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BY MANY METRICS suicide prevention must
improve. Suicide remains a leading cause
of death worldwide, and in some countries
(e.g., the United States) suicide rates have
an upwards trajectory (Klonsky et al,
2016). In contrast, there have been large
declines in mortality for other medical and
behavioral health problems such as stroke
(World Health Organization [WHO],
2018), homicide (United Nations Office on
Drugs and Crime [UNODC], 2019), and
drunk driving (Insurance Information
Institute [III], 2020). An important ques-
tion is why. Why does suicide prevention
lag behind other medical and behavioral
health problems?

Accurate Prediction Is a “Red
Herring” That Distracts From
Understanding and Treatment

Some articles suggest that suicide pre-
vention lags because suicide prediction lags
behind. For example, Ribeiro et al. (2016)
make the intriguing and thoughtful argu-
ment that suicide should be treated as “a
complex classification problem,” and
Franklin etal’s (2017) seminal meta-analy-
sis includes the suggestion that identifying
“longitudinal predictors” is a first step
toward improving suicide prevention and
treatment. The logic of these argument per-
haps rests on the assumptions that (a) we
otherwise do not know who is at risk, and
(b) those identified as at-risk can be given
access to effective treatments. Both of the
above papers state that suicidology should
prioritize “risk algorithms” if the field
wishes to make progress. In short,
improved prediction through complex pre-
diction algorithms is viewed as a prerequi-
site for improved knowledge and preven-
tion.

However, for several reasons, I suggest
that the quest for highly accurate suicide
prediction may be a red herring that dis-
tracts the field from its most important
work: understanding suicide to improve
treatment and prevention. Specifically, (a)
in other health fields, advances in preven-
tion and treatment have not relied on
advances in prediction; (b) suicide predic-

December 2020

tion will never be highly accurate; (c) even
if an algorithm were to perfectly identify
when suicide attempts will occur, we must
still have effective ways to intervene that
are grounded in a genuine understanding
of suicide; and (d) prediction of suicide in
the naturalistic world has only minor rele-
vance for evaluating the validity and utility
of suicide theories. I elaborate these points
below.

First, in other health fields, substantial
advances in treatment and prevention
occur without advances in prediction. For
example, mortality from stroke has
decreased dramatically since the year 2000
(WHO, 2018), even though positive pre-
dictive values for predicting future strokes
are low (e.g., between 6% and 14% in a sys-
tematic review; Gupta et al., 2014; between
2% and 8% using a risk-stratification tool
plus imaging for follow-up periods
between 7 and 90 days, Merwick et al.,
2010). Similarly, meaningful reduction in
homicide and drunk driving deaths (III,
2020; UNODC, 2019) are attributed not to
advances in prediction methodology, but
to practical interventions and contextual
factors that reduce the likelihood of these
behaviors—such as reduction in firearm
access for homicides (Azrael & Miller,
2020) and improved laws, policing, and
community norms for drunk driving
(CDC, 2020).

Consider an example closer to home for
readers of the Behavior Therapist. Behav-
ioral principles such as reinforcement,
punishment, habituation, and extinction
have been enormously helpful in treating a
variety of psychiatric disorders (Butler et
al, 2006). Notably, these treatment
advances in no way depended upon using
behavioral principles to predict who will
next develop a psychiatric disorder or
which clients will develop a second disor-
der. We can understand and treat disorders
and maladaptive behaviors without highly
accurate prediction tools. In sum, across a
variety of prevention and treatment success
stories in the medical, behavioral, and
public health literature, advances in predic-
tion are absent or peripheral.

Second, even if one believes that highly
accurate prediction would improve treat-
ment and prevention, highly accurate pre-
diction of suicide will never be achieved.
Some suggest that accurate prediction of
suicide could potentially be achieved
through complex prediction methods, such
as algorithms optimized through machine
learning. However, a systematic review and
simulations of suicide prediction via
machine learning suggest that, even under
optimal conditions, the prediction of sui-
cide will remain poor (Belsher et al., 2019).
A separate review concludes that machine
learning prediction methods for suicide
yields very low positive predictive power
and sensitivities similar to conventional
prediction methods (McHugh & Large,
2020). These skeptical conclusions should
not be surprising given a robust literature
on failures of machine learning to improve
clinical prediction. For example, a meta-
analysis of 71 studies found that machine
learning provides no benefit over simple
regression for predicting a variety of clini-
cal phenomena such as cancer and heart
disease (Christodoulou et al., 2019). As a
result, optimistic claims about suicide and
machine learning may represent “hype”
more than substance (Fazel & O’Reilly,
2020).

Third, for the moment let us assume the
aforementioned argument is wrong, and
that machine learning will soon enable per-
fect prediction of suicidal behavior. Sup-
pose this method reveals the identity of 100
individuals who, within the next month,
will attempt suicide and possibly die. What
now? Current psychiatric practice for
acutely suicidal patients is hospitaliza-
tion—do we lock these individuals in a
padded room for the next month? Obvi-
ously not. Beyond practical and ethical
considerations of hospitalizing everyone
predicted to attempt suicide, hospitaliza-
tion itself can cause more harm than good
(Ward-Ciesielski & Rizvi, 2020). The
answer is that we must successfully inter-
vene—we must learn to effectively and
humanely lower risk for acutely suicidal
individuals, and help them build a life
worth living. This brings us back to where
we started: We must understand suicide to
prevent suicide. Even unrealistically perfect
prediction would be only a small step
toward improved prevention, because we
must still understand the phenomena to
effectively intervene.

Finally, some suggest that poor real-
world prediction implies an inadequate
understanding of suicide; thus, even if we
accept that such prediction is not impor-
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tant for prevention, perhaps it is important
for determining the validity and utility of
our suicide theories and models. For exam-
ple, Nock et al. (2018) discounts “overly
simple” theoretical models of suicide on
the basis that the risk factors they empha-
size poorly predict suicidal behavior in the
naturalistic world. Ribeiro et al. (2019)
makes a similar argument to refute “simple
conceptualizations” of suicide. However, I
would like to gently push back, and suggest
that these claims misrepresent the nature of
the scientific enterprise and the relation-
ship between theory and prediction.

The scientific enterprise is largely based
on the premise that parsimonious theories
can help explain complex phenomena (for
elaboration in the context of suicide theory;
see Klonsky, 2020). To assume prima facie
that simple theories are inappropriate for
understanding complex phenomena is to
discard hundreds of years of scientific
progress to the contrary (see Edge, 2012,
for a long list of scientific “deep, elegant, or
beautiful explanation[s]”). More to the
point, the predictions most relevant for
evaluating scientific theories are those
made under highly controlled conditions,
not naturalistic ones.

Behavioral principles of learning offer a
wonderful example. They are relatively
simple, yet help us understand behaviors
across extremely diverse contexts. One
reason we accept their validity is that psy-
chologists can use these principles under
controlled conditions to predict (and even
determine) behavioral outcomes, such as
when nonhuman and human animals will
learn to fear and avoid a stimulus (Delgado
et al, 2006). However, can these same
behavioral principles be used to predict, in
the naturalistic world, who will develop a
phobia over the next week, month, or year?
Certainly not with high accuracy. Behav-
ioral principles accurately describe the con-
ditions under which fear and anxiety
develop, persist, and decrease. Yet, the nat-
uralistic world remains too complex and
dynamic to predict when and for whom
these conditions will next occur.

There are similar examples throughout
science. For example, basic laws of motion
are highly valid, yet scientists can only
make probabilistic judgments about the
movements of debris through space (see
Klonsky, 2020, for elaboration as applied to
suicide). Similarly, as I type this sentence,
there is a napkin next to a coffee cup on my
desk; physicists would struggle mightily to
tell you where this napkin will be in 2 weeks
(still on my desk? in a compost bin? in an
alleyway blowing in the wind?), even
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though the forces that will act on the
napkin are ordinary and well understood.
Likewise, behavioral principles are valid
and have high clinical utility, despite lim-
ited utility for real-world prediction.

In summary, complex prediction meth-
ods are unlikely to be important for
improving either suicide prevention or
knowledge. Instead, we must use the basic
tools of science to continue to cultivate our
knowledge of suicide and suicide risk, and
use this knowledge to improve prevention
and treatment.

Review of Articles in the Special Issue

The articles in this special issue are a
breath of fresh air. Rather than focus on
novel technologies or algorithms, they
focus on understanding and treatment.
They identify evidence-based mechanisms
of change likely to reduce suicide risk and
describe practical interventions for target-
ing these mechanisms. Below I summarize
these articles with attention to the mecha-
nisms they emphasize.

Sears et al. (2020; this issue) describe the
integration of two effective approaches to
suicide prevention: Dialectical Behavior
Therapy (DBT) and lethal means safety
counseling. DBT has long been recognized
as a key advance in the treatment of indi-
viduals at risk for suicide (DeCou et al.,
2019), and succeeds in part by improving
emotion regulation, distress tolerance, and
interpersonal skills (Linehan et al., 2006).
Evidence also supports lethal means
restriction/safety as an important tool for
suicide prevention (Jin et al., 2016). Thus,
the integration of these two approaches
represents an extremely promising
approach to the clinical treatment of sui-
cide risk. The focus on firearms, as opposed
to lethal means more generally, makes par-
ticular sense in the American context
where firearms are readily available and the
leading cause of suicide death. Sears et al.
provide detailed and thoughtful guidance
about how to integrate firearm lethal
means safety counselling into DBT. A DBT
practitioner reading this article today can
use this information in practice tomorrow.

Zullo et al. (2020; this issue) describe
two complementary treatment approaches
for youth who present with self-injurious
thoughts and behaviors (SITBs). The two
treatments are complementary in that one
focuses on intervention in acute settings
such as an emergency department, and the
second is a DBT-informed, 12-week outpa-
tient treatment that may represent a nat-
ural next-step in treatment following acute

intervention. There is an interesting paral-
lel between Zullo et al. and Sears et al. in
that both (a) ensure client safety and (b)
utilize DBT principles to reduce suicide
risk. The first treatment described by Zullo
et al., referred to as SAFETY-Acute
(SAFETY-A; also known as the Family
Intervention for Suicide Prevention), aims
to ensure youth safety in the context of an
emergency and link the youth to appropri-
ate follow-up care. The second treatment,
referred to as SAFE Alternatives for Teens
and Youths (SAFE), is informed by DBT
and takes a cognitive-behavioral approach
aimed at increasing safety and reducing
suicide attempts. Notably, the treatment
involves two therapists, one for the youth
and one for the parent/family, with every-
one coming together at the end of each ses-
sion. Zullo et al. provide a rich description
of these treatments, including their princi-
ples and implementation, as well as accu-
mulating data that support their promise.
Treatment of suicide risk in youth presents
unique challenges compared to adults.
SAFETY-A and SAFETY represents a
potentially powerful one-two punch in the
effort to reduce youth suicide.

Chapman and Hood (2020; this issue)
address the unique considerations that
come into play when a DBT clinic must
provide telehealth (rather than in-person
care) for clients at risk for suicide. In light
of the COVID-19 pandemic, telehealth is
playing an unusually large role in mental
health care. While some may shy away
from treating clients with high suicide risk
via telehealth, providing quality care for
such clients is critical, and telehealth is
often the only feasible platform for doing
so. Therefore, Chapman and Hood provide
a valuable service in describing their expe-
rience offering telehealth to clients at a
DBT clinic, and sharing research-informed
advice for managing suicide risk for tele-
health clients. Perhaps their most impor-
tant take-home message is this: “manage-
ment of suicide risk via telehealth is
feasible, safe, and likely effective.” Any clin-
ician providing telehealth care, or consid-
ering whether to provide telehealth care to
clients at risk for suicide, would benefit
from the thoughtful discussion and sugges-
tions that Chapman and Hood provide.

May (2020; this issue) and Khalifian et
al. (2020; this issue) each apply principles
of couples and family therapy to the treat-
ment of suicide risk. May describes a rela-
tively novel approach to the clinical treat-
ment of suicide risk: Couples Crisis
Response Planning (CCRP). CCRP
involves clients’ romantic partners in their
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safety planning and clinical intervention
for suicide risk. CCRP seeks to “capitalize
on partners’ unique knowledge of their
loved ones’ suicide warning signs, close
proximity to their partners, and ability to
directly support clinical interventions
designed to increase safety.” Though many
treatments for suicide risk appear helpful,
there is room for improvement. It is there-
fore important to consider approaches like
CCRP that are novel yet grounded in evi-
dence-based knowledge about suicide and
suicide risk. May suggests that CCRP has
the potential to reduce suicide risk by
increasing knowledge of both client and
partner, facilitating =~ communication
between client and partner, and increasing
support for the partner/caregiver. In sup-
port of this perspective, May notes that
involving one’s partner in treatment has
been useful for other clinically significant
behaviors (such as alcohol use, gambling,
and smoking cessation), and that involving
families appears beneficial for the treat-
ment of teens at risk for suicide. As May
notes, a clinical trial on CCRP is underway.
We will have to wait patiently for the
results of this important clinical trial.
Similar to May, Khalifian et al. (2020;
this issue) describe a couples-based
approach to the treatment of suicide risk
that is grounded in evidence-based knowl-
edge and currently undergoing empirical
evaluation: the Treatment for Relation-
ships and Safety Together (TR&ST).
TR&ST is motivated by the large body of
knowledge and theory on the role of con-
nectedness in reducing desire for suicide
and creating a life worth living. TR&ST is a
marriage between two existing treatments:
Brief Cognitive Behavioral Therapy for
Suicide Prevention (BCBT; Bryan & Rudd,
2018) and Cognitive Behavioral Couple
Therapy skills (Epstein & Baucom, 2002).
In this manner, TR&ST addresses mecha-
nisms of change emphasized in BCBT,
such as emotion regulation, cognitive reap-
praisal, and problem solving, while also
emphasizing  romantic  relationship
dynamics as a potential source of problems
driving suicidal desire and, therefore, an
important focus for intervention. The four
stages of TR&ST are crisis management
and emotion regulation, self-awareness
and communication skills, cognitive skills,
and relapse prevention and building a life
worth living. It is encouraging to see the
development and piloting of approaches
such as TR&ST that involve one’s partner
and therefore have advantages over indi-
vidual treatment. As with May, we will
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have to be patient as we await the results of
the ongoing clinical trial.

Yarrington et al. (2020; this issue) care-
fully consider the link between social anxi-
ety and suicidal thoughts and behaviors
(STBs). A challenge in suicide research is
that virtually every variable associated with
distress—depression, anxiety, personality
disorder, substance misuse, eating disor-
der, psychosis, and so on—will exhibit a
positive zero-order correlation with STBs.
It is therefore important to go beyond con-
sideration of whether a given variable
relates to STBs, and establish information
on which variables exhibit the strongest
associations and unique associations.
Yarrington et al. is a good example of such
work. They demonstrate a direct associa-
tion between social anxiety and STBs but
provide evidence that this association
might be best understood as reflecting an
association of STBs with distress or psy-
chopathology more broadly. Given that
analyses focused on a particular population
(adults seeking employment), it will be
important to determine if this pattern
replicates in other populations.

Holman et al. (2020; this issue) and
Marks et al. (2020; this issue) consider the
implementation of interventions to reduce
suicide risk in particular contexts. A for-
ever-challenge in clinical science is how to
translate knowledge into effective interven-
tion, and this task depends greatly on con-
text. Holman et al. describe major suicide
prevention efforts conducted by the Veter-
ans Administration (VA), and the various
opportunities and challenges for suicide
prevention within the VA context. While
many therapists view suicide prevention
through the lens of clinical care, suicide
prevention can also be viewed and
approached as a public health problem. As
a massive but closed system of care, the
Veteran’s Health Administration (VHA)
provides a unique opportunity for a tai-
lored, coordinated, public health approach
to suicide prevention. The VHA approach
emphasizes improved identification of
those at highest risk for suicide (so perhaps
there is some use for the prediction meth-
ods I critique in the previous section),
expansion of means safety measures
among veterans, and the provision of evi-
dence-based individual approaches to
treatment for individuals in crisis or at
high-risk. By addressing suicide risk at
both population and individual levels, the
VA provides a model for a comprehensive
approach to suicide prevention, including
upstream prevention, clinical care, crisis
services, and postintervention. Some

lessons learned will be unique to the VA
system, but others provide meaningful
guidance and inspiration for public health
approaches to suicide prevention in the
public sphere.

Finally, Marks et al. (2020; this issue)
examine the American correctional
system, where suicide is the leading cause
of death. They review the unique history of
suicide prevention within the correctional
system, and the unique dilemmas that clin-
icians face when treating suicide risk
within this system. For example, disclosing
that an inmate is at high risk for suicide can
lead to that inmate experiencing 10-minute
check-ins, severe restrictions on posses-
sions and clothing, and restrictions to
finger foods—interventions that are
arguably dehumanizing and demoralizing.
In short, as Marks et al. note, treatment for
suicide risk in correctional settings can
look and feel like punishment. The authors
conclude by describing innovative
approaches to suicide prevention, such as
the Prevention of Suicide in Prisons
(PROSPeR) framework (Awenat et al,
2017), which involves delivery of cognitive-
behavioral treatment plans by ex-offenders
with lived experience of suicidality in the
correctional system. Marks et al. is a must-
read for researchers and clinicians con-
cerned about ethical, effective treatment
for suicide risk within the American cor-
rectional system.

Toward a Parsimonious and Action-
able Understanding of Suicide

Asnoted earlier, science is largely based
on the premise that parsimonious theories
can help us understand and influence com-
plex phenomena. For example, behavioral
principles are relatively simple, yet provide
powerful insights into understanding and
managing maladaptive behaviors in diverse
persons and contexts. Can we identify
principles of suicide that are similarly
simple yet powerful? I propose that we can,
and offer a potential example.

Converging evidence suggests that a
small set of factors can explain suicide and
suicide risk. Specifically, (a) overwhelming
pain and hopelessness are near-universal
motivations for suicide (May et al., 2020),
(b) connectedness helps create a life worth
living and protects against suicide risk
(Zareian & Klonsky, 2020), and (c) because
attempting suicide is difficult and fear-
some, suicidal ideation can only progress to
suicide attempts when one has the capabil-
ity to attempt suicide (Dhingra et al., 2019;
Klonsky & May, 2015; Tsai et al., in press).
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These principles are integrated in the
Three-Step Theory (3ST) of suicide (Klon-
sky & May; Klonsky et al., 2018; Tsai et al.).

Importantly, the 3ST’s focus on four
factors—pain, hopelessness, connected-
ness, and capability—does not imply that
other documented correlates, risk factors,
and causes are irrelevant. Rather, the 3ST
provides a context for understanding why
other variables matter for suicide risk. For
example, pain may explain the primary
contributions of variables like depression,
emotional distress, anxiety, and chronic
physical pain; hopelessness may explain
the contributions of variables like external
locus of control and poor future orienta-
tion (as well as the seminal Beck Hopeless-
ness literature); connectedness may explain
the contributions of variables like interper-
sonal conflict, social isolation, and mean-
ing in life; and capability for suicide may
explain the contributions of variables like
access to lethal means, knowledge of lethal
means, and low harm avoidance tempera-
ment. The 3ST does not provide a compre-
hensive list of variables that cause pain,
hopelessness, disconnection, and suicide
capability for the same reasons that behav-
iorists have not published comprehensive
lists of variables that can provide reinforce-
ment or punishment. Life is too complex to
list everything, and furthermore, what is
painful or punishing for one person may
provide hope or reinforcement for another
(e.g., intense exercise). The key for any par-
simonious theory is whether the principles
are accurate and actionable.

Finally, as the title of this article implies,
the main reason for understanding suicide
is to prevent suicide. Thus, a good theory of
suicide should not only be accurate, but
directly inform prevention and treatment
(Fox etal., in press). The 3ST identifies four
clear targets for intervention. According to
the 3ST, any intervention or prevention
method will succeed in reducing suicide
risk to the extent that it (a) decreases pain,
(b) increases hope, (c) enhances connect-
edness, and/or (d) reduces capability for
suicide. These targets are transdiagnostic
and hypothesized to be relevant to all at-
risk groups. Notably, these treatment tar-
gets are implicitly, if not explicitly,
addressed by the articles in this special
issue. For example, the distress tolerance
and emotional regulation skills in DBT can
reduce pain; the interpersonal skills in DBT
as well as the couples interventions in
CCRP (May, 2020) and TR&ST (Khalifian
et al., 2020) can enhance connectedness;
and the safety interventions by Sears et al.
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(2020) and Zullo et al. (2020) can reduce
capability for suicide.

In the fight to prevent suicide, knowl-
edge is power. The articles in this special
issue do a wonderful job of translating
basic knowledge into potentially powerful
interventions. This is the kind of work that
deserves our support and attention; that
deserves resources from our top funding
agencies and space in our top journals; and
that is most valuable as we seek to reduce
suicide and help individuals at risk for sui-
cide build lives worth living.
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