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The Collaborative Assessment 

and Management of Suicidality (CAMS)

The four pillars of the 

CAMS framework:

1) Empathy

2) Collaboration

3) Honesty

4) Suicide-focused

Goal: Build a strong 

therapeutic alliance

that increases patient-

motivation; CAMS targets 

and treats patient-defined

suicidal “drivers”



First session of CAMS—SSF Assessment, Stabilization Planning, 

Driver-Specific Treatment Planning, and HIPAA Documentation

CAMS Interim Tracking Sessions CAMS Outcome/Disposition Session



Adherence to the CAMS Approach 

CAMS is a therapeutic framework, used until suicidal risk resolves.  Adherence 
requires thorough suicide assessment and problem-focused interventions that target 

and treat patient-defined suicidal “drivers.”  

CAMS Philosophy

 Empathy for suicidal states—no shame, no blame

 Collaboration with suicidal patient in all aspects of the intervention

 Honesty and transparency throughout clinical care

CAMS as Therapeutic Framework

 Focus on Suicide—from beginning to middle to end

 Outpatient Oriented—goal is to keep a suicidal patient in outpatient care (if possible)

 Flexible and “Nondenominational”—used across theories and uses range of techniques



Overview to CAMS Assessment and Care
CAMS is a suicide-specific therapeutic framework, emphasizing five core components of collaborative clinical care 

(over 10-12 sessions/3 months).

Component I.  Collaborative Assessment of Suicidal Risk

Component II.  Collaborative Treatment Planning 

 Attend treatment reliably as scheduled over the next three months

 Reduce access to lethal means

 Develop a self-oriented coping strategy on CAMS Stabilization Plan 

 Create interpersonal supports and connectedness

Component III.  Collaborative Understanding of the Patient’s Suicidal Drivers 

Relationship issues (especially family)

 Vocational issues (what do they do?)

 Self-related issues (self-worth/self-esteem)

 Pain and suffering—general and specific

Component IV.  Collaborative Problem-Focused Interventions that target and treat patient-defined drivers

Component V.  Collaborative Development of Reasons for Living

 Develop plans, goals, and hope for the future

 Develop guiding beliefs—a post-suicidal life (e.g., lessons in living)



CAMS—First Session



CAMS Session #1 (Cont.)

Stabilize

Drivers



The importance of 

restricting access to lethal means





CAMS Interim Tracking/Update Session



Beyond Stability: Treating the Drivers

 DBT chain analysis to identify triggers and points of intervention

 Teach 4-step problem solving

 Teach mindfulness and mentalization

 Various covert sensitization techniques

 Assertiveness training/role plays

 Najavits (2002) “Seeking Safety Treatment”

 Safe coping skills (Part I)

 Safe coping skills (Part 2)

 Detaching from emotional pain (grounding)

 Mental grounding

 Physical grounding

 Taking Good Care of Yourself



CAMS-Guided Care and a Life Worth Living

 There should be an overt emphasis on developing and consolidating coping and 
problem-solving skills and techniques.

 There should be an overt emphasis on actively developing Reasons for Living and 
systematically eliminating existing Reasons for Dying.

 There should be an emphasis on future thinking/planning (protective factors) 
including:

 The development of short- and long-term plans and goals.

 The development of hope for the future.

 The development or further consolidation of guiding beliefs.

 Developing a life worth living.



Resolution and Clinical Outcomes

Over three month of CAMS-guided care, we are seeking:

Completion of Sections A-B of the SSF Outcome/Disposition 

 Resolution of suicidality if: 

 1) current overall risk of suicide <3; 

 2) in past week, no suicidal behavior and

 3) effectively managed suicidal thoughts/feelings

 Patient’s CAMS-guided care comes to an end; the patient is appropriately debriefed and referred to 
further care if indicated.

 SSF Outcome Form HIPAA page is completed after final CAMS session (Section C). 



CAMS Outcome/Disposition Final Session



Microsoft CAMS 

Hackathon

Rachel Keirouz Heather Eden Pat Schreiber Neav Abramov

Jessica Chen Dan Parish Marta Luis Burguete David Jobes

Jesse Gallaway Jim Thatcher Elise Livingston







AFSP-Funded CAMS vs.TAU RCT 

(Comtois & Jobes et al., 2011) 



Figure 1. Odds ratio with 95% confidence intervals of non-suicidal self-injury and suicide attempts, favoring 

CAMS treatment.

)

DBT    CAMS treatment

DiaS trial

Table 3. Distribution of BPD criteria in the trial population

Andreasson et al., 2016

DBT vs. CAMS Superiority RCT 

At 28 weeks: DBT Self Harm = 21; CAMS = 12

DBT Attempts = 12; CAMS = 5



DoD-Funded Operation Worth Living (OWL) Project: 

CAMS vs. E-CAU RCT at Ft. Stewart, GA



CAMS significantly reduced  
suicidal ideation and overall symptom distress

among inpatients and outpatients (n=78)

Wenche Ryberg, PhD Candidate and specialist in clinical psychology 
Vestre Viken Hospital Trust, Mental Health and Addiction 

Department of Research and Development

Oslo Norway



NIMH-Funded R-34; PI: Jacque Pistorello, Ph.D.; 
Co-I: David Jobes, Ph.D. (n=62)

Stage 1

Stage 2

Significant Stage 1 findings
for CAMS on depression and 
suicidal ideation…

NEWS FLASH:
NIMH R01 has
been funded!!!



Summary of CAMS Research Findings to Date

 Across 8 published non-randomized clinical trials of CAMS, 1 meta-analysis, 

and 4 published randomized controlled clinical trials, and 1 unpublished RCT 

(a total of 70+ publications): 

 CAMS quickly reduces suicidal ideation in 6-8 sessions

 CAMS reduces overall symptom distress, depression, hopelessness, and changes

suicidal cognitions

 CAMS increases hope and improves clinical retention to care

 Patients like CAMS and the process of doing CAMS

 CAMS works better with less severe patients at baseline presentation (impact with 

borderline patients is mixed)

 CAMS decreases ED visits among certain subgroups

 CAMS appears to have a promising impact on self-harm behavior and suicide attempts

(but replication is needed) 

 CAMS is relatively easy to learn (adherence is typically attained with first patient)



Aftercare Focus Study (AFS)

Patients admitted to hospital with suicide attempt in past 
month referred by inpatient/ER staff

Study assessor conducts informed consent and 
conducts baseline, randomizes, provides patient and 

clinical team with ‘Next Day Appointment’

CAMS ‘Next Day Appt’ 
and Aftercare

TAU ‘Next Day Appt’ 
and Aftercare

1,3,6 & 12 
month blind 

outcome 
assessments

State hospital 
and death 
certificate 

records

1,3,6 & 12 
month blind 

outcome 
assessments

State hospital 
and death 
certificate 

records

PI: Kate Comtois

Co-PIs: David Atkins, Heidi Combs, Shaune Demers, Ryan Kimmell, Jagoda Pasic, David Jobes

Research Coordinator: Karin Hendricks

For more information, contact mhsrtlab@uw.edu

Funded by AFSP from 2015-2019

Target sample size = 150

Primary Aims:
1. Evaluate whether CAMS for suicidal NDA 

patients results in a significant reduction 

in suicidal behavior compared to TAU.

2. Evaluate whether CAMS for suicidal NDA 

patients results in significant reductions 

in suicidal ideation and intent as well as 

related improvements in other mental 

health markers compared to TAU.

3. Evaluate whether CAMS for suicidal NDA 

patients is more satisfactory to patients 

than TAU.



Rapid Referral Study:  
Randomized Controlled Trial 

VA Health Services Research and 
Development (HSRD) Merit Grant; 
VA IRB H180055

PEC Clinic/Same 
Day/Transition 

Clinic Visit 

CAMS 
Intervention

Ongoing Mental 
Health Care

SPC Telephone 
Outreach 

(Standard Care)

Randomization

Colin Depp, Ph.D.
Principal INvestigator



NIMH-Funded R43 and R44 V-CAMS SBIR ED Projects



Thank You!


