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DAY 1 AGENDA

FACTS 20 minutes 

THEORIES 20 minutes 

PHENOMENOLOGY 20 minutes 

INTERVIEWING 30 minutes 

ASSESSMENT 90 minutes 

SUICIDE IN THE USA

Retrieved from ASFP 12-2017  3

There are about 

44,000 
suicides each year

Suicide is the  

10th 
leading cause of 

death

For every suicide 

25 
suicide attempts

Suicide costs 

$51 Billion 
annually
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Essentials of Suicide Risk Assessment 
and Intervention: Part I



SUICIDE IN THE USA

ASFP  based on 2016 data  4

Suicide rate is  

13.3 
per 100,000 
Americans

On average 

121 
Suicides per day

Men die by suicide 

3.5x 
more often than 

women

Firearms account for 

50% 
of all suicides

SUICIDE IN THE USA: RATES

Retrieved from ASFP 12-2017  5
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SUICIDE IN THE USA: ETHNICITY

Suicide in 2015 

The rates of suicide were highest for males (27.4 per 100,000) and females (8.7 per 100,000) in the American 

Indian/Alaska Native group, followed by males (25.8 per 100,000) and females (7.5 per 100,000) in the White/

non-Hispanic group.

Retrieved from NIH 2-2018  6
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SUICIDE IN THE USA: AGE AND GENDER

Suicide in 2014 

More men die by suicide than women. However, women are 3 times more likely to attempt.  Suicide is the 

10th leading cause of death in the United States, the 2nd leading cause of death for ages 10-24, and the 5th 

leading cause of death for ages 45-59.

Retrieved from WISQARS (2016)  7
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SUICIDALITY IN THE USA

Retrieved from NIH 2-2018  8

Prevalence of Suicidal Thoughts in 2016 

4.0% of adults (ages 18 and older) in the United States had thoughts about suicide in 2016. The percentage 

of adults having serious thoughts of suicide was highest among adults aged 18-25 (8.8%). The prevalence of 

suicidal thoughts was highest among adults reporting two or more races (7.5%).
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Gender Age Ethnicity

SUICIDALITY IN THE USA

Lipari et al. (2015)  9

Suicidal Thoughts, Plans, and Attempts in 2014 

In 2014, 9.4 million adults aged 18 or older thought seriously about suicide in the past 12 months, including 

2.7 million who made suicide plans and 1.1 million who made a nonfatal attempt (3.9%, 1.1% and.5%, 

respectively).

9.4 Million 

Adults had serious thoughts of  
dying by suicide

2.7 Million 

Made suicide plans

.9 Million 
Made plans and attempted suicide

.2 Million 

Made no plans and attempted suicide
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SUICIDE AND MENTAL HEALTH

Arsenault-Lapierre & Turecki (2004); Chemtob et al. (1989); Luoma et al. (2002)  10

1 in 5 
PSYCHOLOGISTS 

________________________________________________________________________________________________ 

Will have a patient die by suicide in their career

87% 
OF SUICIDES

_______________________________________________ 

Likely had a mental health condition 

19% 
OF SUICIDES

_______________________________________________ 

Had contact with a mental health 
provider in the previous month

TERMINOLOGY

Matarrazo (2016)  11

‣ Suicidal ideation 
‣ Death wish 
‣ Suicidal threat 
‣ Cry for help 
‣ Self-mutilation 
‣ Parasuicidal gesture 
‣ Suicidal gesture 
‣ Risk-taking behavior 
‣ Deliberate self-harm 
‣ Non-suicidal self Injury 
‣ Suicidal gesture 

‣ Self-harm 
‣ Self-injury 
‣ Suicide attempt 
‣ Aborted suicide attempt 
‣ Accidental death 
‣ Unintentional suicide 
‣ Successful attempt 
‣ Completed suicide 
‣ Life-threatening behavior 
‣ Suicide-related behavior 
‣ Suicide

Suicidality

Suicide

Suicide Attempt

Preparatory Behavior

Suicidal Intent

TERMINOLOGY

Based in part on the Self-Directed Violence Classification System (Matarazzo et al., 2015)  12

Suicidal Ideation

Thoughts of engaging in suicide-related behavior (inclusive of 
thoughts of death, wishes to die, or killing oneself)

2

Past or present evidence (implicit or explicit) that an person 
wishes to die, means to kill him/herself, and understands the 
probable consequences of his/her actions or potential actions

3

Acts or preparation toward engaging in self-directed Violence 
but before potential for injury has begun (e.g., hoarding 
medication, buying a gun) 

4

A non-fatal self-inflicted potentially injurious behavior with any 
intent to die as a result of the behavior; includes interrupted 
and aborted attempts

5

Death caused by self-inflicted injurious behavior with any 
intent to die as a result of the behavior

6

The phenomenology of individuals who consider suicide, 
inclusive of all cognitive, emotional, and behavioral aspects 
not just suicidal ideation and behavior

1
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TERMINOLOGY
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STRESS-DIATHESIS  MODEL OF SUICIDE

 13

Acute
ChronicThe Basis of SRAs 

The stress diathesis-model (Mann et al., 1999) is the 

theoretical basis of most approaches to suicide risk 

assessments (SRAs). “Diathesis” means a vulnerability to 
certain condition, in this case, to suicide. In this model, 

diathesis is created by a combination of distal factors 

(i.e., stable, historical factors). The diathesis is exac-
erbated by proximal triggers and to such an extent that 

a precipitant (e.g., interpersonal loss) can trigger suicide. 

Figure adapted from Goldney (2013)

FLUID VULNERABILITY  THEORY

High Chronic Risk 

Rudd’s (2006) Fluid Vulnerability Theory (FVT) com-

plements the stress-diathesis model. According to FVT, 

each person has a risk profile that is a dynamic 
interaction of baseline and aggravating factors that 

change over time. The combined effect or these factors 

is to lower the threshold for the “suicidal mode”, a 
cognitive system of suicidal beliefs and behaviors. 

Baseline risk refers to historical or chronic risk factors. 

In this figure, the profile shows an elevated chronic risk, 
which, for example, is typical of multiple attempters. 

Adapted from Bouch and Marshall (2005)  14
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FLUID VULNERABILITY  THEORY

High Acute Risk 

Aggravating or acute risk factors refer to recent or 

ongoing events and processes that elevate risk. In this 

figure, chronic risk is low, but a series of events or one 
significant event has spiked the risk of suicide. 

Adapted from Bouch and Marshall (2005)  15
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Capable of attempting suicide? 

Pain greater than connectedness?

NoNo Ideation In pain and hopeless? 

No
Ideation 

Only

No
Moderate Suicidal  

Ideation

3-STEP  THEORY  OF  SUICIDE

Adapted from Klonsky & May (2015)  16

1 Yes Suicidal 
Ideation

2 Strong  
Suicidal IdeationYes

3 Suicide  
Attempt

Yes

THE EXPERIENCE OF SUICIDALITY

Overwhelming despair 

Crushing misery, hopelessness, futility/
defeat, ineffectualness, worthlessness 

Shame and self-loathing 

Alienation and personal isolation 

Entrapment (no escape from pain)

Everall et al (2006); Kidd (2006); Lachal et al. (2015)  17

Findings from Qualitative Research

THE EXPERIENCE OF SUICIDALITY

A deluge of unbearable affects 

Desperate attempts to gain control 

Loss of control 

Survival through death

Maltsberger (2004)  18

The Descent into Suicide

© Joseph H. Obegi 04-12-2018



THE EXPERIENCE OF SUICIDALITY

Shneidman (1998)  19

Shneidman’s 10 Commonalities

Purpose Seek a solution

Goal Cessation of consciousness

Stimulus Psychological pain

Stressor Frustrated psychological needs

Emotion Hopelessness-helplessness

Cognitive State Ambivalence

Perceptual State Constriction

Action Escape

Interpersonal Act Communication

Pattern Consistency of lifelong styles

THE EXPERIENCE OF SUICIDALITY

Suicidal Process:  
What Patient’s Say 

Rimkeviciene et al. (2016) conducted qualitative 

interviews of 8 outpatients with a suicide attempt in the 
past 12 months. They identified 3 themes. “Thinking 

out” refers to all considerations of suicide (persistent SI, 

researching methods, acquiring means, and after-death 
preparations). The “build-up of distress” involved either 

a deterioration over weeks to months (feeling like a 

burden, feeling exhausted) or an intense build-up of 
urges to die over hours and days. Finally, “unclear 

intentionality” refers to a feeling among attempters, 

particularly those who saw their attempt as impulsive, 
of being unable to describe how the attempt happened 

nor easily identify the reasons for the attempt. However, 

when intentionality was clear, it was often related to 
escaping overwhelm, despair, or worthlessness. 

Rimkeviciene et al. (2016)  20

3 UNCLEAR INTENTIONALITY 
Confusion about the intentions during the 
suicidal attempt, especially impulsive ones;  
“it just happened” explanation 

2
BUILD-UP OF DISTRESS 
Gradual (slow deterioration) over weeks 
and months or intense (over-arousal) over 
hours and days. 

1
THINKING OUT 
All considerations of suicide, ranging from 
from contemplation to preparation. 

1. Suicidal ideation, suicidal intent, or 
both 

2. Affective, cognitive, and behavioral 
symptoms

Obegi (2017)  21

Two Sets of Symptoms 

SUICIDALITY AS A SYNDROME

© Joseph H. Obegi 04-12-2018



MORBID THOUGHTS 
“I wish I could disappear.”

WISHES TO DIE 
"I wish I was dead.”

INTERNAL DEBATE 
“Maybe I should kill myself.”

PLANNING 
“How, when, and where should I kill myself?”

DECISION 
“I should kill myself.”

ACTION 
Communications, preparations, attempt

IN
TE

N
T 

 T
O

  D
IE

SUICIDALITY AS A SYNDROME

Ideation and Intent 

Suicidal ideation comes in a variety of forms. Sometimes it 
loosely follows a step-wise progression. But suicidal people 
often skip “steps”, reverse steps, do several at the same time 
(very common), vary the time between steps (impulsiveness). 

The first thoughts related to the current attempt often—but 
not always—happen about two weeks before the attempt 
(Millner et al 2016). Of particular concern is that the last few 
steps seem to frequently happen in 6 hours or less (MIllner et 
al 2016).

Adapted from Millner et al. (2016) and Harris et al. (2015)  22

SUICIDALITY AS A SYNDROME

Obegi (2017)  23

Communications that allude to 
death 

Clear statements about killing 
oneself  
Time spent considering ways to die, 
researching methods, or planning 
suicide 
Selection of and intent to use a 
method 

Having and intending to use a 
wholly or partly worked-out plan 

AH or delusions related to suicide 
Preparations for death 
Preparations for a suicide attempt 
Suicide attempt (including aborted, 
interrupted attempts)

Behavioral Signs of Suicidal Intent

SUICIDALITY AS A SYNDROME

Unbearable psychological pain 

Hopelessness 

Over-arousal (insomnia, nightmares) 

A rigid belief that suicide is the only option 

Readiness to die by suicide

Obegi (2017)  24

Associated Affective, Cognitive, and 
Behavioral Symptoms

© Joseph H. Obegi 04-12-2018



SUICIDALITY AS A SYNDROME

Ideation 

Substance use 
(increasing) 

Purposelessness 

Anxiety, agitation, 
insomnia 

Trapped 

Hopelessness 

Withdrawal 

Anger (rage) 

Recklessness 

Mood lability

American Association of Suicidology  25

Warning Signs (IS PATH WARM) 

Realities  about  SRAs

Suicide cannot be predicted 

No standard method, measure 

Anxiety provoking 

Insufficient training

 26

The Best We Can Do

Exercise foreseeability 

Systematic method 

Identify high risk groups 

Commensurate plan

PROCESS OF ASSESSMENT

 27

Accounting
Gather clinical data to identify factors 
that inform you about suicide risk 
and protection

Estimating
Estimate of risk level based on 
collected data and justify it in writing

Planning
Devise a plan that mitigates risk and 

safeguards the patient

Monitoring
Regularly reassess risk to allow timely 

changes to the treatment plan

Documenting
Document your assessment 

thoroughly

1

24

5

3
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ACCOUNTING COMPONENTS

1. Survey risk factors (chronic, acute, protective) 

2. Inquire about suicidality (past and current) 

3. Look for Imminent warning signs

 28

RISK FACTORS

Survey chronic risk factors 

Survey acute risk factors 

Survey protective factors 

 29

Everyone has a Suicide Risk Profile

RISK FACTORS

No protective factor immunizes 
people against suicide 

Assess from the patient’s point of 
view not your own 

Elicit reasons for living and dying

 30

Assess Protective Factors

© Joseph H. Obegi 04-12-2018



QUESTIONS MATTER

Hom et al. (2017)  31

33%

________________________________________________ 

Reported not being asked about SI 

by mental health providers

18%

_______________________________________________ 

Report not being asked follow-up 

questions by mental health 

providers after disclosing SI

Of College Students with a History of SI

QUESTIONS MATTER

Repetitive, checking the box 
approach 

Shame, suicidality as weakness 

Lack of connection with the provider 

Fears of hospitalization

Hom et al. (2017); Ganzini et al. (2013)  32

Barriers Disclosing to Health Providers

QUESTIONS MATTER

No thoughts of harming yourself? 

Thoughts of killing yourself at all?  

Any suicidal thoughts?  

Have your ever thought of not living? 

 33

Questions that may Discourage Disclosure

© Joseph H. Obegi 04-12-2018



QUESTIONS MATTER

Negative Response Bias 

In this study, psychiatrists in England had a strong 

tendency to ask questions that encouraged patients to 

deny SI. They asked negatively framed questions more 
often and these questions were more likely to result in 

denials (66% resulted in “No” responses) than positively 

framed questions (43% resulted in “No” responses). 

McCabe et al. (2017)  34

0

10

20

30

40

50

Negatively phrased 
questions

Positively phrased 
questions

no suicidal thoughts
suicidal thoughts
narrative

66%

43%

QUESTIONS MATTER

Rapport (eye contact, warm-up, explanations) 

Provide a rationale for asking 

Direct and understandable 
Start low on the barometer then go up

Adapted from Shea (1999) and Ganzini et al. (2013)  35

Tips for Asking about Suicidal Ideation

QUESTIONS MATTER

Normalize  
Use shame attenuation 

Use gentle assumptions 
Use a low bar

Adapted from Shea (1999) and Ganzini et al. (2013)  36

Tips for Asking about Suicidal Ideation
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Past month and lifetime

Suicidal behavior

SI characteristics

Adaptable to different settings

Barometer model built-in

COLUMBIA-SUICIDE SEVERITY RATING SCALE (C-SSRS)

Semi-structured interview

Includes questions and follow-up prompts

2

Inquires about 5 different types of SI

3

Community, healthcare, inpatient, ER

4

Frequency, duration, controllability and more

5

Attempts, aborted or interrupted attempts, 
lethality, and self-harm, 

6

Inquires are two different time periods for 
suicidal ideation and behavior

Posner et al. (2009)  37

1

WARNING SIGNS

“The earliest detectable sign that 
indicates heightened risk for suicide in 
the near term (i.e., within minutes, hours, 
or days).”  

Many signs observed in mental status

Rudd (2008)  38

IS PATH WARM

ESTIMATING SUICIDE RISK

No agreed upon method 

No research support for any method 

Goal: Identify high risk group 

Estimate along a continuum

 39

Challenges

© Joseph H. Obegi 04-12-2018



ESTIMATING SUICIDE RISK: CHRONIC LEVEL

 40

Level Indicators

High • Multiple suicide attempts

Mod
• One suicide suicide attempt 
OR 
• Multiple and significant chronic risk factors

Low
• No suicide attempts 
OR 
• No significant chronic risk factors

ESTIMATING SUICIDE RISK: ACUTE LEVEL

Adapted from Byran & Rudd (2006); SAMSHA (2009); VA/DOD (2013)  41

Level Indicators Associated features

High

• Persistent suicidal ideation 
• Intent (implicit or explicit) 
• Poor control of impulse to self-injure 

OR a recent suicide attempt OR unknown risk 

• Acute precipitating event(s) 
• Acute psychiatric symptoms 
• Multiple warning signs

Mod
• Current ideation 
• No intent (explicit or explicit) 
• Good control of impulse to self-injure

• Some warning signs 
• Some protective factors

Low

• Recent or no suicidal ideation 
• No intent (explicit or explicit) 
• Absence of or good control of impulse to 

self-injure

• Effective protective factors 
• Limited risk factors

 42
Large et al. (2016)

PREDICTED

ACTUAL

LOW RISK

TRUE POSITIVE FALSE NEGATIVE

FALSE POSITIVE TRUE NEGATIVE

High Risk Low Risk

Su
ic

id
e

N
o 

Su
ic

id
e

ESTIMATING SUICIDE RISK

The Predictive Utility of Risk Categorization 

Meta-analytic findings show that stratifying patients into risk levels has minimal predictive value. About as 

many “high risk” patients died by suicide (sensitivity 56%) as “low risk” patients (i.e., no much better than 

chance). The low risk category fares better (specificity 79%), meaning that we’re better at identifying low risk. 

© Joseph H. Obegi 04-12-2018



 43

MAKING A RISK REDUCTION PLAN

Make plans consistent with your 
assigned risk level 

Devise a plan that mitigates warning 
signs, acute factors and strengthens 
protective factors 

Address why you did not take obvious 
actions or precautions 

Document the patient’s understanding, 
degree of collaboration, and willingness 
to follow any plan

INTERVENTIONS

‣ Evaluate new SI 

‣ Periodically reassess risk 

‣ Existing treatment plan be should  
sufficient

 44

Low Acute Risk

Low

Med

High

INTERVENTIONS

‣ Evaluate for hospitalization 

‣ Educate the patient 

‣ Increase reasons for living 

‣ Teach coping 

‣ Target deficits in problem solving 

‣ Refer for med eval 

‣ Contact, involve family

 45

Moderate Acute Risk (1)

Low

Med

High

© Joseph H. Obegi 04-12-2018



INTERVENTIONS

‣ Instill hope  

‣ Contact other treaters 

‣ Increase frequency of appointments 

‣ Offer phone contacts, emergency 
appointments 

‣ National Suicide Hotline (800-273-
TALK)

 46

Moderate Acute Risk (2)

Low

Med

High

INTERVENTIONS

‣ Regularly reassess risk 

‣ Re-evaluate treatment plan 

‣ Intervene to stop traumatic events 

‣ Limit access to lethal means 

‣ Avoid no-suicide contracts 

‣ Safety planning

 47

Moderate Acute Risk (3)

Low

Med

High

INTERVENTIONS

‣ Evaluate for hospitalization 

‣ If OPT, use a research supported 
treatment designed for suicidality 

‣ Limit access to lethal means 

‣ Get consultation

 48

High Acute Risk

Low

Med

High
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FATHER BILL: JUSTIFICATION

Adapted from Berman & Silverman (2014)  49

Father Bill has a combination of chronic risk factors that elevate his lifetime risk for 
suicide. Of concern are a history of depression and substance use, two factors common 
among suicide attempters. These vulnerabilities are amplified by financial stress and 
threatened loss of face, if not the loss of his position within the church. Emotional strain is 
manifesting itself via multiple warning signs and its severity is likely to overwhelm religious 
prohibitions against suicide. Moreover, Father Bill’s personal coping resources appear 
exhausted—he feels hopeless and trapped, is withdrawn, is not being proactive about his 
health—and his increasing alcohol use may undermine his judgment and lead to an 
impulsive attempt, one that is likely to be lethal given the available firearm. Father Bill’s 
denial of SI seems suspect under these circumstances. Based on this clinical picture, 
Father Bill appears to be at high risk for suicide, especially so if his fears about the audit 
are realized. 

FATHER BILL: PLAN

Adapted from Berman & Silverman (2014)  50

To reduce risk, treatment in the near-term will have three priorities: Removal of the 
firearm to ensure immediate safety; symptom reduction to reduce the overall level of 
distress (med eval to reinstate anti-depressant, address insomnia); and problem-solving to 
help Father Bill imagine adaptive ways of perceiving and responding to his situation. I 
believe Father Bill’s safety can be managed on an outpatient basis rather than 
hospitalization based on the following: He has agreed to a plan to turn over his gun to a 
close friend (who will call me today to confirm the transfer), increase the frequency of his 
appointments to twice a week, and accepted my offer of emergency appointments and 
phone contacts. While I advised Father Bill to abstain from drinking until the crisis passes, 
he refused, instead agreeing to daily drink limits that will keep his BAC below the legal 
limit. Father Bill collaborated on a safety plan that he agreed to use in the event his 
distress increases (see attached copy). I plan to regularly reassess suicide risk. Should 
Father Bill’s symptoms or behaviors worsen, I will re-evaluate the need for hospitalization. 

JUSTIFY USING “CAIPS”

Obegi et  al. (2015)  51

SP

IAC
CHRONIC 
FACTORS

‣Select weightiest 

‣Look for combos

ACUTE FACTORS IMMINENT 
WARNING SIGNS

PROTECTIVE 
FACTORS

SUMMARY 
STATEMENT

‣ Select most pressing 

‣ Look for combos

‣ IS PATH WARM 

‣ Suicide inquiry

‣Weight least 

‣ Balance of RFL, RFD

‣ State risk level 

‣ “I believe…”
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EXAMPLE FORMULATION

 52

Chronic risk is at least moderate given two previous suicide attempts. Risk is 
further amplified by acute psychotic symptoms (paranoia, derogatory AH) and by 
multiple warning signs, the most concerning of which are the intense desire to 
die and high hopelessness about his hallucinations ever remitting. The patient 
believes that ending his life will protect others from his aggressive impulses. In 
addition, he has demonstrated the capability to harm himself (e.g., previous 
attempts to overdose on Zyprexa) and his intermittent use of methamphetamine 
could lead to impulsive attempts. Although some protective factors exist ("I'm a 
Christian,” “Killing yourself is an unforgivable sin", "Family members that want to 
see me out of prison"), they appear to be overwhelmed by his current distress. 
Given this picture, the patient is at severe risk for attempting suicide if his 
distress does not abate in the near future.

DOCUMENTING YOUR JUSTIFICATION

Adapted from Ballas (2007)  53

Justifying Your Suicide Risk Estimate

Write imagining that your patient 
completed suicide after leaving your 
office and you are on trial for 
negligence 

Comment on desire, capability, and 
intent 
Address hopelessness explicitly 
Consider strength of behavioral 
controls 

Quote the patient, family members 
Include pertinent negatives (e.g., 
“Denied SI”) 
Address discrepancies 
Avoid the term “suicidal” 
Document patient’s response to 
your interventions

DOCUMENTING YOUR JUSTIFICATION

 54

More Tips

Consultation 
Education about risks and treatment 
Patient’s involvement 
Risk-benefit analysis 

Over-reliance on patient’s report 
Attempts to reach family 
Contemporaneous

© Joseph H. Obegi 04-12-2018



WHEN TO DO AN SRA

APA (2006)  55

Report of SI, self-harm, or past suicidal behavior 

Intake evaluation 

Lack of improvement or gradual worsening despite treatment 

Anticipation or experience of a significant interpersonal loss or 
psychosocial stressor 

Onset of a serious physical illness or injury

COMMON ERRORS

Over-reliance on self-report 

Over-reliance on protective factors 

Over-reliance on mental status 

Over-reliance on gut feelings  

“Just” passive SI 

No change in external supports or 
circumstances 

No change in the perception of 
problems that triggered SI

Based in part on Buie & Maltsberger (1989)  56

CONTACT ME
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Address 

2055 Anderson Road 

Davis, CA 95616 

Joseph H. Obegi  PsyD

Web 
www.joeobegi.com

Phone & Email 

jhobegi@gmail.com 

530.302.7304

http://www.joeobegi.com/SRA.html
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