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Disclosures

I’'m a physician in private practice

| work as an independent contractor

— CentraCare Health

— Hazelden Betty Ford

— PreferredOne
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Disclosures

* I’m on faculty at the University of Minnesota
— Evidence-based medicine

* | don’t have any financial relationships with the
pharmaceutical or medical device industries

* |l don’tintend to discuss unapproved or investigational
therapies

— I'll alert you if I'm “off label” should questions lead
us there
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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
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Why Am | 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
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Suicide Assessment



CONFIDENTIAL MEDICAL REPORT

David A. Frenz, M.D. Patient Name
825 Nicollet Mall #1451 Date of Birth
Minneapolis, MN 55402 ‘ﬂ P l —
T1612-404-2510 @ i‘\,'
F 1 651-925-0360 A‘ R
Patient Health History Form
Mental Health

Little interest or pleasure in doing things ...............eeveuereeeserieecrireioire s
Feeling down, depressed, or hopeless
Trouble falling or staying asleep, or sleeping too much .
Feeling tired or having little energy ..................c.cewe..
Poor appetite or 0 ing
Feeling bad about yourself—or that you are a failure or
have let yourself or your family down 5
Trouble concentrating on things, such as reading the
newspaper or watching television ..
Moving or speaking so slowly that other people could have
noticed? Or the opposite—being so fidgety or restless that
you have been moving around a lot more than usual ..................ccoe.eve.n.
'K‘ Thoughts that you would be better off dead or of hurting
yourself in some way ............

Feeling nervous, anxious or on edge ...
Not being able to stop or control worrying

oo EITSK oo K{DEDD»
s ‘Q 1:1 OOONOw

Over the last 2 weeks, how often have you been bothered by any of the following problems?
(Please mark one box for each row)
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Page 4 of 6
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A=Notatall B=Several days
C = More than half the days D = Nearly every day

Scelz = |7
Mne O

4@(;@

Version: 05/18/17

Example created by DAF; does not contain PHI
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Risk Factors for Suicidal Thoughts and Behaviors: A Meta-Analysis of 50
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Suicical thoughts and behvices (STBs) are major public bealth
problems that have devastating impacts oo individuals, famibies, and
communities. Suicide is amoag the Jeading camses of death world-
wide, accounting for more than 40,000 annual deaths in America
(Centers for Disease Comtrol and Prevention [CDC], 2014) and an

estmated one million annual deaths across the globe (World Health
Orgamzation [WHOJ, 2012). To put this in perspective, suicide ac-
counts for moee annual deaths than homscide, AIDS, car accidents,
and war (CDC, 2014; WHO, 2012). These suicide deaths are in
addition to an estimated 25 mallicn annual suicide atempts (Crosby,
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Coin Flip

o

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

o

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 ”

g
American Psychological Association | 15 Nov 2016 DAVI D/R ENZ mD
MENTAL HEALTH & ADDICTION CARE



General Approach to Testing

Highly sensitive test
— followed by
Highly specific test(s)
— for positive cases
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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

MENTAL HEALTH & ADDICTION CARE



COLUMBIA-SUICIDE SEVERITY RATING SCALE
Screen with Triage Points for Primary Care

. . - Past
Ask questions that are in bold and underlined. month
Ask Questions 1 and 2 YES | NO

1) Have you wished you were dead or wished could go to s and not wake up?

2) Have you had any actual thoughts of killing yourself?

If YES to 2, ask questions 3, 4, 5, and 6. If NO to 2, go directly to question 6.

3) Have you been thinking about how you might de this?

e.q. I thought about taking an overdose but I never made a specific plan as to when where or
how I would actually do it....and I would never go through with it."

4) Have had these thoughts and had some intention of acting on them?
as opposed to "7 have the thoughts but I definitely will not do anything about them.”

5) Have you started to work out or worked out the details of how to kill yourself? Do
you intend to carry out this plan?
6) Have ever done anything, started to do anything, or red to do anything to end Lifetime
your life?
Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note, took out pills

but didn't swallow any, held a gun but changed your mind or it was grabbed from your hand, went to the
roof but didn't jump; or actually took pills, tried to shoot yourself, cut yourself, tried to hang yourself, etc.

Past 3
Months

If YES, ask: Was this within the 3 months?

Response Protocol to C-SSRS Screening

tem 4 Behavioral Health Consultation and Patient Safety Precautions
tem 5 Behavioral Health Consultation and Patient Safety Precautions

tem & 3 months ago or less: Behavioral Health Consultation and Patient Safety Precautions

The Columbia Lighthouse Project | cssrs.columbia.edu DAVI D/R ENZ mD
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Strengths

Theoretically sound

Brief

Triaging rubric

Multiple versions for various administration settings
In the public domain
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J Clin Psychiatry 2013;74:887

. ORIGINAL RESEARCH

Prediction of Suicidal Behavior in Clinical Research by
Lifetime Suicidal Ideation and Behavior Ascertained by
the Electronic Columbia-Suicide Severity Rating Scale

James C. Mundt, PhD; John H. Greist, MD; James W. Jefferson, MD;
Michael Federico, MScEng; J. Jahn Mann, MD; and Kelly Pasner, PhD

ABSTRACT

‘Objective: To evaluate whether Matima sulcidal
Ideation with intention to a0t and/for sulcidal behaviors
raparted at baseline predict risk of prospectively
repoting suicidal bahavior during subsaquent study
partidpation.

Method: Data from studies using the elactronic
‘Columbia-Suicide Saverity Rating Scalke (eC-55R5)

to prospecttvely monitor suicidal ideation and
behavioes between Septemiar 2009 and May 2011
wiere analyred. Studies induded patiants with major
deprassive disordar, Isominia, postraumatic stress
discder, epilepsy, 2nd Abromyalola, Records for 35,224
eC-55R5 assessments were extracted. Incomplate
assassments and eC-55A5 records from patients
missing a basedine assessment or with no prospact e
follow-up assessments wese excdudad. Baseline Ifetime:
BC-55RS reports wete categanzed as negative (no
Ifetime ideation with Intent to act or prior sulcidal
behavior) or positive (Mfatime idaation with intent to
act but no prioe behavio, no keation with intent 1o act
but prior behavior, or both Matime idaation with intent
and prior behavior).

Results: 3,776 pathents completed a baseline and 1

‘o miore follow-up assassments. The mean follow-up
period was 64 days OF patlents with negative Iifetime
Taports, 2.4% subsaquently raported sulckdal behaior
during study participation, compared to 12.0%

of patients with lfetime idestion with intent anly
[DR=555; 95% (1, 2:65-11.59), 9.6% of patients with
Ifetime behavior only {OR = 433; 95% C|, 294-639),
and 18.3% of patients with both (CR=1213; 95% O,
£A47-12.68). Sensitvity and spectficity of posive
raposts fior kantifying suicidal behavices wens 067

and 0.76, respactivaly.

e todal
Idazation with intent to act and,for prior suicidal
behavior at baseline are 4 to 9 timas maona lkaly to
prospectively report sulcidal bahawior during study
participation.
J Clin Prychintry 301 5 74(9)-887-893
& Copyright 2013 ypsiciass Pesigrashisie Pres, Inc.

Submitted: January 71, 2013 am?m:lm 11, 2011

‘Oralirae whewd of pring: kuly 16, 2013 jdot | |amm|:nmsm
ing outhior: Michae! & Fedlerin, aPRO Sofutions,

1818 5t Sz 1000 Philadviphia, PA 19103

imfeclericoghert com).

BE7 2] PSYCHIATRISTLOM

uicide is a major public health challenge, and reduction or

prevention depends on accurate identification of at-risk
patients. The most reliable predictor of future risk for suicidal
behavior is a past history of suicidal behavior and the severity of
lifetime suicidal ideation.'-* Use of a precise, uniform evaluation
across the full spectrum of lifetime suicidal behaviors and ideation
might provide more accurate ascertainment of risk in clinical
research studies.

raised in randemized clinical trials involving both pediatric and
ad.lﬂtpanznls.‘—“pmmhngrheUS Food and Drug Administration
(FDW) todraft and revise th Suicidal Ideati d
Behavior: Prospective Assessment of Ocourrence in Climical Trials *
The guidance recommends assessment and active querying about
suicidal thoughts and behavior to improve data quality and ensure
prompt recognition of at-risk patients. Prospective assessment of
suicidal ideation and behavior is recommended in all triaks across
several FDA divisions to obtain more complete, reliable, and
timely identification of possible treatment-emergent symptoms
by eliminating bias associated with retrospective interpretation of
spontaneously reported adverse events. Use of uniform definitions
and common data collection instruments can also facilitate meta-
analysis of data across studies and diagnoses. The data review
presented here demonstrates the potential to advance the goals and
objectives of the FIMS guidance, pml.a:tpﬂ.leﬂsaﬂzt}smd.:mpm
data quality and analysis of clinical research studies.

The Columbia-Suicide Severity Rating Scale (C-55RS)7 is a
semistructured, rater-based interview to prospectively assess the
severity and frequency of suicidal ideation and behaviors. The
C-55RS preceded development ufthe Columbia C'Ixsmﬁmunn
Algorithm for Suicide A ® which was « issd
the FIMA to retrospectively quantify suicidal ideation and behaviors
on the basis of spontaneous adverse event reports. The C-55RS
identifies the full range of suicidal ideation and behavior, was
developed to monitor change from visit to visit, and has predictive
safety referral criteria derived from longitudinal studies.”

‘The clectranic C-SSRS (eC-SSRS) is a fully structured clinical
interview d d and developed for computer adminit om
mgmmmcemﬁpomemmw Patients respond to
standardized clinical questions, presented in a uniform fashion
and Githfully branching between gueries that adhere to C-S5RS
dinical conventions, via touch-tone telephones. A previous study®

the validity of the eC-55RS as comparable to the C-55R5.
The eC-55RS has been incorporated into randomized clinical trials
to evaluate clinical validity, improve procedural reliability, reduce
rating bias, and facilitate more complete self-disclosure. 10-12

JClin Psychistry 7435, September 2013

DAVID/RENZMD

MENTAL HEALTH & ADDICTION CARE



C—SSRS Psychometrics

Baseline assessments
Major depressive disorder
Positive cases

Follow-up assessments
Positive cases

Positive baseline = future behavior

J Clin Psychiatry 2013;74:887

N = 3,776
N = 3,440 (91%)
N = 984 (26%)
N = 18,513

N = 414 (2.2%)

Sn = 0.67; Sp = 0.76

DAVID/RENZMD
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C-SSRS Predictive Power

e | v |

1%
5%
10%
20%

30%

0.996

0.978

0.954

0.902

0.843

0.027

0.128

0.237

0.326

0.545

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

predictive power (value)
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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

DAVID/RENZMD
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The ABC's of Suicide Risk Assessment:
Applying a Tripartite Approach to Individual
Evaluations
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Abstract

There is o d for o for clinical, and
researchpuposes. This study applied the mpartte affect-behavior-cognition theory, the aui-
«dal barometer model, cassical teat theory, and fem response hieary (IRT), o developa
lbrief el f-report messune of suicide sk hat ks theoretcally-grounded, reliable and valid. An
vy {0 =358) employed process ioan the sbe
fiem Suicidal Affect Behavior-Cognition Scale (SABCS). Three addifonal studies tesied the
‘SABCE and a highly endorsed companson measure. Studies induded two online suneys
(Ma= mw and 713), and one progpectve dinical suvey (n=72;Time 2, n= 5-1} Factor

d SABCS validity
ahility was high (o= ﬁ—%spl‘mﬂf B0-24)). 'I'mmevnsptmmoﬁmlem
behaviors and suicidality (r= = y gentvalidity, and the

mmmmmmnm |AT anatyses revesksd he
SABCS than , and betier defined paric-
lipants atlow, modemte, and high sk The SABCS is the first suicide risk measure o dem-
ongtmie no diferental item functioning by aex, age, or ethnicty. In all compansons, the

Copyright: ©.2015 Hars et Thisisan cpen SABGS a highly: Through swonger
" uner P ability, d prop The SABCS igiin the public domain, with

Cronive Commons Adriuion Liomss, his and is suitable for pubdic and

ot e, diibution, and mpxction inany

medium, providad the original auther and soue an

cadid

Dt Avaibity Sutament: A reivvt dta an

vithin the paper ard it Suppurting Infomatin e

Frmfing Tho auhorshave no spprt o fnding o Introduction

. Suicide continues to be aleading cause of death, touching the lives of people from every comer

Compating btemmix: of the globe, and ranks as the 16™ leading cause of death [1). Despite the seriousness and uni-

that iz compefing inerests eds

vemality of this problem, instruments that evaluste and predict sui cidality have not received

PLOS OME | DOE10.137 1 joumal pona. 0127442 Juna 1, 2015 w2

PLoS One 2015;10:e0127442
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Strengths

Theoretically sound
Brief
Quantitative
Scoring rubric (“barometer”)
Can trend numbers
— Serial administration
In the public domain
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The suicidal affect-behavior-
cognition scale

Give your patient the following inztrisctions end questions, then total Up their points uzing the as-

We would like to ek you some personsl questions releted to kiling oneself. Please indicate the
response thet best epplies to you by merking only one squere.

1. Have you ever thought about or attempted to kill yourzelf? Scoring key
] Never

(] wes justa briefpassingthovght

[[] 1 heve hed & plen ot leest once to kill myself but did nottry to do it
[[] 1 heve cttempted to kill myself but did not want to die

[[] I have had a plen at leest once to kill myzelf and reelly wanted to die
[[] | heve ettempted to kil myself and really wented to die

BEEEEER

2. How often have you thought about killing yourze!f in the past year?
N [1 [0 O] O O O Veyohten
Soingkey [0] (11 2 B [ E

3. Inthe past year, have you had an Internal debate/argument (In your head) about
whetherto live or dis?

Neww (] [0 OO0 O O OJ Frequently
Soingley [0] [1] 2] 3] (5] [E]

4. Right now, how much do you wizh to live?
Netetl 1 O O O O O Verymuch
Soringkey (5] (4 B 21 (O [@

PLoS One 2015;10:e0127442 (as republished in Today’s Hospitalist) DAVID RENZ mD
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Very low WTL, very high WTD,
High-Suicidal high prediction of future suicide
attempts, attempts with intent to
die, frequent life/death debates.

High WTD, low WTL. high
prediction of future attempts,
plans and attempts with mtent to
die, frequent life/death debates,
very frequent suicidal thoughts.

Moderate-Suicidal

Moderate suicidal thoughts, low
Low-Suicidal prediction of future attempts,
infrequent life/death debate,
moderately high WTL, very
low WTD.

Nonssitidal No internal life/death debate, no
I | thoughts of suicide, prediction

v of no future suicide attempts.

Fig 2. The suicidal barometer model with descriptions of suicidality levels based on item response
theory analyses. WTL = wish to live, WTD = wish to die.

dok10.1371journal pone.0127442.g02

PLoS One 2015;10:0127442 DAVI D/R ENZ mD
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Western Psychological Services

W-1728

DAVID/RENZMD
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Suicide Probability Scale

* 36-item psychological test
* Obvious (face valid) questions
— Item 32: | think of suicide
* Subtle questions
— |tem 10: | 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 DAVI D/R ENZ mD
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Suicide Probability Scale

* Complex scoring
— Weighted, non-linear item loading
— Reverse scoring
— Final estimate depends on base rate (presumptive risk)

Western Psychological Services

DAVID/RENZMD
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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 DAVI D/R ENZ mD
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Scoring Procedure

Calculate raw score
Transform into T-score
Transform into Probability score
— Per base rate (presumptive risk)
Make final classification

DAVID/RENZMD
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Probability Score

1.0
0.8
- Ui
06 High _
#|ntermediate
*| ow
0.4 / d
DI - - __—-i—
a . -_’——_/
0.0* . =
30 40 50 60 70 20
T-score

DAVID/RENZMD
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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 DAVI D/RE NZ MD
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Secondary Suicide Questions

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. DAVI D/R ENZ mD

MENTAL HEALTH & ADDICTION CARE



Response Sets

Q1: No
Q2: No
Q3: Yes

Reassuring

David A. Frenz, M.D.

Q1: No
Q2: No
Q3: No

Worrisome

Q1l: Yes

Q2: Moot

Q3: Moot

DAVID/RENZMD
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Case Example

Psychotherapy client
Major depressive disorder
Endorsed suicidal ideation on C—=SSRS



COLUMBIA-SUICIDE SEVERITY RATING SCALE
Screen with Triage Points for Primary Care

Ask questions that are in bold and underlined.

e.g. "] thought about taking an overdose but I never made a speaific plan as to when where or
how I would actually do it....and I would never go through with it.”

Examples: Collected pills, obtained 2 gun, gave away valuables, wrote a will or suicide note, took out pills
but didn't swallow any, held a gun but changed your mind or it was grabbed from your hand, went to the
roof but didn’t jump; or actually took pills, tried to shoot yourself, cut yourself, tried to hang yourself, etc.

If YES, ask: Was this within the past 3 months?

Ttem 1 Behavioral Health Referral
Item 2 Behavioral Health Referral

Example created by DAF; does not contain PHI

DAVID/RENZMD
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CONFIDENTIAL MEDICAL REPORT
Stearns County Jail Inmate's Name

807 Courthouse Sguare m p oL
St. Cloud, MN 56303

T 1320-258-3767 M“H (R
F 1320-656-6117

Suicidal Affect-Behavior-Cognition Scale

We would ike to ask you some personal questions related to killing oneself. Please indicate the response
that best applies to you by marking one dircle. An example appears in the box below.

Example
In the past year, how often have you felt that you would be better off dead?

Never O -0O-0~-0-@ -0 VeryOfien

1. Have you gver thought about or attempted to kill yourself?

O Never

@ !t was just a brief passing thought

O I'have had a plan at least once to kill myself but did not try to do it
( O | have attempted to kill myseff, but did not want to die

O I have had a plan at least once 1o kill myself and really wanted to die

O | have attempted to kill myseif, and really wanted to die

2. How often have you thought about killing yoursel! in the past year?
2 Never O -0 -@ -0 -0 -0 VeryOften

3. Inthe past year, have you had an internal debate/argument (in your head)
about whether to live or die?

[ Never O -@-0-0-0-0O Frequenty
4. RBight now, how much do you wish 1o live? C]‘ /
2 NotatAll O -0 -0 -@ -0 -0 Very Much l+'

5. Right now, how much do you wish to die?
2 NotatAl O -@ -0 -0O-0-0-0O VeryMuch

6. How likely is it that you will attempt suicide someday?

\ NotatAll O -@ -0 -0 -0 -0 Very Ukely
Your Signature: Today's Date:
PL0S One 2015;10(8):e0127442 Version: 03/08+2018

DAVID/RENZMD
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Nami

Edacaron

Hawe you had any majer upsets or str

SPS
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CONFIDENTIAL MEDICAL REPORT

Stearns County Jail Inmate's Name
807 Courthouse Square | boB
St. Cloud, MN 56303 MAN ( =
T1320-259-3767 67<A ™ P =
F 1320-656-6117 ‘

Secondary Suicide Questions

We would like to ask you some personal questions related to kiling oneself. Please indicate the response
that best applies to you by marking one circle.

1. Do you intend to harm or kill yourseit heve in jail?
® No
O Yes
2. Do you have a plan for how you might harm o kill yourself here in jail?

@ No
O Yes (Please fill out the box below before answering Question 3)

| It you answered VEs.pleasedescribem_uyouwouldlrywnarmorkillyoursalhmin}nit

= il

. Would you reach out for help if you had strong thoughts or urges to harm or kil yourself here in jail?

O No
@ Yes (Please fill out the box below)

X3

It you answered YES, please describe how you would reach out for help here in jail,

TEw Semgsra
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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
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Violence Assessment



The Hrgser Violence Checklist (BVC) assesser confusion, irritability, boisteroumens, verbal
threats, phystcal threats, and anacks en objects as either presens or abseni It is kypothesized
that an individual displaying fwo or mare of these behaviars is move likely wo Be violens in the
next 2d-hour period, ANl 109 conseculive referrals to four povchiatric inpatient acute wnite dur-
ing a 2-month pariod were inclided in the study. Ratings were p lat the time af admissi
and three times @ day for each patient—once for each working shif, Interrater reliability was
adequate, Thirty-four sepurate incidences af violence accurred. Comparisons between ratings
performed in the 24-hour interval before the tneident and all other ratings siggested moderate
sensitivity and good specificity of the instrament. [t is concluded that the BV ix a wsefil instru-
wient in predicting vielesce within the next 24-hour period and that the psychometric properiies
af the instrument are satisfactory.

The Brgset Violence Checklist

Sensitivity, Specificity, and
Interrater Reliability

ROGER ALMVIK
Norwegian University of Science & Technology
PHIL WOODS
University of Manchester
KIRSTEN RASMUSSEN
Norwegian University of Science & Technology

Manag of violent behavior among psychiatric patients constitutes a
major challenge in psychiatric hospital units because it destroys the therapeu-
tic climate, upsets fellow patients, demoralizes staff, and sometimes results
in fatal damage. The need for predictive methods of identification of violent
individuals on the part of those who may be subjected 10 the violence is
reflected in the growing number of prediction studies over the past few
decades. Violence is common in mainstream psychiatric settings, that is,
acute and short-term wards, with injuries, stress, anxiety, and even psychoso-
matic illness being reported as the result of exposure to violent inpatients
(Berg, Olsen, Sveipe, & Hoy, 1994). Benjaminsen and Kjzrbo (1997) found
that more than %0% of doctors and nurses working in psychiatric hospitals
have been subjected to violence from patients at some time during their
career. Furthermore, it has also been reported that violent behavior among

JOURNAL OF INTERPERSONAL VIOLENCE, Val. 15 No. 12, December 2000 1284-1296
£ 2(HN Snge Publications, Ing.

1284

from the SAGE Soedal Seisnce Collsctions. All Riphe: Reserved.

J Interpers Violence 2000;15:1284 | www.riskassessment.no | www.frenzs.org DAVI D/R ENZ mD
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The Broset Violence Checklist

The patient is assessed for either the presence or absence of each item. One point is awarded
when the definition is met and zero points are awarded when the definition is not met. The
points for all of the items are then summed, with total scores ranging from 0 to 6. If a behavior
is normal for a patient, the definition is met only if there is a change from baseline (e.g., patient
with dementia, more confused than usual).

Item Definition
Confused Appears obviously confused and disoriented. May be unaware of time, place or person.
Irritable Easily annoyed or angered. Unable to tolerate the presence of others.

Boisterous Behavior is overtly “loud” or noisy. For example, slams doors, shouts out when talking, etc.

Physically Definite intent to physically threaten another person. For example, the taking of an
Threatening  aggressive stance; the grabbing of another person’s clothing; the raising of an arm, leg,
making of a fist or modelling of a head-butt directed at another.

Verbally Verbal outburst which is more than just a raised voice and where there is a definite intent
‘I'hr-atining to intimidate or threaten another person. For example, verbal attacks, abuse, name-calling,
verbally neutral comments uttered in a snarling aggressive manner.

Attacking Attack directed at an object and not an individual. For example, the indiscriminate throwing
Objects of an object; banging or smashing windows; kicking, banging or head-butting an object;
or the smashing of furniture.

Source: Roger Almvik reprinted with his permission). The BVC is available at www riskassessment.no and www frenzs.org.

J Interpers Violence 2000;15:1284 (as reprinted in Today’s Hospitalist) DAVI D/R ENZ mD
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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 DAVID RENZ mp
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BVC Predictive Power

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

predictive power (value)
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Contact Information

825 Nicollet Mall  612-404-2510
Suite #1451 email@doctorfrenz.com
Minneapolis, MN 55402 www.doctorfrenz.com

Medical Arts Building DAVI D/RE N Z mD
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