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WHY DO AN SRA?

“The loss of a patient to suicide
is the most feared outcome

among mental health
professionals. ”




WHY DO AN SRA?

12.5 per 100,000

WHY DO AN SRA?

NEGLIGENCE

Existence of duty
Breach of duty
Injury

Causation




ALLEGATIONS

“ Failure to conduct a thorough evaluation
“ Failure to adequately protect the patient

Failure to document

CHALLENGES

SRAS ARE HARD |

Anxiety provoking
Suicide cannot be predicted
No standard method or measure

Lack of training and practice

WHEN TO DO AN SRA

APA (2006), Berman et al. (2006)

v~ Report of SI, self-harm, or past suicidal behavior
v~ Intake evaluation
v~ Abrupt change in mental status (better or worse)

v~ Lack of improvement or gradual worsening despite
treatment

v~ Anticipation or experience of a significant
interpersonal loss or psychosocial stressor

v/ Onset of a serious physical illness or injury
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PROCESS OF ASSESSMENT

On-going Assessment
Regularly reassess risk to allow timely
changes to the treatment plan

Documentation

Document your assessment
thoroughly
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Planning

Devise a plan that mitigates risk and
safeguards the patient

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

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

ACCOUNTING

Risk factors

Warning signs

Protective Factors

Suicide inquiry
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RISK FACTORS

v/ Chronic risk factors refer to past events,
demographics, or enduring attributes that are not
readily amenable to change

v/ Acute risk factors are recent events or fluctuating

attributes

v Interactive effects overtime




RISK FACTOR INTERACTION

Marshall (2005)

I Chronic Risk Factors Acute Risk Factors

Risk of Suicide

Number of Days 13

RISK FACTOR INTERACTION

/eh & Marshall (2005)

I Chronic Risk Factors Acute Risk Factors

Risk of Suicide

Number of D:
umber of Days. 14

WARNING SIGNS

“The earliest detectable sign
that indicates heightened risk

for suicide in the near term (i.e,,
within minutes, hours, or days). ”




PROTECTIVE FACTORS
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v No protective factor immunizes people
against suicide

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

v~ Elicit and document reasons for living and
dying
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SUICIDE

n History of attempts

Nature, precipitant, outcome, reaction

n Motives & psychological pain

Hopes to achieve, suffering, the 3 I's

Onset, content, frequency, intensity, lifetime
severity
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INQUIRY

Wishes to die -+ being resolved to kill oneself

Capability, lethality, availability, preparation/
practice, deliberate self-neglect or risk

.

Alertness, mood, cooperation, etc.

SELF-REPORT MEASURES

v/ Suicide specific:

Beck Scale for Suicidal Ideation (BSS)
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Suicide Behaviors Questionnaire-Revised (SBQ-R)

Suicide Probability Scale (SPS)
v~ General scales:
Brief Symptom Inventory (BSI)

v~ Take little time, may yield additional information,
may corroborate findings, and some patients may

disclose more
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Regularly
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PROCESS OF ASSESSMENT

Accounting

risk to allow timely Gather clinical data to identify factors

the treatment plan thatinform you about suicide risk and
1 protection

@ 2 Formulation

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

Jment your assessmer
tho

Devise a plan that mitigates risk and
safeguards the patient
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“Thanks for coming. It's
probably nothing.”
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TRIAGE

v/ Triage the risk level
v~ “Imminent” danger

v~ Continuum from nonexistent to extreme

21




CONTINUUM OF ACUTE RISK

Bryan & Rudd (2006)

Frequent,intense, and enduring suicidal ideation;
specific plans, clear subjective and objective intent,
impaired self-control, severe dysphoria/symptorns,
many risk factors and no protective factors

SEVERE

Sl of imited frequency, intensity, and 3
duration; no identifiable plans, no intent, LIODERAY
mild dysphoria/symptoms, good self-
control, few risk factors, and identifiable
protective factors

1 of limited frequen
duration; no identifiable plans, no
intent, mild dysphoria/symptorns,

good self-control, few risk factors, and
NONEXISTEN identifiable protective factors
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CAIPS

AMETHOD FOR JUSTIFYING RISK LEVEL (Obegi et al. in press)

CHRONIC
FACTORS

ACUTE IMMINENT
FACTORS WARNING SIGNS

v Select weightiest v Select most pressing. v IS PATH WARM
v Look for combos v Look for combos v Suicide inquiry

PROTECTIVE SUMMARY
FACTORS STATEMENT
v Weight least  State risk level

v Balance of RFL, RFD v "l believe..."
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EXAMPLE FORMULATION

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.
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JUSTIFICATION TIPS

Adapted from Eallas (2007)

‘ v/ Write your justification while imagining that your
patient completed suicide after leaving your office
and you are on trial for negligence

v~ Comments on desire, capability, and intent
v/ Address hopelessness explicitly
v~ Consider strength of behavioral control
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JUSTIFICATION TIPS

ADAPTED FROM BALLAS (2007)

‘ v/ Quote the patient, family members

v Include pertinent negatives (e.g, "Denied SI")

v Address discrepancies

v/ Avoid the term “suicidal”

v Document patient’s response to your interventions
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Document yc
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PROCESS OF ASSESSMENT

he treatment plan that inform you about suicide risk an

brotectior

@ 2 Formulation
ent Estimate of risk level based on
y 3 collected data and justify it in writing

Planning

Devise a plan that mitigates risk and
safeguards the patient
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RISK REDUCTION PLAN

ANAN

medical consult, call family or spouse)
v~ Document the patient’s understanding, degree of

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

- Make plans consistent with your assigned risk level
Address why you did not take obvious actions or

- precautions (e.g, hospitalize, refer for med eval or

collaboration, and willingness to follow any plan
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INTERVENTIONS
TARGET MODIFIABLE RISK FACTORS
SEVERE
MODERATE
MILD
NONEXISTENT
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INTERVENTIONS

TARGET MODIFIABLE RISK FACTORS

v/ Evaluate new SI

v/ Periodically reassess risk

v/ Target acute factors

v/ Strengthen protective factors

NONEXISTE!
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INTERVENTIONS

TARGET MODIFIABLE RISK FACTORS

Evaluate for hospitalization
Educate the patient

Increase reasons for living

Teach coping

Target deficits in problem solving
Refer for med eval

Contact, involve family

COCCLLK
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INTERVENTIONS

TARGET MODIFIABLE RISK FACTORS

Contact other treaters

Increase frequency of appointments
Offer phone contacts, emergency
appointments

National Suicide Hotline (800-273-TALK)
Instill hope

MODERATE

AR N NN
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INTERVENTIONS

TARGET MODIFIABLE RISK FACTORS

v~ Regularly reassess risk

v/ Re-evaluate treatment plan

v/ Intervene to stop traumatic events
v Consider means restriction

v/ Avoid anti-suicide contracts

MODERATE

w
@
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INTERVENTIONS

TARGET MODIFIABLE RISK FACTORS

v/ Hospitalize
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PROCESS OF ASSESSMENT

Regularly rea

llow timely

¢ clinical data to identify factors

n you about suicide risk and

Documentation
Document your assessment
thoroughly

Planning

Devise a plan that mitigates risk and
safeguards the patient
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WORDS TO LIVE BY

“If it isn't written down,

it didn't happen.”
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WORDS TO LIVE BY

“Think out loud for the record.”

Guthiel (1998)

DOCUMENTATION

Consultation
Education about risks and treatment
Patient’s involvement

Past and present

DOCUMENTATION

Risk-benefit analysis
Over-reliance on patient’s report
Attempts to reach family

Contemporaneous




FATHER BILL: JUSTIFICATION

Adapted from Berman & Silverman (2013)

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.
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FATHER BILL: PLAN

Adapted from Berman & Silverman (2013)

To reduce risk, treatment in the near-term will have three priorities: Removal of
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 various adaptive ways of perceiving and
responding to his situation. | 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 | 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). | plan to regularly reassess suicide risk. Should Father Bill's symptoms or
behaviors worsen, | will re-evaluate the need for hospitalization.
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PROCESS OF ASSESSMENT

On-going Assessment
Regularly reassess risk to allow timely
changes to the treatment plan

Documentation 4 @

Document your assessment
thoroughly

N
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PROCESS

Adapted from Bouch & Marshall (2005)

[ Chronic Risk Factors Acute Risk Factors

1 2 3 4 5 6 7 8 9 10
Number of Days
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Adapted from Kesslr e al. (1999)
100 4 Attempt among ideators without a plan
o Attempt among ideators with a plan
80
60
g
2
£
3w
20
o 1 2 3 4 s & 7 8 9 10
Years
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Thanks for Watching!

See You Next Time!
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