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Abstract

When faced with a patient who may have suicide ideas or plans, clinicians usually perform a suicide risk assessment. However, 
short-term suicide prediction is a virtually impossible task. Suicidal individuals often deny suicidal plans, even when the issue is 
addressed directly by the clinician. An important aspect of the communication problem between patient and clinician is that the tra-
ditional medical model of suicide does not match with the inner experience of the suicidal patient. Here, it is argued that suicide risk 
assessment must be a collaborative process, in which patient and clinician together explore the individual’s actual suicide risk and 
jointly develop adequate measures to keep the patient safe. 
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Introduction

For most medical professionals, suicide and suicide risk assess-
ment is terra incognita. In the medical training physicians learn 
that acute suicide risk requires admission to a psychiatric insti-
tution, often against the patient’s will. In the traditional medical 
model, suicidal behaviour is understood as a consequence of an 
underlying mental disorder, which itself is the expression of some 
disorder of brain function. Like in a somatic emergency situation, 
it is considered to be the clinician’s responsibility to decide about 
the procedure to keep the patient safe. However, many patients 
keep suicidal thoughts and plans to themselves [1-3]. Suicide risk 
assessment is invariably related to the liability factor and the fear 
of litigation, should the patient die by suicide. In order to be on 
the safe side, clinicians tend to admit patients. In cases of involun-
tary hospitalization this may involve calling the police, who will 
take the handcuffed patient and admit to a psychiatric institution. 
However, psychiatric hospitals are not at all safe places, with high 
suicide rates during in-patient care and after discharge [4,5]. Many 
patients admitted because of suicide risk, in retrospect view hos-
pitalization, particularly when involuntary, as a negative, if not a 
harmful experience [6]. 

No wonder the average medical person is in a state of alarm 
when faced with this situation. The suicidal patient is a mystery 
and a threat. Patients feel the uneasiness of the clinician, and, not 
surprisingly, patients are holding back with disclosing their inner 
experience of shame, pain, hopelessness, loss of self-esteem, and 
the wish to end it all.

Risk assessment
A huge number of suicide risk scales have been developed. Very 

few of them are used in clinical practice. The problem is that risk 
scales can help to identify patients with a long-term risk, but are of 
no help in predicting immediate and short-term risk. Risk scales 
are based on suicide risk factors. The main long-term risk factors 
have been known for long: A history of past suicide attempts is the 
strongest indicator of a long-term risk. After attempted suicide, the 
suicide risk is, probably life-long, increased 40-fold or more [7,8], it 
is higher when the suicide attempt was medically serious [9], and 
it increases with further suicide attempts [10]. Other long-term 
risk factors are psychiatric disorders, such as affective disorders 
(depression, bipolar disorder), substance abuse, and personality 
disorders. This is an information that clinicians can normally get 
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from a usual clinical interview. More recent scales like the Colum-
bia-Suicide Severity Rating Scale [11] use a set of questions about 
suicidal thoughts, plans and choice of suicide method – based on 
the assumption that higher seriousness of intent goes along with 
higher suicide risk. Yet, an Australian team [12] found that even so-
phisticated suicide risk scales hardly add much to the usual clinical 
assessment. Carter and colleagues [13], from a systematic review 
and meta-analysis of the predictive value of risk scales, concluded 
that “no instrument is sufficiently accurate as a basis to determine 
allocation to intervention”. Chan., et al. [14], in a review of risk fac-
tors and risk scales concluded that the scales and tools reviewed 
had poor predictive value. “The use of these scales or an over-re-
liance on the identification of risk factors in clinical practice, is, in 
our view, potentially dangerous and may provide false reassurance 
for clinicians and managers. The idea of risk assessment as risk 
prediction is a fallacy and should be recognised as such”.

Busch., et al. [3] looked at the clinical charts of 76 patients who 
died by suicide while in hospital or immediately after discharge. 
Suicide risk had been rated by standard risk predictors. Seventy-
eight percent had denied suicidal ideation, and 28% had a no-sui-
cide contract. In a Finnish study [1] eighteen percent of those who 
had contacted a physician had done so on the day of their suicide, 
yet even then the issue of suicide was addressed in only one fifth 
of these cases. Similar findings have been reported from Austra-
lia [15]. Obviously, a major problem is that suicidal persons, even 
when are under medical care, rarely talk about their intentions, nor 
do they spontaneously mention past suicide crises [2,16].

The Tower of Babel syndrome
In order to find a solution to the problem of risk assessment 

we need to look at the communication between patient and clini-
cian. Medical training equips health professionals with the skills 
to detect pathology and to diagnose somatic and psychiatric disor-
ders, but it does not usually provide helpful models to understand 
the very personal psychological experience of the suicidal individ-
ual. Suicidal patients have repeatedly reported feeling ignored by 
health professionals, and to experience mental health care as un-
helpful [17]. Interestingly, some of them said that nurses and social 
workers had been more helpful than doctors [18].

The problem with the medical conceptualization of suicidal 
behaviour is that it is based on a “linear model”, that is, similar to 
somatic illness models, it assumes a causal pathology and a chain 
of biological and functional changes leading to specific symptoms, 

and finally to an illness-specific treatment. The association be-
tween mental illness and suicidal behaviour is based on the clas-
sical retrospective studies which found the typical symptoms a 
psychiatric diagnosis in over 90% of suicides [19,20]. This model 
of suicidal behaviour, however, mistakes risk factors for causal fac-
tors. Although psychiatric diagnoses are undoubtedly important 
risk factors for suicide [21], the illness-based model has a very lim-
ited potential to reduce suicidal behaviour on a population level 
[22,23]. Despite new developments in the pharmacotherapy of 
psychiatric disorders, there has been no general downwards trend 
in suicide rates over the last decades [24]. In the traditional medi-
cal approach, the suicidal person is a passive entity, driven by a psy-
chiatric disorder, not a person with an individual biography, with 
her or his own inner world, with an emotional life, with life goals, 
and vulnerabilities. 

The personal experience of suicidal patients is characterized 
by psychological pain, hopelessness and feelings of shame, a sense 
of personal failure, of being useless, a burden to others, and they 
hate themselves for this [25,26]. There is a serious communication 
problem: The patients’ concepts of suicide and the concepts of pro-
fessional helpers do not match. The two protagonists do not un-
derstand each other, they speak different languages – a true Tower 
of Babel syndrome. Disorders of mental health are risk factors for 
suicide, but they are not the cause. It is not the depression that kills, 
but the person who acts according to a personal logic.

The most obvious facet of suicide is often overlooked: Suicide 
is an action. Action theory understands actions as being carried 
out by agents, that is by persons who are setting goals, making 
plans, monitoring and regulating their own behaviour, thoughts, 
and emotions in the pursuit of their goals [27]. The theory of goal-
directed action is closely related to the concept of self-regulation 
[28]. Actions are related to higher-order goal-directed systems, 
which are shaped by a person’s personality and biography. In a first 
case study we conceptualized suicidal behaviour using an action 
theoretical model [29]. We argued that suicide emerges as an alter-
native goal to life-oriented goals when in a person’s life important 
life career issues or identity goals are seriously threatened. 

The narrative approach
The way people make sense of the actions of others, and the 

way we explain our own actions is through story telling. The term 
narrative is defined as a story told to an attentive listener, by giving 
meaning to events, in order to explain the logic of a specific action. It 
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is also the prototype of a shared experience, or joint project. A nar-
rative allows the patient to generate alternative perspectives and a 
new outcome to the story. In a clinical study based on single inter-
views with suicide attempters we [30] found that patients’ ratings 
of the quality of the therapeutic relationship in the Penn Helping 
Alliance Questionnaire HAQ [31] were significantly better when, in 
the opening sentence of the interview, the interviewer used a nar-
rative approach, that is, used the words “tell” (e.g. “can you please 
tell me how you came to the point of harming yourself?”) or “story” 
(e.g. “I would like to hear the story behind the suicidal crisis”). A 
second finding was that HAQ scores were higher when in the in-
terview transcripts we found that interviewers acknowledged the 
importance of biographical issues related to suicidality (”You know, 
my fear of losing a close person goes right back to my childhood”).

In this study, and in our clinical experience, most self-narratives 
had a duration of 20–30 minutes. They often start with the trigger-
ing event, then talk about past suicidal crises (often in childhood), 
and then move on to biographical aspects related to the suicidal 
behaviour, such as adverse experiences early in life (e.g. traumatic 
separation of parents in childhood, violence in the family, physical 
and sexual abuse, etc.). A truly narrative approach requires newly 
defined roles of the patient and the therapist: In the narrative the 
patient is the „expert“ of his or her suicide story, the therapist being 
in a „not knowing position“, while in the psychiatric assessment of 
the patient’s mental state the therapist is the expert. The Guide-
lines for Clinicians formulated by the Aeschi Working Group [32] 
emphasize that „the ultimate goal should be to engage the patient 
in a therapeutic relationship, even in a first assessment interview.” 
In this concept, the personal experience and background of every 
single suicidal person has highest priority, not the medical diagno-
sis. This approach to the suicidal individual renders the existential 
crisis meaningful to the person in crisis, to their families, as well as 
to the therapists. 

The potential of this new concept has been demonstrated in 
the scientific evaluation of the ultra-brief (three sessions) therapy 
program ASSIP (Attempted Suicide Short Intervention Program), 
which is fully based on the narrative, person-centred approach. 
The clinical trial included 120 patients with a recent history of 
attempted suicide, and compared ASSIP treatment with a control 
condition [33]. A survival analysis yielded an 80% risk reduction 
of suicide reattempts over 24 months for ASSIP-treated patients. In 
the ASSIP-treated group, 5 suicide reattempts were recorded, com-

pared to 41 reattempts in the control group. A study carried out by 
the London School of Economics found that ASSIP was highly cost-
effective [34]. For details on the manual-based brief three-session 
therapy see www.assip.ch.

The answer: Collaborative risk assessment

In contrast to a traditional medical model of understanding sui-
cide, exploring a patient’s individual background of the suicidal be-
haviour requires a patient who is an active participant in the clini-
cal interview. However, this also requires a clinician who can invite 
and activate patients to collaboratively explore the patient’s indi-
vidual background of the suicidal crisis, and the triggering event. 
The clinician needs to learn that suicidal patients have an impres-
sive narrative competence – when the clinician offers himself as 
an interested, attentive listener [35]. Narratives are indispensable 
for the creation of meaningful and effective treatment interven-
tions and safety planning [36]. There is only one way to deal with 
the problem of acute risk assessment: Join the person and make 
him or her an active participant in risk assessment. Teismann and 
colleagues [37] rightly argue that it is not the clinician who has to 
decide on the basis of an alleged risk categorization, but patient 
and therapist together need to collaboratively explore the actual 
suicide risk, and what the patient needs to be safe after the inter-
view and in the following days.

Collaborative risk assessment can be done in a structured way, 
for instance with the Suicide Status Form SSF [38]. Here, in close 
collaboration with the clinician, the patient rates him/herself on 
a Likert scale from 1–5 on suicidal markers for psychological pain, 
stress, agitation, hopelessness, and self-hate in addition to making 
a subjective assessment of suicide risk. The patient’s view is the 
absolute “gold standard” for risk assessment. The therapist serves 
as a consultant, coach and co-author.

The type of questions used to explore for suicide risk may be 
a barrier to collaborative risk assessment [39]. Studying video-re-
corded exchanges between providers and outpatients, McCabe., et 
al. [40] found that 75% of questions were negatively phrased, for 
example, “No thoughts of harming yourself?”, and only 25% were 
positively phrased such that an expectation was set for disclosure. 
Questions were often close-ended and designed to elicit a yes/no 
answer, thus constraining any patient desire to tell their story, and 
to focus on their inner suffering, and explain why suicide appeared 
as a solution.
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However, it would be wrong to assume that a true collaboration 
is possible with all cases. In clinical practice the clinician’s emo-
tional responses (“gut feelings”) to the patient may be indicators of 
risk [41]. For instance, feeling uneasy, missing the sense of collabo-
ration and of a therapeutic relationship may be warning signs that 
a clinician is faced with a patient at risk. After an inpatient suicide, 
the clinical staff often report that they had felt uneasy with the pa-
tient, although the patient had repeatedly denied suicidal thoughts 
or plans.

The dual role of the clinician
The health professional in a busy ED faced with an 18-year 

old girl admitted after an overdose of a pain-killer will probably 
perceive her as withdrawn, refusing to talk about the reasons for 
her overdose, and will probably interpret her overdose as a way 
of gaining attention. However, in a collaborative approach the cli-
nician will sit down with this girl (no parent or boyfriend in the 
room), try to see her as a desperate, deeply hurt human being, and 
ask her: “Let me try to understand, I would like you to tell me how 
you got to the point that you wanted to end to your life, I have got 
time, I left my bleep with the nurse outside”. Most probably, the pa-
tient will talk about her inner pain, which had been unbearable, 
after her boyfriend had left her, and she will probably, without fur-
ther prompting, talk about her childhood when her parents split 
up. However, after having established a joint understanding, the 
clinician needs to switch roles. To come to a comprehensive clini-
cal assessment, the clinician will need to do a mental state exam, 
ask about signs and symptoms in recent days and weeks, especially 
signs of an affective disorder, ask about medical and psychiatric 
history, past suicide attempts and suicide thoughts, repeated self-
harm, substance abuse, etc. and the actual psychosocial situation. A 
preliminary case formulation will then include a “storied descrip-
tion” of the suicidal crisis, the method and medical seriousness of 
the self-harm action, the major suicide risk factors (prior suicide 
attempts, suicides in the family, etc.), and a summary of the mental 
state exam, with a preliminary psychiatric diagnosis. Based on the 
above information, the clinician will then together with the patient, 
collaboratively develop the further procedure procedure, which 
may include anything from an outpatient appointment admission 
to inpatient care.

Conclusion
Collaborative risk assessment requires openness towards the 

subjective experience of the suicidal patient. In a narrative-based 
interview, interviewers leave behind the usual clinician’s role, at-
tributing the outsider’s interpretation to a patient’s suicidal be-

haviour. In this clinical approach the clinician shows a genuine 
and empathic interest in the patient’s story. This leads to a joint 
understanding of the suicidal crisis, and to collaboratively develop 
plans for the patients’ needs to be safe in a short-term as well as in 
a long-term perspective. Risk assessment is not the clinician’s own 
responsibility. It requires the patient’s active cooperation.
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