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Introduction

The assessment and treatment of suicidal patients can often be a challenging clinical endeavor.  Critically, the life-threatening nature of suicidal states can create a difficult dynamic between patient and clinician.  In many cases, the patient may see suicide as a personal right.  This view conflicts with legal statutes that require clinicians to protect patients from harming themselves or others.  Consequently, power struggles between the suicidal patient and treating clinician may ensue around the perceived need for inpatient hospitalization.  In situations where the danger to self is “clear and imminent” clinicians typically attempt to convince patients, sometimes coercively, to either “commit to their safety” or go to the hospital even against their will.  While meant to preserve life, such adversarial power struggles can nevertheless fundamentally undermine the most essential ingredient for positive therapeutic outcomes--a strong and positive therapeutic alliance (Horvath & Symonds, 1991).  

On an even more fundamental level, many clinicians find it difficult to ask patients about suicide, have difficulty thoroughly discussing the topic of suicide with patients, and may not document suicide-related information in case records (Coombs et al., 1992).  From a malpractice liability standpoint, such practices can leave the clinician vulnerable to a malpractice tort action for “wrongful death” should a patient commit suicide.  Competent, and thereby protective, practice with suicidal patients fundamentally involves a thorough assessment, a treatment plan, and clinical follow-through.  Unfortunately, such practices are not always followed, and as a result, there has been a considerable increase in malpractice litigation in recent years (Jobes & Berman, 1993).

The Collaborative Assessment and Management of Suicidality (CAMS) approach was specifically developed to address the above concerns.  This approach essentially facilitates the building of a strong therapeutic alliance through collaborative clinical work that specifically focuses on the issue of suicide. The approach is designed to develop a working partnership between the patient and the clinician; both parties work together to develop a shared framework of understanding pertaining to the patient’s suicidality.  This clinical partnership is built around an interactive process that identifies and evaluates key constructs that are the underpinnings of the patient’s suicidal state.  These constructs are then used to shape the patient’s treatment.  By targeting and treating key underlying constructs of suicide, the patient’s suicidal risk should therein be reduced in both an efficient and economical manner.

The structure and standardized nature of the CAMS approach makes it easier for clinicians to assess critical information in a direct, matter-of-fact, and non-judgmental manner.  Use of CAMS procedures insures that an appropriate and thorough assessment of suicide risk will be conducted and documented.  A unique aspect of the CAMS is that suicide risk assessment information directly informs and shapes the patient’s treatment plan by identifying key suicide treatment goals.  In this fashion, assessment guides treatment and maximizes clinical follow-through.  The CAMS essentially facilitates good clinical practice which, in turn, decreases potential malpractice liability.  

The CAMS approach is designed to meet and surpass the current standard of care for suicidal patients and help avoid failure scenarios that potentially increase the risk of liability.  Bongar, Maris, Berman, and Litman (1992) summarized a number of failure scenarios including the following:  1) failure to evaluate properly the need for psychopharmacological intervention or unsuitable pharmacotherapy; 2) failure to specify criteria for and to implement hospitalization; 3) failure to evaluate for suicide risk at intake; 4) failure to evaluate suicide risk at management transitions; 5) failure to secure records of prior treatment/inadequate history-taking; 6) failure to conduct a mental status exam; 7) failure to diagnose; 8) failure to establish a formal treatment plan; 9) failure to safeguard the outpatient environment; and 10) failure to document adequately clinical judgment, rationales, and observations.  All of the above failure scenarios can be avoided by using the CAMS approach.

It is important to note that the CAMS approach conceptualizes the treatment of suicidal patients in a fundamentally different way.  Whereas suicidality has been traditionally viewed as a symptom of some other central condition such as depression, the CAMS approach reverses the equation.  In this approach, suicidality is understood as the central condition that has many underlying symptoms (e.g., depression, relationship problems, career issues, etc.) that need to be treated.  In this sense, directly treating the underlying symptoms that create the patient’s suicidality may decrease suicidal risk and may ultimately render suicide obsolete as a means of coping.

As an experimental treatment modality, all suicidal patients who participate in the CAMS approach must read and complete informed consent forms prior to their participation.  Once informed consent is obtained, the clinician must follow the procedures described in this manual.  These procedures are designed to be somewhat flexible and facilitative of therapeutic work.  The goal is not to usurp clinical judgment or autonomy, but rather to provide a helpful structure that will help both the clinician and patient realize positive outcomes specific to suicide risk as well as general issues that may underlie the risk of suicide.

Thus, this training manual and corresponding clinical training will help guide the clinician through each phase of the CAMS procedures--from introducing the approach and obtaining informed consent to clinical resolution of the patient’s suicidality.  

Theoretical Overview

The CAMS approach embraces a range of behavioral, cognitive, psychodynamic, humanistic, existential, and interpersonal approaches to assessing, understanding, managing, and treating suicidality.  Critically, the approach does have an overarching orientation to suicide.  It is essential that the clinician embrace a fundamental understanding that virtually all suicidality seen in patients represents some form of coping or problem-solving, albeit a very dramatic and extreme form of coping/problem-solving.  In this regard, it is crucial for the clinician to approach suicidality in an empathic, matter-of-fact, and non-judgmental fashion.  Somewhat ironically, it is the clinician’s ability to understand the viability and attraction of suicide as a coping option that can provide the essential glue for forming a strong therapeutic alliance.  It is through the vehicle of the alliance that more adaptive methods of coping can be developed. 

The CAMS approach described in this treatment manual has been built along several lines of theorizing in the field of clinical suicidology, namely, theoretical work by Shneidman, Beck, and Baumeister.  From a phenomenological perspective, Shneidman (1993) conceptualizes suicidal behaviors as occurring from a confluence of three forces: unbearable psychological pain (“psychache”), unrelenting psychological pressures (“presses”), and extreme emotional upsetness (“perturbation”).  Shneidman argues that no suicidal person completes the act of suicide without being at maximum levels of pain, press, and perturbation.  These three concepts have been modified and incorporated into the CAMS approach and will be discussed in further detail below. 

From a cognitive perspective, Beck and colleagues (1979) have suggested that suicidal behaviors center on a fundamental sense of hopelessness pertaining to self, others, and the future.  In effect, suicide occurs as a function of futility about one’s ability to set things right or change one’s negative life circumstances.  

Finally, from a self-meaning perspective, Baumeister (1990) has suggested that suicidal behaviors occur as a result of efforts to escape unacceptable perceptions of self.  According to this theory, one’s sense of self is so unbearable (i.e., one’s self-loathing and self-hatred are so extreme) that suicide becomes a compelling means of escaping this self.

Taken together, these three theories form the basis of the Suicide Status Form (SSF), the central organizing assessment focus of CAMS.  The Suicide Status Form is a suicide risk assessment instrument that helps bring structure and focus to the assessment and treatment-planning components of CAMS.  What follows is a detailed discussion of key concepts necessary in understanding how to use the CAMS approach.

Psychological Pain.  Shneidman (1993) has stressed the importance of psychological pain in suicidality.  Psychological pain is often described as an intolerable state of emotional turmoil.  The concept of psychological pain or “psychache” is critical to understanding the suicidal state of mind.   Shneidman (1993) has organized an entire psychological model of suicide around the concept of psychache—an unbearable suffering in the mind that must be idiosyncratically understood for each suicidal person.  According to this model, suicide invariably occurs when a person’s psychological pain threshold is exceeded.  Thus, the risk of suicide can be reduced by either increasing a patient’s capacity to better tolerate psychological pain (thereby increasing his or her pain threshold) or by reducing the patient’s level of psychological pain.  

Shneidman (1993) has also asserted that suicide can be viewed as method of coping with psychological pain, particularly in the absence of having certain psychological needs met (e.g., support and understanding).  Although drastic and final, suicide is a certain way to extinguish unbearable pain that may be intimately connected to not having key psychological needs met.  In this regard, several suicidologists have argued that suicide can be rendered obsolete as a means of coping if competent clinical work increases the patient’s ability to get key needs met while simultaneously improving his or her ability to cope and problem-solve (Chiles & Strosahl, 1995; Ellis & Newman, 1997; Rudd & Joiner, 1998).

Perturbation (“Agitation”).  Shneidman’s (1993) concept of perturbation refers to the state of being emotionally upset, disturbed, and disquieted.  In relation to suicide, perturbation includes cognitive constriction and a penchant for self-harm or ill-advised action.  More specifically, cognitive constriction refers to the reduction of the patient’s perceptual and cognitive range.  A cognitively constricted individual employs dichotomous (black and white) thinking.  At its worst, such constriction reduces an individual’s perceived range of options, sometimes leading to only one possibility--suicide. However, suicidal patients are likely to be unaware of their cognitive constriction; therefore, clinicians must assess this based upon interview data.  The Suicide Status Form (SSF), the main assessment instrument used in CAMS, obtains a self-report measure of the patient’s penchant for self-harm or ill-advised action (i.e., emotional urgency), but does not measure cognitive constriction.  This penchant for action can be described as the patient’s impulsive desire to do something to change or alter his or her current unbearable situation.  It should be noted that the term “Agitation” is used on the SSF in place of Perturbation because it is more understandable to the typical patient.

Press (“Stress”).  Shneidman’s (1993) concept of press refers to those largely external pressures/stressors that impinge on, move, touch, or psychologically affect an individual.  It is the overwhelming feeling associated with internal and external pressure.  It should be noted that the term “Stress” is used on the SSF in place of Press because it is again more understandable to the typical patient.

Hopelessness.  Beck et al.’s (1979) concept of hopelessness refers to one’s expectation that a negative situation will not get better no matter what one does to change that situation.  It is the sense of futility about one’s ability to set things right.  Hopelessness can be about any or all of three areas of a person’s life, themselves, others, or the future.  Sometimes hopelessness can become all-encompassing (i.e., a person feels hopeless about themselves, others, and the future).  

Self-Regard (“Self-Hate”).  Baumeister’s (1990) notions about the self as it pertains to suicidality speaks to a suicidal person’s wish to escape the unacceptable perceptions of him or herself.  According to this theory, one’s negative views of the self are so unbearable (i.e., one’s self-loathing and self-hatred are so extreme) that suicide becomes a compelling means to escape this self.  This sense of self-hatred need not be long-lasting.  It can be a state-like feeling resulting from a person falling short of their personal expectations.  Suicide may arise either because standards are set unrealistically high or because events are unusually bad (or both).  It should be noted that the term “Self-Hate” is used in place of self-regard on the SSF in an effort to gain an understanding of the patient’s general feeling of dislike, lack of self-esteem, and lack of self-respect.

Thus, the CAMS employs a range of theoretical approaches that guide the over-arching approach to clinical work with suicidal patients as well as specific aspects and assessment measures of the SSF.  The next section of this manual will detail the specific procedures that should be used in implementing the CAMS approach in the treatment of suicidal patients.

The CAMS Procedure

Requirements for Entry/Informed Consent

Overview/Rationale:

Given the challenges of clinical work with suicidal patients and the potential for liability, it should be reassuring to have a carefully developed, theoretically constructed, and empirically studied assessment approach to facilitate clinical work with a suicidal patient.  In this regard, it is hoped that the prospect of using the Collaborative Assessment and Management of Suicidality (CAMS) approach would be seen by clinicians as a valuable clinical tool—a set of procedures that provide an effective vehicle for good practice with these sometimes difficult cases.  But since CAMS is part of a research protocol, there are various human subject considerations and required procedures for obtaining informed consent for participation.  In this regard, it is important for the clinician to believe in the inherent worth of the CAMS in order to make its potential worth clear to the patient as well.  

Requirements for entry into the CAMS procedures:


The “entry point” for a new or ongoing patient to be eligible to participate in CAMS occurs when a patient rates the suicide ideation question of the OQ-45.2 (item # 8: “I have thoughts of ending my life”) with a 2 (“sometimes”), 3 (“frequently”), or 4 (“always”).  A patient is operationally considered suicidal if at any point in treatment he or she marks a 2, 3, or 4 on item #8 of the OQ-45.2. IHC OQ-45.2 administration procedures require that all patients complete an OQ-45.2 assessment form prior to each clinical hour.  Support staff and clinicians should routinely review all OQ-45.2 forms with particular reference to item # 8 before each session, so that the clinician can be prepared to offer the CAMS procedure.  

Exceptions:  


There are a number of possible scenarios that will not follow the above entry requirements. For example, there might be patients who do not complete the OQ45.2 before the session or patients who do not report suicidality on the OQ-45.2 but do report it in session.  Alternatively, patients might respond with a “0” (“never”) or “1” (“rarely”) on OQ45.2 question #8, but still speak to the topic of suicide in the course of a clinical interview.  All such patients should be offered the opportunity to participate in CAMS.  In the ideal scenario, the clinician will have the patient complete an OQ-45.2 prior to initiating CAMS.  In situations in which an OQ-45.2 cannot be obtained, clinicians should instruct patients to complete the item “I have thoughts of ending my life” which is found at the top of page 1 of the Suicide Status Form (SSF).  Patients can only be offered to participate in the CAMS approach after completing an “I have thoughts of ending my life” rating of 2 (“sometimes”), 3 (“frequently”), or 4 (“always”) (either on the OQ-45.2 or on the SSF).  

Obtaining Informed Consent:

In order to use the CAMS approach beyond the first session, a signed informed consent form must be obtained from the patient and placed in the CAMS box in the administrative office.  Informed consent can be obtained at any point during the first session in which a patient reports suicidality.  Clinicians should feel free to use their clinical judgment as to when to obtain informed consent from the patient.  For example, if a clinician feels that he or she has not established a solid alliance with a patient in the early stages of a session, that clinician can choose to spend time strengthening the rapport before introducing the CAMS procedure and obtaining informed consent.  However, it is important to note that informed consent must be obtained by the end of the first session in which suicidality was reported in order to continue using CAMS.
When obtaining informed consent from patients, the following points should be addressed:

1. Clinicians should inform all prospective CAMS patients of their right to receive traditional forms of treatment instead of participation in CAMS. 

2. Clinicians should thoroughly describe CAMS to prospective patients before a decision is made regarding its use as the primary mode of treatment.  As part of this description, clinicians can highlight the potential benefits of using CAMS.  

3. Clinicians should allow time for any questions the patient might have regarding CAMS.

4. Clinicians should be sure that all patients involved in CAMS receive a signed copy of their informed consent form. 

There are likely to be some patients who either refuse to provide informed consent, refuse the opportunity to participate in CAMS outright (without considering consenting), or refuse to continue participation in the CAMS approach at some point during the course of their care.  Such patients should not be penalized in any way for their refusal to participate in CAMS, and should be provided treatment for their suicidality that would otherwise occur following standard clinic procedures.

Example introduction of procedure to patient:

“I want you to know that I take your thoughts about suicide very seriously.  In my experience, when people go through very difficult times and feel hopeless, the option of suicide to relieve unbearable pain can become quite compelling.  Yet, since you’re here, I suspect that you’re somewhat ambivalent about doing something so extreme.  As your therapist, my goal is to help you address the things that have made you suicidal so that you can learn to tolerate pain better and cope better with the issues in your life.  To that end, there is a new state-of-the-art clinical procedure that is available for us to use that specifically identifies underlying causes of suicidal thoughts and targets those issues in your treatment plan.  This new approach would allow us to work together to help determine what we can do to make you feel better.  Discussing the topic of suicide is often an overwhelming and difficult thing to do.  One unique aspect of the new approach is that it allows us to add structure and focus in such discussions, ultimately making them more tolerable and helpful.  I’ve been trained in this procedure and am a firm believer in its potential benefits, but in order for us to proceed using this new approach, there is an informed consent form you’ll need to read and sign.  If you don’t wish to use this new approach, we can use other methods of treatment.  I want you to know that you have the right to stop using this approach at any time during your treatment in which case we’ll start using more traditional methods of treatment.  However, I want to strongly encourage you to take advantage of this new approach.  Do you have any questions?  If you’ll read over this informed consent form, I’ll be happy to answer any questions you might have.”

Phase I:  CAMS Risk Assessment Procedure
Overview/Rationale:


Critical to the success of the Collaborative Assessment and Management of Suicidality is the thorough assessment of the patient’s risk of suicide.  In this regard, the key to the CAMS is an interactive assessment process between the patient and clinician that is facilitated by the Suicide Status Form (SSF).  Using the SSF, the patient and clinician work together to identify and evaluate some of the key variables that underlie the patient’s suicidal state.  

The primary goal of the CAMS approach is to work from a shared perspective, which is done as both parties work through various aspects of the Suicide Status Form together.  As each party completes different sections, interactive discussions pertaining to information on the form are encouraged.  The collaborative relationship developed while working together in the course of this process is an essential element of the CAMS.

The CAMS approach provides a marked contrast to traditional approaches where the clinician sits across from the patient and extracts sometimes difficult-to-obtain information relevant to suicide risk.  Gathering information about a patient’s suicidality using traditional approaches often does not facilitate the formation of a therapeutic alliance.  Indeed, the interpersonal dynamic between the clinician and patient can become strained, oppositional, or even combative.  Such “locking of horns” between clinician and patient is both unhelpful and unnecessary.  Use of the CAMS approach allows the clinician to further develop the therapeutic alliance while still obtaining the most essential information about the patient’s suicidal state.  If done correctly, the completion of sections A-D of the SSF should functionally and symbolically set the tone for the next step of the CAMS process--collaborative treatment planning.  In other words, the information gained by completing sections A-D of the SSF will directly shape the patient’s treatment plan, and allow the patient to have an active role in his or her treatment.  

Step-by-Step Instructions:
*** Note:  During Phase I of the CAMS procedures, the patient completes Sections A-C, and the clinician completes Section D.
1. After assessing eligibility for entrance into CAMS, the assessment process begins.  The SSF form is divided into six sections.  The first four sections (Sections A-D) are completed during Phase I.  The clinician should introduce the first four sections to the patient using language similar to the following example introduction:

“The first part of this new procedure involves us completing this form, called the Suicide Status Form.  By completing each part of the form, we’re going to get a better understanding of what is currently making you feel like killing yourself.  While we’re going through each section, feel free to ask me any questions.  I’ll be helping you complete each section and will likely ask a number of questions to help clarify some of your responses.  The point of the first page of the SSF is for you to think about your suicidality in a very focused way.  That way, we can get a clearer sense of how you’re feeling right now.”

2. The assessment begins with Section A.  To foster a shared perspective, clinicians working within CAMS procedures are encouraged to literally get up and take a comfortable position sitting next to the patient, so that both parties may work side-by-side to complete the SSF.  However, it is very important to always ask for the patient’s permission to do so.  In some cases, a patient may not be comfortable sitting next to his or her clinician.  If this happens, the clinician and patient can proceed in the face-to-face seating.  Critically, the side-by-side seating arrangement is preferred in the CAMS approach because it tends to foster the collaborative spirit of the procedure.

3. To begin completing the SSF, the clinician should provide the information on the top of the form including the patient’s name, the clinician’s own name, and date.  

4. Next, the clinician should give the patient the first page of the SSF (Sections A-C), a pen, and something to write on (e.g., a clipboard).

5. Throughout Sections A-C, the clinician should encourage the patient to openly discuss his or her written responses.  Such discussion can create a non-judgmental, accepting attitude between the clinician and patient as both parties endeavor to understand the patient’s own sense of what it means to be suicidal.

Section A:

The clinician should introduce Section A using the example statement found below.  The clinician should instruct the patient to complete the first six Likert rating scales on the form--both the 1-5 rating and the open-ended response for each item. The clinician also encourages the patient to read the definition that follows each of these first six items.  Active discussion of these items should occur so that the clinician is sure that the patient understands the meaning of each item before he or she provides a definitive response.  When these six items are completed, the clinician asks the patient to rank the items from 1 to 5 in order of importance (1=most important, 5=least important).

Example Introduction to Section A.  “Section A is going to allow us to get an understanding of some of the underlying aspects of your suicidality.  You can see that there are six items that you’ll need to rate, to write some information about, and to rank.”
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Section B:


The clinician should introduce Section B to the patient using the example introduction provided below.  The clinician should then direct the patient to rate how much his or her suicidality is related to thoughts and feelings about self vs. others.  The patient should complete both Likert scales.  At this juncture in the assessment, the clinician should discuss different motivations that people may have around suicide.  For example, for some people suicide can be very private and a source of shame, while for others it is something that can be talked about openly with family and friends.  

Example Introduction of Section B.  “Section B is going to allow us to get an understanding of how much your suicidality is related to thoughts and feelings about yourself and others.  Give each question some thought and provide a rating for each that corresponds with how you’re currently feeling.  Some people who are suicidal are very focused on the suffering they feel inside themselves, alternatively, others who are suicidal are very focused on pain connected to their relationships with others.  For yet other people there is a mixture of both.  These ratings will give us a sense of what it’s like for you.” 

Section C:  

The clinician should introduce Section C using the example statement provided below.  The patient first completes the Reasons for Living and Reasons for Dying section of the SSF.  The patient is asked to list his or her reasons for living and dying.  Once the patient has successfully generated both lists, he or she should rank each reason in order of importance.  The patient and clinician should spend some time discussing each reason thoroughly to further foster the collaborative nature of the assessment.  Some patients may have difficulty generating reasons for living, but may have little problem doing the same for listing reasons for dying.  Such patients should be encouraged to be thorough in their search for reasons. 


The next portion of Section C asks patients to rate the extent of their wish to live and their wish to die.  This can be done in silence or can be openly discussed between the dyad, according to the clinician’s judgment.  Finally, the patient completes the last part of section C:  “The one thing that would help me no longer feel suicidal would be...”  Following completion of this section of the form, the clinician should discuss the meaning of what was written by the patient. 

Example Introduction of Section C.  “Section C is going to give us an understanding of your reasons for living and dying.  For many suicidal people there is a struggle between wanting to live and wanting to die.  This section helps us understand what some of those considerations might be for you.  Finally, I’d like for us to consider the one thing that could change that might help you no longer feel suicidal.  This response can be very helpful to us when we plan your treatment.” 


6. Once Sections A-C are completed, the clinician introduces Section D to the patient and proceeds to complete Section D. 

Section D:  

Here the clinician should ask about and note responses to the eight risk assessment variables. These eight variables represent empirically-based risk factors that are closely linked to completed suicide.  This section can be completed using a conversational approach or through direct questions and answers.   
Example Introduction of Section D. “We’re now going to move onto the second page of the form.  I’ll be filling out this part.  I’ll be asking you some specific questions about your current situation as well as your past experiences that might play a role in why you’re currently feeling suicidal.  We’ve already covered some of this information, but I have a few other questions.”


Phase II:  Identifying Target Problems and Collaborative Treatment Planning
Overview/Rationale:

The problem identification and treatment planning process presented in this section essentially walks the clinician and patient through key variables that contribute to the suicidality of the patient.  By identifying, assessing, and treating each variable, the clinician and patient are attacking the fundamental underpinnings of the patient’s suicidality.  In this way, directly treating the underlying symptoms that create the patient’s suicidality should decrease the risk of suicide and ultimately render suicide obsolete as a means of coping.  The utmost should be done to complete this section in a collaborative manner.  Most importantly, through this collaborative endeavor, the clinician and patient become co-authors of the patient’s treatment plan.  All the information that was gathered in Sections A-D during Phase I should be considered and integrated into the formation of patient’s treatment plan.

Negotiation of the patient’s safety is the first necessary step in developing a viable outpatient treatment plan with a suicidal patient.  In order for therapy to occur on an outpatient basis, a therapist must have reason to believe that the patient will be physically safe and relatively stable between each outpatient visit.  The goal here is to not extract a promise of safety from the patient per se, but rather consider the range of options that will make outpatient treatment safe, viable, and appropriate.  This may involve negotiations around emergency access and support, more frequent therapy contacts, or having the patient remove lethal means from his or her home.  The primary goal here is to create stability in the patient’s life while also reducing his or her level of psychological pain in the short term.  

The treatment planning that follows the initial negotiation of safety is very important to the development of the overall treatment of the patient.  Although this planning process might take less time to formulate than the negotiation of safety, the importance of developing subsequent treatment goals should not be minimized by the clinician.  Indeed, facilitating a process of formulating other treatment goals beyond outpatient safety is critical to an overall assessment and treatment planning process that is collaborative in nature and is thereby empowering to the clinician and the patient. 

Step-by-Step Instructions:

1. Upon completion of the assessment section of the SSF, the clinician and patient now shift their attention to using the results of this assessment to identify the problems that need to be specifically targeted in the patient’s treatment plan.  As part of this phase, the clinician and patient complete Section E of the Suicide Status Form (SSF) together.  The clinician should introduce Section E following the example introduction that follows.


Example Introduction of Section E.  “We’ve just completed the first portion of the form that identified and explored different aspects of how you’re feeling, particularly as it relates to your considerations of suicide.  In this next section we’re going to take this information to help us figure out a plan of action for what we can do to help you feel better.”


2. Next the clinician consults with the patient to complete the Suicide Treatment Goals of Section E.  This process should be performed in a collaborative fashion using assessment information obtained from Sections A, B, C, and D.  The clinician and patient should appropriately identify and describe each problem, set goals for attainment, propose interventions to achieve these goals, and estimate the number of sessions that each respective goal will require.  When completing this section, the clinician should keep in mind the patient’s preliminary DSM-IV diagnosis.  This is important because research has shown that several diagnoses have been associated with an increased risk of completed suicide (e.g., unipolar depression, manic depressive illness, psychotic disorders, and various personality disorders). 

Problem #1--Self-Harm Potential and Safety Negotiation:
Because of the life and death nature of suicidality, it is essential to begin treatment planning with the problem of self-harm potential. The goal of establishing outpatient safety is critical to enable the clinician and patient to do outpatient work.  However, these negotiations can be tricky because of issues related to involuntary hospitalization (e.g., a case in which a patient resists the clinician’s recommendation to enter an inpatient setting). 

a. Initiating Safety Negotiations.  To begin negotiating outpatient safety, the clinician acknowledges an obvious bottom-line—that the patient is fully capable of committing suicide at any point in the process whether he or she is in treatment or not.  By matter-of-factly acknowledging the patient’s obvious capacity to take such extreme action, the potential power struggles between clinicians and patients can begin to be averted.  In effect, the clinician forthrightly acknowledges the possibility of suicide as a means of coping/problem-solving, but the clinician quickly follows up this acknowledgement with an important set of questions.  Is suicide the best method for coping?  Does suicide have to happen immediately?  Has the patient thoroughly explored all other possibilities with the help of a trained professional?  Is the patient willing to “back-burner” suicide as a means of coping?  Is the patient willing to learn about substituting other coping mechanisms while concurrently learning to tolerate pain better?  If the patient perceives the clinician as an understanding potential ally and collaborator rather than an enemy or threat to his or her civil liberties, then both parties can work together to substitute other ways of coping through treatment.  Working in this fashion over time, the option of suicide may come to be seen as too radical or simply obsolete.

b.
Emphasizing Mutual Give-and-Take.  It is important for the clinician to emphasize that he or she will be asking certain things of the patient, and that the patient can anticipate certain things in return.  Conversely, it is legitimate for the patient to ask for certain things from the clinician and expect reasonable responses in return.  For example, if the clinician asks the patient to remove a gun from the home, then the clinician will in turn offer availability and support and alternative ways of coping other than suicide.  A patient who requests between-session support should receive information regarding emergency coverage.  Thus, the CAMS approach emphasizes an alliance that is formed as a two-way process.  

c. 
Is Suicide the Best Way to Cope?  The clinician should be sure to acknowledge suicide as one obvious coping option for the patient, but strongly appeal to the patient to consider other more viable coping options before making such a final and irreversible decision.  The clinician might say the following to convey these points: 

Example Introduction.  “It’s plain to me that you are dealing with seemingly unbearable pain.  In such situations, suicide can seem compelling, sometimes even the perfect solution.  Yet you’re here looking for help.  It seems that there’s a part of you that doesn’t want to die.  I can’t help but think that you are seeking an alternative to dealing with your pain, otherwise you wouldn’t be here.  I want to make it clear that my bias is towards suicide prevention, but I acknowledge that you may consider the option of suicide quite appealing.  But, I’m wondering if you’re willing to entertain possible alternatives to suicide.  More specifically, would you be willing to ‘back-burner’ suicide and give treatment with me a chance?  Frankly, in my opinion you have everything to gain and nothing to lose.  I would simply like for you to have a sense that you’ve turned over every rock of possibility.” 

d.
Acknowledging Legal Issue of Clear and Imminent Danger.  Many clinicians are reluctant to disclose to patients the legal aspects of imminent danger and the need for hospitalization.  Within CAMS it is seen as helpful and constructive to forthrightly disclose to the patient legal statutes pertaining to issues of clear and imminent danger to self.  This legal bottom-line can be used as a motivator for both parties to develop an appropriate and safe outpatient care plan, thereby avoiding the need for hospitalization.

Example.  “Another thing I should mention is that legal statutes can potentially create a dilemma for us.  The law says that if you are in imminent danger of harming yourself that you are to be hospitalized, even against your will.  In order for us to work together in this outpatient setting, we must develop a viable outpatient plan of treatment.  To do that, we have to find a way for you to be stable and safe enough to conduct appropriate outpatient care.  So, let’s figure out what we need to do to develop an outpatient plan related to your safety that is satisfactory to both of us.  If we’re able to do this, then hospitalization won’t be necessary.  But, if we can’t come up with a satisfactory plan, then hospitalization might be necessary if you are in imminent danger.”

e. 
Exploring Alternative Coping Options.  Once the patient has even tentatively agreed to explore other means of coping besides suicide, the clinician and patient can then proceed to discuss alternative coping methods and what is needed to insure that patient can be safely treated as an outpatient.  In the course of this discussion, the clinician explicitly offers certain interventions, services, and resources to the patient in response to the patient’s genuine willingness to delay the immediate option of suicide in lieu of treatment.  Examples of possible outpatient interventions are listed at the end of Phase III.  Bottom-line, any successful negotiation of safety must sufficiently address issues/problems identified in Section D of the SSF (the empirically-based risk factors for completed suicide).

f. 
Successful negotiation of outpatient safety should then translate into specific interventions that are recorded on the first line of the Suicide Treatment Goals portion of Section E.  

***Note:  Failure to successfully negotiate outpatient safety would by definition lead to efforts to voluntarily or involuntarily hospitalize the patient to insure his or her safety as per legal statute.

Establishing Treatment Goals #2-4:

After the patient and clinician have negotiated outpatient safety in a satisfactory manner, they are free to move on to additional problems and goals that contribute to the patient’s suicidality.  Again, the clinician and patient refer to sections A-D of the SSF assessment to further inform additional treatment planning beyond considerations of safety.  Clinicians and patients may decide together which assessment data they will use in establishing treatment goals 2-4 (e.g., Likert ratings vs. more open-ended responses of the patient).  Often information from various sections can be used in combination to decide on treatment goals.  Themes will also appear across sections that can be used as a focus for treatment planning. The idea here in this phase of treatment planning is not to be prescriptive about what clinicians should do based on single, patient responses, but to help increase clinician creativity and options through a thorough assessment of the patient’s suicidal functioning.  
Specific problems, goals, interventions, and estimated numbers of sessions should be recorded by the clinician in the appropriate spaces provided in Section E.  The following is intended to better illustrate this process by reconsidering the assessment data obtained in each SSF section. 


Section A.  Using the Likert ratings for each construct, the open-ended responses, and the 1-5 rank ordering, constructs can be identified as specific problems in need of certain treatments.  For example, Section A could indicate that the patient has ranked Agitation as the number 1 issue which manifests itself in worst form at night, while the patient tosses and turns without being able to sleep.  This problem would be described as “agitation related to lack of sleep.”  The goal for attainment would probably be “decrease insomnia.”  Interventions to achieve this goal could include a prescription for a sleep medication, relaxation or induction work, or perhaps a referral for a sleep disorder assessment.  The estimated number of sessions for each intervention would be recorded, accordingly. 


Perhaps the same patient’s number 2 item in Section A is hopelessness about keeping his marriage together.  This problem would be described as “hopelessness about marital distress.”  The goal for attainment could be “improve marital communications.”  Interventions to achieve this goal could potentially include cognitive therapy to address distorted thinking or couples therapy to improve communication within the relationship.  The estimated number of sessions would then be recorded. 


Section B.  Using information obtained from this section, clinicians can broadly orient their thinking about treatment.  Different people have different considerations pertaining to their suicidality.  For example, a patient may want to end his or her life to stop unbearable internal suffering and may have no consideration as to how his or her death might affect others.  Alternatively, another patient may want to attempt suicide to specifically punish a spouse who has had an affair.  Generally speaking, for patients whose suicidality is focused on their internal suffering, treatment goals should focus on developing more pain tolerance and better internal coping skills.  Alternatively, for patients who suicidality is focused on others, treatment goals should focus on interpersonal issues and developing other ways of communicating and improving interpersonal problem-solving.


Section C.  Information in this section can speak to an internal equation in the mind of the suicidal person.  Specifically, what reasons does a patient have for wanting to live vs. competing reasons for wanting to die.  Treatment planning pertaining to these open-ended responses should typically focus on increasing reasons for living while trying to address, remove, and extinguish reasons for dying.  The overarching goal is to tip the balance from death-based reasoning to life-based reasoning.  The Likert ratings of wishes to live vs. die, provide similar yet slightly different data pertaining to the balance between life and death considerations.  The “one thing…” question provides data that reveals potentially realistic, clinically useful information, vs. vague or magical thinking that has marginal interventive value but is nevertheless useful in terms of revealing the patient’s perceptions of suicide.    

Section  D. This section provides key empirically-based risk factors for completed suicides.  The information obtained in this section will necessarily be used to inform outpatient safety treatment planning (i.e., Problem #1), but may also be used in further treatment planning of Problems #2-5.  Section D items typically require specific, targeted, interventions.  For example, interventions for improving control over substance abuse might include 12-step support groups or use of certain medications.  
3. After the treatment planning portion of Section E, there are two questions regarding safety and imminent danger.  For outpatient care to proceed, the clinician will confirm that the patient has agreed to the safety provisions of the outpatient treatment plan and is thus not in imminent danger. The patient then signs the SSF in the spaces provided at the bottom of Section E.  The original form becomes a part of the patient’s medical record and a copy can be given to the patient if the clinician so chooses.  Giving the patient a copy of the SSF can be a powerful between-session reminder to the patient that a co-authored plan has been established and that there is work to be done between sessions. 

4. After the session, the clinician should record the preliminary DSM-IV multiaxial diagnosis of the patient, make appropriate case notes, and sign the form in the shaded portion of Section E.

5. If at this point the patient has consented to using CAMS, the clinician should then place the completed informed consent form in the CAMS box found in the administrative office.  This step is crucial for the proper implementation of CAMS to occur because this will enable the On-site Coordinator to assist in the tracking of suicidal patients.  If informed consent has not been obtained, then CAMS procedures should be terminated and traditional treatment begun.

***Note:  Upon completion of Phases I-II, the patient is operationally placed on “Suicide Status” and will be subsequently tracked until his or her suicidality resolves.  

Outpatient Care Interventions:

What follows are some possible interventions for outpatient safety that clinicians using the CAMS approach can offer to patients to assure appropriate outpatient care:

1)
The implementation of increased between-session contact:  This might involve routine or intermittent phone contacts (e.g., every few days), e-mails, interactive journaling, etc.

2)
Increasing the frequency of face-to-face contact:  This might involve increasing the number of sessions in a week or conducting extended sessions, if necessary.

3)
Reducing the patient’s access to means:  This might involve requesting patients to relinquish bullets to guns, disposing of lethal drugs, etc.

4)
Developing emergency coverage:  This might involve use of emergency beeper coverage, arranging to have a clinical “back-up” when the primary clinician is unavailable, or educating the patient to use other resources (i.e., crisis lines, support groups, and emergency rooms), etc.

5)
Developing crisis contingency plans:  This might involve devising a “Crisis Card” (Chiles & Strosahl, 1995) that lists a sequence of coping methods, social supports, community resources that can be used in crises, etc.  Note:  Sample crisis cards are included in the back of your CAMS manual.

6)
Increasing social supports:  This might involve presenting to patients the option of attending social support groups, fostering open communication with family members/friends regarding the patient’s suicidality, etc.      

7)
Implementing adjunctive treatments:  This might involve presenting the options of medication, family therapy, couples therapy, group therapy, substance abuse groups, etc.

Phase III:  Tracking and Treatment to Suicide “Resolution”

Overview/Rationale:


A central feature of the CAMS approach is administrative “tracking” of suicidal patients.  The importance of following the course of a patient’s suicidality over treatment cannot be understated.  A number of leading suicidologists (Bongar, Maris, Berman, & Litman, 1992; Jobes, 1995; Jobes, Jacoby, Cimbolic, & Hustead, 1997; Rudd & Joiner, 1998) have stressed the importance of routine reassessment of suicide risk and the frequent re-evaluation of treatment planning goals as part of good clinical practice with suicidal patients.  Phase III of CAMS requires clinicians to monitor the specific changes that either elevate or reduce suicide risk.  This information is then used to re-evaluate treatment goals.


As any standard treatment progresses, revision of goals often becomes necessary.  This process is no different when using the CAMS with suicidal patients.  The Suicide Tracking Form is used to record routine treatment plan updates that are completed by the patient and clinician during each session that a patient is on Suicide Status.  General information gathered by the clinician during each session as well as patient ratings in Section A of the Suicide Tracking Form are used to evaluate and revise on-going treatment planning.    


While assessing and revising treatment goals, it is essential that the clinician maintain the collaborative nature of treatment that has already been established in previous sessions.  Generally, a patient should be more motivated to pursue new treatment goals if he or she has played an active role in the original and on-going treatment planning.  In theory, if both parties follow through on plans established together, the inevitable outcome is that the patient’s needs will be addressed through targeted collaborative treatment.  Ideally, the net result of this work is that suicide becomes obsolete as an option for coping.  

Suicide Tracking Forms will be completed by the patient and clinician during each session beyond the initial session.  These tracking forms must be completed as long as the patient remains on “Suicide Status.”  Suicide Status ends when the patient has three consecutive “I have thoughts of ending my life” ratings of  “0” or “1” on the Suicide Tracking Form.  After a third session of no suicidal thoughts, the patient and clinician complete the Suicide Tracking Outcome Form during the same session and the patient is formally removed from “Suicide Status.”  Even though clinicians will have already noted the patient’s most recent OQ-45.2 item #8 rating prior to the session, a patient on Suicide Status will complete item #8 again (“I have thoughts of ending my life”) in the top right corner box of Section A of the Suicide Tracking Form.  Clinicians should note this response because ongoing tracking will be based on ratings of this item as it appears on the Suicide Tracking Form.

Step-by-Step Instructions:

1.   Section A. At the beginning of each session in which the patient is on suicide status, the patient should be asked to complete Section A of the Suicide Tracking Form.  The clinician should pay particular attention to the patient’s response to the first question in Section A (“I have thoughts of ending my life”).
2. Section B.  During each session in which the patient is on Suicide Status, the clinician should ask questions pertaining to the patient’s suicidal thoughts, feelings, and behaviors over the past week as well as currently.  Responses to these questions should be recorded in Section B.  If the patient were hospitalized, no-showed, cancelled, terminated treatment, or did not attend the session for any other reason, this should be recorded in Section B.  

Clinicians should also note the patient’s response to the item “I have thoughts of ending my life.”  If the patient responds with a 0 or 1 to that item, it should be recorded in the gray box at the top of Section B.  Responses of 0 or 1 should be tracked until a patient has 3 consecutive sessions where he or she responded with a 0 or 1, in which case that patient is removed from Suicide Status. In this case, Phase IV should be completed during the same session in which resolution occurs. 

Treatment Plan Update.  This section is used to record any changes to the treatment plan.  Generally, after identification of problems and goals, treatment should address the patient’s identified problems in order of importance.  Interventions may take the form of whatever the clinician would normally do in treatment.  Sometimes, however, each of the five problems as well as others might need to be addressed in a single session.  Flexibility is always important, but the goal of attending to the patient’s needs and returning to these needs is also important for success.  In theory, if both parties stick to the plan that they established together, the inevitable outcome is that the patient’s needs will be attended to and successfully addressed through targeted treatment.


Clinical Case Notes.  Clinicians should record specific information regarding suicide attempts, suicide-related behaviors, and/or suicide completions.  Content of any specific ideation, feelings, or suicidal behaviors should also be recorded.  It is very important for clinicians to document the rationale that they use in their clinical decision-making, especially regarding the decision to hospitalize or to continue outpatient treatment. Any other relevant clinical information can be entered here as well.

**  Note: Suicide Resolution occurs after a patient indicates “I have thoughts of ending my life” ratings of “0” or “1” for three consecutive sessions.   Clinicians should be careful to monitor and record patients’ “I have thoughts…” ratings on every Suicide Tracking Form.  It is important to note that these three sessions with no suicidal thoughts must be consecutive.  A patient may have numerous sessions in which he or she is not suicidal, but could be still considered on “Suicide Status” because these sessions did not occur in succession.  Therefore, it is necessary for the clinician to inspect previous tracking forms to determine how long the patient has reported no suicidal thoughts.  When the patient is considered resolved or has dropped out of the tracking procedure (i.e., the patient no-shows for 3 consecutive sessions or discontinues treatment) for any reason, Phase IV should be completed.

Example:

Referring to the earlier case of the patient having sleep difficulties, the clinician and patient should discuss the success or failure of the interventions that were formulated during Phase II.  In cases in which a patient describes a “failed intervention” (e.g., the deep muscle relaxation has not been effective), the clinician and patient should actively problem solve around other types of interventions that could be attempted in the next week.  In such a case, the clinician might ask the patient what else he or she might be willing to try.  If the patient cannot think of any ideas, the clinician might suggest that the patient try to use a self-hypnotic technique instead.  The clinician and patient always have the flexibility to address other issues, but there should be a conscious effort by both parties to address and re-address the issues that were originally identified in the index session when the patient was place on Suicide Status.  In cases in which the patient describes a “successful intervention,” the clinician and patient might discuss methods that would sustain current clinical gains.

Phase IV:  Suicide Tracking Outcome

Overview/Rationale:
The resolution of suicidality is the foremost goal of the CAMS.  In many cases this goal can be achieved and may mark the end of treatment.  Alternatively, suicide resolution is achieved, but additional care may naturally evolve from the CAMS work to address other clinical issues.  In some cases, patients may not resolve their suicidality and might remain on Suicide Status indefinitely. Still other patients may leave outpatient treatment without having resolved their suicidality (e.g., they may drop out, be hospitalized, or move to another care provider either within or outside of the IHC system). It is very important to keep careful documentation of all patients who are at least initially involved in the CAMS approach regardless of their clinical outcome.  This kind of follow-up and documentation is consistent with competent clinical care and is therefor protective from a malpractice liability perspective.

Step-by-Step Instructions:
For patients who resolve suicidality:  
1. Once suicide resolution is achieved (i.e., three consecutive sessions in which the patient indicates “I have thoughts of ending my life” ratings of “0” or “1”), the clinician and patient terminate the CAMS procedure and develop a new post-suicide treatment plan.  New treatment goals may be formulated and treatment continued, but it is also probable that many of the issues identified during the index CAMS session will continue to be a focus of treatment even after suicidality has disappeared. 

2. At the end of the same session in which suicide resolution is achieved, the patient should complete Section A of the Suicide Tracking Outcome Form. At this point patients should also be given a debriefing form and allowed time to ask any questions they may have about the CAMS protocol they have just completed. 

3. After the session the clinician should complete Section B of the Suicide Tracking Outcome Form. 

*** Note:  For patients who successfully cycle through suicide status to resolution and then have a recurrence in their suicidality, a new CAMS procedure should be initiated and the second occurrence is understood as a new episode of suicidality.  

For patients who do not resolve suicidality before they are referred to other care:

Certain patients will not resolve their suicidality prior to being referred out for other forms of treatment/care.  In such cases, the patient does not complete any further forms, but the clinician must still complete Section B of the Suicide Tracking Outcome Form.  From a liability perspective, documentation of the patient’s disposition at the end of treatment is especially important when a patient remains suicidal after leaving treatment for whatever reason.  For a patient who has been referred to other forms of treatment, the clinician should record specific reasons for the referral and speak to how the issue of suicide will be addressed in the referred treatment.  For example, a clinician may decide that a substance-abusing patient may benefit more from taking part in a residential drug and alcohol program.  The clinician should document the reasons that motivated the change in treatment (e.g., patient was increasing the frequency of binge drinking) and describe how suicide might be addressed in a residential setting. 

No suicide resolution because the patient unilaterally terminated their treatment (i.e., dropped-out”): 

When a patient unilaterally terminates their treatment, he or she is obviously not available to complete any other forms.  In such cases however, the clinician must still complete Section B of the Suicide Tracking Outcome Form.  From a liability perspective, documentation of the patient’s disposition at the end of treatment is especially important when a patient remains suicidal after leaving treatment.  Clinicians should be sure to record the relative on-going risk of the patient and what efforts were made to encourage the patient to remain in treatment.  If available, specific reasons that the patient may have given for dropping out of treatment should be noted.  Generally, any and all efforts should be made to reasonably try to re-engage that patient into clinical care, perhaps with another provider.  

In cases of less than imminent danger, it is the patient’s right to refuse further treatment and the clinician must ultimately respect the wishes of such patients.  However, in cases of clear and imminent danger, any and all means necessary to insure that the patient is safely hospitalized must be pursued by the clinician.  Whatever the case, it is critical to document any relevant details pertaining to the patient’s unilateral termination from care and to note all efforts to re-engage and/or refer the patient to another provider.  It is often useful to send a letter of closure acknowledging the termination of the work and use the opportunity to include other possible referral sources.

No resolution due to the patient being hospitalized for imminent risk:

Obviously, a hospitalized patient is not available to complete their section of the Suicide Tracking Outcome Form.  However, the patient’s clinician must still complete Section B.  From a liability perspective, documentation of specific reasons for patient’s hospitalization must be provided. 
Example:

A depressed and hopeless suicidal patient who has lost his job is helped immensely by the structured problem-solving focus of his outpatient treatment.  Moreover, he has had a positive clinical response anti-depressant medication.  The patient and his clinician have built a strong relationship, worked on his distorted thinking, and helped him establish a better support system.  Vocational work ultimately has led to some promising job possibilities.  The net result is that in a relatively short period, the patient’s reasons for feeling suicidal have been largely addressed in his treatment such that he no longer feels suicidal.  By the third week of feeling much better with no evidence of suicidal thoughts, both the patient and clinician complete the CAMS resolution and outcome forms and the patient is formally removed from Suicide Status.

References:


Baumeister, R.  F.  (1990).  Suicide as escape from self.  Psychological Review, 97, 90-113.


Beck, A. T., Rush, A. J., Shaw, B. F., & Emery, G. (1979). Cognitive therapy of depression. New York: Guilford Press. 


Bongar, B., Maris, R.  W., Berman, A.  L., & Litman, R.  E.  (1992).  Outpatient standards of care and the suicidal patient.  Suicide and Life-Threatening Behavior, 22, 453-478.

Chiles,  J. A., & Strosahl, K. D. (1995). The suicidal patient: Principles of assessment, treatment, and case management.  Washington, DC: American Psychiatric Association.

Coombs, D. W., Miller, H. L., Alarcon, R., Herlihy, C., Lee, J. M., & Morrison, D. P. (1992). Presuicide attempt communications between parasuicides and consulted caregivers. Suicide and Life-Threatening Behavior, 22, 289-302.

Ellis, T. E., & Newman, C. F. (1996). Choosing to live: How to defeat suicide through cognitive therapy. Oakland: New Harbinger Publications.

Horvath, A. O., & Symonds, B. D. (1991). Relationship between working alliance and outcome in psychotherapy: A metaanalyisis. Journal of Counseling Psychology, 38, 139-149.

Jobes, D. A. (1995). The challenge and promise of clinical suicidology. Suicide and Life-Threatening Behavior, 25, 437-449.

Jobes, D. A., & Berman, A. L. (1993).  Suicide and malpractice liability: Assessing and revising policies, procedures, and practice in outpatient settings.  Professional Psychology: Research and Practice, 24, 91-99.

Jobes, D. A., Jacoby, A. M., Cimbolic, P., Hustead, L. A. T. (1997). Assessment and treatment of suicidal clients in a university counseling center. Journal of Counseling Psychology, 44, 368-377.

Rudd, M., & Joiner, T.(1998). Relationships among suicide ideators, attempters, and multiples attempters in a young adult sample. Journal of Abnormal Psychology, 105, 541-550.

Shneidman, E. (1993). Suicide as psychache: A clinical approach to self-destructive behavior. Northvale, NJ: Aronson.

Recommended Readings:

For more on self-hate and the Escape Theory of Suicide:

· Baumeister, R.  F. (1990).  Suicide as escape from self.  Psychological Review, 97, 90-113

For more on pain, press, and perturbation and Shneidman’s theory of suicide:
· Shneidman, E. (1993). Suicide as psychache: A clinical approach to self-destructive behavior. Northvale, NJ: Aronson.

For more on hopelessness and a cognitive theory of suicide:
· Beck, A. T., Rush, A. J., Shaw, B. F., & Emery, G. (1979). Cognitive therapy of depression. New York: Guilford Press. 

For more information on crisis cards:

· Chiles,  J. A., & Strosahl, K. D. (1995). The suicidal patient: Principles of assessment, treatment, and case management.  Washington, DC: American Psychiatric Association.

Appendix A:

CAMS Assessment and Treatment Forms










Appendix B: 

Outline of CAMS Treatment Planning Approach

  Placing a Patient on Suicide Status (Informed Consent to Participate)

1.
Beginning of the session – Check OQ-45.2 item #8 for an affirmative response (2,3, or 4).  If affirmative, address suicidality within the first ten minutes of the meeting. Present the option of using the CAMS as a new state-of-the-art procedure for assessing, tracking, and treating suicidal conditions.  

2.  
At some point during the first session, present the informed consent forms and answer any questions about the procedure.  

3.  
Once consent is obtained, the patient is operationally understood to be on “Suicide Status” and CAMS procedures are initiated.

4.  
For those patients who do not wish to participate in the CAMS approach, provide appropriate alternative treatment.

Phase I:  The CAMS Risk Assessment Procedure

1.  
Take a comfortable position sitting next to the patient in order to work side-by-side to complete the SSF.  

2.  
Complete the information on the top of the form including the patient’s name, the clinician’s own name, and the date. 

3.  
Give the patient the first page of the SSF (Sections A-C) and a pen and ask them to complete the first page.

3. Throughout Sections A-C, encourage the patient to openly discuss his or her written responses.  

5. 
Complete Section D of SSF (page 2). Ask about and note responses to the six risk assessment variables. This can be done either in a narrative form or in a direct question and answer form.  
Phase II:  Identifying Problems and Collaborative Treatment Planning  

1. Consult with the patient to complete the Suicide Treatment Goals of Section E.  In a collaborative manner, appropriately identify and describe each problem, set goals for attainment, propose interventions to achieve these goals, and estimate the number of sessions that each respective goal will require. 

2. Begin Safety Negotiation.  Acknowledge an obvious bottom-line—that the patient is fully capable of committing suicide at any point in the process whether he or she is in treatment or not (reduces potential for power struggles). Follow up this acknowledgement with an important set of questions.  Is suicide the best method for coping?  Does suicide have to happen immediately?  Has the patient thoroughly explored all other possibilities with the help of a trained professional?  Is the patient willing to “back-burner” suicide as a means of coping?  Is the patient willing to learn about substituting other coping mechanisms while concurrently learning to tolerate pain better? 

3. Emphasize Mutual Give-and-Take.  Emphasize that you will be asking certain things of the patient, and that the patient can anticipate certain things in return.  Conversely, it is legitimate for the patient to ask for certain things from the clinician and expect reasonable responses in return. 

4.
Is Suicide the Best Way to Cope?  Acknowledge suicide as one obvious coping option for the patient, but strongly appeal to the patient to consider other more viable coping options before making such a final and irreversible decision. 

5.
Acknowledge Legal Issue of Imminent Danger.  It is helpful to forthrightly disclose to the patient legal statutes pertaining to issues of clear and imminent danger to self so that the team may try to work toward developing a viable outpatient treatment plan.

6.
Explore Alternative Coping Options.  Once the patient has even tentatively agreed to explore other means of coping besides suicide, proceed to discuss alternative coping methods and what is needed to insure that patient can be safely treated as an outpatient.  Offer certain interventions, services, and resources to the patient in response to the patient’s genuine willingness to delay the immediate option of suicide in lieu of treatment.  Bottom-line, any successful negotiation of safety must sufficiently address issues/problems identified in Section D of the SSF (the empirically-based risk factors for completed suicide). Note:  Failure to successfully negotiate outpatient safety would by definition lead to efforts to voluntarily or involuntarily hospitalize the patient to insure his or her safety as per legal statute. 
7.
Establish Treatment Goals #2-4.  Refer to sections A-D of the SSF assessment to further inform additional treatment planning beyond considerations of safety.  Specific problems, goals, interventions, and estimated numbers of sessions should be recorded by the clinician in the appropriate spaces provided in Section E. 

8. Confirm that the patient has agreed to the safety provisions of the outpatient treatment plan and is thus not in imminent danger.  Record this in Section E and have the patient sign the SSF in the spaces provided.  A copy can be given to the patient if the clinician so chooses. 

9. At the end of the session, give a photocopy of the signed informed consent form to the patient for his or her own records.

10.
After the session, record the preliminary DSM-IV multiaxial diagnosis of the patient and write case notes in the shaded portion of Section E.  

11.
Place the patient’s completed informed consent form and Suicide Status Form in the CAMS box found in the administrative office.

Phase III:  Tracking and Treatment to Suicide “Resolution”

1. Section A. At the beginning of each session in which the patient is on suicide status, ask the patient to complete Section A of the Suicide Tracking Form.  

2. Section B.  Ask questions pertaining to the patient’s suicidal thoughts, feelings, and behaviors over the past week as well as currently.  Record responses to these questions in Section B.  If the patient were hospitalized, no-showed, cancelled, terminated treatment, or did not attend the session for any other reason, recorded this in Section B. 

3.
Note the patient’s response to the item “I have thoughts of ending my life.”  If the patient responds with a 0 or 1 to that item, it should be recorded in the gray box at the top of Section B. Responses of 0 or 1 should be tracked until a patient has 3 consecutive sessions where they respond with a 0 or 1, in which case they are removed from Suicide Status.  At this point, Phase IV should be completed in the same session.
4.
Treatment Plan Update.  During the session, record any changes to the treatment plan. 
5.
Clinical case notes.  Be sure to record specific information regarding suicide attempts, suicide-related behaviors, and/or suicide completions.  Record the content of any specific ideation, feelings, or suicidal behaviors.  Document the rationale used in clinical decision-making, especially regarding the decision to hospitalize or to continue outpatient treatment. Other relevant clinical information can also be recorded here.

**  Note: Suicide Resolution occurs after a patient indicates “I have thoughts of ending my life” ratings of “0” or “1” for three consecutive sessions.  When the patient is considered resolved or has dropped out  (i.e., if a patient no-shows for 3 consecutive sessions or discontinues treatment) of the tracking procedure for any reason, Phase IV should be completed.

Phase IV:  Suicide Tracking Outcome

For patients who resolve suicidality:  
1. Once suicide resolution is achieved (i.e., three consecutive sessions in which the patient indicates “I have thoughts of ending my life” ratings of “0” or “1”), terminate CAMS and develop a new post-suicide treatment plan in the same session.

2. At the end of the session in which suicide resolution is achieved, have the patient complete Section A of the Suicide Tracking Outcome Form. 

3. Give the patient a CAMS debriefing form and allow time to ask any questions they may have.

4. After the session, complete Section B of the Suicide Tracking Outcome Form.  

For patients who do not resolve suicidality before they are referred to other care:

1. Complete Section B of the Suicide Tracking Outcome Form. 

2. In case notes, record specific reasons for the referral and speak to how the issue of suicide will be addressed in the referred treatment. 

No suicide resolution because the patient unilaterally terminated their treatment (i.e., dropped-out”): 

1. Complete Section B of the Suicide Tracking Outcome Form. 

2. Record the relative on-going risk of the patient and what efforts were made to encourage the patient to remain in treatment.  If available, record specific reasons that the patient may have given for dropping out of treatment should be noted.  Generally, any and all efforts should be made to reasonably try to re-engage that patient into clinical care, perhaps with another provider.  Note all efforts to re-engage and/or refer the patient to another provider. 

No resolution due to the patient being hospitalized for imminent risk:  

1. Complete Section B of the Suicide Tracking Outcome Form.   

2. In case notes, carefully document the rationale behind decision to hospitalize.

Appendix C:

Case Vignette of a First Session in CAMS

Greg is a 36 year old Caucasian male.  He works as a legal assistant for a mid-sized law firm.  Greg is unmarried and has recently broken off a relationship with a woman that he had been involved with for approximately one year.  He presents in his first session with Major Depression and suicidal ideation.  He fills out the OQ-45.2 and endorses a 3 on item #8 indicating that he has thoughts of ending his life frequently.  He and the clinician meet for the first time.  They spend approximately 10 minutes talking about what issues have brought the patient into treatment.  The patient indicates that he has been feeling depressed much of the time for the past 6 months.  He reports that he feels unbearable pain and that he has frequent suicidal ideation.  He came in for treatment on the recommendation of a co-worker.

Patient: ...I feel so unhappy so much of the time.  I just want to end it all....

Clinician:  [Looking at the patient's records including his OQ-45.2 item #8 rating]  I see from this form that you've been frequently thinking about ending your life.  I want to stress to you that I take your thoughts and feelings about suicide seriously.  In my experience, when people go through difficult times and feel hopeless about the future, the option of suicide to end their pain can be very compelling. My feeling is that of course killing yourself is something you can do to ease your pain.  The question is, is that the best thing for you to do right now?

Patient:  It seems like the only thing to do.

Clinician:  Then what do you think brings you in today? 

Patient:  I don't know what to do.

Clinician:  It seems that there are two important things that you’ve told me about yourself so far.  First, what you’ve been going through seems unbearable and it needs to stop.  In that spirit it’s not lost on me that suicide is one thing that you can do that is immediate that will help you to stop feeling this way.  The other part is that even though it was recommended to you to come here by your friend, I'd like to think that even as one part of you is considering suicide as an option, there is another part of you that would like to see if there is a way for you to get help for the things that are troubling you…

Patient:  Maybe.

Clinician:  I'm wondering if you would be willing to consider a new state-of-the-art approach we have here for working with people who are suicidal?  What it does is it lets us take a close look at your feelings about suicide and see how and why it is that this option has become so compelling.  What I like about this procedure is that it helps to structure and make more manageable what feels like an overwhelming situation.  The best part is that this procedure is designed to enlist you as a part of the solution.  In other words, instead of me making decisions for you from above as the doctor, we would work together to figure out what you need.  This way you have a say in your treatment.  

Patient:  That's interesting.  One of the reasons that it has taken me so long to come for help is that I expected someone to give me advice and tell me what to do.  And that hasn't worked before.

Clinician:  One thing that I can do is to problem-solve with you and help you to explore other options besides suicide.  My goal in working with you is to help you to better cope with those things in your life that create your suicidality so that you can better deal with the pain and learn new ways of coping with the stresses in your life.  However, before we would begin I need to tell you that the new approach is a research protocol.  So that requires you to read an informed consent form.  I’ve been trained in this procedure by a team of experts and I believe it will work for you.  You can opt out of this protocol at any time and instead participate in the traditional therapy that we do here.

Patient:  I can give it a try.

Clinician:  There are forms that need to be filled out. They insure that people's rights are protected.  When IHC tries to develop a new procedure there is an informed consent form that you need to read through so that we can make sure that your rights are attended to.  Go ahead and take a read through these.  Please let me know if you have any questions.

[The patient reads the informed consent forms.]

Clinician:  Any questions?

Patient:  Will focusing on what makes me feel suicidal really help me?  Maybe it will just make me feel worse.

Clinician:  That's a very valid concern.  As I stated earlier, the purpose of this new approach is to help you learn to tolerate pain better and develop skills to better cope with the stressful and painful issues in your life.  Though, as with all types of therapy, there may be sessions where you feel better when you leave here, there may also be days when you feel just as bad if not worse.  I would like to assure you that we will work together throughout your therapy experience to make sure that you learn these new skills and stay safe.  Okay?  Any other questions?  

Patient:  No.  I think I will try this new method.  [He signs the consent form and returns it to the clinician]

Clinician:  Then let's begin. ...

Phase I:

Clinician:  This protocol specifically involves the use of assessment forms that we fill out together.  From that assessment we write the treatment plan together.  We then use that treatment plan to guide what we do throughout our subsequent sessions.  It’s important to stress here that we’ll do this together so that you get a say in what happens to you.  In that spirit of collaboration, I would like to move my chair next to yours so that we can fill out these forms together.  Is that okay?  

Patient:  Sure.

[At this point the clinician, who had been sitting across from the patient, puts a copy of the SSF on a clipboard and moves his chair next to the patient's so that they are sitting side-by-side.] 

Clinician:  This is called the Suicide Status Form and we will go through each section together.  By completing this form, we’re going to get a better understanding of what is currently making you feel like killing yourself.  While we’re going through each section, feel free to ask me any questions.  What I would like you to do is rate these items here in Section A and fill in the blanks as you go.  So here for item 1, "psychological pain," how would you rate this?

Patient:  Probably a 5.  I'm in a lot of pain.

Clinician:  Okay, so now the blank?  "What I find most painful is..."

Patient:  ...the fact that I don’t have a love in my life and I worry that there never will be anyone.

Clinician:  Okay, why don't we write..."no love in my life" for that item.  Now let's do number 2, your stress, how would you rate your stress...?

[They continue along in this fashion until all items and blanks in Section A are completed]

Clinician:  Good, these beginning items help me to understand what's going on for you.  Could you try to rank order these items?  This will help us to understand which things are more and less important for you.  Then maybe we’ll have a better idea of what is more important and what we should address first.  

Patient:  Well...I think that #1, “pain” is what I feel the most intensely.  

Clinician:  Tell me more about how you feel most painful about the absence of a love in your life.

Patient:  Sometimes it feels so unbearable.  I think about my ex-girlfriend and how I've lost her.  I worry that I will never find a good relationship.  I just feel so lonely...I don't know, maybe no one can love me...

Clinician:  Obviously that’s a painful issue for you and it’s something I definitely want to get back to, but for now, let’s get through this form.  OK?  Next, can you rank what’s next most important for you? 

[The Clinician and patient continue in this fashion until all 5 of the items in Section A have been ranked and discussed.]

Clinician:  Alright.  This next section, Section B, helps get at an important assessment question for us.  Different people are suicidal for different reasons.  For some people it’s all about what’s going on inside.  Their experience is just so unbearable that they just need to end it.  For other people their suicidality is about trying to say something to someone else.  For still others their suicidality is some mixture of both.  Think about why you’re suicidal and rate how much your suicidality is related to yourself and then to others.  

[The patient rates these items.]

Clinician:  So what seems to be developing just from this point is that a lot of what you’re feeling and experiencing comes from a deep sense of pain and hopelessness about being alone and a concern that you’ll always be alone.  And that your feelings and thoughts about ending your life are centered around wanting to clearly end these unbearable feelings.

Patient:  I just want to stop feeling this way.  I feel so alone and isolated.  It feels like no one wants to be in my life.

Clinician:  The next section, Section C...I would like you to open your mind as best you can and, though it may be hard, try to think about things or people in your life that make you most NOT want to die.

Patient:  Gee... I don't know right now.  It's so hard to think about things like that.

Clinician:  Well...try to think about things or people in your life that are important to you that make you most not want to kill yourself.  

Patient:  Well...it might be silly, but I have a dog.  If I died, I don't know who would take care of him.

Clinician:  Well, that is a reason for living...why don't we list that.  What else keeps you from wanting to die?

Patient:  Um...well I think about my parents and how they would feel bad if I died.  I guess I’ll put that down...

[Patient continues to fill out the Reasons for Living part of Section C.]

Clinician:  Now how about when you go over here to Reasons for Dying?  Again, think about the things or people in your life that make you think you would like to die.

Patient:  Like I said I don't have anyone in my life to love or who loves me...I'm broke, I need money...I hate my job and want to quit, but I can't afford to...

[Patient continues to fill out the Reasons for Dying part of Section C.]

Clinician:  I'm struck at the difference in the process for you when thinking about reasons for living and for dying.  It was much easier for you to fill out the Reasons for Dying list than the Reasons for Living.  One goal for us is to make that process just the opposite.  We want you to have a much easier time thinking about reasons to live versus reasons to die.  Like you did above, I would now like you to rank these reasons for both living and dying from most to least important.

[Patient ranks each response in Section C.]

Clinician:  These next items "I wish to live" and "I wish to die to the following extent."  These ratings just give us one other way to get at understanding what makes up this situation for you.  Why don't you go ahead and rate these for me.

[Patient completes these ratings in Section C.]

Clinician:  Good.  Now, if you could change one thing in your life that would make you feel less suicidal, what might that be?

Patient:  I feel so lonely and want a girlfriend.  I guess that being in a stable romantic relationship would help a lot.

Clinician:  It seems clear to me after completing this form with you that one of the main concerns and issues for you that underlies you suicidality is your feelings about your romantic relationships.  This will be important for us to remember and focus on as we continue with therapy.  I would next like to spend some time with you getting a better sense of your thoughts and plans as they pertain to your suicidality.  

[Clinician hands this first page to patient so that they can both refer back to it during treatment planning.]

Clinician:  This next section, Section D, I will fill out.  Basically, these items are asking some typical "doctor-like" assessment questions.  Let's talk about these things briefly and then we’ll come back to this first page that you’re holding...These items will help us to understand where you are in terms of your thoughts about suicide and how seriously you have been considering it.  So, for instance, do you have a plan?

Patient:  Yes, I thought I would use a gun.  I want it to be quick and I think that's probably the most effective way.

Clinician:  How specific is that plan?  Do you have the gun?

Patient:  No, but I think I know where to get one.

Clinician:  Have you thought about when or where you would use the gun?

Patient:  I don't know when, but I would probably do it in my apartment.  I live alone so there wouldn't be a problem of someone stopping me or getting hurt.

Clinician:  Have you ever thought about killing yourself at any time in the past? 

Patient:  I didn't until about 6 months ago when I broke up with my girlfriend.  Since then, I have thought about it a lot.  I've never actually tried to kill myself though. 

Clinician:  Sometimes when people are as upset as you are they use alcohol or drugs to help with the pain.  Have you been using alcohol or drugs at all?

Patient:  I've been drinking a lot more than usual, about four to five drinks a night.  I don't really use drugs all that much.

Clinician:  You've mentioned that you broke up with your girlfriend about 6 months ago.  Clearly, this was a serious loss for you.  Are there any other losses that you’ve experienced?

Patient:  Not that I can think of.

Clinician:  I have the understanding that this break-up has left you feeling very lonely.  Would you say that you feel isolated?

Patient:  Oh yes.

Clinician:  What about your family?  Are they close...are they in your life?

Patient:  I talk to them often but I don't really tell them anything.  They know that my girlfriend and I broke up, but they don't know what it’s been like for me.  I don't really talk to them.

Clinician:  Friends?

Patient:  I don't have friends that I want to talk to about this.  They won't care or understand.

Clinician: Any health problems?

Patient: Nothing serious...No.

Phase II:

Clinician:  What's most important to me is now to look back at this assessment and see what it tells us in terms of how to plan your treatment and where to start.  Having done this, does anything strike you about the way in which you completed the items?

Patient:  Well it certainly seems that I feel alone, though I already knew that.

Clinician:  I understand that to be the case as well.  But I also hear that not only do you feel alone but that you have a very strong desire to share your life with other people.  However, you’re not sure that this is a possibility.  My sense is that we can work on this issue together.  We can also work to make some decisions and changes that will help you move your life in the direction that you want.  However, if you kill yourself first we can’t work on any of these things.  Obviously, killing yourself is something you can do, regardless of whether you are in treatment or not.  But what I would ask is… Is suicide the best method for coping with what you’re going through?  It’s a very permanent and final solution to what might only be a temporary problem.  I wonder if you’ve tried all the other options, especially with the help of a trained professional, such as me?  Is the option of suicide something you can put off while we try other things for a while?  

Patient:  I’m not sure.  

Clinician:  I want you to know that you aren’t alone in this process.  I will be asking for certain things from you, but in return I will also give you things.  Another thing I should mention is that legal statutes can potentially create a problem for us.  Legal statutes say that if you are in imminent danger of harming yourself, then you have to be hospitalized, even against your will.  So, in order for you to work with me as an outpatient, we need to develop a plan that will enable you to be stable and safe enough to conduct appropriate outpatient care.  So, why don’t we figure out what we need to do to create a plan related to your safety that is satisfactory to both of us.  If we can do this, then hospitalization won’t be necessary.

Patient: Yeah, I really don’t want to go to the hospital.  

Clinician:  Well, to begin with, it seems apparent to me that you’re feeling very isolated and that you feel like you have no one in your life that you can count on.  How would it be for you to count on me? You can use me as a resource and a support.  Instead of looking to that gun shop as a way to cope, you will give this a chance...?

Patient:  I think that I can do that.  But I think it’ll be hard to stop thinking about it.

Clinician:  Well I'm not saying that you must not think about it, but I would like for you to agree with me for us both to take time to give our work together a chance.

Patient:  I can do that.

Clinician:  Well, what I can bring to this agreement of staying safe is access to me and my services and support.  I can do this by making myself available to you.  I would like to create what is called a crisis card that will provide ways for you to access me and others that can help when you need support the most.  Part of the plan is to come up with different ways of coping.  Suicide is one way of coping, but my sense is that there are other ways to cope.  Part of my job in this process is to make sure that we become aware of and explore each of those options.  In looking back at the form that we completed earlier, we decided that what seems most pressing for you is feeling isolated and alone.  It would seem then that our first goal is to help you to have other people in your life that you can feel connected with. How might we go about doing this?

Patient:  I have no idea.

Clinician:  Perhaps then our first task would be to identify different ways for you to meet people.

Patient:  Okay.

Clinician:  We can do this through problem-solving.  What else can we identify as a problem or goal?  

Patient:  I hate my job.  I wish I could find something else to do with my life.

Clinician:  This is an issue that we can address.  I wonder if in finding something more meaningful for you to do with you life that this might make you feel that you had more purpose and reasons to live...We can work on this by exploring and identifying what it is that you would rather be doing and examining the potential of pursuing that new direction....One other area that I think bears addressing is the drinking.  You are drinking more frequently and in greater amounts than before.  Alcohol as you may or may not know is a depressant and I am concerned that the drinking may be making things harder, rather than easier for you.  What I would like to do is set aside some time for us to assess your drinking behavior and try to lessen the alcohol use.  Is this something that you think you can try to do on your own between now and when we meet next?

Patient: I’ll try.

Clinician:  We have identified several things that we can work on and begin to try to make some change to try to make things better for you.  Is all of this clear and do you agree to this plan and remaining safe so that we can continue to work on an outpatient basis?

Patient:  Yes, I want to give it a try.

[The clinician and patient each sign the second page of the SSF.  They set up a time for their next meeting. Before leaving, the clinician makes a copy of the form for the patient.  The clinician gives the patient a crisis card and reviews how to use it.  

Appendix D:

Flowchart

  Section A (Patient):�
�
I have thoughts of ending my life:     0     1     2     3     4 �
�
�
�
(0=Never; 1=Rarely; 2=Sometimes; 3=Frequently; 4=Always)�
�
Rate and fill out each item according to how you feel right now.


   Rank     Then, rank in order of importance (1-5, 1=most important, 5=least important).


   �
�PRIVATE ��1) RATE PSYCHOLOGICAL PAIN (hurt, anguish, or misery in your mind, not stress, not physical pain):�
�
�
�
                     Low pain:     1    2    3    4    5      :High pain�
�
_____�
What I find most painful is: ________________________________________________________________________�
�
�
2) RATE STRESS (your general feeling of being pressured or overwhelmed):�
�
�
�
                Low stress:  	1    2    3    4    5      :High stress�
�
_____�
What I find most stressful is: _______________________________________________________________________�
�
�
3) RATE AGITATION (emotional urgency; feeling that you need to take action; not irritation; not annoyance):�
�
�
�
          Low agitation:  	1    2    3    4    5      :High agitation�
�
_____�
I most need to take action when: ____________________________________________________________________�
�
�
4) RATE HOPELESSNESS (your expectation that things will not get better no matter what you do):�
�
�
�
    Low hopelessness:  	1    2    3    4    5      :High hopelessness�
�
_____�
I am most hopeless about: _________________________________________________________________________�
�
�
5) RATE SELF-HATE (your general feeling of disliking yourself; having no self-esteem; having no self-respect):�
�
�
�
         Low self-hate:  	1    2    3    4    5      :High self-hate�
�
_____�
What I hate most about myself is: ___________________________________________________________________ �
�
N/A�
6) RATE OVERALL RISK OF 


     SUICIDE:�
Extremely low risk:  	1    2    3    4    5      :Extremely high risk


  (will not kill self)                                               (will kill self)�
�






Section B (Patient):�
�
1) How much is being suicidal related to thoughts and feelings about yourself?  	Not at all:     1     2     3     4     5     :completely


2) How much is being suicidal related to thoughts and feelings about others? 	Not at all:     1     2     3     4     5     :completely








Section C (Patient):�
�
  Please list your reasons for wanting to live and your reasons for wanting to die.   Then rank in order of importance.


Rank�
�PRIVATE ��REASONS FOR LIVING�
Rank�
REASONS FOR DYING�
�
�



�
�
�
�
�



�
�
�
�
�



�
�
�
�
�



�
�
�
�
�



�
�
�
�
 I wish to live to the following extent:     	Not at all:      1      2      3      4      5      :Very much


 I wish to die to the following extent:      	Not at all:      1      2      3      4      5      :Very much


 The one thing that would help me no longer feel suicidal would be:  _________________________________________________





Section D (Clinician):�
�
    �
�
Y   N   Suicide plan/preparation	Describe: 									


Y   N   Access to means 	Describe: 									


Y   N   History of suicidality 	Describe: 									


Y   N   Substance abuse	Describe: 									


Y   N   Significant loss 	Describe: 									


Y   N   Interpersonal isolation	Describe: 									


Y   N   Relationship problems	Describe: 									


Y   N   Health problems	Describe: 									











Section E (Clinician):�
�
              OUTPATIENT TREATMENT PLAN�
�
SUICIDE TREATMENT GOALS (refer to sections A, B, C, & D)


Problem #


�
Problem Description


�
Goals and Objective Evidence for Attainment


�
Interventions


(Type and Frequency)


�
Estimated 


# Sessions


�
�



1�



Self-Harm Potential�



Outpatient Safety�



�



�
�



2�



�



�



�



�
�



3�



�



�



�



�
�



4�



�



�



�



�
�
YES 	  NO 	  Patient agrees to maintain safety between outpatient sessions as per safety negotiation?


YES 	  NO 	  �PRIVATE ��Clear and imminent danger of suicide?


�seq Text_Box  \* Arabic�1�


Patient signature:    									Date: 	    /	/	





PRELIMINARY DSM-IV MULTI-AXIAL DIAGNOSES:				Complete Post-Session


Axis I 	______________________________________   Axis III	 _______________________________________


	______________________________________	Axis IV _______________________________________


Axis II  ______________________________________	Axis  V _______________________________________


CASE NOTES:  ______________________________________________________________________________


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Clinician signature: 									Date: 	     /          /	














 


1) How much is being suicidal related to thoughts and feelings about yourself?  	Not at all:     1     2     3     4     5     :completely


2) How much is being suicidal related to thoughts and feelings about others? 	Not at all:     1     2     3     4     5     :completely














  Please list your reasons for wanting to live and your reasons for wanting to die.  Then, rank in order of importance.


Rank�
�PRIVATE ��REASONS FOR LIVING�
Rank�
REASONS FOR DYING�
�
�



�
�
�
�
�



�
�
�
�
�



�
�
�
�
�



�
�
�
�
�



�
�
�
�
 I wish to live to the following extent:     	Not at all:      1      2      3      4      5      :Very much


 I wish to die to the following extent:      	Not at all:      1      2      3      4      5      :Very much


 The one thing that would help me no longer feel suicidal would be:  _________________________________________________





 � 


                  


                  Rate and fill out each item according to how you feel right now.


   Rank      Then, rank in order of importance (1-5, 1=most important, 5=least important).


�
�PRIVATE ��1) RATE PSYCHOLOGICAL PAIN (hurt, anguish, or misery in your mind, not stress, not physical pain):�
�
�
�
                Low pain:  	1    2    3    4    5      :High pain�
�
_____�
What I find most painful is: ________________________________________________________________________�
�
�
2) RATE STRESS (your general feeling of being pressured or overwhelmed):�
�
�
�
              Low stress:  	1    2    3    4    5      :High stress�
�
_____�
What I find most stressful is: _______________________________________________________________________�
�
�
3) RATE AGITATION (emotional urgency; feeling that you need to take action; not irritation; not annoyance):�
�
�
�
         Low agitation:  	1    2    3    4    5      :High agitation�
�
_____�
I most need to take action when: ____________________________________________________________________�
�
�
4) RATE HOPELESSNESS (your expectation that things will not get better no matter what you do):�
�
�
�
  Low hopelessness:  	1    2    3    4    5      :High hopelessness�
�
_____�
I am most hopeless about: _________________________________________________________________________�
�
�
5) RATE SELF-HATE (your general feeling of disliking yourself; having no self-esteem; having no self-respect):�
�
�
�
         Low self-hate:  	1    2    3    4    5      :High self-hate�
�
_____�
What I hate most about myself is: ___________________________________________________________________ �
�
N/A�
6) RATE OVERALL RISK OF 


     SUICIDE:�
Extremely low risk:  	1    2    3    4    5      :Extremely high risk


  (will not kill self)                                               (will kill self)�
�






Patient:  ____________________________________   Clinician:  ____________________________________   Date:  																			 			/													    	/	  																





Suicide Status Form (Initial Session)








Section B (Patient):





Section C (Patient):








I have thoughts of ending my life:     0     1     2     3     4 


(0=Never; 1=Rarely; 2=Sometimes; 3=Frequently; 4=Always)





PRELIMINARY DSM-IV MULTI-AXIAL DIAGNOSES:				Complete Post-Session


Axis I 	______________________________________   Axis III	 _______________________________________


	______________________________________	Axis IV _______________________________________


Axis II  ______________________________________	Axis  V _______________________________________


CASE NOTES:  ______________________________________________________________________________


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Clinician signature: 									Date: 	     /          /	








Patient Status:


( Discontinued treatment ( No show	  ( Referral to: _______________


( Hospitalization	    ( Cancelled	  ( Other: ___________________








"I have thoughts . . . "  # of sessions at “0” or “1”   ( 1st sess   ( 2nd sess   ( 3rd sess


**Complete Suicide Tracking Outcome Form after 3rd consecutive session at "0" or "1"








Section B (Clinician):








Y __  N __  SuicidalThoughts?


Y __  N __  Suicidal Feelings?


Y __  N __  Suicidal Behaviors?





I have thoughts of ending my life:     0     1     2     3     4 


(0=Never; 1=Rarely; 2=Sometimes; 3=Frequently; 4=Always)





Section A (Patient):




















TREATMENT PLAN UPDATE


Problem #�
Problem Description�
Goals and Objective Evidence for Attainment�
Interventions


(Type and Frequency)�
Estimated 


# Sessions�
�



1�



Self-Harm Potential�



Outpatient Safety�



�



�
�



__�



�



�



�



�
�



__�



�



�



�



�
�



__�



�



�



�



�
�















Rate each item according to how you feel right now. 


�PRIVATE ��1) RATE PSYCHOLOGICAL PAIN (hurt, anguish, or misery in your mind, not stress, not physical pain):�
�
�
                Low pain:  	1    2    3    4    5      :High pain�
�
2) RATE STRESS (your general feeling of being pressured or overwhelmed):�
�
�
             Low stress:  	1    2    3    4    5      :High stress�
�
3) RATE AGITATION (emotional urgency; feeling that you need to take action; not irritation; not annoyance):�
�
�
        Low agitation:  	1    2    3    4    5      :High agitation�
�
4) RATE HOPELESSNESS (your expectation that things will not get better no matter what you do):�
�
�
  Low hopelessness:  	1    2    3    4    5      :High hopelessness�
�
5) RATE SELF-HATE (your general feeling of disliking yourself; having no self-esteem; having no self-respect):�
�
�
         Low self-hate:  	1    2    3    4    5      :High self-hate�
�
6) RATE OVERALL RISK OF 


     SUICIDE:�
Extremely low risk:  	1    2    3    4    5      :Extremely high risk


  (will not kill self)                                              (will kill self)�
�






Suicide Tracking Form


Patient:  ___________________________________________	       Clinician:  ___________________________________________  





Section A (Patient):�
�
Mark each statement according to how strongly you feel it is true, or not true, in the relationship with your therapist.  Please mark every one.  Write in +3, +2, +1 or –1, -2, -3 to stand for the following answers:


+3:  Yes, I strongly feel that it is true.			-1:  No, I feel that it is probably untrue, or more untrue than true.


+2:  Yes, I feel it is true.					-2:  No, I feel it is not true.


+1:  Yes, I feel that it is probably true, or more than untrue. 	-3:  No, I strongly feel it is not true.


______  1.  Psychotherapy helped me to no longer feel suicidal.�
�
______  2.  Something completely unrelated to my counseling/psychotherapy helped me to no longer feel suicidal.�
�
______  3.  In the course of my counseling, changing the way that I think helped me to no longer feel suicidal.�
�
______  4.  In the course of my counseling, changing the way that I behave helped me to no longer feel suicidal.�
�
______  5.  In the course of my counseling, changing the way that I feel helped me to no longer feel suicidal.�
�
______  6.  In the course of my counseling, medication helped me to no longer feel suicidal (if applicable).�
�
______  7.  I feel the therapist wants me to achieve my goals.�
�
______  8.  I feel I am working together with the therapist in a joint effort.�
�
______  9.  I believe we have similar ideas about the nature of my problems.�
�






Section B (Clinician):�
�
		OUTCOMES FOR ALL PATIENTS	           Complete Post-Session�
�
DSM-IV MULTI-AXIAL DIAGNOSES:


Axis I 	______________________________________  Axis III	__________________________________________


	______________________________________  Axis IV	__________________________________________


Axis II  ______________________________________  Axis V	__________________________________________


DISPOSITION (Check all that apply):		


___ Continuing outpatient counseling 	___ Mutual termination		___ Patient discontinued treatment


___ Inpatient hospitalization 		___ Referral to: ______________________________________________________


___ Other. Describe: ______________________________________________________________________________________


CASE NOTES: _________________________________________________________________________________


______________________________________________________________________________________________


______________________________________________________________________________________________


______________________________________________________________________________________________


______________________________________________________________________________________________


Clinician signature: 									Date: 	     /            /	__











**  Your overall satisfaction with using					       Very			        Very


      the CAMS Approach with this patient was:				Unsatisfactory:    1    2    3    4    5    :Satisfactory





Suicide Status Form (Initial Session - page 2) 








Section D (Clinician):�
�
�
�
Y   N   Suicide plan/preparation  Describe: 									


Y   N   Access to means 	 Describe: 									


Y   N   History of suicidality 	 Describe: 									


Y   N   Substance abuse	 	 Describe: 									


Y   N   Significant loss 		 Describe: 									


Y   N   Interpersonal isolation 	 Describe: 									


Y   N   Relationship problems	 Describe: 									


Y   N   Health problems		 Describe: 									








Section E (Clinician):�
�
              OUTPATIENT TREATMENT PLAN�
�
SUICIDE TREATMENT GOALS (refer to sections A, B, C, & D)


Problem #


�
Problem Description


�
Goals and Objective Evidence for Attainment


�
Interventions


(Type and Frequency)


�
Estimated 


# Sessions


�
�



1�



Self-Harm Potential�



Outpatient Safety�



�



�
�



2�



�



�



�



�
�



3�



�



�



�



�
�



4�



�



�



�



�
�
YES 	  NO 	  Patient agrees to maintain safety between outpatient sessions as per safety negotiation?


YES 	  NO 	  �PRIVATE ��Clear and imminent danger of suicide?


�seq Text_Box  \* Arabic�2�


Patient signature:    									Date: 	    /	/	











CASE NOTES:                                                                                                                             Complete Post-Session


__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Clinician signature: 							_______	Date: 	      /      /       





Suicide Tracking Outcome Form


Patient: 							     Clinician: 			     				








