT Outcome and Moderator Results

Probability of Any Suicidal Ideation
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e VESTRE VIKEN Oslo Norway

CAMS significantly reduced
suicidal ideation and overall symptom distress

Wenche Ryberg, PhD Candidate and specialist in clinical psychology
Vestre Viken Hospital Trust, Mental Health and Addiction
Department of Research and Development




NIMH-Funded R-34; PIl: Jacque Pistorello, Ph.D.;
Co-I: David Jobes, Ph.D. (n=62)

Stage 1

Significant Stage 1 findings
for CAMS on depression and
suicidal ideation...

Stage 2



Presenter Notes
Presentation Notes
Intervention – prevention, outreach, and treatment. 
42% of the US population will “touch” college somewhere, sometime. 


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




Aftercare Focus Study (AFS—funded by AFSP)

Results: Participants in both conditions improved from baseline to 12 months but CAMS was not superior to TAU
for the primary outcomes. A small but significant improvement was found in probability of suicidal ideation at 3
months favoring TAU and amount of suicidal ideation at 12 months favoring CAMS. CAMS participants expe-
rienced less psychological distress at 12 months compared to baseline.

There was a significant preference for CAMS vs TAU am
There was also an argument ICl ini




The Cost-Effectiveness of CAMS

Two studies
of CAMS cost-
effectiveness
compared to
control care...
(OWL & AFS)

Dr. Phoebe McCutchan

Figure 1
Mean Cumulative Study Treatment Costs Across Time
Healthcare System Perspective Patient Perspective Overall Perspective
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Note. Error bars reflect standard errors




Mirtam Santel’s Inpatient CAMS RCT (n=88)

Significant CAMS results for

suicidal ideation, better alliance,
and decreased suicide attempts
post-discharge (high risk period)

Bielefeld Germany

I TAU
A

values

BSS mean

Time




Seven Randomized Controlled Trials Supporting CAMS

Authors Sample/Setting n= Significant Experimental Results
Comtois et al., 2011 CMH Outpatients 32 Reduced Suicide Ideation and Symptom Distress,
Harborview—Seattle, WA Increased Hope, Patients Preferred CAMS
Andreasson et al., 2016 CMH Outpatients 108 Mixed findings: CAMS was as effective as DBT for
Copenhagen Denmark Self Harm and Suicide Attempts
Jobes et al., 2017 Soldier Outpatients 148 Reduced Suicide Ideation in 6-8 sessions;
Ft. Stewart, GA Moderator findings: Resiliency, Symptom Distress,
Decreased ED visits; Cost-Effective
Ryberg et al., 2019 Inpatients/Outpatients 78 Reduced Suicide Ideation and Symptom Distress
Oslo Norway Moderator finding: CAMS improves poor working alliance
Pistorello et al., 2020 College Student Outpatients 62 Reductions in Suicide Ideation and Depression
University of Nevada, Reno Moderator finding: Reductions in Hopelessness
Comtois et al., 2022 CMH Outpatients (SME) 150 Mixed findings: TAU worked better early, CAMS worked
better later in terms of Suicidal Ideation and Symptom
Distress; Clinicians were more satisfied with CAMS
Santel et al., 2023 Psychiatric Inpatients 88 Decreased Suicide Ideation, Symptom Distress, and

Bielefeld Germany

Suicide Attempts Post-D/C;

Stronger Alliance




San Diego VAMC CAMS RCT—Depp et al
(data analysis coming Spring 2025)

nding up a “Suicide Stabilization Clinic” at SD V




Comprehensive Adaptive Multisite MRy
Prevention of University student Suicide

The CAMPUS Study

NIMH-funded ($11M) multisite SMART of n=480
college students who are suicidal at four university
counseling centers (University of Oregon, University of
Nevada-Reno, Duke University, and Rutgers University).

Authorized to do a feasibility trial for academic years
2020-2022 to study online training and online treatment.

The actual trial (finally) began Fall 2022;
ITT data collection occurred from 2023-2024
Outcome data analyses in February 2025




NIMH RO1 Funded “CAMS-4Teens” RCT’s

CAMS & Ketamine RCT CAMS-4Teens vs. SPI+ vs. TAU
Cleveland Clinic & Mass General Hospital Seattle Children's & Nationwide

(PI's: Anand & Falcone) (PI's: Adrian & Bridge)




PCORI-funded RCT:

Inpatient Treatment of Acute Suicide Risk

Inpatients randomized to either ECT or IV-Ketamine + 8 sessions of CAMS

D. Study Design and Methods {Criterion 3. Scientific merit {research design, analysis, and outcomes]; RQ-3, 4,

5, 6)
Potential ASD
Patients For ECT - Figure 5. S5tudy Flow and Time-Points
Treatment [with estimated numbers)
N = 9500

Ohbtain
=y Consent Baseiine
o Aszesments Acute Treatment
ASD Patient l ECT Arm; N = 750 E Remitters {S51 <4} Follow-
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Screaned Randomize e e
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CAMS-Brief Intervention (CAMS-Bl)—one session

LSU Psychology Department Mitigation of
Suicide Behavior Lab led by Dr. Ray Tucker has
been using CAMS-BI with inpatients.




Summary of CAMS Research Findings to Date

Across 10 published non-randomized clinical trials of CAMS, 2 meta-analyses,
and 7/ published randomized controlled clinical trials, and 5 unpublished RCT
(100+ pubs):

e CAMS significantly reduces suicidal ideation in 6-8 sessions

e CAMS significantly reduces overall symptom distress, depression, hopelessness,
and changes suicidal cognitions

e CAMS significantly increases hope and improves clinical retention to care

e CAMS is significantly more cost-effective (e.g., reduced emergency department
VISIts)

e Patients like CAMS and the process of doing CAMS; clinicians prefer CAMS

e CAMS works better with less severe patients at baseline presentation (impact with
borderline patients is mixed)

® CAMS decreases ED visits among certain subgroups

e CAMS appears to have a promising impact on self-harm behavior and suicide
attempts (but further replication of German RCT is needed)

e CAMS is relatively easy to learn (adherence is typically attained with first patient)







2 NIMH-funded SBIR Projects:
CAMS-RAS and JASPR Health for Suicidal Risk in EDs
(Linda Dimeff & Kelly Koerner)

“Nurse Louise” “Dr. Dave?” The initial relational agent prototypes were a bit

O N



Presenter Notes
Presentation Notes
ASCL: Affective Social Computing Lab (Christine Lisetti). Their current agents focus on motivational interviewing for drinking problems, and on changing risky health behaviors

Video Sample Link: http://ascl.cis.fiu.edu/virtual-health-assistants.html
Suggestion: First minute or two of first video (virtual lifestyle coaches)

How it works: speech recognition to understand what patient is saying, then “engines” “under the hood” (artificial intelligence-based software) that are in charge of decision making to figure out how to respond, both in terms of verbal content and non-verbal behavior (e.g., facial expression).

1Bickmore, T. W., & Picard, R. W. (2005). Establishing and maintaining long-term human-computer relationships. ACM Transactions on Computer-Human Interaction (TOCHI), 12(2), 293-327. 
2Bickmore, T. W., Pfeifer, L. M., & Jack, B. W. (2009). Taking the time to care: Empowering low health literacy hospital patients with virtual nurse agents. Paper presented at the SIGCHI Conference on Human Factors in Computing Systems, New York, NY.
3C. L. Lisetti, R. Amini, U. Yasavur, and N. Rishe (2013).  I Can Help You Change! An Empathic Virtual Agent Delivers Behavior Change Health Interventions. ACM Transactions on Management Information Systems, Vol. 4, No. 4, Article 19,  2013.
4Reeves, B., & Nass, C. (1996). The media equation: How people treat computers, television, and new media like real people and places. New York, NY: Cambridge University Press.
5Gratch, J., Wang, N., Okhmatovskaia, A., Lamothe, F., Marsella, S., Morales, M., . . . Morency, L. P. (2007). Can virtual humans be more engaging than real ones? In J. A. Jacko (Ed.), Human-Computer Interaction. HCI Intelligent Multimodal Interaction Environments. Berlin: Springer Berlin Heidelberg.

6Jack, B. W., & Bickmore, T. W. (2011). The Re-Engineered hospital discharge program to decrease rehospitalization: A randomized trial. Annals of Internal Medicine, 150(3), 178-187. 
7Berkowitz, R. E., Fang, Z., Helfand, B. K. I., Jones, R. N., Schreiber, R., & Paasche-Orlow, M. K. (2013). Project ReEngineered Discharge (RED) lowers hospital readmissions of patients discharged from a skilled nursing facility. Journal of the American Medical Directors Association, 14(10), 736-740. 



Jaspr Health RCT findings and next steps...

e RCT of n=31 emergency department patients

* Jaspr patients effectively received four evidence-based
suicide-focused interventions

e Significant between-group decreases in distress and
agitation compared to treatment as usual (TAU)

® Significant between-group increases in coping with current
and future suicidal thoughts compared to TAU

® 1009 of patients recommended use of Jaspr for others

Jaspr Health is a

central component to
UMASS P-50 focused on
ED care and FDA
approval is currently
pending...
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The Suicide Crisis—> Stabilization Challenge

® Zero Suicide: we need to screen and safety plan

® Zero Suicide: but we also need to freat suicide risk directly
® Denmark has successful suicide-specific regional centers
®* |[n US: people in suicidal crisis - ED, hospital, get Rx

® Getting outpatient care may take weeks if not months

® The Lifeline already had significant capacity issues before 988

® Concerns about “active rescue” by law enforcement




Using DBT and CAMS together?

e DBT now has 44 RCTs of support

e CAMS has 7 RCT’s and 2 meta-analyses of
support (5 ongoing RCTs)

® Both stabilize suicidal risk and endeavor to keep
patients out of the hospital

e DBT reduces suicide attempts and self-harm
behaviors (chronic suicidality)

® CAMS reduces suicidal ideation and overall
symptom distress; increases hope while
decreasing hopelessness




Post 988, we must increase focus on crisis stabilization

Can we create a new legislative act
that supports funding for new
initiatives in the suicide crisis
stabilization?

Such initiatives would be:

» Suicide-focused
 Evidence-based

» Least restrictive

As Chair of the AFSP Public Policy Council, | help lead our efforts to « Self-sustaining
inform, shape, and craft mental health and suicide-related policy « Use quality assurance researcl
gislation at the federal, state, and local levels. ensure effectivene




From professional crisis to a possible tipping point?




|s there a new receptivity to cutting-edge ideas in clinical suicidology?

Jobes & Barnett (2024) recommendations:
Changes in graduate curricula to include evidence-based approaches.

Revise APA accreditation to include core competency in clinical
suicidology.

Create and disseminate a model curriculum of clinical suicidology.

Require licensed professionals to possess knowledge in the clinical
suicidology.

Board Certification should include a focus on clinical suicidology.

Inclusion of evidence-based assessment and management on state
licensing exams and for license renewal.

APA and government agencies should provide support for suicide-
focused clinics that provide evidence-based training and care.

APA should advocate for legislation/policy at the national, state, and
local levels.

APA should advocate for the modification of CPT codes

APA should convene an inter-professional group to create evidence-
based clinical practice guidelines

APA’s journals should curate special editions and sections on clinical
suicidology.

Goldstein Grumet & Jobes (2024) recommendations:

Research Addressing Obstacles to Using EBPs.

Structural Changes to Suicide-Focused Care.

Increased Awareness and Training.

Malpractice/Root Cause Analysis Reform

Reimburse Suicide-Specific EBPs.

Accountability, Accreditation, and Licensing.




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

- B Contact =355
[ MNo contact =454
i Tr=atment (M=1,530)

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.”

Cumiil ative percentage of aiicides

(signed by attending M.D.)
Yoars at risk




Caring Contact Outreach

® Caring letters

e Caring postcards
e Caring phone calls
e Caring emails

e 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...




A Stepped Care Model for Suicide Care

Stabilization Planning + Suicide-focused care that is:

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

caring follow-up used e least-restrictive

throughout the model From Least to Most Restrictive Intervention || . eective

$53%
Mi, CAMS-BI,
BCBT ASSIP, TMBI,

Mental
Health Partial Hospitalization Provisional for youth:

Care DBT-A, SAFETY, ABFT,

Costs Em ncy Respite Care CAMS-4Teens

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
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