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Program Objectives:

Q1. SCOPE & LIMITATIONS OF CONTEMPORARY RISK-
ASSESSMENT PRACTICES.

Q2.MAXIMIZING THE OUTCOME OF RISK — ASSESSMENT
PRACTICES IN CLINICAL PSYCHIATRY.

To review
challenges of
managing To understand
suicide concept of risk
behavior in
clinical practice

To review
significance of
suicide and risk
assessments in
clinical practice

New risk
assessment
scale




Agenda

Introduction

Sharing experiences

ldentifying gaps in risk assessment
Video based exercise of assessment
Analysis and discussion
Presentation 1 for 20 mts

Video based exercise

Hands on experience with new scale
Presentation 2 x 20 minuets

Q&A

Volunteer based assessment
Application of concept of risk
Discussion & take home message
Feed back/evaluation




SIGNIFICANCE OF SUICIDE AND RISK
ASSESSMENTS IN CLINICAL PRACTICE




Suicide is a global public health problem,
affecting more than a million people every year
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Suicide in Canada
High risk groups: Need for new strategies for prevention

|c3cnews.ca
Home World [=T"C"1 Health Arts & Entertainment

E-MAIL | PRINT t Sze: S ML XL | REPORT TYPO | SEND YOUR FEEDBACK

Canada's military suicide rate
doubled in a year, documents show

General Rick Hillier Chief of the Canadian National Defence staff. INSIGHT
| Wellness News Article
Teen suicide rates in Canada similar to US

despite universal health care
Home > Health and Wellness News > Depression News
Jan 11, 2007 - 9:57:28 AM

Featured In
News Apr 20, 2008 - Military Police Records Show Canada's

Military Suicide Rate Doubled in a Year
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Canada’s Silent Tragedy

Bmale Bfemale  trendsin suicide 1950-1992

Rate has tripled in 40 years
Male : female = 3:1

Source: Suicide in Canada (1994), Mental
Health Division, Health Services
Directorate, Health Canada.
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Suicide in Canada

High risk groups: Need for new strategies for prevention
54% between 30 to 50 years; & 25% between 55 to 90 years

{edical know-how raises doctors' suicide rate
wysicians' access to drugs, stigma of mental illness contribute to problem

| Dr. Robert Lehmberg of Little Rock,

Ark., says he has battled depression
| and long considered suicide "an exit

strategy if absolutely necessary."
About 300 or more U.S. doctors kill
themselves each year, and the
American Medical Association has
called physician suicide "an endemic
catastrophe."

Danny Johnston / AP
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Canada™s VMID suicide rate remains a mystery




There is evidence of limitations

in assessment of suicide for
patients coming to services.




Treatment of mental disorder in universally advocated for
prevention of suicide as up to 90% suicides arise from mental
illnesses.

It is therefore important that patients who seek services are well
looked after.

Without
Mental

illness
10%

Attempted suicide Suicide

Psycho
social
causes \/EE]

30% lliness
70%

With
\EIEL

illness
90%




Background

e WHO estimated that 10.4% of the population seriously
considers suicide at some point in their life time while
approximately 4.2% actually attempt suicide 1

In Canada, specifically, the suicide rate is between 8 and 10
per 100, 000, which has been constantly rising in the past
40 years the Canadian suicide rate has tripled 2.

WHO ..reduction in the suicide rate is attainable if
appropriate treatment is provided 3.

1. De Leo, D., Cerin, E., Spathonis, K., & Burgis, S. (2005). Lifetime risk of suicide ideation and attempts in an Australian community:

Prevalence, suicidal process, and help-seeking behaviour. Journal of Affective Disorders, 86, 215-224. 2. Health Canada. (1994). Suicide in Canada. Mental
Health Division, Health Services Directorate. 3. Rutz, W. (2001). Mental Health: Diversities, possibilities, shortcomings, challenges. The WHO perspective.
European Archives of Psychiatric Clinical Neuroscience, 251(Suppl 2), 3-5. 4 Rihmer, Z. (1996). Strategies of Suicide Prevention: Focus on heath care. Journal of
Affective Disorders, 39, 83-91




Facts.. About Suicide

Suicide happens in people who have not contacted the
services ever

.... happens amongst people who established
contact .. ..suicide victims do contact health services some
weeks, months or even years before their suicide 4

Recognition of risk as clinical pathological
parameter

Majority of malpractice litigation are arising from incident of
suicide.

Suicide risk assessment is a key competency required by all
mental health professionals.

Rihmer, Z. (1996). Strategies of Suicide Prevention: Focus on heath care. Journal of Affective
Disorders, 39, 83-91
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Suicide in Clinical Practice

» 1in 6 completed suicides are patients in
psychotherapy,

» 50% of completed suicides have had previous
experience in psychotherapy

» 1 of every 2 psychiatrists will lose a patient to suicide
across (mean) 19.3 years practice

» 30% psychiatric residents across 4 years’ residency

> 1 of every 4 psychologists will lose a patient to suicide
across (mean) 18.5 years practice

» 17% of psychology interns across 5.2 by internship




What is the purpose
of risk assessment?

» Establish clinical needs
» Prediction of an attempt
» Decide level and quality of care
» Management issues

» Policy matters
> Patient safety
» Standard of care
» Component of suicide prevention




Outcomes in Risk Assessment

Clinical outcomes in management of suicide behavior depends on:
1. quality of assessment
2. quality of intervention

Risk assessment quality Intervention &
Possible scenario monitoring

1. High quality risk High quality Still client attempts or
assessment management and commits
monitoring

2. High quality Resource constrains, Incident
assessment inadequate
management

3. Poor risk Intervention and
assessment monitoring was
inadequate




High suicide in recently discharged patients

The first week and the first day after

discharge were particular high-risk
periods.

M Died within one month

M Died before FIRST F/U

Risk factors :

» a history of self-harm,

. . . 00
> recent last contact with services and _

expressing clinical symptoms at last
contact with staff.

Suicide cases

» 1) were more likely to have initiated
their own discharge and

» 2) to have missed their last
appointment with services.
» less likely to die by suicide

> Patients who were detained for

compulsory treatment at last
admission, or

» who were subject to enhanced levels
of aftercare, were

N=238, death y suicide
within 3 months of
discharge




The immediate post-discharge period carries a high risk of
suicide for psychiatric patients. Hong Kong

4 times 4.6 times
478

21,921 F/u 2 years
®suicde committed in 1 years  E suicide committed in 28 days

“ISMR for suicide in first 28 days ' SMR-male

Ho TP. The suicide risk of discharged psychiatric patients. J Clin Psychiatry. 2003 Jun;64(6):702-7




In-patients

@ SMR Ratio
e 13-year follow up period

* The suicide risk of in-patients is

distinctly higher than in the
general population.

A better assessment of suicide
risk before regular leave periods
could lead to a decrease of
suicides in in-patient settings,

Post-discharge Psychiatric
patients

Ajdacic-Gross V,In-patient suicide - a 13-year assessment. Acta Psychiatr Scand. 2009




Suicide in First episode

» 18-24 years. First Episode Psychosis M Died (06)

* Predictors of suicide attempt were: M Attempted prior to entry (93)
— previous attempt (odds ratio
(OR)=45.54,
sexual abuse (OR=8.46,

comorbid polysubstance
(OR=13.63)

greater insight (OR=0.17)

lower baseline Global Assessment
of Functioning (OR=0.96)

lower Occupational and Functional
Assessment score OR=0.98)

= Attempted during treatment (57)

longer time in treatment (OR=1.05)

FES, N=661

Robinson J Prevalence and predictors of suicide attempt in an incidence cohort of 661 young people with first-episode psychosis.
, Aust N Z J Psychiatry. 2009 Feb;43(2):149-57




What do we teach psychiatric residents about suicide? A national
survey of chief residents.

(91%) national programs offered formal teaching on suicide care;

Grand rounds (85%) and Case conferences (80%) - popular methods for
teaching.
Even the topics most commonly taught, such as

— risk factors,
— recognizing early warning signs, and
— standards of clinical care,
were judged to warrant more attention by many residents.
* Commonly identified barriers to teaching included the lack of audio or video
teaching materials and relevant texts.

Skills training for risk assessments needs to find a place in ER medicine

Melton BB, Coverdale JH. What do we teach psychiatric residents about suicide? A national survey of chief residents.
Acad Psychiatry. 2009 Jan-Feb;33(1):47-50.




Service provisions for prevention are expensive:
An Arbor study, N=100,000 VA patients

High suicide rates:
after psychiatric hospitalization,

antidepressant starts, and dosage changes.

Study assessed Providing intensive

frequency of high-risk Completed an average of  mgnitoring would cost an
periods, 2.4 monitoring visits - additional $408-$537 &

levels of monitoring during the 12-week period

provided and after antidepressant - »313-5341 for each high-

. o risk period respectively
estimated costs of 4.9 visits after psychiatric

providing monitoring ( FDA hospitalization.
recommendation)

- During fiscal year 2004
$183-5270 million.







ldentifying the gaps

Patient:
compliance,
availing the

services

Family Family:
physician: identification,
assessments compliance

Partnerships
in care

Community
team: Service
continuity, provider:
risk- treatment &
management, monitoring
intervention




Limitations in Risk Assessment

There are too many factors and too many variations on the subject.

Research has highlighted that perhaps a new definition of suicide needs to
be found. >

Prediction of suicide behavior has been a core area of research in
suicidology.

Several psychological & biological Markers have been proposed.
Neither are free from false positive and false negative results

Conventional method has been a thorough clinical assessment which get
enriched by aid of structured interviews.

Scales are useful: either self-administered, clinician administered or
computer-based

5.Soubrier JP.Beyond the scale: toward a new definition of suicide?Crisis. 1990 Nov;11(2):98-103.




Evidence

Most clinicians combine clinical experience with evidence —based research.
Substandard suicide risk assessment often relies on clinical experience alone.

No single source or authority defines the standard of care in suicide risk
assessment. ’

It is important that clinicians are able to engage such people and identify
immediate risk factors and clinical treatment needs. 8

Development of an assessment instrument to measure the effectiveness of suicide
risk assessment and training is therefore likely to assume importance.

Training effects do modify quality of assessment. however such attempts have not
been able to demonstrate an ideal form of assessment 10, 11

7. Simon RI. Suicide risk assessment: is clinical experience enough? J Am Acad Psychiatry Law. 2006;34(3):276-8; 8. American Psychiatric
Association (2003).; Practice Guidelines for the Assessment of Patients with Suicidal Behaviors. (Last accessed 15 May 2006 )http://
www.psych.org/psych_pract/treatg/pg/pg_suicidalbehaviors.pdf; 9. Simpson, G., Winstanley, J. & Bertapelle, T. (2003). Suicide prevention
training after traumatic brain injury: Evaluation of a staff training workshop. Journal of Head Trauma Rehabilitation, 18, 445-456; 10. Doyle, M.
(2003). Developing, delivering and valuating interprofessional clinical risk training in mental health services. Psychiatric Bulletin, 27, 73-76.;
11. Fenwick, C., Vassilas, C.A., Carter, H., & Haque, S. M. (2004). Training health professionals in the recognition, assessment and
management of suicide risk. International Journal of Psychiatry, 8, 117-121.




CHALLENGES IN PRACTICE OF
SUICIDIDOLOGY




/ Organization: loss Patient: incident,
of reputation, loss, disability,
malpractice repeat suicide,
litigations, lower clinical
standard of care consequences

Physician: clinical
frustration, litigation,
administrative problems

PROBLEMS ARISING FROM

INADEQUATE RISK ASSESSMENT




Coping with challenges of
legality in suicidology

e Courts have tended to review 3 criteria in determining malpractice
negligence in cases of suicide:

— o failure to determine the imminence of the suicidal behavior

— e if high risk suicide factors were identified and appropriate steps
taken

— o thoroughness of the treatment plan and its implementation

dignity and liberty---Liberty should not be
compromised any more than is essential--
even when suicide is a possibility.

The Pennsylvania Child Welfare Training Program 205: Liability & Risk Management in Child Welfare Services




Special populations

Suicide is no longer limited to mental health settings

Special high-risk populations are clearly becoming newer challenges in the
task of suicide prevention. Some of the high-risk groups are: teen age,
post-partum, old age, substance abuse, chronic medical illness, trauma &
disaster, emotional & sexual abuse, mental disorders.

Risk assessment across treatment settings

Rising incidence of suicide attempts have been observed in a wide variety of
clinical & social settings e.g. schools, universities, prisons, correctional facilities &
health services.

To provide effective intervention & prevention, we require adequate tools and
skills for assessment which can be effectively applied by a range of professionals.

There is a serious lack of skilled professionals with adequate knowledge &
expertise in most of the social & non-psychiatric settings.




Circumstances in which a suicide assessment may be
indicated

Emergency department or Crisis
evaluation

Intake evaluation

— inpatient or

— outpatient)
Before a change in observation
status or treatment setting

— ( discontinuation of one-to-one
observation)

Abrupt change in clinical
presentation

— (either precipitous worsening
— or sudden, dramatic improvement)

Anticipation or experience of a
significant interpersonal loss or
psychosocial stressors

— e.g. divorce,
— finance, or
— humiliation
Onset of a physical illness
— particularly life-threatening,
— disfiguring or
— associated with severe pain or loss




Step-by-Step Model for Assessing and Revising Suicide
Policies, Procedures, and Practice

Know the relevant laws and ethics around suicide, confidentiality,
informed consent, involuntary commitment.

Maintain a written policy and procedure statement on risk
management with suicidal patients

Assure clinical competence
Assure adequate documentation of work with suicidal patients
Establish the relevant resources for clinical staff

1)
2)
3)
4)
5)

Clinical consultation

Legal consultation

Malpractice insurance coverage

Develop relevant resource library

Maintain list of outpatient, inpatient and emergency resources

Jobes & Berman.(1993). Prof. Psychol.: Res. Prac., 24, 92-99.




Assessment Suicide

I.Assessment of IL.Psvchiatric I1I.Specific IV.Documentation
patients with TSy Treatment and risk
suicidal behavior

Collection of vital J Establish and A. Somatic
information Maintain a Therapies
( Review & synthesis Therapeutic Alliance
of Available
Evidence)

EITELETETE modalities Management

B At e e B. Psychotherapies

Patient's Safety E. Coordinate Care

and Collaborate
With Other

: Clinicians
C. Determine a

Treatment Setting APA Pra ctice
Adherence tothe Guidelines:
Treatment Plan

D. Develop a Plan of Assessment of patients
Hesmen with suicidal behaviors

H. Reassess Safety
and Suicide Risk

G. Provide
(=== Education to the
Patient and Family

I. Monitor

Psychiatric Status
and Response to
Treatment

J. Obtain
== Consultation, if
Indicated




Il. Assessment of Patients With Suicidal
Behaviors

.. =

= - -




lI- assessment of patients with suicidal behavior

B- conduct a thorough psychiatric evaluation

. Identify
specific
psychiatric
signs and
symptoms

2. Assess past
suicidal
behavior,
including
intent of self-
injurious acts

3. Review past
treatment
history and
treatment
relationships

4. Identify
family history
of suicide,
mental illness,
and
dysfunction

5. Identify
current
psychosocial
situation and
nature of crisis

* 6. Appreciate
psychological
strengths and
vulnerabilities of the
individual patient




Estimation of Suicide Risk

Suicide and suicidal
behaviors cause severe
e personal,

e social, and
® economic conseguences.

most individuals with
suicidal thoughts or
attempts will never die by
suicide.

suicide and suicidal
behaviors are
statistically rare, even
in populations at risk.

This rarity of suicide, even in
groups known to be at higher risk
than the general population,
contributes to the impossibility of
predicting suicide.




Suicide is a Low Base Rate Behavior

rate in % in US general Population

suicide } 0.0107

attempts -0.7
deation [ 56

* |Inthe general U.S. population per year, (2).(3).




Estimation of Suicide Risk
the ‘factors are not the focus of treatment’

Non-
modifiable

(Past history, family
oy, and i Modifiable
demographic
characteristics)
Financial difficulties
or unemployment
can also be difficult
to modify, at least in
the short term. .




Risk factors are ‘additive’ & ‘synergetic’

While risk factors are typically additive

(i.e., the patient's level of risk increases with the number of risk
factors), they may also interact in a synergistic fashion.

e For example, the combined risk associated with comorbid
depression and physical illness may be greater than the sum of
the risk associated with each in isolation.

e At the same time, certain risk factors, such as
e a recent suicide attempt (especially one of high lethality),
e access to a firearm,
e presence of a suicide note,

e should be considered serious in and of themselves, regardless
of whether other risk factors are present.




Weighting of risk factors in suicide prediction
it is impossible to accurately predict suicide.

Statistical models may be valuable in the epidemiological and
research arenas

Suggest clinically important risk factors that,

if identified, are potentially amenable to treatment.

However, given the low base rates of suicide in the population,
accurate prediction of suicide remains impossible,

Consequently, the psychiatric assessment, in combination with
clinical judgment, is still the best tool for assessing suicide risk.




B. Psychiatric Assessment Techniques

Tools Measure various aspects of suicidal thoughts and behaviors as well
as symptoms associated with suicide.

Reliable and have adequate concurrent validity

Usefulness and generalizability in clinical practice are questionable.
— tested in non-representative samples
— have not been adequately tested in subpopulations

— Not many have been tested in prospective studies, [have shown very
low positive predictive validity and high rates of false positive]

Scales are of value in learning to develop a thorough line of
questioning about suicide




Rating scales for risk

The Scale for Suicide General Health
Ideation Questionnaire

The Suicide Behavior Shneidman psychological
Questionnaire (SBQ) pain assessment

The Suicide Intent Scale * Beck Hopelessness Scale
Reasons for Living Inventory* Hamilton Depression Rating
Risk-Rescue Rating, Scale

Suicide Assessment Scale, ° Beck Depression Inventory.

Thematic Apperception Test




Rating scales

Because of their

high rates of false positive and
false negative findings and
their low positive predictive values,

these rating scales cannot be recommended for use in clinical
practice in estimating suicide risk.

A recent evaluation concluded:

“no single instrument was able to accurately predict suicide
risk without a significant amount of error” (Bisconer & Gross,
2007).




Qualities of appropriate and
reasonable assessment tools

An important part is developing assessment

instruments which can successfully differentiate between

individuals at serious risk and those who are not.

High validity culture free Specific, sensitive reliable

Used by all mental health professionals success in predictability

Applicable Across medical setting free from bias:

Conceptually Incorporates available

minimum false negative false positive :
research evidence

guide for treatment and care planning and appropriate clinical decision

Ducher JL, Dalery J.
[Correlations between Beck's suicidal ideation scale, suicidal risk assessment scale RSD and Hamilton's depression rating scale]
Encephale. 2008 Apr;34(2):132




Comprehensive assessment of suicide

Level Ill: Evidence based
clinical decisions

Level I: 1.Clinical data,
2.patients account, Relatives/
informant’s account,
3.Background details,4. MSE,
5. Frequent review.




Comprehensive assessment of suicide

Level I: 1.Clinical data,
2.patients account, Relatives/
informant’s account,
3.Background details,4. MSE, 5.
Frequent review.

Level II: Structured tools for
Risk assessment

Level IlI: Evidence based clinical
decisions

Level IV: Adequate
documentation

Level V: Qualitative
communication




Navianiyeleel\(e14]
&

New Measurement Scale:

SIS-MAP




Construction of new scale

Development of an  We attempted a framework of

; . , concept based upon current
assessment instrument evidence to construct an

contributes to- instrument to assess risk in order

. to address the issue of:
measure the effectiveness

of suicide risk — Ability to predict suicidality
assessment — Guide patients disposition

. . . . seen in crisis
effect of training in skill

— Current risk

. Guide in planning and
buﬂdmg. management of care




Quantifying Risk (cumulative)

Cross-sectional
Longitudinal

Relationship
Crisis
Recent Psychiatric
Loss Attempted lliness Childhood

suicide experience

Age

Cumulative




A conceptual framework for suicide causation

Bolton JM, Belik SL, Enns MW, Cox BJ, Sareen J. Johnson JG, Zhang B, Prigerson HG.

Exploring the Correlates of Suicide Attempts Among Individuals With Major Depressive Investigation of a developmental model of risk for depression and suicidality following
Disorder: Findings From the National Epidemiologic Survey on Alcohol and Related spousal bereavement.

Conditions. J Clin Psychiatry. 2008 May 27:e1-e11 Suicide Life Threat Behav. 2008 Feb;38(1):1-12




Conceptual framework

Concept of risk has been questioned since long

It appears that it is a continuously evolving process.

Suicide is a multidimensional concomitant of psychiatric diagnoses; especially
mood disorders, and is complex in both its causation and in the treatment of those
at risk.

Risk and protective factors tend to be fairly consistent worldwide, with some
cultural variation.

Even with standardized assessment and prediction scales (such as the Hamilton or
Beck depression inventories), suicide prediction results in about 30% false
positives.1?

The present work conceptualizes understanding of risk in a new direction. An
electronic search about risk factor elicited total 76 factors reported which were

from biological, social, psychological, environmental, psychiatric, medical,
cultural, spiritual and familial domains.

12. Maris RW.Suicide. Lancet. 2002 Jul 27;360(9329):319-26.Lancet. 2004 Oct 9-15;364(9442):1313.




Risk is measured in relation to strength

Proposed concept

Vulnerability

3 Protective
Resilience factors




Risk- Vulnerability Spectrum. Its Not a
dichotomy

Extreme

Stress level




Current concept of risk

Risk factors ATCHZEIYE r
factors

e
_-A =3




Components of RISK

Presence of Adverse
mental childhood
illness experiences

Learned
coping
Trait risk: mechanism

Genetics/
familial

determines
life time risk

||
L IR 4

Personal

State risk : be"ef
determines

current or
situational
response




Development of scale

consideration of the
most prominent risk
and resilience factors
identified by 16 experts
in the field

Twenty one commonly
mentioned indicators,

incorporate most of
known risk factor

The SIS-MAP measures
an individual’s current
level of risk in five
different domains:
assessment of
protective factors: self-
esteem , stability of the
home environment.

(Pope & Vasquez, 2007).




Disposition

Clinical disposition

T
utilization. services

Referral to A.C.T or Voluntary

Referral back to fam|ly physician




Contents & measurements of the new scale

Protective

Factors DIatimel 2oy

Psychosocial Biological
Stressors factors

Clinical
ratings,
observations

Primary/
recency
factors
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(R ™ R W YRWE INRY NRY RURY YR ZNRT YRR YN N I L U L I s A Psychological Domain, continued

3 Have you attempted to kill yourself? If no, skip to question P... No [] Yes [
3 Did you want to die*? No [ Yes [
Conchookl Were you certain that you wanted to die? No [] Yes [
= . T Did you want attention from someone? No [ Yes [
3 Scale for Impact of SU}Cldallty - Management, NAME: At the time of your attempt, were you depressed? No [ Yes [
- Assessment and Planning of Care (SIS-MAP) At the time of your attempt, were you angry with yourself? No [ Yes [
3 A. Srivastava, M.D. & C. Nelson, Ph.D. (2008) " DATE: Do you want to attempt again? No [ Yes [
° 1. Demographics Score Was the method damaging to your body? No [] Yes [
- Ageinyears: Score 1 for ages 15-25 or 70+ years > Do you regret it? Yes [] No [
3 (iendc:: ,,,,,,,,, Score 1 for male ;) — Did you speak to someone before making the attempt? No [] Yes [
3 Marital status: Score 1 for recent widow/widower 4w indr vone afterwards? N

? Number of children living with you: Scare I for single parenting > Blg };ou :nto'r‘m anf 02" am.r‘\’ ards] ics 5] .Yo. O
3 Inpatient or outpatient (circle) Scare | for inpatient > 1d you c,a“‘ a suicide notq.l, ~NO Ic’ O
o Subtotal for Demographics section 1: T Are you svull‘strcssc.d about it” No [ Yes [
3 Are you feeling relieved? Yes [] No []
2 2. Psychological Domain Item Scores (right column = 1j Are you feeling safe in the hospital? (if applicable) Yes [] No [
3 Ideation: 0 1 Do you feel safe in your house? Yes [] No [
. I Do you feel that life isn’t worth living? No [ Yes [ Do you feel guilt or shame? No [ Yes [
w 3° you ‘hm.z“’u w;“ﬂ? be bc‘;i,r,‘m dead? f}" % :““ E Was your attempt because of your mental illness? No [ Yes [
= 0 you get ldeas 1o furt yourseltr X e s Is it because of your social or psychological situation? No [ Yes [
- Are you facing any ‘situation’ in which you might hurt yourself? No [ Yes [ . . . ” ) - A " .

o Do you feel you are vulnerable to hurting yourself? No 0O Yes [ Wheo do you hold responsible for the attempt? Score 1 if client mentions family; score | if client

a Have you been thinking of hurting yourself recently? No [ Yes [ @y, self; score 2 if client mentions both >

= Currently, do you think that dying might be a better option? No [ Yes [] Do you still have suicidal ideas? No [ Yes [
o Have you recently attempted to hurt yourself? (i.c. within last 7 days) No [ Yes [ Do you want to seek help? Yes [] No O
3 Do you often hurt yourself by cutting or overdose of pills? No [ Yes [ Do you think you can deal with it yourself? Yes [ Ne [
E Do you get suicidal ideas? ) No [ ) Yes [] Subtotal for section 2A:

L Subtotal for section 21: ) _

B (right column = I) (right column = 1)

a Management of ideation: Planning fl_lr Subseql{enl ﬂm'mpt: ) . ‘ )

3 M. How often do you get these thoughts? Scorel for rarely, 2 for occasionally > P. Do you think you will get suicidal ideas in the future? No [] Yes [
- How intense are these thoughts? Score 1 for low, 2 moderate, 3 high > Will you be able to cope with these thoughts? Yes [] Ne [
3 Can you control these thoughts? e Yes [J No [] Do you think you will attempt suicide in the future? No [ Yes [
c Can you t':ppc with QIstrc‘?SLAg thoughts of suicide? I}\'S O .\;o O Do you think you need treatment and help? Yes [ No O
E Do you wish to be killed? No [] Yes [] Do you think your illness needs treatment? Yes [ Ne [
3 Do you wish to die? No [ Yes [] Subtotal tion 2P

3 Do you fear losing control and attempting suicide? No [ Yes [ ubrora f or seci “‘m_ *

= Are you uncertain about the nature of your suicidal thoughts? No [ Yes [] . . . _ (eight column = 1)

= Do you believe in communicating about your suicidal thoughts Yes [] Ne [ Subtotal of all Psychological Domain sections (21, 2M, 24, 2P):

= to others? Yes ] Ne [ .

- Do you believe in seeking help for suicidal thoughts? Yes [ No [ 3. Comorbidities (check all that apply)

2 Subtotal for section 2M:

o (digh column = 1) Alcohol abuse or dependence ] History of | Current

N P ) , Drug abusc [l History of [l Cu

3 Assessment of current state of suicidality (consider current thought processes and/or recent attempt) Sexual ab O Hi of O Cu

A A. Do you currently feel suicidal? No O Yes [ cxual abuse 1story o o

3 Do you feel hopeless? No I Yes [ Physical abuse » O History of O Cu

& Do you feel helpless? No [ Yes [ Emotional abuse/exploitation O History of O Cu

J Do you feel worthless? No [ Yes [J Subrtotal for Primacy/Recency section (count a

é Do you feel sad or depressed? No [ Yes [

3 Do you feel any guilt? No [ Yes [

‘;, ! Client should be instructed to answer these questions with reference to the most recent atten
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4. Family History (including parents or grandparents)
Suicide attempt (family member) No [ Yes [
Death due to suicide (famuily member) No [ Yes [
Mental illness (family member) No [ Yes [
Addictions or alcoholism  (family member) No [ Yes [
Subtotal for Family History (Score 1 for each Yes in this section):
5. Biological Domain
Do you currently have any psychiatric illness? (speciiy No [] Yes [
Do you have any chronic medical illnesses? (speqsfiy No [ Yes [
Do you suffer from frequent mood swings? No [ Yes [
Do you think you are suffering from an ‘undiagnosed psychological
disorder like anxiety, depression, psychosis, memory loss, lack of drive
or motivation or getting easily stressed? if no, section is finished No [ Yes [
Do you think it is affecting your life in terms of functioning
angd day to day living? No Yes [
Subrotal for this Biological Domain (Score 1 for each Yes in this section):
6. Protective factors for suicide risk
Do you benefit from community or outpatient support/counseling? No [] Yes []
Is you family practically supportive of your problems and your recovery? No [ | Yes [ ]
Does you faith or spirituality help you in dealing with your problems? No [] Yes []
Do you have children that rely on you, and depend on your well-being? No [ ] Yes []
Do you live in impoverished conditions?
(difficulty paying for food and shelter) Yes [] No []]
Do you think you are worthy of living? No [] Yes [
Do you have good self-esteem? (bgligve that you are a worthwhile person) No  [] Yes []
Have you succeeded when faced with similar life challenges? No [] Yes []
Is your home environment safe and stable? No [] Yes []
Do you sayoyr life’s satisfying moments? No [] Yes []
Do you have additional reasons for not committing suicide? (specify:) No [] Yes [
Subrotal for Protective factors:
(right column = 1)
7. Clinical ratings/observations
Does client lack insight? No [ Yes [
Is there evidence of a personality disorder or issues related to personality? No [] Yes [
Is there presence of psychosis? No [ Yes [
Is there evidence of impulsivity? (i.e. behavioral dyscontrol) No [ Yes [
Would you consider client vulnerable due to any of the following?
Personal crisis (1.e. extremely adverse situational event) No [ Yes [
A dysfunctional or chaotic home environment No [ Yes [
Recent childbirth or abortion No [ Yes [
Existential issues (i.c. no meaning in life) No [ Yes [

07//09/08
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For attempters only:
Was the method used capable of causing death? No [ Yes
Was the attempt planned? No [ Yes

oo

Subrtotal for Clinical ratings/observations (Score 1 for each Yes in this section):
8. Psychosocial and Environmental Problems?

Score 1 for every problem named in this section

Check:
__ Problems with pnmary support group (specify):
__ Problems related to the social environment (specifi):
__Educational problems (specifi):
_ Occupational problems (specify).
_Housing problems (specifiy):
__ Economic problems (specifiy:

__ Problems with access to health care services (specify:
__ Problems related to interaction with the legal system/crime (specifi).
_ Qther psychosocial and environmental problems (specifi):

support or person,

interp
d So-called positive stressors, such as job promotior, shou!

ulms have develope

as when a person has difficulty adapting to the new situation. In addition to playing a role mn the initiation or exacert
disorder, psychosocial proble develop as a consequence of a person’ hopathology or may constitute pro '\1;1‘ that should be
considered in the overall management plan.

lu xlr_un‘.xh. \lr‘.s Duun.; For converierce, lh problems are grouped to, xﬂ' 7 in the following categones:
& B 8

* Problems with primary support group ¢ &.. death of a famuly member; health problems in family; disruption. of £
divorce. ent; removal from the kome: remarriage of parent; sexual or physical abuse; parertal overprotection; reg
iradequate d rd with siblings; birth of a sibling;

* Problems related to the social gnyiroament. s g, éeath or loss of friend
acculturation; discrimimation: adjustment to hfe-cycle tras
* Educational problems. s g , tlliteracy: academic problems h teachers or .I.L smates; macequate s .hw] CRVIToRme

* Occupational problems. g g, unemployment: threat of )

Job change; discord with boss or co vmrk‘.

iequate social support; hving alone; difficelty with

t
1ssatisfaction;

* Housing preblems, ¢z, how cord with neighbors or landlord
* Economic preblems, ¢ g.. extreme pov et welfare support

* Problems with access to health care seryices, .8, inad

inadequate health insurance

* Problems related to interaction with the legal system/crime— ¢.g. crims

* Other psychosocial and eavir | problems. ¢ .. exposure o disas
al worker, or physic uravalability of s CIVICE agencs

it categones of psychosocial and environmental prodlems and indicate the specific factors involved.

quate kealth care services; transportation to health care facilities unavailable;

I charges; probatior: or parole.
, war, other kos discord with nanfamyly caregivers




2. Psychological Domain Item Scores (right column = 1)
Ideation:

I. Do you feel that life isn’t worth living? No
Do you think you would be better off dead” No
Do you get ideas to hurt yourself? No
Are you facing any ‘situation’ in which you might hurt yourself? No
Do you feel you are vulnerable to hurting yourself? No
Have you been thinking of hurting yourself recently? No
Currently, do you think that dying might be a better option? No
Have you recently attempted to hurt yourself? (i.c. within last 7 days) No
Do you often hurt yourself by cutting or overdose of pills? No
Do you get suicidal ideas? No

Subrotal for section 21:
(right column = 1)

AR Cvamnn — &7

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

(N
(0| O O

Management of ideation:

M. How often do you get these thoughts? Scorel for rarely, 2 for occasionally 2
How intense are these thoughts? Score ! for low, 2 moderate, 3 high 2
Can you control these thoughts? Yes
Can you cope with distressing thoughts of suicide? Yes
Do you wish to be killed? No
Do you wish to die? No
Do vou fear losing control and attempting suicide? No
Are you uncertain about the nature of your suicidal thoughts? No

Yes
Do vou believe in seeking help for suicidal thoughts? Yes !
Subrotal for section 2M:
(right column = 1)

00 OOooon;




Assessment of current state of suicidality (consider current thought processes and/or recent attempt)

A. Do you currently feel suicidal? No
Do you feel hopeless? No
Do you feel helpless? No
Do you feel worthless? No
Do you feel sad or depressed? No
Do you feel any guilt? No

NN ..

Psychological Domain, contihued

Have you attempted to kill yourself? If no, skip to question P...
Did you want to die"?

Were you certain that you wanted to die?

Did you want attention from someone?

At the time of your attempt, were you depressed”

At the time of your attempt, were you angry with yourself?

Do you want to attempt again?

Do you regret 1t?

Did you speak to someone before making the attempt?

Did you inform anyone afterwards?

Did you leave a suicide note?

Are you still stressed about 1t?

Are you feeling relieved?

Are you feeling safe in the hospital? (if applicable)

Do you feel safe in your house?

Do you feel guilt or shame? No
Was your attempt because of your mental illness? No
Is it because of your social situation or due to psychological distress? No

o
O
O
O
O
[l
O
O
O
O
u
O
O
O
O
0
O
O
O

Yes
Yes
Yes
Yes
Yes
Yes

No
No
No
Yes
Yes
Yes

Who do you hold responsible for the attempt? Score 1 if client mentions family; score | if client

Do you still have suicidal ideas? No []
Do you want to seek help? Yes [
Do you think you can deal with it yourself? Yes [
Subrtotal for section 2A:
(right column = 1)

Yes

No
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Do you still have suicidal ideas? No [] Yes
Do you want to seek help? Yes [}
Do you think you can deal with it yourself? Yes [}
Subrotal for section 2A:
(right column = 1)
Planning for subsequent attempt:
P. Do you think you will get suicidal ideas in the future? No []
Will you be able to cope with these thoughts? Yes [}
Do you think you will attempt suicide in the future? No []
Do you think you need treatment and help? Yes [}
Do you think your illness needs treatment? Yes [
Subroral for section 2P:
(right column = 1)
Subrotal of all Psychological Domain sections (21, 2M, 2A, 2P):

3. Comorbidities (check all that apply)

Alcohol abuse or dependence ] History of Current

Drug abuse ] History of Current

Sexual abuse ] History of Current

Physical abuse ] History of Current

Emotional abuse/exploitation ] History of Current
Subrotal for Comorbidities section (count all check marks):

[l
L]
L]




4. Family History (including siblings, parents, or grandparents)

Suicide attempt (famuly member) No
Death duc to suicide (famuly member) No
Mental 1llness (famuly member) No
Addictions or alcoholism  (family member) No
Subrotal for Family History (Score 1 for each Yes in this section):

5. Biological Domain

Do you currently have any psychiatric illness? (specify)

Do you have any chronic medical illnesses?  (specifi)

Do you suffer from frequent mood swings?

Do you think you are suffering from an ‘undiagnosed psychological

[
No [}

Subrotal for this Biological Domain (Score 1 for each Yes in this section):




6. Protective factors for suicide risk
Do you benefit from community or outpatient support/counseling? No
Is your family practically supportive of your problems and your recovery”? No
Does your faith or spirituality help you in dealing with your problems?  No
Do you have children that rely on you, and depend on your well-being? No
Do you ]ivc in impovcrishcd conditions?
Yes
\’o

Hau you smcccdcd W hcn 1aucd W uh wnﬂar life challenges? .\'o
Is your home environment safe and stable” No

Do you say our ‘lic s satisfying momcms ? No
No

I | |

[]
L]
[]
[]
[]
L]
[]
[]
[]
[]
O

Subtotal for Protective factors:
(right column = 1)




(right column = 1)

7. Clinical ratings/observations
Does client lack insight? No
Is there evidence of a personality disorder or issues related to personality”? No
Is there presence of psychosis? No
Is there evidence of impulsivity? (i.e. behavioral dyscontrol) No
Would you consider client vulnerable due to any of the following?
Personal crisis (1.e. extremely adverse situational event) No
A dysfunctional or chaotic home environment No
Recent childbirth or abortion No
Existential issues (1.e. no meaning in life) No

0 R O | I O
Qoo0o oo

For attempters only:
Was the method used capable of causing death? No
Was the attempt planned? No

Subtotal for Clinical ratings/observations (Score 1 for each Yes in this section):




8. Psychosocial and Environmental Problems?

Score 1 for every problem named in this section
Check:
Problems with pnmary support group (specify).
Problems related to the social environment (specifi).
Educational problems (specifi).
Occupational problems (specify).
Housing problems (specifi).
Economic problems (specify).

Subrotal for Psychosocial/Environmental (count all check marks):




SIS-MAP Clinical Profile:

Demographics:

I-MAP subscales Psychological Domain:

21- Ideation: Comorbidities:

2M- Management Family History:

2A- Assessment Biological Domain:

2P- Planning Clinical ratings/observations :
Psychosocial/Environmental:

Total of all above sections:
Protective Factors: (subtract): -

SIS-MAP Risk Index:
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Psychometric Properties

Inter-rater reliability

The inter-rater reliability of the scale was assessed by videotaping a case
vignette in which a therapist administers the structured interview to a
mock client.

Twenty clinicians were then familiarized with the SIS-MAP and were
asked to score the mock client using this scale according to what they
observed in the videotaped interview.

The twenty clinicians included registered nurses, social workers,
occupational therapists, and psychometrists.

SIS-MAP has shown an inter-rater reliability between 0.71 and 0.81 (x-=.
76) N=20, p<. 001.

In the field trial it has demonstrated a specificity of 78.1%, sensitivity of
66.7% and validity of correctly classifying 74%. On comparison with
other popular scales SIS-MAP comes out as parallel on all parameters.




Comparison of SIS-MAP to other suicide risk
assessment scales

SIS-MAP | SPS SPS-clinical | ASIQ
scales

Specificity |78 1% |65.9% |81.3% |71.4%

Sensitivity 66.7%

Correctly 74.0%
Classified

SPS = Suicide Probability Scale (Cull & McGill, 1988); ASIQ = Adult Suicidal Ideation Questionnaire (Reynolds,
1991); BDI-Il = Beck Depression Inventory Il (Beck, Steer, & Brown, 1996)




Results:

Correlations among Variables
and Admission Status
e Whether individuals were admitted

or not was correlated with various
outcome measures.

Analyses demonstrated that admission
status was correlated with subtotals in
the protective domain (r=-.333, p <.
05), suggesting that individuals with
higher levels of resilience factors were
less likely to be admitted, a key
assumption of the SIS-MAP.

Additionally, the individual items of previous suicide attempts and the
presence of psychosis were correlated with admission status (r = .368
05, and r = .321, p<.05 respectively).




Classifying Individuals Using the SIS-MAP

The specificity of the scale
(correctly identifying
individuals who did not
require admission) was
78.1%

while the sensitivity of the
scale (correctly identifying
individuals who required
admission) was 66.7%.

The false positive rate was 33.3% while 21.9%
of cases resulted in a false negative.




SIS-MAP

Clinical Cut-Offs for Level of Care Needed

Scores 13-23 = outpatient follow- Scores >33 = admit highly
up highly recommended recommended

Scores 23-33 = consider psychosis,
previous suicide attempts, and
protective factors
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Strategies to improve quality of risk assessment: WHO
Recommendations

Requires a public health approach.

The burden of suicide is so large that prevention could be considered the
responsibility of an entire government, under the leadership of the health ministry.
Suicide-prevention programmes are needed and should consider specific
interventions for different groups at risk

Health-care professionals, especially in the emergency services, should be trained
in the effective identification of suicide risk and proactive collaboration with
mental health services.

Both health professionals and the general public should be educated about suicide
as early as possible, with a focus on both risk and protective factors.

Policy-oriented research on and evaluation of suicide prevention programmes is
needed.

The mass media should be involved in suicide prevention via training, and use of
the WHO guidance on media treatment of suicide




Recommendation for clinical governance
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Not one but ALL of these:
Requirements in care

Accessibility |
g
Availability
4

Audit the system
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e |s it adequate?
Management e Is it working? Assessment
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Intervention Compliance
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