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A .  J o r d a n  W r i g h t ,  P h D ,  A B A P ,  A B P P

   I want to start by wishing everyone in the Society of Clinical 
Psychology (SCP) the happiest of new years and a hope that you 
had at least some restorative time over any break you may have 
gotten over the holidays. It is my distinct privilege to begin my term 
as President of SCP, and I hope to collaborate with many of you 
over this year to do some good work.

About Me

For those who don’t know me, let me take a moment to tell you a bit about 
myself. I am a Clinical Associate Professor in the Department of Applied 
Psychology at New York University (NYU), where I also serve as Director 
of the PhD program in combined Clinical/Counseling Psychology, as well 
as Director of the training clinic, the Center for Counseling and 
Community Wellbeing. Prior to my work at NYU, I served on faculty at 
Teachers College, Columbia University (where I earned my MA in 
Psychology in Education and my PhD in Clinical Psychology) and as the 
statewide department chair of Psychology at Empire State University, 
SUNY. I have worked in hospital settings, community mental health 
clinics, foster care, and not-for-profit organizations, as well as having my 
own private practice and currently serving as Chief Clinical Officer at 
Parallel Learning, a healthtech/edtech startup.

Beyond these roles, my passions have centered on a few primary areas 
within clinical psychology: social justice, psychological testing and 
assessment, and, above all else, training the next generation of 
psychologists to rise to the needs of greater society. I have authored 
multiple books on psychological assessment (including the Handbook of 
Psychological Assessment and, most recently, Essentials of Culture in 
Psychological Assessment) and served as President of SCP’s 
Assessment Section (Section IX).  Additionally, I have served on and
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chaired APA’s Continuing Education Committee, led a task 
force to define education and training guidelines for 
psychological assessment, and served on a task 
force to redesign doctoral level competencies in health 
service psychology. Many of my most recent 
collaborations have been authoring articles related 
to better training the next generation of 
psychologists, from evidence-based clinical psychological 
assessment (EBCPA) to liberation models for redesigning 
curriculum.

My 2024 at SCP

I have been privileged to serve as the President Elect of 
SCP for this past year, and I am extremely grateful to the 
executive board, and especially Dr. Donna LaPaglia, who 
has served as SCP’s President this past year with grace 
and dignity. Under her and others’ leadership, I have seen 
SCP flourish. Two initiatives in particular stand out as 
having shaped my view of what SCP truly can be and do. 

First, in February 2024, we had our inaugural, biannual 
SCP Conference in Atlanta. The conference was 
invigorating and hopeful about the future of clinical 
psychology. I got to sit on a panel on mentorship as well as 
present about models of integrating clients’ culture and 
context with psychological science to improve our skills in 
case formulation, in addition to learning about and 
engaging with cutting-edge scholarship related to our field. 
More than anything, I cherished the opportunity to interact 
with colleagues from all different stages of their careers, 
witnessing firsthand how engagement between all these 
brilliant professionals is setting up the future of clinical 
psychology to thrive.

Second, this year also saw the launch of a new SCP 
initiative, the LEAD (Leadership Education Advancement & 
Development) Program, a program aimed at cultivating the 
next generation of leaders in clinical psychology. Through 
structured didactics and personalized mentoring, early 
career professionals have been introduced to the many 
opportunities for leadership within SCP, as well as 
upskilling themselves to capitalize on their strengths, 
training, and positions to deepen their leadership skills. I 
have been fortunate enough to serve as one of these 
mentors, and the experience has been both rewarding and 
renewing for me.

A Look Forward

My goals this year are to push forward initiatives aimed at 
strengthening the field of clinical psychology and, in 
particular, preparing the next generation of clinical 
psychologists to do the best work possible to contribute to 
society. I have a few initiatives already in the works and 
hope that many of you will join me in them, as learners, 
collaborators, teachers, and contributors. Here a few:

1. SCP is collaborating with Divisions 16 (School 
Psychology) and 17 (Counseling Psychology) on a webinar 
series looking at critical psychology models. For too long, 
psychology (and clinical psychology specifically) has been 
over-reliant on scholarship by dominant, privileged groups 
(e.g., cisgender, heterosexual, abled, White men) and 
using dominant, privileged models (e.g., positivist, 
quantitative models). Excellent scholarship by 
underrepresented groups and using underrepresented 
methodologies exists and can strengthen the work we do, 
but we need to learn how to acknowledge, honor, and 
integrate this work into the models we are more 
comfortable with. This series is meant to help us do just 
that.

2. SCP is collaborating with the Society for Personality 
Assessment (SPA) on a webinar series on understanding 
and integrating culture in psychological assessment. The 
series will focus on both how culture and systems of 
oppression/privilege should be considered within the 
content of psychological assessments, as well as how 
these factors can affect the process of psychological 
testing and assessment in ways that can alter, enhance, or 
obscure the data that emerge from them.

3. Planning for the 2025 APA Convention and the February 
2026 SCP Conference is underway with the same general 
aims and goals, to improve the work we do in clinical 
psychology and prepare the next generation of clinical 
psychologists to rise to meet society’s future needs. I am 
especially working to champion broadening and deepening 
our understanding of what good psychological science is, 
as well as engagement in discussion about what (if any) 
shifts in training would improve clinical psychology 
excellence. As with every other initiative, I hope that many 
of our SCP scholars and professionals will join me in these 
ongoing discussions!

And Finally…

I’d like to end on a note of gratitude for all the wonderful 
colleagues I have been lucky enough to be able to 
collaborate with through SCP. In addition to many of the 
initiatives described above, these collaborations have 
resulted in important scholarly work meant to push our field 
forward in positive directions, and for that I am extremely 
grateful. If my experience has taught me anything, it’s that 
stepping up and volunteering to contribute and collaborate 
can have profoundly positive effects, both personally and 
professionally. To that end, I want to explicitly invite all of 
our SCP members to join us in one or more of the many 
ways you can get involved. There are many sections, 
committees, initiatives, and projects going on at any 
moment with SCP’s vibrant community. If you are 
interested in leadership or contributing in any way to clinical 
psychology’s future, please don’t hesitate to reach out! 
Very much looking forward to a productive year at SCP!

2 | VOL 78 - ISSUE 1 - WINTER 2025 | 



VOL 78 - ISSUE 1 - WINTER 2025 | 3

DIVISION 12 BOARD OF DIRECTORS

SECTION REPRESENTATIVES TO THE DIVISION 12 BOARD

EDITORIAL STAFF

OFFICERS (Executive Committee)

COUNCIL OF REPRESENTATIVES

EDITORS (Members of the Board without vote)
President (2025) A. Jordan Wright, Ph.D., ABAP, 
ABPP* 
President-elect (2026) Lynn H. Collins, Ph.D.*

Secretary (2023 - 2025) Damion Grasso, PhD*

  The Clinical Psychologist
    Editor (2022-2025) Lily A. Brown, PhD           
    Associate Editor (2022-2025) Yiqin Zhu MS   

Clinical Psychology - Science and Practice Past President (2024) Donna LaPaglia, PsyD, ABPP*  
Treasurer (2021-2026) Paul A. Arbisi, PhD, ABAP, ABPP, L.P.*

Tara Craighead, Director of Operations
(not a Board Member)
P.O. Box 98045, Atlanta, GA 30359
Tel: 404-254-5062, Fax: 866-608-7804
Email: division12apa@gmail.com

* = Voting Members of Board

Representative (2024-2026) Randall T. Salekin, Ph.D.* 
Representative (2024-2026) Nancy Sidun, Psy.D., ABPP, 
ATR*
Representative (2025-2027) Brandon Gaudiano, PhD* 
Representative (2023-2025) Helen L. Coons, Ph.D., ABPP

MEMBER AT LARGE

(2025-2027) Viviana Padilla, Martinez, Ph.D.*

Section 2: Society of Clinical Geropsychology
(2025-2027) Evan Plys, Ph.D., ABPP 

Section 3: Society for a Science of Clinical Psychology   
(2024-2026) Susan D. Raffa*

Section 4: Clinical Psychology of Women
(2025) Kalyani Gopal, Ph.D., HSPP 

Section 8: Association of Psychologists in Academic 
Health Centers
                (2023-2025) Joanna Yost, PhD*

Section 9: Assessment Psychology
(2022-2025) Paul Ingram, PhD*

Section 10: Graduate Students and Early Career Psychologists

(2025) Jill Morris, LP*

* = Voting Members of Board

EDITORS:
Editor: Lily A. Brown, PhD
lilybr@upenn.edu

Associate Editor: Yiqin Zhu, MS 
yiqin@wustl.edu

COLUMN EDITORS:
Ethics Column: Adam Fried, PhD 
Member Spotlight: David FitzGerald, PhD 
Diversity Spotlight: Randall Salekin, PhD

SECTION UPDATES:
2: Brian Yochim, PhD, | brian.yochim@va.gov
3: Shari Steinman PhD | shari.alaina@gmail.com
4: Elaine Burke, PhD | eburke23@hotmail.com
6: Vivian Padilla-Martinez, PhD | vivianpadillam@gmail.com 
7: Marc Hillbrand, PhD | marc.hillbrand@yale.edu
8: Donna LaPaglia, PhD | donna.lapaglia@yale.edu
9: Paul Ingram,  PhD | pbingram@gmail.com
10: Jill Morris, PhD | jill.morris25@gmail.com

   (2024-2028) Art Nezu, PhD
   

 DIVISION 12 CENTRAL OFFICE



Lead Article: Acute Suicide Risk Management: Best Practices and Future Directions 

Acute Suicide Risk Management: 
Best Practices and Future Directions

assessment are frequently blended, but are two 
distinct processes (Boudreaux et al., 2014; Horowitz et al., 
2023). Suicide risk screening involves brief questionnaires, 
typically completed within a few minutes, administered 
by trained clinicians, front-line staff, and community 
members to evaluate past, present, and potential 
future suicidal thoughts and behaviors. They are 
highly sensitive to detecting any clinically actionable 
suicide risk (Boudreaux & Horowitz, 2014; Thom et al., 
2020). If an individual has a positive screening for 
suicide risk, a suicide risk assessment should be completed 
to determine their current level of suicide risk. Suicide risk 
assessments involve an interview and collection of 
collateral information in less than 30 minutes by a 
mental health professional or trained non-mental health 
professional to assess for current and past suicidal 
thoughts and behaviors, static and time-varying risk and 
protective factors for suicidal behavior, and the motivations, 
intent, planning, and preparatory actions for suicidal 
behavior. This information contributes to a formulation 
patient’s risk of suicidal behavior, typically rated from no/
mild risk to high/imminent risk (Horowitz et al., 2023; 
Silverman et al., 2014). 

Once elevated suicide risk has been identified, healthcare 
providers determine how best to intervene to increase 
immediate and future safety. These interventions typically 
include a brief therapeutic intervention that directly 
decreases suicide risk, care coordination to a higher level of 
care, and brief follow-up contact (Doupnik et al., 2020). 

In the following sections, we provide an overview of the 
deficits in the implementation of suicide screening, 
assessment, and interventions across clinical and non-
clinical settings then provide recommendations for each 
area to clarify best practices for clinicians and front-line staff 
who encounter individuals with suicidal thoughts and 
behaviors. Overall recommendations across each of the 
three phases are summarized in Figure 1.

Suicide Risk Screening

Conducting screening in diverse contexts is essential for 
identifying potential at-risk groups. This includes screenings 
in clinical settings (e.g., primary care, emergency
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in clinical settings (e.g., primary care, emergency 
department), community settings, and online settings. 
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Introduction

Suicide rates have progressively increased in recent 
decades (Garnett, 2023). This is in part due to poor 
identification, assessment, and management of suicide 
risk across clinical and non-clinical settings, especially for 
individuals who are in acute suicidal crises in emergency 
department and inpatient psychiatric services. A recent 
review of healthcare systems-failures determined that the 
most proximal factors associated with suicide after an 
acute suicidal crisis was a missed opportunity for safety 
planning, which is dictated by suicide risk screening and 
assessments procedures (Pisani & Boudreaux, 2023; 
Silverman & Berman, 2014). Improved implementation of 
screening and assessment in healthcare settings may lead 
to improved implementation of suicide prevention 
interventions, and ultimately decrease suicide rates 
(Hogan et al., 2016). However, it is unclear how to improve 
the quality of suicide screening, assessment, and 
intervention for individuals who are at acute risk 
for suicide. Herein, we describe the gaps in the quality of 
care in the delivery of suicide screening, 
assessment, and intervention across healthcare 
settings, provide best practice recommendations on 
suicide risk management procedures for individuals at 
imminent risk for suicide, and discuss the future directions 
for increasing the evidence-base for suicide risk 
management practices.

Suicide Risk Screening, Assessment, and Intervention

There are three phases in the management of suicide 
risk across clinical and non-clinical settings: (1) a brief
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screening for suicide risk to 
identify recent suicidal thoughts 
and behaviors, (2) a brief suicide 
risk assessment interview to 
determine level of suicide risk 
and (3) an intervention based on 
current level of suicide risk in 
order to decrease suicide risk 
(Horowitz et al., 2023; Silverman 
& Berman, 2014). Suicide risk 
screening and suicide risk
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department), community settings, and online settings. 

Screening in the Clinical Settings

Commonly used screening tools in clinical settings 
include the Patient Health Questionnaire (PHQ-9) and the 
Ask Suicide-Screening Questions (ASQ). In primary care 
settings, suicide risk screening was implemented for 
new patients during initial visits, especially if they have 
not been screened in the past 12 months (Ayer et al., 
2022). Those screenings might be repeated if a patient 
reports key risk factors (i.e., other mental health 
diagnoses) and a history of suicide risk within the past 
year (Ayer et al., 2022). Despite the availability of 
validated tools and the feasibility of suicide risk 
screening, only 14.2% of primary care providers use a 
standardized suicide screening tool and 27% of primary 
care providers rarely use any screening tools (Diamond 
et al., 2012). Barriers to the implementation of 
screenings were related to providers' levels of 
knowledge about suicide, their awareness of patients' 
previous suicide history, and whether they are working 
in urban or rural environments (Diamond et al., 2012). A 
primary reason for limited implementation of screening 
was providers’ lack of confidence in clinical decision-
making regarding the next steps if patients are screened 
as at risk for suicide (Horowitz et al., 2014),

Community-based Screening

Historically, marginalized and underrepresented 
communities in the mental health care system have 
reported higher suicide rates. The transition into or 
exposure to vulnerable environments, marked by low

social support and limited access to healthcare, heightens 
the risk of acute and imminent suicide risks. Individuals who 
have experienced incarceration or are currently in prison or 
jail are one of the communities recognized as being at high 
risk for suicide. The suicide rate among incarcerated 
individuals was not only higher than that of the general 
population but also increased more rapidly between 2009 
and 2020 (LeMasters et al., 2024). The imminent risk of 
suicide among this community is particularly elevated 
during transitional periods, such as the initial stages of 
incarceration. Current screening practices for this 
population often rely on clinical tools which are not fully 
adapted to the unique needs and strategies of correctional 
systems. A key challenge in this context is the shortage of 
trained staff and clinicians, which can result in improper 
administration, misinterpretation, or inaccurate use of these 
tools (Hausam et al., 2024). Despite the pressing need for 
more adaptable screening systems within communities, a 
significant gap remains in developing tailored tools or 
establishing a systematic approach to screening in 
correctional settings (Gould et al., 2019).

Online-based Screening

Online screening offers a valuable supplement to traditional 
methods (Coppersmith et al., 2018; Lao et al., 2022). 
Online screening includes self-screening and the prediction 
of suicide risk in the public based on online behaviors, such 
as help-seeking behaviors or narratives related to suicide 
risk (Christensen et al., 2014). People are often more 
comfortable sharing their suicide risk online than in face-to-
face or clinical settings, due to reduced concerns about 
stigma and the greater accessibility of online spaces
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Figure 1.  Steps for screening, assessing, and intervening for acute suicide risk.



Lead Article: Acute Suicide Risk Management: Best Practices and Future Directions (continued)

(Lehavot et al., 2012). This concern is shared not only by 
researchers and mental health professionals but 
also by the companies operating social media 
platforms, as they are responsible for ensuring data 
security and user privacy. Another critical issue lies in 
the methodological limitations of online suicide 
screening tools. Unlike assessment and diagnosis, 
the goal of suicide screening is to include as many 
individuals at potential risk as possible, even if it means 
identifying some false positives, rather than focusing 
exclusively on those with confirmed suicide risk. 
Unfortunately, many online and machine learning-based 
screening tools tend to prioritize accuracy over 
the essential principle of sensitivity, potentially 
overlooking high-risk groups.

Clinical, Community-based, and Online Screening 
Recommendations

To encourage the use of screening tools by clinicians, it is 
essential to integrate suicide literacy education, 
training on use of suicide screening tools, and protocols 
for post-screening suicide risk assessment and 
intervention. For example, providers should be given 
clear information on the clinical actions to take in 
guiding patients who are screened as at risk for suicide. 
Detailed guidelines on how to communicate with 
patients are also essential.  For instance, pediatricians 
have been tasked by the American Academy of 
Pediatrics with managing mild to moderate suicide risk 
and they may require specific guidance on how to 
communicate with both their patients and the patients' 
parents (Horowitz et al., 2021; Hua et al., 2024). Suicide 
literacy education is equally crucial, as it enhances 
providers’ comfort in discussing suicide risk with 
patients and increases their awareness of the 
importance of using screening tools. These supports for 
providers would help increase both the frequency and 
quality of the implementation of existing screening tools.

In terms of community-based screening, especially for 
incarcerated community members, a screening tool that 
focuses on evaluating current suicide risk—such as the 
Screening for Initial Risk Assessment (SIRAS)— can

identify incarcerated individuals at imminent risk for suicide 
(Hausam et al., 2024). Implementing SIRAS has led to 
increased access to professional care, higher rates of 
medication use, and the development of safer institutional 
environments. Justice-involved individuals frequently 
undergo environmental and geographical transitions. Many 
individuals transfer between correctional facilities—such as 
moving from jail to prison or from one prison to another. 
Some are also transferred across state lines based on 
facility availability. Establishing effective systems for 
transferring and managing screening information is 
essential to ensuring a continuum of care for this population 
throughout their transitions (Daniel, 2006). This requires a 
uniform system of documentation, efficient information 
transfer, and enhanced collaboration between facilities 
(Daniel, 2006). Such improvements would help prevent 
duplicated screenings and reduce gaps between screening 
and intervention.

To address the concerns of online screening discussed 
above, we propose several recommendations. Regarding 
the ethical issues and implementation of screening tools on 
social media, obtaining user consent for social media data 
tracking could help individuals monitor their risk naturally 
without compromising their privacy (Coppersmith et al., 
2018; Padrex et al., 2016). Most importantly, collaborative 
efforts with social media companies, media and 
communication experts, and policymakers are crucial to 
navigating the systemic and ethical implementation of 
screening tools online. Regarding the gap between the 
focus of screening and the methodological approach to 
screening performance, we recommend prioritizing 
sensitivity in tool development when there is a significant 
trade-off between sensitivity (how accurately it detects 
individuals at actual risk of suicide) and specificity (how 
accurately it detects individuals without actual risk 
of suicide; Donnelly et al., 2023; Hughes et al., 
2023). Allowing for more false positives (lower 
specificity) better supports the prevention of under-
detection, which is a higher priority in the screening 
process compared to diagnosis and assessment.

Suicide Risk Assessments 
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(Pretorius et al., 2019). 
Therefore, monitoring online 
behaviors can help supplement 
early detection of at-risk 
individuals outside of traditional 
clinical settings.  However, 
current online screening presents 
some challenges. A primary 
concern is ethical issues 
surrounding monitoring users’ 
suicide risks without their consent 

Hayoung Donnelly, PhD

There are several gaps in the 
delivery of suicide risk 
assessments across healthcare 
settings, particularly for patients 
experiences acute suicidal crises 
in emergency departments or 
psychiatric inpatient settings. 
Across healthcare settings, 
suicide risk assessments are 
frequently not completed or are 
poor quality when they are 
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completed, and as a result, patients are not provided the 
appropriate suicide prevention care (Wyder et al., 2020). 
A suicide risk assessment was not completed for almost 
20% of mental health service users who died by suicide 
and over two-thirds of mental health service users who 
died by suicide received an incomplete or brief suicide risk 
assessments that lacked relevant suicide risk factors or 
comprehensive documentation of other critical elements in 
a suicide risk assessment (Huisman et al., 2011). Fewer 
than 20% of patients with a positive suicide risk screening 
in an emergency department received a lethal means 
assessment and approximately half of the patients who 
presented due to suicidal thoughts or behaviors were not 
assessed for a history of self-injurious behaviors, access 
to various self-harm methods, and a current plan for 
suicide (Betz et al., 2018; de Beer et al., 2018; Mahal et 
al., 2009). Moreover, patients in emergency departments 
who presented due to suicidal thoughts or behaviors often 
do not have a determination about suicide risk identified or 
described in clinical documentation to guide suicide 
prevention interventions (de Beer et al., 2018).

There is a lack of psychometrically valid measures for 
assessing imminent risk. In youth, there is no 
standardized developmentally appropriate measure of 
immediate risk for suicide for youth (Cater et al., 2019). 
While standardized interviews like the Columbia Suicide 
Severity Rating Scale (C-SSRS; Posner et al., 2011) have 
shown the most promise in evaluations of predictive 
validity for both adults and youth, further psychometric 
testing is needed to identify a single tool to assess acute 
risk for suicide, particularly in non-mental health settings 
(Cater et al., 2019; Liu et al., 2024). Significant limitations 
exist for all current youth self-report measures assessing 
suicidal thoughts and behaviors, indicating an urgent need 
for the development of new valid self-report measures for 
this population before one can be recommended for broad 
implementation across settings (Liu et al., 2024). 
Furthermore, cultural variations in presentations of acute 
suicide risk have been excluded from nearly all risk 
assessments (Molock et al., 2023). The Cultural 
Assessment of Risk for Suicide (CARS; Chu et al., 2013; 
Chu et al., 2018) self-report measure has shown strong 
psychometrics for capturing suicide risk among ethnic and 
sexual minority groups based on the Cultural Theory and 
Model of Suicide (Chu et al. 2010), but this measure 
focuses on assessing recent, not acute or imminent 
suicide risk.

Suicide Risk Assessment Recommendations

Based on the current gaps in suicide risk assessment 
implementation, we recommend that mental health care 
settings enhance policies and processes to improve the 
quality of suicide risk assessments and management of 
suicide risk. The Joint Commission on Accreditation of

Healthcare Organization has established performance 
requirements for accredited hospitals and behavioral health 
care organizations treating individuals with behavioral 
health conditions and those at acute risk for suicide (The 
Joint Commission, 2019). The National Patient Safety Goal 
15.01.0 requires an evidence-based process for suicide risk 
assessment for individuals who screened positive for 
suicidal ideation and documentation of patients’ overall 
suicide risk level and the plan to reduce suicide risk.  

Therapeutic risk management for suicidal patients is a 
recommended best practice for assessment and 
management of suicide risk after a positive screening (The 
Joint Commission, 2019). Therapeutic risk 
management involves three steps: (1) assessment 
of suicide risk with structured instruments, (2) stratification 
of suicide risk in terms of severity (i.e., low, moderate, 
high current risk) and stability of risk over time (i.e., acute/
short-term vs. chronic/long-term duration of risk), and (3) 
safety planning for suicide risk (Wortzel et al., 2013). 

Two examples of structured, evidenced-based suicide risk 
assessment interviews are the Columbia-Suicide Severity 
Rating Scale (C-SSRS) and Suicide Assessment Five-
step Evaluation and Triage (SAFE-T). The Columbia-
Suicide Severity Rating Scale (C-SSRS) full scale 
provides a comprehensive evaluation of past and 
current suicidal thoughts and behaviors, including the 
degree of suicidal plans, intent, controllability and 
preparatory acts, self-harm behaviors, and their lethality 
(Posner et al., 2011). The C-SSRS can be combined with 
a clinical evaluation of other significant suicide risk and 
protective factors (e.g., see Bryan & Rudd, 2006; Chu 
et al., 2015). Alternatively, the SAFE-T evaluates suicide 
risk and protective factors as well as the extent of 
suicidal thoughts plans, intent, and previous suicidal 
behaviors (Fowler et al., 2012). Each of these suicide 
risk assessments includes suicide risk stratification in 
terms of severity. 

However, only stratifying suicide risk in terms of 
severity does not adequately capture the nuances of 
suicide risk. Therapeutic risk management for suicidal 
patients suggests that it is also important for clinicians to 
evaluate the stability of patient suicide risk over time, 
especially for those at who have a combination of risk and 
protective factors (Wortzel et al., 2014). As noted by 
Wortzel and colleagues (2014), an individual with an 
extended history of multiple suicide attempts who was 
recently discharged from psychiatric hospitalization and 
endorsed suicidal ideation with a specific plan may be 
considered at high risk for suicide in terms of severity. 
However, when also considering that stability of suicide 
risk over time, the individual states that their current 
degree of suicidal ideation represent their baseline 
level of functioning, they have been using their safety
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plan effectively, and they increased their mental health 
treatment engagement since discharge from psychiatric 
hospitalization. A single severity designation of high risk is 
unlikely to capture the true nature of this individual’s 
current degree of suicide risk. A two-dimensional low acute 
risk (severity) and high chronic risk (stability) designation 
better explains this and similar individual's suicide risk, and 
provides a more refined conceptualization to guide 
intervention recommendations. The details about the 
suicide risk assessment process and suicide risk 
formulation results (i.e., severity and stability of suicide 
risk) should be documented and the client should 
periodically be reassessed for suicide risk as clinically 
appropriate.  

Brief Suicide Prevention Interventions

Brief suicide prevention interventions delivered during 
single in-person encounters in acute care settings have 
shown promise (Doupnik et al., 2020). Brief therapeutic 
interventions include the Safety Planning Intervention, 
problem-solving skill delivery, motivational interviewing 
techniques, or lethal means counseling. Care 
coordination interventions include the provision of 
resources and referrals, warm hand-offs to 
outpatient mental health, mobile crisis response 
team services, and the inclusion of personal supports to 
support care access. Brief follow-up contact 
typically involve phone calls, text messages, or letters to 
encourage or facilitate engagement with further 
mental health treatment. A meta-analysis found 
that brief suicide prevention interventions were 
associated with reduced subsequent suicide attempts, 
increased linkage to follow-up mental health care, but 
were not associated with reduced depression 
symptoms (Doupnik et al., 2020). 

However, due to the limited quality and availability of 
culturally and developmentally appropriate suicide risk 
assessments, patients at-risk for suicide are often not 
provided the appropriate and effective suicide 
prevention interventions. Although safety plans are 
often listed in treatment plans, there is limited 
collaboration with patients in their development, 
limited discussion with patients of how and when to 
use the safety plan, and plans are not often regularly 
reviewed with patients (Gamarra et al., 2015). Similarly, 
there is limited collaboration during care coordination 
with other providers. Outpatient clinicians sometimes 
rely on their own “gut feeling” in order to 
decide to initiate hospitalization (Davis et al., 
2023). In addition, less than half of individuals 
discharged from a psychiatric hospitalization 
had a discharge plan sent to a follow-up outpatient 
provider within 24 hours of discharge  and less than 

half of emergency departments provided warm handoffs to 
outpatient mental health treatment providers (Benjenk et 
al., 2020; Chitavi et al., 2024). Subsequently, less than half 
of individuals discharged from psychiatric hospitalization 
and a psychiatric emergency department visit attend a 
mental health follow-up appointment within one to two 
weeks (Barker et al., 2020; National Committee for Quality 
Assurance, 2022).

Brief Suicide Prevention Interventions 
Recommendations

The Safety Planning Intervention (SPI; Stanley and Brown, 
2012) has been consistently identified in meta-analyses 
and systematic reviews as the most promising brief suicide 
prevention therapeutic intervention (Doupnik et al., 2020; 
Nuij et al., 2021; Ferguson et al., 2022). The SPI is effective 
at reducing the risk for future suicidal behaviors (including 
suicide attempts), but may be less effective at reducing the 
severity of subsequent suicidal ideation (Nuij et al., 2021). 
While the SPI is mostly delivered in person, digitally 
supported versions of the intervention have also been 
found to be acceptable and feasible (e.g., JASPR; Dimeff et 
al., 2021). 

The SPI can be effective when delivered as a standalone 
single-session intervention, with brief follow-up contact, or 
combined with other interventions, such as the CALM 
(Counseling on Access to Lethal Means) or STOP (Steps to 
Prevent Firearm Injury) lethal means safety counseling 
programs and the SAFETY-A (Safe Alternatives for Teens 
and Youths-Acute) program (Ferguson et al., 2022; Sale et 
al., 2018; Mueller al., 2020). Lethal means safety 
counseling has been found to be an acceptable approach 
for reducing future suicide risk during evaluation in acute 
care settings, but future research is needed to understand 
the clinical effectiveness of this intervention alone at 
reducing future suicide behaviors and if there is a need for 
further cultural adaptations (Spitzer et al., 2024; Siry et al. 
2020). SAFETY-A, which includes safety planning and 
home safety education, has shown promise as a brief 
trauma-informed, cognitive behavioral family intervention to 
decrease the short-term risk of future suicidal behavior 
when delivered in pediatric emergency room settings 
(Asarnow et al., 2015; Hutcherson et al., 2021). While 
recent work has shown promise in reducing youth suicide 
risk through the collaborative development of safety plans 
and reduced access to lethal means, a meta-analysis has 
found continued limitations to the effectiveness of 
interventions to reduce the risk of suicide for adolescents 
(Itzhaky et al., 2022; Runyan et al. 2016; Leyenaar et al., 
2022).

After a suicide risk assessment has been repeated, if a 
brief therapeutic intervention is deemed to be insufficient,
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care coordination may be required to attain access to an 
appropriate treatment. It is important to use multi-method 
interventions in care coordination to decrease barriers to 
accessing behavioral health services. This may include 
facilitated appointment scheduling and reminders through 
phone and text formats, walk-in services, and warm 
handoffs (Crable et al., 2021; Young et al., 2020). 

If a client’s risk level is persistently elevated (e.g., the 
person continues to indicate an imminent plan and intent 
to harm themselves), stabilization may be needed in a 
secure healthcare setting like a psychiatric inpatient or 
crisis stabilization unit. Although cognitive-behavioral 
therapy (e.g., Cognitive-Behavioral Therapy for Suicide 
Prevention [CBT-SP]; Stanley et al., 2009) and dialectical 
behavior therapy (DBT; Linehan et al., 2006) have been 
found to prevent suicidal behavior following crisis 
stabilization (Mann et al., 2021), the evidence for 
treatments that reduce suicidal thoughts and behaviors 
during inpatient stabilization is very limited (Santel et al., 
2023; Jobe et al., 2015; Calati and Coutet, 2016). The 
Collaborative Assessment and Management of Suicidality 
(CAMS; Ellis et al., 2012) is one of the only evidence-
based suicide-focused interventions that has been shown 
to help patients understand and manage suicidal thoughts 
and behaviors across both inpatient and outpatient 
settings (Ellis et al., 2017; Santel et al., 2023; Tyndal et 
al., 2022). 

Beyond psychotherapy approaches to stabilization, 
intravenous ketamine has been found to reduce suicidal 
ideation within hours, but it remains unclear how 
effective this psychotropic intervention is for preventing 
future suicidal behavior (Lengvenyte et al., 2021; Mann 
et al., 2021). Although alternative forms are becoming 
more accessible, other formulations of ketamine (such 
as intranasal and oral delivery forms) have not been 
shown to have the same effect on reducing suicidality 
(Dadiomov and Lee, 2019). Therefore, the need for 
further research to develop effective and accessible 
stabilization treatment options following suicidal crises is 
critical.

Conclusion and Call to Action 

There are several gaps in quality of care in the 
identification, assessment, and management of suicidal 
thoughts and behaviors. Use of the current 
recommendations should result in improved 
implementation of suicide screening, assessment, and 
intervention practices. We call on clinicians to use 
evidence-based tools and methods for suicide risk 
screening, assessment, and intervention, especially with 
individuals at elevated and acute risk for suicide. 
However, we know that clinicians do not function alone 
and that the identification of evidence-based suicide

 screening, assessment, and intervention practices does not 
guarantee that these practices are effectively delivered 
across healthcare settings. 

The development of strategies to improve the 
implementation of evidence-based suicide screening, 
assessment, and intervention practices has the potential to 
improve the adoption, fidelity, and integration of these 
practices into healthcare settings. Effective implementation 
strategies for suicide prevention practices involve analyzing 
the people, settings, and factors influencing implementation; 
co-development with all parties involved in implementation 
(e.g., patients, front-line staff, supervisors, and executive 
management); and refinement of strategies to increase their 
feasibility and acceptability (Wensing et al., 2020). Plan-do-
study-act (PDSA) cycles are an effective way to develop 
and refine implementation strategies to improve the 
quality of care for those at risk for suicide by integrating 
patient feedback into adjustments of ongoing care 
procedures (Minian et al., 2024; Boudreaux et al., 2020). To 
support organizations, national and state-level policy 
evaluations and impact measures—such as reductions in 
suicide rates (Schlichthorst et al., 2022) and increased 
suicide literacy within communities (American Foundation 
for Suicide Prevention, 2023)—are essential for assessing 
the effectiveness and impact of current approaches in 
reducing the risk and harm of suicidality.
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Request for LOIs 

Dear Colleagues, 

Division 12’s Committee on Science and Practice 
invites Letters of Intent from teams interested in 
applying the Tolin et al. (2015) criteria to evaluate 
and rate the evidence base for specific psychological 
treatments. Evaluations conducted using the Tolin 
criteria and approved by the Committee on Science 
and Practice will be used to update Division 12’s 
online list of Psychological Treatments (https://
div12.org/treatments/). We also encourage teams to 
adapt evaluations for submissions to peer-reviewed 
journals, as has been done with completed 
evaluations to date.  

The Committee on Science and Practice developed a 
manual with standardized guidance on how to use the 
Tolin criteria to evaluate a psychological treatment. 
The manual (available here https://osf.io/preprints/
osf/8hcsz) includes a checklist and details the 
process for teams to follow. Here is an example of a 
recent evaluation that was submitted to and approved 
by the Committee on Science and Practice (CBT for 
Gambling Disorder: https://div12.org/wp-content/
uploads/2024/07/CBT-gambling-Tolin-Criteria-
Evaluation-Report.pdf) as well as one that was 
published (CBT for Insomnia: https://
pmc.ncbi.nlm.nih.gov/articles/PMC7939024/). 

Division 12’s list of evaluated psychological treatments 
provides practitioners, shareholders, and the public 
with the state-of-the-science on empirically supported 
treatments so that they can make informed decisions 
about treatment of psychological problems. However, 
because the work involved in each of these 
evaluations is more than what the Committee on 
Science and Practice can accomplish alone, we need 
expert teams willing to contribute to this critical effort 
and hope that you and others might consider taking 
on that role.  

For questions about the process of submitting a 
Letter of Intent or an evaluation, contact Cassandra 
Boness (cboness@unm.edu) and Damion Grasso 
(dgrasso@uchc.edu), Co-Chairs of the Committee on 
Science and Practice.
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I N V I T E S
L E T T E R S  O F

I N T E N T

APA Division 12’s Committee on 
Science and Practice 

F O R  M O R E  I N F O
V I S I T  O U R  W E B S I T E

https://div12.org/psychological-treatments/

QUESTIONS?

Contact Cassie Boness
(cboness@unm.edu) and 

Damion Grasso
(dgrasso@uchc.edu),

Co-Chairs of the Committee on
Science and Practice

APA Division 12’s list of psychological
treatments provides practitioners, trainees,
and the public with empirically supported
psychological treatments.

We invite Letters of Intent from teams
interested in using the Tolin et al. (2015)
criteria to evaluate the evidence base for
specific psychological treatments.

Approved evaluations will update Division 12’s
online list of Psychological Treatments
(https://div12.org/treatments/)

A manual providing standardized guidance on
applying the Tolin criteria is available:
https://osf.io/preprints/osf/8hcsz. 

Examples of recent evaluations include:
CBT for Gambling Disorder
(https://div12.org/wp-
content/uploads/2024/07/CBT-gambling-
Tolin-Criteria-Evaluation-Report.pdf)
CBT for Insomnia
(https://pmc.ncbi.nlm.nih.gov/articles/PMC
7939024/)
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Advances in  
Psychotherapy
Evidence-Based Practice

www.hogrefe.com/us/apt

Developed and edited with the support of the Society of  
Clinical Psychology (APA Division 12), the series Advances in 
Psychotherapy - Evidence-Based Practice provides therapists 
with practical evidence-based guidance on the diagnosis and 
treatment of the most common disorders seen in clinical prac-
tice - and does so in a uniquely reader-friendly manner. 

One strand is dealing with specific disorders, another with 
methods and approaches. Each book is both a compact how-to 
reference for use by professional clinicians in their daily work, 
as well as an ideal educational resource for students and for 
practice-oriented continuing education. The most important 
feature of the books is that they are practical and reader-
friendly. All have a similar structure, and each is a compact and 
easy-to-follow guide covering all aspects of practice that are 
relevant in real life. Tables, boxed clinical pearls, and marginal 
notes assist orientation, while checklists for copying and sum-
mary boxes provide tools for use in daily practice.

Main features

•  Practice-oriented: Information that therapists and  
practitioners can use in their daily work.

•  Easy-to-read: The most important information is  
summarized in tables, illustrations, displayed boxes, and 
marginal notes.

•  Compact: Each volume is 80−100 pages.

•  Expert authors: Recruited for their expertise, many of our 
authors are leaders in the Society of Clinical Psychology (APA 
Division 12).

•  Regular publication: Volumes are published 4 times each 
year.

•  Reasonably priced: All Div 12 members receive $5.00 off the 
list price of $29.80 per volume.

20%  

discount for 

members



New releases 

Rehman Abdulrehman

Developing Anti-Racist 
Cultural Competence 

Vol. 53, 2024, xvi + 106 pp.
ISBN 978-0-88937-515-4
Also available as eBook

In today’s society, anti-racist cultural competence is an essential 
skill everyone needs to develop. Abdulrehman provides a direct, 
no-nonsense, and practical approach to this challenging and  
complex topic, using real-life examples to help the reader to  
approach sensitive cultural issues confidently and humbly.  
He looks in detail at how we can understand our biases and how 
they impact our engagement and trust with marginalized people 
of color.

“I am proud to endorse Dr. Abdulrehman’s book. It not 
only provides essential knowledge but also serves as a 
testament to his own commitment to advancing our  
collective understanding and promoting equity.”

Monnica Williams, PhD, ABPP, Canada Research Chair for 
Mental Health Disparities, University of Ottawa, ON, Canada

Martin M. Antony / Karen Rowa

Social Anxiety Disorder

Vol. 12 , 2nd ed. coming May 2025, 
approx. viii + 100 pp.
ISBN 978-0-88937-602-1

This 2nd edition exploring social anxiety disorder (SAD) incor-
porates the latest theory and research on its presentation, 
prevalence, assessment, and treatment. The authors expertly 
guide mental health or healthcare professionals at any level of 
experience through the models for understanding this common 
psychological disorder, how to select the best assessment mea-
sures, and why and how cognitive-behavioral therapy (CBT) has 
the strongest evidence base. Downloadable handouts for clinical 
use are available in the appendix.

Martha C. Tompson

ChildhoodDepression 
Vol. 54, 2024, viii + 116 pp.
ISBN 978-0-88937-518-5
Also available as eBook

This volume provides the reader with an up-to-date, evidence-
based introduction to the assessment and treatment of childhood
depression, including major depressive disorder, persistent de-
pressive disorder, disruptive mood dysregulation, and adjustment
disorders. After exploring the latest knowledge on the diagnosis, 
course, theories, and contributing factors of childhood depression, 
the author presents a step-by-step description of family-focused 
treatment for childhood depression (FFT-CD), which integrates 
CBT and family therapy goals.

“I highly recommend this book to all therapists who work 
with depressed children!”

Mary A. Fristad, PhD, ABPP, Dir, Academic Affairs and
Research Development at Nationwide Children's Hospital Big 
Lots Behavioral Health Services, Columbus, OH

2nd  

edition

 Simon A. Rego

Panic Disorder and  
Agoraphobia

Vol. 55, 2025, x + 108 pp.
ISBN 978-0-88937-405-8
Also available as eBook

This volume has been meticulously crafted to address the  
nuances of diagnosing, assessing, and treating panic disorder 
and agoraphobia, using the latest interventions derived from 
cognitive behavioral therapy. Designed as a brief but comprehen-
sive resource for treatment providers at all levels, this book gives 
a description of panic disorder and agoraphobia, reviews well-
established, empirically derived theories and models, and guides 
readers through the diagnostic and treatment decision-making 
process before outlining a 12-session treatment.

“[This book] is a concise, practical, and complete hands-
on guide to understanding and effectively treating this 
challenging clinical problem”

Robert L. Leahy, PhD, Clinical Professor of Psychology in 
Psychiatry, Weill-Cornell Medical College, New York, NY



Order and price information
Single-volume price is $29.80 + shipping and handling.
APA D12 members save $5 on purchase of single volumes, paying only $24.80 instead of $29.80. In order to obtain the membership 
discount you must first register at www.hogrefe.com and sign up for the discount. 

Disorders strand 
• Adolescent Dating Violence 
• Obsessive-Compulsive Disorder in Adults, 2nd ed. 
• Gambling Disorder 2nd ed. 
• Posttraumatic Stress Disorder 
• Acute Pain 
• Vaping and E-Cigarette Use and Misuse in Teens 
• Childhood Irritability 
• Interventions for Domestic Violence 

• Supporting Children After Mass Violence 
• Opiate Use Problems 
• Borderline Personality Disorder

Methods and approaches strand
• Palliative and End-of-Life Care 
• Pediatric Psychopharmacology
• Integrated Primary Care

Forthcoming volumes

See all available volumes here 

Content and Structure
1. Volumes on a Disorder or Group of Disorders
The contents of each volume are structured as follows:  

Description:
• Terminology
• Definition
• Epidemiology
• Course and Prognosis
• Differential Diagnosis
• Comorbidities
• Diagnostic Procedures and Documentation

Theories and Models of the Disorder  

Diagnosis and Treatment Indications  

Treatment:
• Methods of Treatment
• Mechanisms of Action
• Efficacy and Prognosis
• Variations and Combinations of Methods
• Problems in Carrying out the Treatment
• Multicultural Issues

Case Vignette
Further Reading
References
Appendix: Tools and Resources

2. Volumes on Methods and Approaches
The contents of each volume are structured as follows:

Description:
• Terminology
• Overview

Theories and Models

Assessment and Treatment Indications Treatment:
• Method of Treatment
• Efficacy and Prognosis
•  Variations of the Method and Combinations with Other  

Approaches
• Problems in Carrying out the Treatments
• Multicultural Issues

Case Vignette
Further Reading
References
Appendix: Tools and Resources

If you would like to suggest a book to publish, please contact the 
publisher at editorial@hogrefe.com or complete the online form 
at www.div12.org/advances-in-psychotherapy-evidenced-
based-practice-book-series-suggestion



*The National Register of Health Service Psychologists is approved by the American Psychological Association to sponsor continuing 
education for psychologists. The National Register maintains responsibility for this program and its content.  

Earn 5 CE credits
Psychologists and other healthcare providers may earn five continuing education credits for reading the books in the 
Advances in Psychotherapy series and taking a multiple choice exam. This continuing education program is a partner-
ship of Hogrefe Publishing and the National Register of Health Service Psychologists*. 

These are your benefits:
• As National Register member you can take each exam or the entire series of exams free of charge.
•  Readers who are not members of National Register can purchase each exam for $25 or access to the entire series of 

exams for $200.
•  National Register credentialed psychologists receive a discount on the Advances in Psychotherapy book series. Enter 

the discount code the National Register has provided at checkout.

For a list of all volumes available for CE credits go to www.hogrefe.com/us/cenatreg

Assessing Emotion 
Regulation Strategies 
with the FEEL-KJ-2

Scan the QR Code to Register
Can't make the live webinar? Register for the 
event and we will send you the recording to 
view when convenient.

Wednesday, March 19, 2025
1pm (EST)

Join Hogrefe for an introductory free, one-hour webinar 
featuring the new Emotion Regulation Strategies 
Questionnaire (FEEL-KJ-2). This self-reporting tool 
can be used with children, adolescents, and young 
adults ages 9–20 years and takes about 20 minutes to 
complete online. The assessment can be used in school 
settings, private therapy practices, outpatient and 
inpatient facilities, clinics, special education schools, and 
residential facilities. 

The FEEL-KJ-2 can be used to map adaptive, maladaptive, 
and additional regulation strategies for anger, anxiety, 
and sadness. The assessment is especially helpful in 
identifying an individual’s strengths and weaknesses 
across these three emotions, providing valuable 
psychological insights beyond just identifying problems. 
Functionally, this information can be used to set 
measurable goals and objectives that support increasing 
the use of positive emotion regulation strategies.

Free 

webinar




