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

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

Program ObjecVves: 

To review 
significance of  
suicide and risk 
assessments in 
clinical pracVce 

To review 
challenges of 
managing 
suicide 

behavior in 
clinical pracVce   

To understand 
concept of risk  

New risk 
assessment 

scale  



Agenda  
•  IntroducFon  
•  Sharing experiences 
•  IdenFfying gaps in risk assessment 
•  Video based exercise of assessment 
•  Analysis and discussion 
•  PresentaFon 1 for 20 mts 
•  Video based exercise 
•  Hands on experience with new scale 
•  PresentaFon 2 x 20 minuets  
•  Q & A 
•  Volunteer based assessment 
•  ApplicaFon of concept of risk  
•  Discussion & take home message 
•  Feed back/evaluaFon 



SIGNIFICANCE OF  SUICIDE AND RISK 
ASSESSMENTS IN CLINICAL PRACTICE 



Suicide is a global public health problem,  
affecVng more than a million people every year 



Featured In 
News  Apr 20, 2008 - Military Police Records Show Canada's 
Military Suicide Rate Doubled in a Year 

General Rick Hillier Chief of the Canadian National Defence staff. 

 Suicide in Canada 
 High risk groups: Need for new strategies for prevenFon 



Canada’s Silent Tragedy 

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

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



 Suicide in Canada 
 High risk groups: Need for new strategies for prevenVon      

54% between 30 to 50 years; &  25% between 55 to 90 years 

Source: Statistics Canada 



There is evidence of limitaFons 
in assessment of suicide for 
paFents coming to services.  



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

illnesses.  

It is therefore important that paFents who seek services are well 
looked aUer.  



Background 

•  WHO esVmated that 10.4% of the  populaVon seriously 
considers suicide at some point in their life Vme while 
approximately 4.2%  actually aeempt 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 ..reducVon in the  suicide  rate is aeainable 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 vicVms do contact health services some 
weeks, months or even years before their suicide 4   

•  Recogni1on of risk as clinical pathological 
parameter  

•  Majority of malpracVce liVgaVon 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 PrevenFon: Focus on heath care. Journal of AffecFve 
Disorders, 39, 83‐91 



PrevenFon 
needs to target 

1.General 
PopulaFon 

2. Health 
care system 

Suicide 

Outside Health 
System 

Within the Health 
& Social care 

system 



Suicide in Clinical Practice 

 1 in 6 completed suicides are paVents in 
psychotherapy ,  

 50% of completed suicides have had previous 
experience in psychotherapy  

 1 of every 2 psychiatrists will lose a paVent to suicide 
across (mean) 19.3 years pracVce  

 30% psychiatric residents across 4 years’ residency 
  1 of every 4 psychologists will lose a paVent to suicide 

across (mean) 18.5 years pracVce 

  17% of psychology interns across 5.2 by internship 



What is the purpose  
of risk assessment? 

 Establish clinical needs 
 PredicVon of an aeempt 

 Decide level and quality of care 
 Management issues 

 Policy maeers 
 PaVent safety 

 Standard of care 
 Component of suicide prevenVon 



Outcomes in Risk Assessment  
Clinical outcomes in management of suicide behavior depends on: 

1. quality of assessment 
2. quality of intervenFon 

Risk assessment quality 
Possible scenario  

IntervenVon & 
monitoring 

Outcome  

1. High quality risk 
assessment  

High quality 
management and 

monitoring 

SFll client abempts or 
commits  

2. High quality 
assessment 

Resource constrains, 
inadequate 
management 

Incident  

3. Poor risk  
assessment 

IntervenFon and 
monitoring was 
inadequate 

Incident  



High suicide in recently discharged paFents 

2008   The first week and the first day aUer 
discharge were parFcular high‐risk 
periods. 

  Risk factors   :   

  a history of self‐harm,  

  recent last contact with services and 
expressing clinical symptoms at last 
contact with staff. 

   Suicide cases  

  1) were more likely to have iniFated 
their own discharge and  

  2)  to have missed their last 
appointment with services. 

  less likely to die by suicide 

   PaFents who were detained for 
compulsory treatment at last 
admission, or  

  who were subject to enhanced levels 
of aUercare, were 



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

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

4 times     4.6 times 



In‐paFents 

•  13‐year follow up period  

•  The suicide risk of in‐paFents is 
disFnctly higher than in the 
general populaFon.  

•  A beber assessment of suicide 
risk before regular leave periods 
could lead to a decrease of 
suicides in in‐paFent sefngs,  

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



Suicide in First episode 
•  18‐24 years. First Episode Psychosis 

•  Predictors of suicide abempt were:  
–  previous abempt (odds raFo 

(OR)=45.54, 
–   sexual abuse (OR=8.46,  

–  comorbid polysubstance 
(OR=13.63)  

–  greater insight (OR=0.17)  

–  lower baseline Global Assessment 
of FuncFoning (OR=0.96)   

–  lower OccupaFonal and FuncFonal 
Assessment score OR=0.98) 

–   longer Fme in treatment (OR=1.05) 

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 naFonal 
survey of chief residents. 

•  (91%) naFonal 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 abenFon by many residents.  
•  Commonly idenFfied barriers to teaching included the lack of audio or video 

teaching materials and relevant texts. 

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. 

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



Service provisions for prevenFon  are expensive:  
An Arbor study, N=100,000 VA paFents 

High suicide rates: 

aUer psychiatric hospitalizaFon, 

 anFdepressant starts, and dosage changes.  

Study assessed  

 frequency of high‐risk 
periods, 

levels of monitoring 
provided  and  

 esFmated costs of 
providing monitoring ( FDA 

recommendaFon) 

Completed an average of 

 2.4 monitoring visits 
during the 12‐week period 

aUer anFdepressant 

 4.9 visits aUer psychiatric 
hospitalizaFon.  

Providing intensive 
monitoring would cost an 

 ‐ addiFonal $408‐$537 &  

‐ $313‐$341 for each high‐
risk period respecFvely  

‐  During fiscal year 2004 
$183‐$270 million. 

 Valenstein M et al, Service implications of providing intensive monitoring during high-risk periods for suicide among VA patients with depression. 
 Psychiatr Serv. 2009 Apr;60(4):439-44 



Most people use only clinical judgment 

clinical pracFces for beber outcome in 
management of suicide behavior: 

1.IdenFfying gaps 

2.Improving intervenFon 

3.Improving assessment 

4. EducaFon for risk assessment 



IdenFfying the gaps 

Partnerships 
in care 

PaFent: 
compliance, 
availing the 
services 

Family: 
idenFficaFon, 
compliance 

Service 
provider: 

treatment & 
monitoring 

Community 
team : 

conFnuity, 
risk‐

management, 
intervenFon 

Family 
physician: 

assessments  



LimitaVons in Risk Assessment  

•  There are too many factors and too many variaFons on the subject.  

•  Research has highlighted that perhaps a new definiFon of suicide needs to 
be found. 5 

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

•  Several psychological & biological Markers have been proposed.  
•  Neither  are free from false posiFve and false negaFve results  

•  ConvenFonal 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 oUen relies on clinical experience alone. 

•   No single source or authority defines the standard of care in suicide risk 
assessment. 7 

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

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

•  Training effects do modify quality of assessment. however such  abempts have not 
been able to demonstrate   an ideal form of assessment 9,10, 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 



PROBLEMS ARISING FROM 
INADEQUATE RISK ASSESSMENT 

PaFent: incident, 
loss, disability, 
repeat suicide, 

clinical 
consequences 

Physician: clinical 
frustraFon, liFgaFon,  

administraFve problems 

OrganizaFon: loss 
of reputaFon, 
malpracFce 

liFgaFons, lower 
standard of care 

Clinical  Legal  



Coping with challenges of  
legality in suicidology 

•  Courts have tended to review 3 criteria in determining malpracFce 
negligence in cases of suicide: 

–  • failure to determine the imminence of the suicidal behavior  
–  • if high risk suicide factors were idenFfied and appropriate steps 

taken  
–  • thoroughness of the treatment plan and its implementaFon  

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

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



Special populaVons  

•  Suicide is no longer limited to mental health sefngs 

•  Special high‐risk populaFons are clearly becoming newer challenges in the 
task of suicide prevenFon. Some of the high‐risk groups are: teen age, 
post‐partum, old age, substance abuse, chronic medical illness, trauma & 
disaster, emoFonal & sexual abuse, mental disorders. 

Risk assessment across treatment semngs 
•  Rising incidence of suicide abempts have been observed in a wide variety of 

clinical & social sefngs e.g. schools, universiFes, prisons, correcFonal faciliFes & 
health services. 

•  To provide effecFve intervenFon & prevenFon, we require adequate tools and 
skills for assessment which can be effecFvely applied by a range of professionals. 

•  There is a serious lack of skilled professionals with adequate knowledge & 
experFse in most of the social & non‐psychiatric sefngs. 



Circumstances in which a suicide assessment may be 
indicated 

•  Emergency department or Crisis 
evaluaFon 

•  Intake evaluaFon  
–   inpaFent or 
–   outpaFent) 

•  Before a change in observaFon 
status or treatment sefng 
–  ( disconFnuaFon of one‐to‐one 

observaFon) 
•  Abrupt change in clinical 

presentaFon 
–   (either precipitous worsening  
–  or sudden, dramaFc improvement) 

•  AnFcipaFon or experience of a 
significant interpersonal loss or 
psychosocial stressors  
–   e.g. divorce,    
–  finance, or  
–  humiliaFon 

•  Onset of a physical illness   
–  parFcularly life‐threatening,  
–  disfiguring or  
–  associated with severe pain or loss 



Step‐by‐Step Model for Assessing and Revising Suicide 
Policies, Procedures, and PracFce 

1)  Know the relevant laws and ethics around suicide, confidenFality, 
informed consent, involuntary commitment. 

2)  Maintain a wriben policy and procedure statement on risk 
management with suicidal paFents 

3)  Assure clinical competence 
4)  Assure adequate documentaFon of work with suicidal paFents 
5)  Establish the relevant resources for clinical staff 

1)  Clinical consultaFon 
2)  Legal consultaFon 
3)  MalpracFce insurance coverage 
4)  Develop relevant resource library 
5)  Maintain list of outpaFent, inpaFent and emergency resources 

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



Assessment Suicide 

 I.Assessment of 
paFents with 

suicidal behavior 

CollecFon of vital 
informaFon 

Conduct a Thorough 
Psychiatric EvaluaFon 

C. Specifically Inquire 
About Suicidal 

Thoughts, Plans, and 
Behaviors 

D. Establish a 
MulFaxial Diagnosis 

E. EsFmate Suicide 
Risk 

F. AddiFonal 
ConsideraFons When 
EvaluaFng PaFents in 
Specific Treatment 

Sefngs 

( Review & synthesis 
of Available 
Evidence) 

II.Psychiatric 
management 

Establish and 
Maintain a 

TherapeuFc Alliance 

B. Abend to the 
PaFent's Safety 

C. Determine a 
Treatment Sefng 

D. Develop a Plan of 
Treatment 

E. Coordinate Care 
and Collaborate 
With Other 
Clinicians 

F. Promote 
Adherence to the 
Treatment Plan 

G. Provide 
EducaFon to the 
PaFent and Family 

H. Reassess Safety 
and Suicide Risk 

I. Monitor 
Psychiatric Status 
and Response to 

Treatment 
J. Obtain 

ConsultaFon, if 
Indicated 

III.Specific 
Treatment 
modaliFes 

A. SomaFc 
Therapies 

B. Psychotherapies 

IV.DocumentaFon 
and risk 

Management 

APA PracVce 
Guidelines: 

Assessment of paVents 
with suicidal behaviors 



II. Assessment of PaVents With Suicidal 
Behaviors 

A. Overview  B. Conduct a Thorough 
Psychiatric EvaluaFon 

C. Specifically Inquire 
About Suicidal Thoughts, 
Plans, and Behaviors 

D. Establish a MulFaxial 
Diagnosis E. EsFmate Suicide Risk 

F. AddiFonal 
ConsideraFons When 
EvaluaFng PaFents in 
Specific Treatment 

Sefngs 



II‐ assessment of paFents with suicidal behavior 

1. IdenVfy 
specific 
psychiatric 
signs and 
symptoms 

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

3. Review past 
treatment 
history and 
treatment 
relaVonships 

4. IdenVfy 
family history 
of suicide, 
mental illness, 
and 
dysfuncVon 

5. IdenVfy 
current 
psychosocial 
situaVon and 
nature of crisis 
• 6. Appreciate 
psychological 
strengths and 
vulnerabiliVes of the 
individual paVent 

B- conduct a thorough psychiatric evaluation 



EsVmaVon of Suicide Risk 

Suicide and suicidal 
behaviors cause severe  

• personal,  
• social, and  

• economic consequences.  

suicide and suicidal 
behaviors are 

staFsFcally rare, even 
in populaFons at risk. 

most individuals with 
suicidal thoughts or 

abempts will never die by 
suicide. 

This rarity of suicide, even in 
groups known to be at higher risk 
than the general populaFon, 

contributes to the impossibility of 
predicFng suicide. 



Suicide is a Low Base Rate Behavior 

•  In the general U.S. populaFon per year, (2).(3).  



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

Modifiable  

Non‐
modifiable  
(Past history, family 

history, and 
demographic 
characterisFcs)  

Financial difficulFes 
or unemployment 
can also be difficult 
to modify, at least in 
the short term. .  



Risk factors are ‘addiFve’ & ‘synergeFc’ 

While risk factors are typically addiFve 

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

• 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 isolaFon.  
• At the same Fme, certain risk factors, such as 

• a recent suicide abempt (especially one of high lethality), 
•  access to a firearm,  

• presence of a suicide note,  
• should be considered serious in and of themselves, regardless 

of whether other risk factors are present. 



WeighVng of risk factors in suicide predicVon 
it is impossible to accurately predict suicide. 

StaFsFcal models may be valuable in the epidemiological and 
research arenas 

Suggest clinically important risk factors that, 

 if idenFfied, are potenFally amenable to treatment.  

However, given the low base rates of suicide in the populaFon, 
accurate predicFon of suicide remains impossible,  

 Consequently, the psychiatric assessment, in combinaFon with 
clinical judgment, is sFll 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 pracVce are quesVonable.  

–  tested in non‐representaVve samples 

–  have not been adequately tested in subpopulaVons 

–  Not many have been tested in prospecVve studies, [have shown very 
low posiVve predicVve validity and high rates of false posiVve] 

•  Scales are of value in learning to develop a thorough line of 
ques1oning about suicide 



RaVng scales for risk 

•  The Scale for Suicide 
IdeaVon   

•  The Suicide Behavior 
QuesVonnaire (SBQ) 

•  The Suicide Intent Scale  
•  Reasons for Living Inventory 
•  Risk‐Rescue RaVng,  
•  Suicide Assessment Scale,  
•  ThemaVc AppercepVon Test  

•  General Health 
QuesVonnaire 

•  Shneidman psychological 
pain assessment 

•  Beck Hopelessness Scale 
•  Hamilton Depression RaVng 

Scale  
•  Beck Depression Inventory.  



RaVng scales  

•  Because of their  
–  high rates of false posiVve and  
–  false negaVve findings and  
–  their low posiVve predicVve values,  
–  these raVng scales cannot be recommended for use in clinical 

pracVce in esVmaVng suicide risk. 

A recent evaluaVon concluded: 

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

2007). 



QualiFes of appropriate and  
reasonable assessment tools 

High validity    culture free   Specific,   sensiFve  reliable 

Used by all mental health professionals  success in predictability 

Applicable  Across   medical sefng  free from bias:  

minimum false negaFve  false posiFve  Conceptually  Incorporates   available 
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  

An important part is developing assessment  

instruments which can successfully differenFate between 

 individuals at serious risk and those who are not. 



Comprehensive assessment of suicide 

Level I: 1.Clinical data, 
2.paFents account, RelaFves/ 

informant’s account, 
3.Background details,4. MSE, 

5. Frequent review. 

Level II: Structured tools for 
Risk assessment 

Level III: Evidence based 
clinical decisions 

Level V: QualitaFve 
communicaFon 

Level IV: Adequate 
documentaFon 



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

Level II: Structured tools for 
Risk assessment 

Level III: Evidence based clinical 
decisions 

Level IV: Adequate 
documentaFon 

Level V: QualitaFve 
communicaFon 

Comprehensive assessment of suicide 



REVIEW OF CONCEPT 
& 
New Measurement Scale: 
SIS‐MAP  



ConstrucFon of new scale 

•  We abempted a framework of 
concept based upon current 
evidence  to construct an 
instrument to assess risk in order 
to address the issue of: 

–  Current risk 
–  Ability to predict suicidality 
–  Guide paFents disposiFon 

seen in crisis 

–  Guide in planning and 
management of care  

Development of an 
‘assessment instrument’ 

contributes to‐ 

measure the effecFveness 
of suicide risk 
assessment 

effect of training in skill 
building. 



State  

Cumulative  

Age 
30 

Age  
5 years 

Childhood 
experience 

Psychiatric 
Illness Abempted 

suicide 

Recent 
Loss 

RelaFonship 
Crisis 

Family 
History 

Personality factors  

Trait  
Longitudinal  

Cross-sectional 

QuanFfying Risk (cumulaFve) 



Bolton JM, Belik SL, Enns MW, Cox BJ, Sareen J. 
Exploring the Correlates of Suicide Attempts Among Individuals With Major Depressive 
Disorder: Findings From the National Epidemiologic Survey on Alcohol and Related 
Conditions.  J Clin Psychiatry. 2008 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27:e1‐e11 

Johnson JG, Zhang B, Prigerson HG. 
Investigation of a developmental model of risk for depression and suicidality following 
spousal bereavement. 
Suicide Life Threat Behav. 2008 Feb;38(1):1‐12 

A conceptual framework for suicide causaFon 



Conceptual framework 

•  Concept of risk has been quesFoned since long  

•  It appears that it is a conFnuously evolving process.    

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

•  Risk and protecFve factors  tend to be fairly consistent worldwide, with some 
cultural variaFon.  

•  Even with standardized assessment and predicFon scales (such as the Hamilton or 
Beck depression inventories), suicide predicFon results in about 30% false 
posiFves.12 

•  The present work conceptualizes understanding of risk in a new direc1on. 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.  



Proposed concept 

Risk is measured in relaVon to strength 

Vulnerability 

Resilience  

Risk 
factors 

ProtecFve 
factors 



Stress‐diathesis model forms the theoreFcal context of  Risk‐Vulnerability 
hypothesis   

Low 

Stress level 

Extreme  Severe  
disorder 

Mild  
disorder 

Threshold of 
 disorder 

Vulnerable  Resilient 

Vulnerability continuum 

Mild  
disorder 

X1. 

X2 

Risk‐ Vulnerability Spectrum. Its Not a 
dichotomy 



Risk factors  ProtecFve 
factors 

Personality 
development 

Support system 

Spirituality, belief, 
aftude  

Poor coping , 
mental, physical 
illness, SUD 

Current stressors 

Trait 

 risk: fixed  

factors  

         State 

       Risk:  
modulaFng 

 factors  

Current 
absolute risk 

Current concept of risk  



Components of RISK 

Trait risk: 
determines 
life Fme risk   

GeneFcs/
familial 

Presence of 
mental 
illness 

Adverse 
childhood 
experiences 

Learned 
coping 

mechanism 
State risk : 
determines 
current or 
situaFonal 
response 

Recent life 
events, 
loss 

Lack of 
support 
system 

Current 
mental 
state 

Personal 
belief  



Development of scale 

•  consideraFon of the 
most prominent risk 
and resilience factors 
idenFfied by 16 experts 
in the field 

•  Twenty one commonly 
menFoned indicators,  

•  incorporate most of 
known risk factor 

•  The SIS‐MAP measures 
an individual’s current 
level of risk in five 
different domains: 

•  assessment of 
protecFve factors: self‐
esteem , stability of the 
home environment. 

(Pope & Vasquez, 2007).  



DisposiVon  

Clinical disposiVon 
Follow up & 

 specialized resources 

Resource  

uFlizaFon. 

Crisis plan developed 

Client referred to outpaFent services or 

 crisis unit follow up 

Client referred to specialized addicFon 
services 

Client referred to women’s shelter 

Client referred to safe beds 

Hospitalized 

Involuntary. MHA 

Voluntary 

services 

Referral to A.C.T or 

Community agencies CMHA 

Referral back to family physician 



Contents & measurements of the new scale  

Demography  

Biological 
factors 

Clinical 
raFngs, 

observaFons 

Primary/ 
recency 
factors 

Family 
History 

Psychosocial 
Stressors 

ProtecFve 
Factors 

IdeaFon 

Managem
ent 

Planning 

Assessme
nt 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The scale: SIS‐MAP 



SIS‐MAP 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Methods 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 Feasibility study  

EducaVon   Inter‐rater 
reliability.  Training  

Pilot field trial: 
Semng, 

PopulaVon 

Outcome & 
Psychometric 
properVes 

Further trail 
across treatment 

semngs 



Psychometric ProperVes  
•  Inter‐rater reliability 

•  The inter‐rater reliability of the scale was assessed by videotaping a case 
vigneee 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, 
occupaVonal 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%, sensiVvity 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 
scales 

ASIQ  BDI‐II 

Specificity  78.1%  65.9%  81.3%  71.4%  70.3% 

SensiFvity  66.7%  58.3%  63.6%  64.0%  72.0% 

Correctly 
Classified 

74.0%  63.1%  74.1%  71.0%  68.7% 

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



Results: 

Correla1ons among Variables 
and Admission Status 

• Whether individuals were admieed 
or not was correlated with various 

outcome measures.  

Analyses demonstrated that admission 
status was correlated with subtotals in 
the protecVve domain (r = ‐.333, p <.
05), suggesVng that individuals with 
higher levels of resilience factors were 

less likely to be admieed, a key 
assumpVon of the SIS‐MAP. 

AddiVonally, the individual items of previous suicide aeempts and the 
presence of psychosis were correlated with admission status (r = .368,  p<.

05, and r = .321, p<.05 respecVvely). 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Classifying Individuals Using the SIS‐MAP 

The specificity of the scale 
(correctly idenFfying 

individuals who did not 
require admission) was 

78.1%  

while the sensiFvity of the 
scale (correctly idenFfying 
individuals who required 
admission) was 66.7%.  

The false posiFve rate was 33.3% while 21.9% 
of cases resulted in a false negaFve. 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SIS‐MAP 

Clinical Cut‐Offs for Level of Care Needed 

       13                 <23                         >33                      53 

Scores 13‐23 = outpatient follow‐
up highly recommended 

Scores >33 = admit highly 
recommended 

Scores 23‐33 = consider psychosis, 
previous suicide attempts, and 
protective factors 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High risk  

Future direcVons 

We hope to generate a quoFent raFo of 
risk and protecFve factor giving visual 
expression on graphic representaFon of 
absolute risk  for easy applicability. The 
concept and data needs to be validated 

Low risk   Medium risk  



Strategies to improve quality of risk assessment: WHO 
RecommendaVons  

1.  Requires a public health approach.  
2.  The burden of suicide is so large that prevenFon could be considered the 

responsibility of an enFre government, under the leadership of the health ministry. 
3.   Suicide‐prevenFon programmes are needed and should consider specific 

intervenFons for different groups at risk 

4.  Health‐care professionals, especially in the emergency services, should be trained 
in the effecFve idenFficaFon of suicide risk and proacFve collaboraFon with 
mental health services. 

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

6.  Policy‐oriented research on and evaluaFon of suicide prevenFon programmes is 
needed. 

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



Strategies to 
improve risk 
assessment 

Strategies to 
improve 

educaFon , 
Building 

clinical skills 

Strategies to 
review 

efficacy and 
Policy 

RecommendaFon for clinical governance  

ConVnuing medical 
educaVon 

•  Psychiatrists 

•  Mental health 
professionals 

•  Family physicians 
•  Law enforcement 

personnel 

•  CorrecVonal officers 



Not one but ALL of these:  
Requirements in care  

Accessibility 

Availability 

Assessment 

Compliance 

IdenFficaFon 

IntervenFon 

Management 

Monitoring 

Audit the system 
• Is it formabed? 
• Is it adequate? 
• Is it working? 
• Has it been 
reviewed? 



EducaVonal 
tools 

clinical 
excellence 

system 
management 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