


Lack of rigorous research in this area 

Disease Ranking Number of Trials 

Suicide 11th 46 

Liver Disease 12th 582 

Hypertension 13th 1,392 

Parkinson’s 14th 198 

AIDS Lower than 15th 662 



Mental Illness Number of Studies 

Depression 1,989 

Bi-Polar Disorder 214 

Anxiety Disorders 904 



Routine exclusion of suicidal individuals from 
clinical trials. 

Even in clinical trials where they are included, 
there is routine exclusion of those who 
present the highest risk of suicide, including 
those who have: 

  -made multiple attempts 
  -drug dependence 
  -depression 
  -or other co-occurring diagnoses 
   



Reluctance of clinicians to treat suicidal 
individuals: 

--It’s stressful! 

  --Fear of liability 

While ethical caution is merited, our 
traditional approaches (involuntary 
hospitalization, termination/referral, and 
written suicide contracts have no 
evidence that they are effective in 
reducing risk. 



!   Six clinical trials with suicidal clients 
!   Three ongoing trails targeting suicidal 

behaviors 
!   Five experimental or epidemiological 

studies with suicidal clients 
!  Developed two instruments to assess and 

document suicide risk and intervention: 
"   LRAMP—for individual providers of treatment 
"   LRAP—for blind assessment 



!   Reduce malpractice anxiety. 
!   Provide an instrument that allows blind 

assessors to follow suicide protocols even 
independent of a treatment condition. 

!   To instruct and induce good clinical 
care. 

!   Increase the likelihood that providers 
would treat suicidal individuals.  



Both instruments have been used 
extensively in clinical trials of Dialectical 
Behavior Therapy, a treatment shown to 
reduce suicide attempts, non-suicidal 
self-injuries, and suicide ideation across 
four randomized trials. 

Both are recommended by NIMH as 
suicide risk management tools.   



!   Designed for use with individuals who are not currently in 
treatment with the assessor, thus, little information is known 
about the individual. 

!   Is a structured, wrap-around method for assessing and 
managing suicide risk with individuals.   

!   Most effectively used prior to any other assessment 
instruments are administered, and for clinical trials or 
emergency care.  

!   Training in use of the instrument takes 2-3 hours and include 
detailed training in the instrument itself, suicide risk 
assessment, and training each crisis suicide strategy 
suggested by the LRAP debriefing.   



!  A treatment form for Clinicians to fill out 
after treatment sessions.   

!  Designed for adult clients entering 
treatment at risk for suicide. 

!  Documents: 
›   Clinician’s risk assessment  
›   Interventions provided 
›   Interventions not provided (and reasons) 



!  At the start of treatment 
!  Any time the individual: 
›   Makes a suicide attempt 
›   Engages in intentional self-injury 
›   Makes a suicidal threat 
›   Reports a clinically significant increase in 

urges to commit suicide. 



!   Identify the risk situation 
!  Clinician is to provide a reason for not 

continuing the instrument, if that is 
indicated 

!   If continued, a risk assessment is 
conducted 

!   The clinicians is guided through a series 
of clinical interventions with 
documentation of what is or is not done 



!   Takes 20-30 minutes to train providers in 
the use of the form itself. 

!   Providers who do not have a solid 
background in suicide risk assessment 
and intervention require additional, and 
longer training in those areas—this is 
typically a standard 2 Day Training. 































Google:   UWBRTC 
“Publications” 
“Assessments” 
“LRAMP” 
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 (Chapter 15 has a complete listing of suicide 
protocols used in DBT).    


