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The Four Eôs of Suicide Risk 
Assessment and Management



The Emergence of Core 
Competencies

ÂAttitudes and Approach

ÂUnderstanding Suicide: Conceptual Model

ÂCollecting Accurate Assessment 
Information

ÂFormulation of Risk

ÂTreatment Planning

ÂManagement of Care



Understanding the Challenge of the 

Suicidal Patientééééé.

ÂRobert, a 21 year old African-American 
maleééé..died of a gunshot wound to 
the head.

Â Well, Iôve come down to the fact that the people I care 
about, depend on, and have supported in their time of 
need, donôt give a crap about me.  Thoughts of murder 
and suicide constantly go through my head. What Iôm I to 
do?  I donôt trust anyone. Iôm not going to expose myself 
again to the backstabbing, two-faced reality that is 
friendship. I want to blow my brains out plain and simple. 
Iôm not taking it anymore. 



The Challenge of the Suicidal 

Patienté..

ÂBrad, a 20 year old Caucasian 

maleéédied of a gunshot wound to the 

head.

Â I donôt want to be a burden on my parents anymore. 

My life has always been full of depression. Iôve never 

lived up to my potential. Iôve decided to end all of this 

pain. I am at peace. Goodbye.



The Checklist
Making the Complex Simple

ïEngage

ÁBuild a relationship

ïEvaluate

ÁAssess risk

ïEducate

ÁProvide a foundation for treatment

ïEquip

ÁCrisis management and safety planning



What can we learn from 

clinical trials?



What Do Effective Treatments Have in 

Common? Why do They Work?
Â We need to talk in simple and understandable terms about suicide
ïClearly articulated treatment model and suicidality as targets

ï Patients can understand and invest

ï Better compliance, motivation?

ï Facilitates hope? Sense of control?

Â People that are suicidal have poor skills

ïSkills deficiencies targeted, not just symptoms

Â When People drop out of treatment or are non-compliant, action 
needs to be taken
ï Treatment compliance closely monitored and addressed

ï Motivation, ambivalence, and intent to die



ÂPeople need to take ownership of their treatment
ïAddressed self-reliance, self-awareness, individual 

control

ïCommitment to treatment statement



ÂPeople need to know what to do during a crisis
ïCrisis management/access to emergency services

ïLimited access to method



Engage
Facilitating Hope (and feeling in control ) During the 

First Contact

Â Provide an understandable model

ïExplain why the suicide attempt(s) happened

Â Contextualize/Normalize the problem
ï Sensitized to the sights, sounds, smells of war (problem is that many generalize to day to 

day living, particularly given the urban nature of much of this conflict)

Â Label and reinforce the presence of ambivalence

ïReasons for living, reasons for dying

ïRecognize hope is embedded in ambivalence

Â Identify a common goal (reduces adversarial tension)

ïReduce suffering and emotional pain



What Are Common Emotional Reactions that 
Limit Ability to Engage?

ÂFear/Anxiety Spectrum:

ïRelated to beliefs that

ÁSuicidal behavior will occur

ÁWill be held responsible

ÁDetailed discussion will encourage suicidality

ÂAnger Spectrum:

ïRelated to beliefs that

ÁHelpless, hopeless

ÁMust control


