
Copyright © 2010-2014 Education Development Center, Inc. All Rights Reserved 

Gregory K. Brown, PhD 

Anthony R. Pisani, PhD 

Leah Harris, MA    

October 27, 2014 

Screening and Assessment for Suicide 
in Health Care Settings: 

 A Patient-Centered Approach   



Copyright © 2010-2014 Education Development Center, Inc. All Rights Reserved 

Moderator 

Julie Goldstein Grumet, PhD 
Director of Prevention and Practice 
 Suicide Prevention Resource Center 



Copyright © 2010-2014 Education Development Center, Inc. All Rights Reserved 

   #zerosuicide 



Copyright © 2010-2014 Education Development Center, Inc. All Rights Reserved 

WHAT IS ZERO SUICIDE? 
Zero Suicide 
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Zero Suicide is… 

 

 Embedded in the National Strategy for Suicide Prevention. 

 

 A priority of the National Action Alliance for Suicide Prevention. 

 

 A focus on error reduction and safety in healthcare.  

 

 A framework for systematic, clinical suicide prevention in 
behavioral health and healthcare systems. 

 

 A set of best practices and tools including www.zerosuicide.com. 
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What is Different in Zero Suicide? 

Shift in Perspective from: To: 

Accepting suicide as inevitable  Every suicide in a system is preventable 

Assigning blame Nuanced understanding: ambivalence, 

resilience, recovery 

Risk assessment and containment  Collaborative safety, treatment, recovery 

Stand alone training and tools  Overall systems and culture changes  

Specialty referral to niche staff  Part of everyone’s job   

Individual clinician judgment & actions  Standardized screening, assessment, risk 

stratification, and interventions  

Hospitalization during episodes of crisis  Productive interactions throughout 

ongoing continuity of care  

“If we can save one life…”  “How many deaths are acceptable?” 
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The Dimensions of Zero Suicide 
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Resource: Explaining Zero Suicide 

Access at: http://www.zerosuicide.com  
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Learning Objectives 

The objectives for this webinar are to:  

 
1. Understand why screening is part of a comprehensive approach to 

suicide risk management;  

 

2. Determine how to select a measure to screen for suicide; 

 

3. Recognize the difference between screening and assessment;  

 

4. Identify the problems with categorizing risk into levels and gain 
exposure to an alternative approach for formulating and 
communicating about risk in a health system; and  

 

5. Identify a patient-centered approach to screening and assessment. 
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Presenter 
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POLL QUESTION 
Does your organization use a standardized 
screening measure for suicide risk? 
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TYPE IN THE CHAT 
What screening tool(s) does your organization 
use, and how were they chosen? 
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Resource: Screening and Assessment 

Access at: http://www.sprc.org/library_resources/items/suicide-screening-and-assessment  



Copyright © 2010-2014 Education Development Center, Inc. All Rights Reserved 

Why Screen for Suicide Risk? 

 Screening for suicide risk is the first step in any suicide 
prevention program. Helps to raise awareness. 

 Screening provides for a common language about suicide 
within a specific setting, agency, health system, or 
institution. 

 Screening helps to ensure that staff are following a 
standardized, evidence-based protocol to identify 
individuals at risk.  

 Screening offers guidance for developing an action plan to 
manage risk. 

 Screening may serve as a “proxy” measure of program 
effectiveness. 
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SUGGESTED GUIDELINES FOR SELECTING 
SCREENING MEASURES OF SUICIDE RISK 

Zero Suicide 



Copyright © 2010-2014 Education Development Center, Inc. All Rights Reserved 

Suggested Guidelines for  
Selecting Measures for Suicide Risk 

 

 Does the measure have face validity (content 
validity)?  

 

 Is the measure consistent with a standardized 
nomenclature of suicidal behavior? 
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CDC Self-Directed Violence Surveillance: Uniform 
Definitions and Recommended Data Elements 
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Suicide Attempt Definition 
 

 There does not have to be any injury or harm, 
just the potential for injury or harm (e.g., gun 
failing to fire) 

 Any “non-zero” intent to die – does not have to 
be 100% 

 Suicide intent and behavior must be linked 
 

A non-fatal, self-directed potentially self-injurious 
behavior with any intent to die as a result of the 
behavior.  
 
A suicide attempt may or may not result in injury. 
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Does the Measure Screen for  
Other Types of Suicidal Behaviors? 

1. Suicide Attempt 
 

2. Interrupted Self-Directed Violence by Others 
(Interrupted Attempts) 
 

3. Interrupted Self-Directed Violence by Self  
(Aborted Attempts) 
 

4. Other Suicidal Behavior: Preparatory 
 
  Crosby AE, Ortega L, Melanson C. Self-directed Violence Surveillance: Uniform Definitions and Recommended Data 

Elements, Version 1.0. Atlanta (GA): Centers for Disease Control and Prevention, National Center for Injury Prevention 
and Control; 2011. 
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Columbia 
Suicide 

Severity 
Rating  

Scale 
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Glossary of “Unacceptable Terms” 

 Completed suicide 

 Failed attempt 

 Parasuicide 

 Successful suicide 

 Suicidality 

 

 Nonfatal suicide 

 Suicide gesture 

 Manipulative act 

 Suicide threat 

Crosby AE, Ortega L, Melanson C. Self-directed Violence Surveillance: Uniform Definitions and Recommended Data 
Elements, Version 1.0. Atlanta (GA): Centers for Disease Control and Prevention, National Center for Injury Prevention 
and Control; 2011. 
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Suggested Guidelines for  
Selecting Measures for Suicide Risk 

 

 Is the measure accurate? What is the sensitivity 
and specificity of the measure?  

 

 Does the measure have predictive validity for 
suicide behavior? For short-term risk? 

 

 Is the measure sensitive to change over time? 
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PHQ-9: Overview 

 Brief and self-administered scale designed to assess depressive 
symptoms (based on DSM-IV criteria of Major Depressive 
Disorder) 

 Used for screening, severity assessment, and treatment 
monitoring 

 Measures symptom frequency during the past two weeks* 

 Each item measures frequency of symptoms using a 0 to 3 rating: 

 0 = Not at all 

 1 = Several days 

 2 = More than half the days 

 3 = Nearly every day 

 

http://www.phqscreeners.com/instructions/instructions.pdf 
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PHQ-9 

 

 Over the last 2 weeks, how often have you been bothered by any 
of the following problems? Read each item carefully, and circle 
your response. 

 

 Item 9. Thinking that you would be better off dead or that you 
want to hurt yourself in some way 

 0 = Not at all 

 1 = Several days 

 2 = More than half the days 

 3 = Nearly every day 

http://www.phqscreeners.com/instructions/instructions.pdf 
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Predictive Validity of the PHQ-9 (Item 9) 

 Electronic records from a large integrated health system were 
used to link PHQ-9 responses from outpatient visits to subsequent 
suicide attempts and suicide deaths. 

 A total of 84,418 outpatients age >13 completed 207,265 
questionnaires 

 Electronic medical records, insurance claims, and death certificate 
data documented 709 subsequent suicide attempts and 46 
suicide deaths in this sample 

 Cumulative risk of suicide attempt or suicide over one year 
increased from .4% among outpatients reporting thoughts of 
death or self-harm “not at all” to 4% among those reporting 
thoughts of death or self-harm “nearly every day.”  

Simon et al. (2013). Psychiatric Services, 64, 1195-1202. 
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Columbia Suicide Severity Rating Scale: 
Suicidal Ideation Subscale 
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Scale for Suicide Ideation Total Score  
by Level of CSSRS Severity of Ideation   
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Currier, Brown & Stanley, 2009, unpublished data 
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CSSRS Lifetime Severity of Ideation 
Predictive Validity 

 Lifetime severity of ideation (0 -5) significantly 
predicted suicide attempts during 24 week follow-up 
(OR=1.45, 95% CI: 1.07-1.98, p<.001) in TASA study. 

 

 Adolescents who endorsed lifetime ideation, with 
intent or intent and plan,  significantly predicted 
suicide attempts over 24 weeks compared to those 
with no intent (OR = 3.26, 95%  CI: 1.02-10.45, p = 
0.047). 

 

 

 

Posner K, Brown GK, Stanley B, et al., Am J Psychiatry. 2011;168:1266-77 
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Sensitivity to Change of CSSRS  
Severity of Ideation (0-5) and SSI 
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Suggested Guidelines for  
Selecting Measures for Suicide Risk 

 Is it feasible to administer in the intended setting? Can it 
be used in an electronic medical record? Cost? 

 Is the measure acceptable to staff and respondents in the 
intended setting? 

 Is the administration of the measure harmful or have 
unintended consequences? 

 In acute care settings where suicidal behavior is common, 
select measures that provide a comprehensive assessment 
of suicidal ideation and suicidal behavior. 

 In psychiatric outpatient settings, select measures that can 
be used to screen for suicide risk at each and every visit. 



33 

 
Columbia Suicide Severity 

Rating Scale  

Screening Version 

 
*Minimum of 3 Questions 

If 1 and 2 are no,  
ideation section is done.  
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Suggested Guidelines for  
Selecting Measures for Suicide Risk 

 

 

 Does the measure offer guidance for 
implementing an action plan?  
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May 

Indicate 

Need  

for  

Action 

Plan 

Clinical Monitoring Guidance:  
Threshold for Next Steps 
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Example of Using the CSSRS for Developing an 
Action Plan: Reading Hospital 
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Redefining Risk 

 Issues of safety and risk come up particularly around 
suicide and self-harm, which are often trauma responses.  

 Suicide risk increases with ACE score (Felitti et al, 1998). 

 Trauma informed approaches emphasize the primacy of 
healing in mutual relationships. 

 Traditional forms of assessment and liability fears interfere 
with these relationships. 

 Dynamics of power and control take away from trauma-
informed care and approaches to suicide prevention and 
intervention. 
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The Elephant in the Room 

“If we don’t rethink the notion of risk, 
the liability issue will continue to drive 
what we do.”  - Shery Mead 
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“Creating safety is not about getting it right all the time; 
it’s about how consistently and forthrightly you handle 
situations with a client when circumstances provoke 
feelings of being vulnerable or unsafe. Honest and 
compassionate communication that conveys a sense of 
handling the situation together generates safety.”  
 
   -SAMHSA TIP 57 
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A Trauma Informed Approach  
to Suicide Prevention 

 The central question of the trauma-informed 
movement is not “what’s wrong with you?” but 
“what happened to you?” 

 

 This should be the guiding approach in all 
assessment and screening. 



Copyright © 2010-2014 Education Development Center, Inc. All Rights Reserved 

Responses to My Suicidality 

As a trauma survivor with a history of intense suicidal feelings 
and self-harm, I was never given the space to make sense of 
these feelings in traditional settings. 

 

Responses: 

 Police response – carted away in handcuffs 

 Being punished with loss of privileges for self-harming on the 
ward 

 Threatened with interventions I didn’t want 

 No one asked “what happened to you?” 

 Consequently, I learned to hide my suicidal thoughts and 
feelings and self-harming behaviors. 
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Safety as a Euphemism for Control 

 Safety is one of our deepest human needs; it is a 
precondition for recovery.  

 In many human service settings, people who are suicidal 
can experience unwanted, traumatic, and humiliating 
interventions, all in the name of “safety.”  

 We need to understand that in this context, safety is a 
euphemism for “control.”  

 Shery Mead talks about “fear-based” vs. “hope-based” 
responses to suicide.  

 Many people in human service fields have been trained 
not to acknowledge this fear to themselves or the other 
person, and move directly into “control mode.” 
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Authenticity 

 Though suicidal feelings are common, talking about them is 
taboo. 

 In the traditional provider-patient relationship, sharing about 
these personal experiences is discouraged. 

 In a trauma-informed relationship, the peer practitioner 
discloses own past or current struggles with suicidal 
thoughts, when applicable. “I’ve felt that way, too.” 

 Peer practitioners also share coping skills (strategies) they 
have found useful to manage their own suicidal thoughts or 
feelings. 

 Trauma informed approaches facilitate learning and growth 
for both the support person and person in  

    distress/crisis. 
 



Copyright © 2010-2014 Education Development Center, Inc. All Rights Reserved 

Recommendations from The Way Forward 

The Way Forward is a July 2014 report authored by the 
Suicide Attempt Survivor Task Force of the Action Alliance.  

 Recommendation 3.4 – Practice: Clinical professionals 
should collaborate with a person to understand his or her 
suicidal experience and specifically address suicide risk. 

 Recommendation 3.6 – Practice: Informed consent. At 
the beginning of care, professionals should inform 
patients about their approach to working through crisis 
situations.  

 Some attempt survivors have reported being dropped from 
treatment after a suicidal crisis, at times without a referral to 
another provider.  
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 Recommendation 3.7 – Practice: Behavioral health 
providers should integrate principles of collaborative 
assessment and treatment planning into their practices.  

 

There are at least two models that illustrate ways for 
assessment to adhere to the Core Value supporting 
dignity and collaborative care: 
 The internationally recognized Aeschi approach; and  

 The empirically supported Collaborative Assessment and 
Management of Suicidality (CAMS) model.  

 

Recommendations from The Way Forward 
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The Aeschi Group 

Guiding Principles: http://www.aeschiconference.unibe.ch  

 The clinician's task is to reach, together with the patient, a 
shared understanding of the patient's suicidality. 

 The clinician should be aware that most suicidal patients 
suffer from a state of mental pain or anguish and a total 
loss of self-respect. 

 The interviewer's attitude should be non-judgmental and 
supportive. 

 The interview should start with the patient's self-narrative. 

 The ultimate goal must be to engage the patient in a 
therapeutic relationship. 
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CAMS Model 

 Dr. Jobes, a member of the Aeschi group, developed the 
CAMS model as a framework for collaborative assessment 
and treatment for working with suicidal individuals.  

 

 One of the core aspects of the approach is a collaborative 
assessment of a person’s goals or perceived benefits for 
suicidal thinking.  

 

 The therapist can then help the person consider 
alternative coping strategies or supports that can help the 
person achieve those goals or realize those benefits.  
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 Recommendation 3.8 – Practice: Behavioral health 
professionals should complete a comprehensive 
assessment that goes beyond suicide risk as soon as it is 
feasible to do so, acknowledging that a person has a life 
beyond the crisis.  

A comprehensive assessment would also examine several life 
domains, facilitating a discussion of individual strengths, 
spirituality, and possible community connections.  

 

Reminding someone that he or she has multiple dimensions 
of wellness that include strengths could help restore a sense 
of self-respect or dignity.  

 
 

Recommendations from The Way Forward 
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 Recommendation 3.9 – Policy: Protocols for addressing 
safety and crisis planning should be based on principles 
of informed and collaborative care.  

Many people have been sent to involuntary, or coerced, 
inpatient care when they could have benefited from 
alternatives.  

 

During hospitalization, patients might endure physical and/or 
psychiatric restraints or solitary confinement. Such practices 
intensify the crisis, deprive a person of dignity, and substitute 
potential trauma for treatment while having practically no 
effect on long-term risk for suicide.  

 

 
 

Recommendations from The Way Forward 
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Take Away 

From the moment of first contact to discharge and 
follow up… 

 

Care must be founded on a strong and collaborative 
therapeutic relationship with mutual respect and 
trust.  
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Resources 

 The Way Forward: Pathways to hope, recovery, and 
wellness with insights from lived experience 
Suicide Attempt Survivor Task Force (NAASP):  
http://actionallianceforsuicideprevention.org/sites/actionallianceforsuicide
prevention.org/files/The-Way-Forward-Final-2014-07-01.pdf  

 

 Defining Outcomes for Crisis Response by Shery 
Mead and Eric Kuno: http://bit.ly/1orvn4e  

 

 Crisis and Connection by Shery Mead and David 
Hilton http://bit.ly/1jtXcRE 
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CONDUCTING A NARRATIVE INTERVIEW:  
A PATIENT-CENTERED APPROACH 

Zero Suicide 
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Conducting a Narrative Interview  
of Suicide-Related Events 

 Understand that suicidal thinking and behavior “makes 
sense” to the patient in the context of his or her 
history, vulnerability, and circumstances. 

 

 Accept that a patient may be suicidal and empathize 
with the patient’s strong feelings and desire to reduce 
pain. 

 

 Understand the function of suicidal behavior or thinking 
from the patient’s perspective. 

 

 Refrain from trying to help the patient solve his or her 
problems before understanding the motivations for 
suicide. 
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ROLE PLAY 
DEMONSTRATION 

Zero Suicide 
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TYPE IN THE CHAT 
What questions do you have for any of our 
presenters? 
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Contact 
Julie Goldstein Grumet, PhD 
Director of Prevention and Practice 
Suicide Prevention Resource Center 
Education Development Center 
Phone: 202-572-3721 
E-mail: jgoldstein@edc.org 
 


