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WELCOME

Yakima Valley Farm Workers Clinic
Family Health Centers
Columbia Valley Community Health
Behavioral Health Resources
Sea Mar Community Health Centers
Palouse River Counseling
NEW Alliance Counseling Services
Community Health Association of Spokane
Children’s Home Society of Washington
Harborview Medical Center
Lifelong Family Therapy

Catholic Community Services
Telecare Corporation
Multicare Behavioral Health
Navos
Catholic Charities Eastern Washington
Sunrise Services
Unity Care Northwest
Moses Lake Community Health Center
Greater Lakes Mental Healthcare
Passages Family Support
Seattle Counseling Service

Country Doctor Community Health Centers
Valley View Health Center
West End Outreach Services
Cascade Mental Health
Western State Hospital
Comprehensive Healthcare
George Fox University
Public Health, Seattle King County
Tri Cities Community Health
Frontier Behavioral Health
Pend Oreille County Counseling Services
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Housekeeping
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▪ Please keep lines muted when not speaking.

▪ This session is being recorded. 

▪ Slides and a recording will be made available.

▪ Use the chat box to communicate with the 
speakers and participants throughout the webinar. 

▪ You may unmute your line when we open for 
questions. 



Kate Comtois, PhD, MPH
Professor, Dept of Psychiatry and Behavioral Sciences

University of Washington
Clinical Psychologist, UWMC Outpatient Psychiatry Clinic

Suicide Risk Assessment and Management 
in the Age of Telehealth



BLUF: Pros of Choosing
In-Person vs. Telehealth with Suicidal Patients

In-Person

1. Physical access to the 
patient if they need to be 
transported to higher 
level of care

2. Potentially greater 
engagement 

3. Increased behavioral 
activation in coming to 
the office

4. Privacy easier to achieve
5. Crisis Response Planning 

more straightforward

Telehealth

1. Less chance of spreading 
COVID-19

2. Observe the patients’ living 
situation

3. Opportunity for visual 
inspection for lethal means 
counseling

4. Facilitate engagement with 
patients’ family

5. Increase attendance in 
treatment and ability to 
reschedule



• Suicide risk screening

• Suicide risk assessment

• Management vs. Treatment

• Management by Telehealth
• Technology supports

• Discussion

Overview

Want to acknowledge Jeff Sung, MD, 

with whom I developed many of 

these perspectives and slides



Follow-up

TreatmentManagement

Risk FormulationAssessmentScreening

Suicide Care in Systems Framework

Overview of Clinical 
Interventions for Suicide Risk



Standardized Screening



Assessment: Standardized Assessments

Standard Measures

• Columbia Suicide Severity Rating Scale (full interview)

• Suicide and Self-Injury Interview

• Self-Harm Behavior Questionnaire

• Suicide Status Form (from CAMS)

• Reasons for Living Scale



Assessment: Standardized Assessments

994 active duty service 
members referred as 
being at some suicide 
risk:
• 45% denied any 

suicide attempt 
across all measures

• 20% reported a 
suicide attempt 
across all measures 

• 35% responded 
inconsistently

Hom et al, 2019



Assessment: Risk Assessment



Assessment: Risk Assessments

Large et al, 2017, British Medical Journal



Assessment: Culturally Based Assessment

Chu et al, 2013, Psychological Assessment

Family conflict
• There is conflict between myself and members of my family 

Social support
• I am accepted and valued by others†

• I feel connected to, like I am a part of, a community†

Sexual minority stress
• The decision to hide or reveal my sexual or gender orientation to others causes 

me significant distress
• Because of my sexual or gender orientation, no one understands my pain or 

distress 

Acculturative stress
• Adjusting to America has been difficult for me

† indicates scored in reverse

Cultural Assessment of Risk for Suicide (CARS) Scale



Assessment: Culturally Based Assessment

Chu et al, 2013, Psychological Assessment

Non-specific minority stress
• People treat me unfairly because of my ethnicity, sexual, or gender identity

Idioms of distress (emotional/somatic)
• When I get angry at something or someone, it takes me a long time to get over it 
• Sometimes I feel so tired I do not want to get up/wake up 
• There is something in my life I feel ashamed about 

Idioms of distress (suicidal actions)
• I have access to a method of suicide other than a gun that I have previously 

thought to use (like a weapon, a rope, poison, or medication overdose)
• I have, without anyone’s knowledge, thought of suicide in the past 

Cultural sanctions
• Suicide would bring shame to my family†

• I consider suicide to be morally wrong†

† indicates scored in reverse

Cultural Assessment of Risk for Suicide (CARS) Scale (continued)



Assessment: Culturally Based Assessment

Allen et al, 2019, Assessment

Reason for Life – A Strengths Based Assessment of Protective Factors

Efficacy Over Life Problems
1. I believed I can help others fix their problems.
2. I believed I can make things work out for the best even when life gets difficult.
7. I believed I can fix my problems.
11.  I had the courage to face life’s hardest moments.

Cultural and Spiritual Beliefs
4. No matter how hard things got, I believed God wanted me to live.
6. My Yup’ik Elders taught me that my life is valuable.
8. I believed I must live to be an Elder.
9. My religion taught me that my life is valuable.

Others Assessment
3. People saw me do good things to help others.
5. People saw that I am strong and care about others.
10.  People saw I live my life in a good way.
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Suicidal

The Experience of Suicidality 
What are the drivers of suicide?

Guess I need to 
deal with it.  

Time to 
check out.

Non-suicidal

Life 
stress

Why?Drivers



There are many stressors, including psychiatric diagnosis, 
experienced by suicidal and non-suicidal individuals alike.

“Indirect drivers” of 
suicidality

Depression

Relationship problems

Financial 
problems 

Homelessness



The most effective treatments focus on the unique problems of 
suicidal people that prevent them from solving secondary drivers.

Intense emotion 
dysregulation or pain

Stress & 
Agitation

Burdensomeness

Attentional 
fixation on suicide

“Direct drivers” of suicidality

Lack of social connection



Minority and Cultural Drivers to Consider

Historical Trauma Religiosity

Acculturation

Familism



Suicide is the 
only escape 

from this pain.

Wenzel & Beck's Cognitive Model of Suicidal Behavior
Hopelessness, Selective Attention, Attentional Fixation

Hopelessness and 
cognitive constriction.

Wenzel & Beck (2008) 
A cognitive model of 

suicidal behavior

It’s never 
going to 

get better.

Hopelessness
Everything 
in my life is 

wrong.

Selective 
attention

Attentional 
fixation



Assessment: Narrative Interviewing

Please tell me the story
of what led to the 

suicidal crisis.  Just let 
me listen to you.

Narrative interviewing: An effort find a story so 
that actions make sense.  “Tell” and “story” 

correlated with alliance (Michel et al., 2004).

Self-esteem
Separation and Loss

Rejection
Restrained or Dependent

Aeschi
group

Narrative 
Interviewing Themes



Aeschi Model – Collaboration and
the Suicidal Narrative

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

2. 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.

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

4. The interview should start with the patient’s narrative.
5. The ultimate goal must be to engage the patient in a 

therapeutic relationship.



Management vs. Treatment

Nothing is working.  I 
should just kill myself.

What do you think about a 
short hospitalization?Client Therapist

Nothing is working.  I 
should just kill myself.

Can we take a closer at 
that way of thinking?  Client Therapist

1

2



Therapist engages in interventions that seek 
to reduce risk by modifying risk factors related 
to suicide.  Management is optimally, but not 

necessarily, collaborative.

Management

Therapist
Suicide

Client

Continuity of care 
(managing transitions, 
discharge & referral)

Psychiatric treatment
Safety planning, 

including means safety

Management of Suicide Risk



Therapist and client engage in a collaborative 

relationship to resolve risk by targeting internal 

factors that are unique/intrinsic to suicide risk.  

Treatment is necessarily collaborative.

Treatment

Therapist SuicideClient

Treatment of Suicide Risk

Direct 
drivers



Over time, the patient grows in confidence and 

responsibility in self-management of suicide risk.  
Ellis. (2004). Collaboration and a self-help orientation in 

therapy with suicidal clients.  

Treatment to Promote Self-Management

Therapist

SuicideClient

Treatment of Suicide Risk

Consultative & 
Collaborative

Self-Management



Treatment for Suicidality

Collaboration Goal Target

Management
Optimal when 
collaborative

Reduce 
risk

External factors 
related to 

suicide risk

Treatment
Necessarily

collaborative
Resolve 

risk

Internal factors
intrinsic to 
suicide risk

Management Treatment



Goal of Psychotherapy is the 
Resolution of Suicidality

Interpersonal Theory of Suicide

Thwarted belongingness Connection and belonging

Perceived burdensomeness Value, purpose and self-worth

Hopelessness, helplessness Hope, agency

Cognitive Theory of Suicide

Selective attention, attn. fixation Mindfulness and perspective

Emotion Dysregulation

Emotion dysregulation and skills
deficits in emotion-regulation, 

problem-solving, communication

Mindfulness, distress tolerance, 
emotion regulation, interpersonal 

effectiveness, problem-solving

Suicidal Non-suicidalA B



Evidence Based Treatments for Suicidality: 
A Story for Another Day

Most 
intensive

Least 
intensive

DBT

Cognitive Therapy for 
Suicide Prevention (CT-SP)

Brief Cognitive Behavior 
Therapy (BCBT) Collaborative Assessment and 

Management of Suicidality (CAMS)

Attempted Suicide Short 
Intervention Program (ASSIP) Caring Contacts



Telehealth Practice/Agency Plans

Lead Telehealth Sessions with Contact Information

• Where is the person located for your call/session?
• At what phone number can you reach them?

• If you are going to have an ongoing relationship with the patient, 
establish who their emergency contact is and explain you will 
reach out to that person if
• You are concerned they are at imminent risk and
• ____What____? (conditions where you would act against the 

patient’s confidentiality and autonomy)

REMEMBER – you cannot control their behavior and are responsible 
for your behavior not theirs



Telehealth Practice/Agency Plans

Agree on Policy and Procedures

• Up front, when no one patient is at risk, decide on how you want 
to approach high risk situations on telehealth

• Include the right players from clinicians up through leadership 
and risk management (or a colleague, attorney, or ethics consult 
with your professional organization, if solo practice)

• Have written P&P ready to share with any attorney or reviewer 
who request records after a bad outcome

• Adapt informed consent documents, as needed

REMEMBER – you cannot control patient’s behavior and are 
responsible for your behavior not theirs



Telehealth Options for Risk Assessment

Online Surveys

• PHQ-9 in EPIC can be conducted online ahead of session

• PsychSurveys

• Other self-
monitoring apps

Non-profit company that 

rates apps for safety, data 

privacy and user ratings 



Telehealth Options for Risk Management

Safety Plan and Crisis Management Apps



Telehealth Options for Coping Skills



VA Free Telehealth and Suicide Resources



Let’s come back now with a discussion: 
In-Person vs. Telehealth with Suicidal Patients

In-Person

1. Physical access to the 
patient if they need to be 
transported to higher 
level of care

2. Potentially greater 
engagement 

3. Increased behavioral 
activation in coming to 
the office

4. Privacy easier to achieve
5. Crisis Response Planning 

more straightforward

Telehealth

1. Less chance of spreading 
COVID-19

2. Observe the patients’ living 
situation

3. Opportunity for visual 
inspection for lethal means 
counseling

4. Facilitate engagement with 
patients’ family

5. Increase attendance in 
treatment and ability to 
reschedule



Questions?  Thoughts?  Concerns?

I still don’t see how…

Well, what about when…

I had a patient once who…

I’m not sure this would work with…

This would help so much with…

So are you saying that…

How would this work with…

?
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Thank you!

Hstanfield@wacommunityhealth.org

Please complete our short evaluation.

Hannah Stanfield
hstanfield@wacommunityhealth.org


