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Disclosures

• I’m a physician in private practice

• I work as an independent contractor

– CentraCare Health

– Hazelden Betty Ford

– PreferredOne

• I was previously employed by

– HealthEast Care System (medical director)

– North Memorial Health Care (vice president)



Disclosures

• I’m on faculty at the University of Minnesota

– Evidence-based medicine

• I don’t have any financial relationships with the 
pharmaceutical or medical device industries

• I don’t intend to discuss unapproved or investigational 
therapies

– I’ll alert you if I’m “off label” should questions lead
us there



Learning Objectives

1. Audience members will learn how to use validated scales
and measures to assess clients for suicide and violence

2. Audience members will appreciate how population base 
rates impact test performance

3. Audience members will recognize that it’s much easier to 
rule out suicide and violence than to predict its future 
occurrence



Why Am I Interested in This?

• I’m the medical director for two county jails

– Stearns County

– Benton County

– CentraCare Health

• Suicidal ideation, self-injury and violence are very common in 
these settings

– Standardized, efficient, effective workflows are required
to treat patients and protect staff and the public



Suicide Assessment



Example created by DAF; does not contain PHI



Psych Bull 2017;143:187



Coin Flip

“ Our analyses showed that science could only predict future 
suicidal thoughts and behaviors about as well as random 
guessing

“ In other words, a suicide expert who conducted an in-depth 
assessment of risk factors would predict a patient’s future 
suicidal thoughts and behaviors with the same degree of 
accuracy as someone with no knowledge of the patient who 
predicted based on a coin flip   ”

American Psychological Association  |  15 Nov 2016



General Approach to Testing

• Highly sensitive test

– followed by

• Highly specific test(s)

– for positive cases



Specific Approach to Testing

• Columbia–Suicide Severity Rating Scale (C–SSRS)

– followed by

• Suicidal Affect-Behavior-Cognition Scale (SABCS); and

• Suicide Probability Scale (SPS); and

• Secondary Suicide Questions (SSQ)

– for positive cases



The Columbia Lighthouse Project  |  cssrs.columbia.edu



Strengths

• Theoretically sound

• Brief

• Triaging rubric

• Multiple versions for various administration settings

• In the public domain



J Clin Psychiatry 2013;74:887



C–SSRS Psychometrics

Baseline assessments N = 3,776

Major depressive disorder N = 3,440 (91%)

Positive cases N = 984 (26%)

Follow-up assessments N = 18,513

Positive cases N = 414 (2.2%)

Positive baseline = future behavior Sn = 0.67; Sp = 0.76

J Clin Psychiatry 2013;74:887



C–SSRS Predictive Power

Base Rate NPP PPP

1% 0.996 0.027

5% 0.978 0.128

10% 0.954 0.237

20% 0.902 0.326

30% 0.843 0.545

Assessment 2009;16:215  |  NNP = negative predictive power (value); PPP = positive 
predictive power (value)



C–SSRS Bottomline

• It’s much easier to rule out suicidal behavior than predict its 
future occurrence

• In my opinion, there are better instruments for short-term 
trending

– Example: Daily assessment



PLoS One 2015;10:e0127442 



Strengths

• Theoretically sound

• Brief

• Quantitative

• Scoring rubric (“barometer”)

• Can trend numbers

– Serial administration

• In the public domain



PLoS One 2015;10:e0127442 (as republished in Today’s Hospitalist) 



PLoS One 2015;10:e0127442 



Western Psychological Services



Suicide Probability Scale

• 36-item psychological test

• Obvious (face valid) questions

– Item 32: I think of suicide

• Subtle questions

– Item 10: I feel people appreciate the real me

• Likert-type response options (n = 4)

– None or a little of the time

– Most or all of the time

Western Psychological Services



Suicide Probability Scale

• Complex scoring

– Weighted, non-linear item loading

– Reverse scoring

– Final estimate depends on base rate (presumptive risk)

Western Psychological Services



Suicide Probability Scale

“ [T]he Probability Score does not refer to the probability that a 
particular individual will make a lethal suicide attempt

“ Instead, it refers to the statistical likelihood that an individual 
belongs in the population of lethal suicide attempters   ”

Test Manual, p. 14



Scoring Procedure

• Calculate raw score

• Transform into T-score

• Transform into Probability score

– Per base rate (presumptive risk)

• Make final classification



Probability Score

Test manual, p. 66–67  |  For three different base rates



Classification

Probability Classification

75–100 Severe

50–74 Moderate

25–49 Mild

0–24 Subclinical

Test manual, p. 15



Secondary Suicide Questions

1. Do you intend to kill or hurt yourself?

2. Do you have a plan for how you might kill or harm yourself?

– If yes, delineate

3. Would you reach out for help (seek safety) if you had strong 
thoughts or urges to kill or harm yourself?

– If yes, delineate

David A. Frenz, M.D.



Response Sets

Q1: No Q1: No Q1: Yes

Q2: No Q2: No Q2: Moot

Q3: Yes Q3: No Q3: Moot

Reassuring Worrisome Emergency

David A. Frenz, M.D.



Case Example

• Psychotherapy client

• Major depressive disorder

• Endorsed suicidal ideation on C–SSRS



Example created by DAF; does not contain PHI
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Example created by DAF; does not contain PHI
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Disposition

• Patient is not actively suicidal and multiple indicators suggest 
that he/she is at low risk for suicide

• Ensure that a safety plan exists

• Repeat SABCS and SSQ at next session



Violence Assessment



J Interpers Violence 2000;15:1284  | www.riskassessment.no  |  www.frenzs.org



J Interpers Violence 2000;15:1284 (as reprinted in Today’s Hospitalist)



Classification

Score Classification

0 Small

1–2 Moderate

> 2 Very high

Psychometrics Sn = 0.50; Sp = 0.97

J Interpers Violence 2000;15:1284  |  www.riskassessment.no



BVC Predictive Power

Base Rate NPP PPP

1% 0.995 0.144

5% 0.974 0.467

10% 0.946 0.649

20% 0.886 0.806

30% 0.819 0.877

Assessment 2009;16:215  |  NNP = negative predictive power (value); PPP = positive 
predictive power (value)
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