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A Patient-Centered Approach
for Assessing Suicidal Risk

David A. Jobes, PhD; W. Isaiah Chambers, MA; Anna Maclellan, MSc

ABSTRACT

The Suicide Status Form (SSF) is
a theory-based and empirically sup-
ported suicide assessment instrument
that has evolved over decades to be-
come a highly effective therapeutic
tool. Developed to address the limita-
tions of clinical judgement and prob-
lems with existing suicide risk tools,
the SSF employs both quantitative
ratings and qualitative prompts to as-
sess suicide risk based on extensive
theory and research. Beyond quantita-
tive aspects, qualitative assessments
provide insights into a patient’s lived
experience and the factors that drive
patient suicidality. The SSF is the cen-
tral tool within the Collaborative As-
sessment and Management of Suicid-
ality (CAMS) framework, facilitating
reliable and therapeutic assessment
and collaborative engagement in treat-
ment. The SSF thus weaves together a
comprehensive and psychometrically
sound clinical assessment experience
that also incorporates the patient’s

voice, prompting a dynamic and em-
pathetic dialogue between patient and
clinician. In turn, this dialogue can en-
hance a patient-centered assessment
experience that can facilitate effective
suicide-focused clinical care.

esearch shows that clinicians
highly value their clinical
judgement,! despite clinical

judgement being less psychometrically
sound than actuarial assessments.? Cli-
nicians may overestimate their capacity
to detect suicidal risk and misperceive
patients’ internal experiences and mo-
tivations.>* Such research directly in-
spired the development of the Suicide
Status Form (SSF) as a novel approach
that relies on both quantitative’ and
qualitative® assessments to supplement
clinical judgment. The SSF has evolved
over 30 years into a multipurpose tool
used in the effective suicide-focused
treatment called the Collaborative As-
sessment and Management of Suicid-

ality (CAMS).® This article highlights
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quantitative, qualitative, and related SSF
research and its use within CAMS.

SSF CONSTRUCTION AND
PSYCHOMETRICSTUDIES
Initial SSF Test-Construction Research

'The original SSF was a six-item self-
report tool derived from prominent
theories of suicide. The first three items—
psychological pain, stress, and agita-
tion—were based on Shneidman’s Cubic
Model, wherein acute suicidal risk is a
convergence of unbearable psychological
pain, stressors that impinge on one’s psy-
chological world, and intense emotional
upset prompting behavior.” The fourth
item, hopelessness, was derived from the
work of Beck and colleagues on suicidal
hopelessness.® The fifth item, self-hate,
was based on Baumeister’s idea that
suicide can be a means of escape from
unbearable self-hatred.’ The sixth SSF
item was an overall rating of behavioral
risk for suicide. These six items, collec-
tively known as the SSF Core Assess-
ment, are each rated on a 5-point scale,
ranging from low to high for the first
five items, and from extremely low risk
to extremely high risk for the overall risk
of suicide on the sixth item.

Early psychometric evaluation of
the SSF showed strong convergent and
criterion-prediction validity, and moder-
ate test-retest reliability with 106 treat-
ment-seeking college students who were
suicidal.’® The SSF items exhibited low
communality/collinearity,  suggesting

quasi-independence. The SSF variables
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significantly distinguished clinical from
non-suicidal samples. Importantly, in
contrast to assessment tools constructed
using reductionistic multivariate analy-
ses, the SSF was built using theory from
the “ground up.”

SSF Replication Study

Although the initial 1997 psycho-
metric study'® demonstrated the SSE’s
validity, reliability, and clinical utility,
concerns were raised regarding its gen-
eralizability beyond college students and
its ability to assess high-risk patients. A
replication study'! was thus conducted
with a more diverse sample of 108 psy-
chiatric inpatients who presented with
suicidal ideation within 48 hours of ad-
mission. The quasi-independence of SSF
variables was replicated, along with con-
current and criterion-prediction validity,
demonstrating solid test-retest reliabili-
ty. The study also showed the SSF’s abil-
ity to distinguish between acute-resolvers
who met resolution criteria (three con-
secutive sessions where suicidal thoughts
and behaviors were low and effectively
managed) within the course of treat-
ment, and chronic non-resolvers, who did
not meet resolution criteria during treat-
ment and remained preoccupied with
suicidal thoughts and behaviors.

Adolescent Psychometric Study
Brausch and colleagues studied the
psychometrics of the SSF with 100 in-
patient youth who were suicidal (ages 12
to 17 years old).!? The results supported
using the SSF with teens; convergent
validity was significant for all SSE Core
Assessment variables, except for Item 2,
stress. This may be due to discrepancies
in the type of stress being measured, as
the SSF stress item measures current
stress and the comparative stress mea-
sure captures overall life stress. The Im-
plicit Association Test (IAT) provided
behavioral validation of the overall risk
rating, and the SSF Core Assessment
demonstrated good internal consistency.
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Support of the use of the SSF with teens
was important because suicide is a lead-
ing cause of death among youth, and
identifying suicidal risk in youth early
may improve long-term prognosis.

SSF QUALITATIVE ASSESSMENT

The use of quantitative and qualita-
tive methods for assessing suicide has
been debated for years. Although nomo-
thetic and quantitative suicide risk as-
sessments have undeniable virtues, they
tend to miss the idiographic and qualita-
tive nature of what it means for a person
to be suicidal.

SSF Core Assessment
Qualitative Prompts

To better capture the idiographic na-
ture of suicidality, later SSF iterations
added qualitative prompts to improve
risk assessment.’ These open-ended
prompts describe the first five SSF rat-
ings. For example, beneath the patient’s
rating of psychological pain, there is
a prompt, “What I find most painful
is__” enabling the patient to write out
their answer. A reliable coding system
was developed to categorize the range
of written responses using 636 written
SSE responses from individuals who
were actively suicidal. Two-thirds of the
responses were reliably captured by four
primary coding content themes: rela-
tional, role responsibilities, self, and un-
pleasant internal states. Extant research
supports each theme as a factor in sui-
cidality. Importantly, eliciting patients’
responses to such prompts validates their
experience, builds rapport, and enhances
clinical care.

SSF Reasons for Living versus
Reasons for Dying

The SSF next asks a patient to list up
to five reasons for living (RFL) and five
reasons for dying (RFD). Using a college
student sample of 49 treatment-seekers
who were suicidal led to identifying
eight coding categories, with the top
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RFL content areas being: family, future,
and plans and goals.!* Nine reliable cod-
ing categories of RFD responses were
identified, mainly focusing on escape,
hopelessness, and pain. Gysin-Maillart
and collaborators found that more base-
line RFDs correlated with increased sui-
cidal attempts over 2 years.”> However,
RFLs did not predict future suicidal
behaviors and may not be “protective.”
Considering these results, the authors
argued that early focus on RFLs may
stem from a clinician’s need to hastily
focus on reassuring the patient that “you
[patient] have so much to live for.” This
can shame or invalidate suicidal patients.
Studies show the clinical usefulness of
RFL/RFD queries, especially for suicide

treatment.®

SSF One-Thing Prompt

The final SSF qualitative query
prompt is: “The one thing that would
help me no longer feel suicidal would
be_.” 'This

patient to summarize their suicidal ex-

query  encourages the

perience into a single reductionist focus,
revealing aspirations, wishes, fantasies,
and practical considerations that often
have treatment utility. Reliable coding
categories have centered on Orienta-
tion, Reality Testing, and Clinical Util-
ity.> Orientation refers to the patient’s
response and its relation to the self or re-
lationships with others. Reality Testing
concerns the objective viability of their
response (eg, “winning the lottery” vs
“getting my meds right”). Clinical Util-
ity can provide new information that
may better inform clinical interventions.
The “one-thing response” illustrates how
written content can become clinically
meaningful within a qualitative frame-
work, which many suicide treatment ap-
proaches fail to consider.

SSF Macro-Coding

The preceding qualitative SSE re-
search is generally referred to as micro-
coding (ie, the reliable categorization of
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patients’ written responses into distinct
and meaningful categories). There is also
a macro-coding approach that consid-
ers the gestalt of all the SSF qualitative
responses taken together.® For example,
Hamedi and colleagues examined perse-
veration in SSF qualitative prompt writ-
ten responses.'® Across two studies of 73
Soldiers and 73 college students seeking
treatment, it was found that patients
who repeated the same qualitative con-
tent three or more times across their SSF
written responses had significantly more
frequent and severe suicidal ideation. For
example, both a Soldier who noted “my
wife” seven times across his SSF and a

student who referred to being “bullied”

five times on her SSF had significantly
more severe and frequent suicidal ide-
ation compared to patients who do not
repeat content. These results identify a
behavioral form of rumination, which
may be more valid than studies on sui-
cide rumination relying on subjective
self-report.1

OTHER SSF-RELATED STUDIES

Beyond test construction, quantita-
tive psychometric validity and reliability,
and qualitative aspects of the SSF, sev-
eral investigations have utilized the SSF
in other assessment studies with diverse
clinical populations.

Wish to Live versus
Wish to Die Ratings

A series of studies has been conduct-
ed using the SSF’s two 9-point rating
scales, which pertain to a patient’s rela-
tive “wish to live” (WTL) versus their
“wish to die” (WTD). These ratings can
be used to render a Suicide Index Score
that can meaningfully divide patients
who are suicidal into three types: 1)
those who mostly wish to live; 2) those
who are ambivalent about living versus
dying; and 3) those who mostly wish to
die. Research has shown that organizing
patients using these typologies can be
clinically meaningful in terms of cross-
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17 and

sectional assessment differences
for predicting linear reductions in sui-
cidal ideation, hopelessness, and depres-
sion throughout inpatient care.’® More-
over, Brown and colleagues found that
high WTD ratings were significantly as-

sociated with future suicidal behaviors.?

SSF and Linear Analyses

The SSF was used to investigate pre-
dictors and moderators of clinical care
with a sample of 92 treatment-seeking
undergraduate college students who
were suicidal.?® Using hierarchical lin-
ear modeling (HLM), an initial Level 1
linear analysis determined that patient
ratings of “overall risk” from the SSF
Core Assessment could significantly
predict four different linear reductions
in suicidal ideation based on the number
of clinical sessions (from a low of four
to a high of 17 sessions). In a Level 2
HLM analysis, this initial prediction
model was significantly moderated by
patient SSF ratings of “self-hate” and
“hopelessness.” This study thus offers
insights with implications for treatment
planning, particularly regarding the nec-
essary “dose” of care that is required to
reduce suicidal ideation across different

types of patients reliably.

SSF as a Therapeutic Assessment
Within assessment research, thera-
peutic assessment refers to tools that
enhance patient well-being through
personalized, collaborative processes
that engage the patient in testing feed-
back.?! Poston and Hazen conducted a
meta-analytic study of 17 assessments
across various psychological conditions,
finding that the SSF meets therapeutic
criteria with a moderate effect on well-
being.?? In a direct study of the SSF as-
sessment experience, Oakey-Frost and
colleagues® used multilevel modeling
with 57 suicidal inpatients, showing
significant distress reductions pre- and
post-SSE.2  Empirical support con-

firms the SSF assessment’s therapeutic

essence, likely aiding CAMS’ positive

treatment outcomes.

SSF Word Count

Another line of research using the
SSF has focused on simply counting the
number of words written by the patient
on the first page of the SSF. Peterson-
Fleming conducted a study of 152
help-seeking suicidal college students
(Peterson-Fleming E. Unpublished doc-
toral dissertation, 2004).1* Counting the
words written on the first page of their
SSF qualitative prompts at the first ses-
sion revealed a range of 0 to 226 words/
patient, with an average of 75 words. In
this study, overall suicidal risk resolved
significantly more quickly for patients
with the lowest word counts compared
to patients with higher word counts. In-
deed, those with the highest word counts
tended to be chronically suicidal and had
a significant history of suicide attempts.

Corona and colleagues studied the
SSF word count for 38 inpatients.?*
They found that higher word counts
were significantly associated with ini-
tially higher suicide ideation scores that
steadily declined throughout treatment.
In contrast, lower word counts were sig-
nificantly associated with lower initial
hopelessness.

Although the SSF word count find-
ings are mixed, these studies reveal some-
thing about the complexity and elabora-
tion of suicidal thinking reflected in the
production of written words by patients
who are suicidal, with distinct implica-
tions for assessment and treatment.

SSF Invariance

Oakey-Frost et al sought to replicate
previous SSF factor analyses and used
measurement invariance to identify dif-
ferences in the SSF Core Assessment
variables.”> Confirmatory factor analyses
indicated a good fit for both one- and
two-factor solutions, and the SSF works
equally well across genders and ethnic
racial groups. Ordinal logistic regression

Copyright © SLACK Incorporated



models indicated that neither race nor
gender significantly moderated the rela-
tionship between the SSF Core Assess-
ment total score and clinical outcomes,
demonstrating the relative stability of
the SSF Core Assessment.

SSF WITHIN CAMS FRAMEWORK
FOR TREATING SUICIDAL RISK

Years of SSF-based assessment re-
search have led to several revisions of
the tool and the development of a novel
suicide-focused intervention called the
Collaborative Assessment and Manage-
ment of Suicidality>¢ (CAMS). Its phi-
losophy rests on four pillars: empathy,
collaboration, honesty, and a suicide-fo-
cused approach, defining what CAMS-
guided entails. The SSF is validated for
both adolescents and adults for patient-
centered suicide risk assessment and
treatment. Therefore, rather than a pre-
scribed treatment length, CAMS con-
cludes when the patient has three con-
secutive sessions meeting all three SSF
criteria: 1) patient rates their suicide risk
as very low (1 or 2 out of 5); 2) patient
can manage their suicidal thoughts and
feelings in the past week; and 3) patient
reports no suicidal behaviors in the past
week. CAMS uses a multipurpose ver-
sion of the SSF throughout the course
of suicide-focused care, employing a col-
laborative side-by-side seating arrange-
ment as patient and clinician complete
their respective sections of the SSF. No-
tably, the SSF-5 includes three distinct
versions of the SSF: 1) a lengthier first
session version; 2) a shorter version that
is used repeatedly for all interim sessions;
and 3) an outcome/disposition version.®
Beyond merely assessing suicide risk
using the SSF Core Assessment at the
start of every CAMS session, the three
versions of the SSF also include sections
on risk variables. This treatment plan
includes the CAMS Stabilization Plan
(CSP), which, like other safety plans,
helps acutely suicidal patients by reduc-
ing access to lethal means, listing coping
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strategies and resources, and lowering
isolation.?® Each SSF version includes
medical record documentation related to
mental status, a judgement about relative
stability, case notes, and Diagnostic and
Statistical Manual of Mental Disorders
and International Classification of Dis-
eases ICD (ICD) diagnoses. As a sui-
cide-focused treatment, CAMS focuses
on patient-identified “drivers” of suicide
(what makes them suicidal) and the sub-
sequent targeted treatment of drivers
using indicated interventions (eg, cog-
nitive-behavioral therapy for self-hatred,
values clarification to develop purpose,
vocational counseling for employment
issues, and insight-oriented psychother-
apy or exposure therapy for trauma).

To date, CAMS is supported by two
meta-analyses, eleven open clinical tri-
als, and seven randomized controlled
trials (reviewed by Jobes and Rizvi%).
When compared to control care, CAMS
significantly reduces suicidal ideation,
symptom distress, and hopelessness,?
and can also significantly reduce suicide
attempts among adults.”? CAMS is a
well-studied suicide-focused treatment,
and the SSF-5 functions as a clinical
roadmap guiding the dyad through the
full course of CAMS: assessment, treat-
ment planning, interim care, and out-
come disposition.®

SUMMARY AND CONCLUSION
Clinicians vary in their use of struc-
tured suicide risk assessment tools, with
most opting not to use such instruments.
In the absence of a tool, clinical assess-
ment of suicidal risk may lack a reliable
approach with multiple, even random,
influences on the clinical assessment pro-
cess and an overreliance on potentially
fallible clinical judgment. Critically, such
an approach may fail to reliably and ac-
curately capture the lived experience of
the patient’s suicidal struggle. As a rem-
edy, we propose using the SSF. Backed
by 30 years of clinical research, the SSF

is a patient-centered, theory-grounded,
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valid, and reliable assessment tool with
diagnostic utility to identify suicidality
and support clinical judgment. It offers
both quantitative and qualitative rigor.
In the CAMS framework, the SSF-5
is used not only for assessment at each
CAMS session’s start but also to inform
and shape suicide-focused treatment.

In this article, we have endeavored
to describe both the quantitative and
qualitative aspects of the SSF and relat-
ed SSE assessment research, along with
a brief review of its use within CAMS.
The effectiveness of CAMS highlights
key therapeutic principles like empa-
thy, shared decision-making, and plan-
ning, which strengthen the therapeutic
alliance and improve assessment and
treatment outcomes. Clinicians without
formal CAMS training can still adopt
these principles by engaging patients as
partners in understanding their suicidal
struggles and collaboratively develop-
ing treatment plans. We thus assert that
using a valid, reliable, and therapeutic
assessment approach can provide crucial
information about a patient’s suicidal-
ity that can be used to directly inform
a potentially life-saving form of suicide-
focused clinical care.
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