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Learning Objectives

• Identify psychosocial risk factors for suicidal ideation and behavior

• Explain how to screen patients for suicidal risk

• Understand the difference between suicidal ideation, plans and intent

• Recognize common suicide drivers

• Describe the evidence-based treatments for suicidal ideation and behavior



Questions?

• What training have you received in suicide assessment and counseling 
the patient?

• How confident are you in asking patients about suicidal thoughts or 
behavior?

• What experiences have you had in discussing this with patients?

• What policies do you have in your work setting for screening for 
suicidal risk?

• What knowledge and skills would you like to take away from today’s 
training session?





Suicidal Ideation vs. Suicide Attempts

Suicidal Ideation vs Suicidal Attempts

Ideation Attempt

O’Connor & Nock, (2014), The Lancet, 1, 73-85



Alarming Increase in Suicides!!

• The rate of suicide is increasing in America. 

• Now the 10th leading cause of death, suicide claims more lives that traffic accidents and more than twice as many 
as homicides.

• Providers often do not detect the suicidal thoughts or  individuals (including children and adolescents) who 
eventually die by suicide, even though most of them receive health care services in the year prior to death usually 
for reasons unrelated to suicide or mental health.

• For completed suicides: 33% tested positive for alcohol, 23% for antidepressants and 20.8% for opiates, including 
heroin and prescription pain killers

• 50% had a diagnosis of a mental health condition in their medical record

• There is a lack of strong evidence for any intervention in preventing suicide and suicide attempts (the clinical trial 
dilemma, low rate of studies, exclusions in research)

The Joint Commission, 2016, Sentinel Event Alert, Detecting and Treating Suicide Ideation in all Settings

VA/DOD Clinical Practice Guideline for Assessment and Management of Patients at Risk for Suicide



Statistics

• Suicide is the 15th leading cause of death worldwide, the 10th leading cause of death among 
Americans overall, and the 2nd leading cause of death among individual in the age range from 10-
34. (An estimated 1.3 million people made a suicide attempt in the past year. 

• Homicide ranks 16th

• Almost 10 million adults reported having serious thoughts about suicide in the past year.

• Suicide and self-harm injuries cost society about $70 billion a year in combined medical and work 
loss costs.

• International lifetime prevalence: suicidal ideation (9.2%), plans (3.1%) and non-lethal attempts 
(2.7%).

• US suicide rate is now similar to where it was at 30 years ago after suicide rates fell markedly in 
the 1980s and 1990s.

Klonsky et al., 2016, Annual Review of Clinical Psychology, 12, 307-330

O’Connor & Nock, 2014, Lancet Psychiatry, 1, 73-85

www.cdc.gov, retrieved October 20, 2018.
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Rise in US Suicide Rate

• Socioeconomic changes

• Deaths from suicide, drugs and alcohol have risen steeply among white, middle-
aged Americans since 2000.

• Deaths of despair are linked to a deterioration of economic and social well-being 
among the white working class.

• Suicide rates have increased sharply in rural communities, where loss of farming 
and manufacturing jobs has led to economic declines over the past quarter 
century.

• US has fallen behind other developed countries in promoting risk assessment and 
using data to address the public health changes of suicide.

Weir, K, 2019, APA Monitor, 50(3), pg 24



Sociodemographic Correlates

• High-income countries have higher suicide rates than low- or middle-income countries, however, 
low-income countries account for over 75% of all suicides worldwide.

• Men account for roughly three times the number of suicides than women, and this gender 
disparity is even greater in high-income countries.

• Suicide rates are highest in adults aged 70 and older across both men and women.

• Suicide is the second leading cause of death among those 15-29 year old, and the leading cause 
of death among young women aged 15-19.

• Whereas Canada experienced an 11% decrease in suicide rates from 2000 to 2012, the United 
States experienced a 24% increase.

Klonsky et al., 2016, Annual Review of Clinical Psychology, 12, 307-330



What Else Do We Know?

• There has been a 31-37% increase in the suicide rates in Michigan from 1999 to 2016.

• No known mental health condition: 16% female, 84% male; death by firearm (41%), suffocation 
(27%) and poisoning (10%) were the most prevalent methods.

• Known mental health condition: 31% female, 69% male; death by firearm (41%), suffocation 
(31%) and poisoning (20%) were the most prevalent methods.

• Trigger factors include: relationship problems (42%), crisis in the past or upcoming two weeks 
(29%), problematic substance abuse (28%), physical health problem (22%), job/financial problem 
(16%), criminal legal problem (9%), and loss of housing (4%).

• Not all patients in a suicidal crisis are depressed; they may suffer from other forms of distress.

Wenzel & Jaher-Hyman, 2012, Behavior Therapy, 35(7), 121-130

www.cdc.gov, retrieved October 20, 2018
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Mental Disorders and Other Clinical Correlates

• It is often stated that over 90% of individuals who die by suicide have mental disorders. However, 
it is also true that the overwhelming majority of individuals with mental disorders—more than 
98%--do not die by suicide.

• In developed countries, the disorders that most strongly predict a subsequent suicide attempt are 
bipolar disorder, post traumatic stress disorder, and major depression.

• In developing countries, the most predictive disorders are post traumatic stress disorder, conduct 
disorder, and drug abuse/dependence.

• Potential risk factors predict suicidal thoughts better than attempts.

• Most individuals with suicidal ideation do not go on to make attempts.

Klonsky et al., 2016, Annual Review of Clinical Psychology, 12, 307-330



Suicide and Firearms

• Of the 39,000 gun deaths per year in the United States, 60% are the result of suicide.

• The proportion of suicides involving a firearm, as well as the overall, is higher in states with less-
stringent gun control legislation.

• Thomas E. Joiner, Jr., PhD (2005), “Why People Die by Suicide.” First to identify: thwarted 
belongingness/feeling disconnected from others + perceived burdensomeness = increased desire 
for suicide, and acquired capability = possibility of suicide.

• Capability for suicide = ↑ tolerance of physical pain, ↓ fear of death and bodily harm, and a 
history of painful or provocative behavior.

Palmer (2018), Monitor in Psychology, November 2018,  88-90
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CDC Definitions

Suicidal Ideation Thoughts of engaging in suicide-related behavior. (Various degrees of frequency, 
Intensity and duration.)

Preparatory Behavior Acts or preparation towards engaging in Self-Directed Violence, but before
potential for injury has begun. This can include anything beyond a 
verbalization or thought, such as assembling a method (e.g., buying a gun,
collecting pills) or preparing for one’s death by suicide (e.g., writing a suicide
note, giving things away.

Suicidal Intent There is past or present evidence (implicit or explicit) that an individual wishes to die,
means to kill him/herself, and understands the probable consequences of his/her
actions or potential actions. Suicidal intent can be determined retrospectively and
Inferred in the absence of suicidal behavior.

Suicide Attempt A non-fatal self-inflicted potentially injurious behavior with any intent to die as a 
result of the behavior.



Interrupted by Self or Others A person takes steps to injure self but is stopped by self or another person
prior to fatal injury. The interruption may occur at any point.

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



Ask!

Evidence shows that direct assessment of suicidal 
ideation and intent does not increase the risk for 
suicide. There is a greater risk in ignoring it.

Most people struggling with suicidal thoughts and behaviors (roughly 
60%) do not receive treatment. Low perceived need and the desire to 
handle the problems personally are the main reasons behind this.

O’Connor & Nock, (2014), The Lancet, 1, 73-85



Suicide Risk Assessment

• A person’s risk for suicide is dynamic—changing over time based on affective 
states, life events, and the complex interplay of risk and protective factors

• A suicide risk assessment must include the evaluation of the patient’s:

- internal experience, thoughts, beliefs and attitudes

- external world of relationships and stressors

- myriad of factors that increase the likelihood of suicide and those that 

prevent them from action

Desire or ability to 
not engage in 

suicidal behavior

Suicidal thoughts, 
plan development, 

and intent to act



Barriers to a Full Assessment

Withholding 
information

Embarrassment

Despair

Intoxication



PHQ-9



Prevention

Most individuals who commit suicide have had a contact with a primary care 
physician within a month of death.

Early identification of suicidal ideation presents the greatest
opportunity to reduce the risk of suicide attempt and death.

Recognition of warning signs is the key to creating an 
opportunity for early assessment and intervention.

Three direct warning signs are particularly indicative of 
suicide risk: communicating suicidal thought verbally or in
writing; seeking access to lethal means such as firearms
or medications; and demonstrating preparatory behaviors
such as putting affairs in order.

VA/DOD Clinical Practice Guidelines for Assessment and Management
of Patients at Risk for Suicide

Tension: patient autonomy and safety



Suicidal Ideation - Content
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Wish to be 
dead

Non-Specific Active 
Suicidal Ideation

Active Suicidal Ideation with 
Any Methods (Not Plan) 

without intent to Act

Active Suicidal Ideation with Some Intent 
to Act, without Specific Plan

Active Suicidal Ideation with Specific Plan and 
Intent

↓ Increasing Risk



Suicidal Ideation - Intensity
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Intensity

Frequency

Duration

Controllability

Deterrents
Reasons for 

Ideation

Intensifies 

Distracts

Psychological Pain

Belongingness

Perceived burdensomeness

Capability

Cognitive inflexibility

Previous attempt

Substance abuse
Hopelessness
Purposelessness
Feeling of defeat
Anger
Recklessness
Feeling trapped
Social withdrawal
Anxiety
Mood changes
Sleep disturbance
Guilt or shame
Chronic illness and disability
History of trauma/ACE
Chronic stress



Suicidal Intent

Wishes to die

Means to kill 
him/herself

Understands probable 
consequences

The evolution of 
intent can occur over 

minutes or years

Plan?

Feasible?

Time devoted?

Contingency?

Preparatory behavior?

Timeline?

Confidence in plan?

Previous suicide attempt?

Sudden apparent decrease in distress!!!!



Previous Suicide Attempts

• The risk for completed suicide is considerably increased in individuals 
with a previous suicide attempt.

• Regretting survival

• Multiple attempts

• High medical lethality



Suicidal Behavior

Preparatory 
Acts or 

Behavior

Aborted Attempt

Interrupted Attempt

Actual Attempt
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↓ Increasing Risk 



Protective Factors

• Identifies reasons for living

• Positive personal traits

• Responsibility to family or others; living with family

• Supportive social network or family

• Fear of death or dying with pain and suffering

• Belief that suicide is immoral; high spirituality

• Engaged in work or school

• Engaged with healthcare worker

www.cssrs.columbia.edu, retrieved October 20, 2018
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A Systematic Approach!



The Columbia Protocol

• Columbia University, the University of Pennsylvania, and the University of Pittsburgh—supported 
by the National Institute of Mental Health (NIMH)—developed the Columbia-Suicide Severity 
Rating Scale (C-SSRS) for a 2007 NIMH study of treatments to decrease suicide risk among 
adolescents with depression.

• The Columbia Protocol is supported by 20 years of research.

• It is the first tool to assess the full range of a person’s suicidal ideation and behavior, including 
intensity, frequency and changes over time.

• 2011: CDC recommends the Columbia Protocol for data collection.

• 2012: Food and Drug Administration (FDA) declares the Columbia Protocol the standard for 
measuring suicidal ideation and behavior in clinical trials.
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CSSR Scale – Emergency Screen
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Treating Suicidal Crises

• Determine appropriate level and components of care (e.g., availability of support systems, 
capacity of patient follow through on safety plan, and assurance that access to lethal means can 
be restricted)

• In most cases, suicidal behavior should be viewed as the primary problem and the psychiatric 
condition as the secondary problem.

• Cognitive Behavioral Therapy (CBT), and Dialectical Behavior Therapy (DBT) and  Collaborative 
Assessment and Management of Suicide (CAMS) are effective treatments for suicidal behavior. 

• CBT targets unhelpful cognitions and maladaptive behavioral problems that fuel suicidal behavior.

• CAMS integrates empathy, CBT strategies and regular re-assessment.

• DBT focuses on radical acceptance, mindfulness, distress-tolerance and emotional regulation.
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Means Restriction

• Modification of the environment to decrease access to suicide means is an 
important strategy to reduce risk.

• Since attempts are often method-specific, the probability of attempting suicide 
decreases when the patient is precluded from implementing a preferred method.

Firearms Medication and drugs

Toxic agents Restricting Environment

Means 
Restriction



The Collaborative Assessment and Management of 
Suicide (CAMS)

• Person-centered approach

• Focus on understanding an individual’s experience of suicidality

• “Nondenominational” regarding techniques

• Identification and targeted treatment of suicide “drivers”

• Collaborative assessment and treatment planning

• Patient is “coauthor” of their own treatment plan

• Importance of therapeutic alliance and consistent reassessment

• The Suicide Status Form (SSF) services as a multipurpose assessment, treatment 
planning, tracking, and outcome tool that functions as a “clinical roadmap.”

Jobes et al., 2018, Psychological Services, 15(3), 243-250



Suicide Status Form (SSF)

Rate Psychological Pain (hurt, anguish, or misery in your mind, not stress, not physical pain)

Low pain   1    2    3   4    5   High Pain

What I find most pain painful is: ____________________________________________

Rate Stress (your general feeling of being pressure or overwhelmed)

Low stress   1    2    3   4    5   High stress

What I find most stressful is: _______________________________________________

Rate Agitation (emotional urgency; feeling that you need to take action; not irritation; not
annoyance)

Low agitation   1    2    3   4    5   High agitation



I most need to take action when:  ________________________________________

Rate Hopelessness (your expectation that things will not get better no matter what you do);

Low hopelessness   1    2    3   4    5   High hopelessness

I am most hopeless about: ______________________________________________

Rate Self-Hate (your general feeling of disliking yourself; having no self-esteem; having no self-
respect)

Low self-hate   1    2    3   4    5   High self-hate

What I hate most about myself is:  _____________________________________________

Rate Overall Suicide Risk:      Extremely low risk (will not kill self) 1  2  3  4  5  Extremely high risk (will 
kill self)



How much is being suicidal related to thoughts and feelings about yourself?

Not at all:  1    2   3   4    5  :completely

How much is being suicidal related to thoughts and feelings about others?

Not at all:  1    2   3   4    5  :completely

Please list your reasons for wanting to live (rank in order of importance)

Please list your reasons for wanting to die (rank in order of importance)

I wish to live to the following extent:       Not at all:  1   2   3   4   5   6   7   8  : Very much

I wish to die to the following extent:       Not at all:  1   2   3   4   5   6   7   8  : Very much

The one thing that would help me no longer feel suicidal would be:  _____________________________



CAMS Stabilization Plan

Ways to reduce access to lethal means

Things I can do to cope differently when I am in a suicidal crisis

People I can call for help or to decrease my isolation

Attending treatment as scheduled: a) potential barrier and b) solution I 
will try
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American Association of Suicidology
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National Suicide Prevention Lifeline
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Helpful Resources: https://cams-care.com/
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Learning Objectives

• Understand the relationship between stressors, individuals, and stress 
response

• Recognize patterns of stress in society

• Identify the health consequences of persistent stress

• Describe how psychological flexibility enables individuals to remain 
resilient in the face of stressors

• Explain why healthcare providers are at risk for burnout and the steps 
they can take to protect themselves against this problem



Rooted in 
Presence 

and 
Wisdom

Painful 
Memories

Painful 
Emotions

Anxious or 
Feared Future

Physical Pain

Interpersonal 
Strain

Lack of Life 
Resources

The World's 
Sad Reality

Daily Hassles

Personal Loss

Traps of the 
Ego



Stress

• How an individual appraises a stressor determines how she or he copes with or responds to 
the stressor.

• Whether or not a stressor is experienced as discomforting is influenced by a variety of 
personal and contextual factors including capacities, skills and abilities, constraints, 
resources, and norms.

• Primary appraisal involves determining whether the stressor poses a threat.

• Secondary appraisal involves the individual’s evaluation of the resources or coping strategies 
at her or his disposal for addressing any perceived threats.

• The process of reappraisal is ongoing and involves continually reappraising both the nature of 
the stressor and the resources available for responding to the stressor.

• Emotion- and problem-focused coping

Lazarus and Folkman, 1984, Stress appraisal and coping

Mechanic, 1978, Students under stress



Stress: What Matters?

Life Events versus Daily Hassles

Holmes & Rahe, 1967, Journal of Psychosomatic Research, 11, 213

Kanner et al, 1981, Journal of Behavioral Medicine, 4(1), 1-39

Rahe et al, 1970, Journal of Psychosomatic Research, 13(4), 401-406



Stress Responses



Stress in America: Healthcare



The Mental Health of the USA!



Stress in America



Stress in America: Nation at a Low Point



Stress in America: Insurance Coverage





American Stress Institute, 2019







Your Experience of Stress

• What are your work stressors? 

• How do you experience stress? Mind? Body? Behaviors?

• Which stressors do you find more challenging to deal with?

• Which stress management strategies work for you?



Unique Challenges of the Healthcare Workforce



Stress and Healthcare Professionals



Burnout and Moral Injury

• Increased clerical burden

• Lack of feedback and communication

• Doing more with less

• Increased production expectations

• Workforce shortages

• Metrics overload

• Individual factors

• Training deficits

Cedoline, 1982, Job Burnout in Public Education: Symptoms, Causes and Survival Skills

Shanafelt & Noseworthy, 2017, Mayo Clin Proc, 92(1), 129-144



Burnout

Exhaustion

CynicismInefficacy



Burnout

Exhaustion

CynicismInefficacy

Realistic expectations
Psychological breaks
Maintain relationships
Meaning beyond work
Self-care
Get involved



Organizational Strategies to Promote Engagement 
and Reduce Burnout

• Acknowledge and assess the problem

• Pick the right leaders

• Focus on high-opportunity work units

• Enhance peer support

• Challenge mono-focus on productivity—reward other dimensions

• Check in with value alignment

• Promote flexibility and work-life integration

• Provide resources to promote resilience and self-care

• Facilitate and fund organization science

Shanafelt & Noseworthy, 2017, Mayo Clin Proc, 92(1), 129-144



Psychological Flexibility

Acceptance: Open Up

The Present Moment:

Be Here Now

Wise Mind: Thought 
Defusion, Effective 

Decisions, Compassion 
and Gratitude

Self-as-Observer: Pure 
Awareness

Values: Know What 
Matters

Committed Action: Do 
What It Takes



Health Benefits



Acceptance

• Acknowledging reality

• Without judgement

• Suffering occurs when we are unwilling to accept the pain in our life

• Expansion versus contraction

• Starting where you are

• Doing what is uncomfortable because it is important to the person we want to be



Acceptance

• Acknowledging reality

• Without judgement

• Suffering occurs when we are unwilling to accept the pain in our life

• Expansion versus contraction

• Starting where you are

• Doing what is uncomfortable because it is important to the person we want to be

Challenge of acceptance?

Impact on patient resilience?



Presence



Presence

• Formal and informal practice > on purpose

• Bring the wandering mind back to the breath and what is present

• Self-compassion for the wandering mind

• Efficient use of psyche energy

• Maximize the moment



Presence

• Formal and informal practice > on purpose

• Bring the wandering mind back to the breath and what is present

• Self-compassion for the wandering mind

• Efficient use of psyche energy

• Maximize the moment

Mindfulness

Daily mindfulness practice?



Wise Mind

• Images, thoughts, memories and beliefs

• Helpful ------------------------- Unhelpful

• Modify

• Defuse (10-second rule)

• Seeing the truth in the situation

• Use breath as an anchor

• Taking effective action

• Doing what is in your best interest



Wise Mind

• Images, thoughts, memories and beliefs

• Helpful ------------------------- Unhelpful

• Modify

• Defuse (10-second rule)

• Seeing the truth in the situation

• Use breath as an anchor

• Taking effective action

• Doing what is in your best interest

Take a pause, breath deeply, and then observe the flow
of your thoughts. Let thoughts come and go. Try to watch 
them as an observer without reaction.

What was this like?

What did you notice?

Helpful versus unhelpful?



Self-As-Observer

• Beginner’s Mind

• Transcend the Past

• Non-judgment

• Simple Awareness



Values and Committed Action

Experiential Avoidance

Distracted by the Emotion Mind



Values and Committed Action

Experiential Avoidance

Distracted by the Emotion Mind

What gets in the way?

Impact on daily life?

How to change?



Meaning and Purpose



Self-Compassion

Warmth

Gentle in the face of
Imperfection

Accept that we can’t
always get what we
want

All people suffer

Appreciate that everyone
struggles with imperfection

Observe without judgement

Not become over-identified with
thoughts and emotions

Become less involved with the 
narrative of the “self”

Neff, 2015, Mindfulness, doi 10.1007/s12671-015-0479-3 



Conscientiousness and Self-efficacy



Self-Efficacy

• An individual's capacity to produce desired effects

• Beliefs about what means lead to what goals and about possessing the personal 
capacity to use these means

• Self-efficacy is the opposite of learned helplessness

• Linked to health behaviors

• Practice makes permanent, but perfect



Psychological Flexibility

• What ideas are your taking away from our discussion of the role of psychological 
flexibility in coping and resilience?

• What goals are you interested in setting as a result of this discussion?

• How might you approach patients differently due to this discussion?





Village Advocacy

• Get involved

• Take a stand

• Big goals

• Create a wave

• Network

• Challenge the status quo



Questions?

drhillenberg@gmail.com

248.892-4364

mailto:drhillenberg@gmail.com

