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Introduction  
 

New York State has received national recognition for its work integrating suicide prevention into health and 

behavioral health systems. As called for in the 2016-2017 NYS Suicide Prevention Plan, the New York State 

Office of Mental Health's Suicide Prevention Center of New York (SPCNY) set out to systematically support 

health systems in reducing suicide deaths among those receiving care—beginning with settings that care for 

those most at-risk. Our evolving approach, refined over the course of implementing several large, federal suicide 

prevention grants, is called AIM for Zero. It draws heavily on the national Zero Suicide model and incorporates 

the helpful clinical framework developed by New York experts called the AIM model (Assess, Intervene, Monitor).  

The AIM model provides a clinical framework for reducing suicide risk. Developed by Dr. Barbara Stanley, 

Director of the Suicide Prevention, Training, Implementation and Evaluation program at Columbia University and 

the New York State Psychiatric Institute, the AIM model highlights three domains of clinical practice essential to 

reducing suicide risk: 

• Assess all individuals for suicide risk using evidence-based screening tools 

• Intervene with at-risk individuals, using suicide specific interventions 

• Monitor at-risk individuals with increased follow-up contact and regular screening 

 

What is the purpose of this guide?  

 

As part of the federally funded New York State Zero Suicide Grant (2017-2022), also known as the New 

Yorkers Advancing Suicide Safer Care or NYASSC Initiative, the goal of grant has been to develop, 

implement, and refine the state-specific AIM model in health and behavioral health systems throughout New 

York State. The model is designed to improve the suicide specific care for people in need, as well as reduce the 

burden of suicide attempts and deaths for these systems of care. The AIM model is grounded in the Zero Suicide 

framework and emphasizes systematic screening, identification, intervention, and monitoring to increase access 

to and engagement in services for individuals at risk for suicide. 
 

With lessons learned and refinements made throughout the past four years, this guide intends to provide a 

sustainable model of Zero Suicide, known as the AIM for Zero Suicides Model. In this guide, you will learn how 

to adapt the AIM for Zero model in specific settings, including: Outpatient Behavioral Health, Inpatient Behavioral 

Health, Substance Use Disorder Settings, Comprehensive Psychiatric Emergency Programs (CPEP), and 

Primary Care settings.  

https://omh.ny.gov/omhweb/resources/publications/suicde-prevention-plan.pdf
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Overview of the Zero Suicide Model  

The Zero Suicide Model is the country’s leading model for suicide prevention in healthcare. It is both an 

aspirational concept and a practical set of tools based on empirical evidence: 

• The majority of suicide deaths occur among individuals with recent contact in the healthcare 

system, often within the last 30 days. 

• To truly have impact requires a systemic approach; relying on the heroic acts of individual clinicians 

and crisis workers is wholly inadequate. 

• Treating underlying behavioral health conditions, such as depression or alcohol use disorder, 

among those at increased risk for suicide is necessary but not sufficient. 

• Effective interventions must directly target suicide risk. 

Implementation of the Zero Suicide model starts with a commitment from health system leadership to 

reduce suicide deaths among all those receiving care. 

The NYASSC project is grounded in the Zero Suicide model and utilizes several of the tools provided in the 

Zero Suicide toolkit, publicly available at http://zerosuicide.sprc.org/toolkit. This toolkit is generated through 

the experience of this pilot project and reflects New York specific examples and experiences that are state 

specific and generalizable. We suggest utilizing the national toolkit, as linked above, as well as this New 

York State Implementation Guide for the most comprehensive tools and recommendations.  

 

  

  

  

  

  

  

 

 

 

 

 

 

 

 

 

 

Source: Zero Suicide Institute (https://zerosuicide.edc.org/)  

http://zerosuicide.sprc.org/toolkit
https://zerosuicide.edc.org/
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Steps for Implementation of the AIM for Zero Model 

A. Implement Suicide Safer Care Best Practices using the Assess, Intervene, 

Monitor (A-I-M) for Zero Model, which includes: 

1. Universal Precautions for all patients, regardless of risk  

2. Universal screening using the C-SSRS 

3. Suicide risk assessment for those who screen positive 

4. Evidence-based interventions for individuals at higher risk  

5. Structured phone follow-up 

6. Non-demand caring contacts  

 

B. Clinical staff complete training curriculum and deliver suicide safer care to 

individuals who present for services using the setting-specific protocol 

 

C. Clinical supervisors complete training curriculum and provide appropriate 

clinical supervision and support to those delivering suicide safer care services 

 

D. Annual Implementation Workplan  

• Tool to assess implementation progress and set goals for the coming year 

• Completed at the beginning of each project year in collaboration with 

implementation specialist  

 

E. Continuous Quality Improvement (CQI) and Data Collection Metrics  

• C-SSRS screen 

• Comprehensive suicide risk assessment 

• Universal precautions 

a. Verbal psychoeducation about fluid nature of suicide risk 

b. National Suicide Prevention Lifeline and Crisis Text Line numbers 

• Safety Planning Intervention (SPI)  

• Structured phone follow-up 

• Non-demand caring contacts  
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Implementation of the Zero Suicide Framework in New York 

  Engaging Leadership  

• Implementation of the New York State specific Zero Suicide model begins with 

a visible commitment from the health system leadership to reduce suicide 

attempts and deaths among those receiving care. (Example available here) 

 

• Leadership buy-in is essential in both developing and sustaining a safety-

oriented culture where suicides are preventable through strategic investments 

in workforce training, implementation of the latest suicide care clinical protocols, 

and continuous quality improvement. 

 

• Within the Zero Suicide framework, implementation teams from each participating service line 

within the health system complete an annual workplan to assess the current status of 

implementation of the seven elements of Zero Suicide and to set goals for the coming year.  

 

• Building a no-blame culture after a suicide death by developing policies and implementing 

Postvention supports and procedures. OMH has developed a Postvention Guide, “The Impact of 

Suicide on Professional Caregivers: A Guide for Managers and Supervisors.”  

 

• Also available, is “Developing a Postvention Plan: Getting Started Tips”  

 

• Please also see Appendix 28, “Clinicians as Loss Survivors Brochure” for additional materials.  

 

  Training 

 

• Workforce development is critical when implementing the Zero Suicide 

Framework.  

 

• Suicide-specific competencies must be developed around core elements in suicide 

care at different levels of the organization.  

 

• Some trainings will be for general employees within the agency to learn the basics about suicide 

prevention and then clinicians will have another layer of training as will management. Utilization of 

trainings based on science and research that are evidence based is required for a truly sustainable 

and impactful system wide approach. All staff need to be trained to the level that is most appropriate 

to the care they provide. 

 

• Agency employees must be trained in screening, assessment, safety planning, structured follow-

up and monitoring. 

 

• For New York State OMH and OASAS affiliated clinicians, trainings can be accessed online through 

the Center for Practice Innovations (CPI) Learning Management System (LMS) here.  

 

• If you are not OMH/OASAS affiliated clinicians and are located in New York and would like access 

to these trainings, please email SPCNY@omh.ny.gov for more information.  

  

https://zerosuicide.edc.org/resources/resource-database/sample-letter-staff-announcing-adoption-zero-suicide-approach
https://omh.ny.gov/omhweb/suicide_prevention/omh_postventionguide.pdf
https://omh.ny.gov/omhweb/suicide_prevention/omh_postventionguide.pdf
https://www.preventsuicideny.org/wp-content/uploads/2021/06/Developing-A-Postvention-Plan-Starter-Tips.pdf
https://rfmh.csod.com/catalog/CustomPage.aspx?id=20000552
mailto:SPCNY@omh.ny.gov
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Recommended Clinical Trainings 

Training Title Mode Discipline Training Description Length 

Telehealth with suicidal clients 

during the COVID-19 Crisis 

Online 

Webinar 
Clinical staff 

The current need for social distancing and isolation related to the COVID-
19 pandemic has necessitated a quick expansion of the provision of mental 
health services via remote platforms. Treating individuals at risk for suicide 
is anxiety-producing under the best of circumstances. The current 
pandemic heightens anxiety for everyone and could increase risk for 
suicide in vulnerable populations. 

60 min 

Engaging Families and Social 

Support in Working Work Suicidal 

Individuals 

Online 

Module 
Clinical staff 

This module aids practitioners working with suicidal patients to consider 

and understand the value of family support. The course discusses ways in 

which clinicians can collaborate with suicidal individuals in involving family 

members and friends when possible. 

60 min 

ASSESS 

The Columbia Suicide Severity Rating 

Scale (C-SSRS):  

A Tool to Detect and Assess Suicidal 

Risk 

Online 

Module 

Clinical staff 

conducting 

screening 

The Columbia Suicide Severity Rating Scale (C-SSRS): A Tool to Detect and 

Assess Suicidal Risk is an hour-long training module demonstrating how to 

utilize the C-SSRS: a standardized suicide screening and risk-assessment 

tool. Employing video vignettes, animation, interactive activities, and 

instruction, this module illustrates how to use both the C-SSRS screener 

and full-version and reviews the rationale behind using evidence-based 

practices and forms when gauging a client’s suicide risk-level. 

75 min 

Comprehensive Suicide  

Risk Assessment  

Online 

Module  

Clinical staff 

conducting 

risk 

assessments 

The Suicide Risk Assessment Training provides guidance and a framework 
for mental health providers to conduct a comprehensive assessment of 
suicidal risk that informs triage decisions and recommendations for 
effective prevention and intervention.  

30 min 

Suicide Screening and Risk 

Assessment with Youth 

Online 

Module  

Clinical staff 

conducting 

screening & 

risk 

assessments 

with youth 

This module will aid practitioners to use “best practices” in screening and 
risk assessment for young people experiencing suicidal ideation and/ or 
behavior. In this course, we will describe how to utilize evidence-based 
screening tools, explain the components of a comprehensive suicide risk 
assessment, and make developmental adaptations to screening and risk 
assessment procedures when working with young clients experiencing 
suicidal ideation and/ or behavior, as well as their families. 

60  min 

INTERVENE 

Safety Planning Intervention for 

Suicide Prevention 

Online 

Module 

Clinical staff 

delivering 

intervention 

This module explains the safety plan intervention through clinical vignettes 

with an at-risk client and through didactic instruction. 
45 min 

Means Reduction Counseling for 

Suicidal Individuals 

Online 

Module 

Clinical staff 

engaged in 

Safety 

Planning 

This module demonstrates the importance of and shows clinicians 

techniques for collaborating with their suicidal client to reduce their access 

to the methods they are likely to use in a suicide attempt. 

60 min 

MONITOR 

Structured Phone Follow-Up and 

Monitoring 

Online 

Module 

Clinical staff 

delivering the 

Structured 

Phone Follow-

Up 

Intervention 

This training module demonstrates how to provide structured follow-up 

and monitoring for individuals after a crisis and how to maintain telephone 

contact with suicidal individuals during the time of transition from an 

emergency or inpatient visit to outpatient treatment. 

30 min 
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Evaluation & Quality Improvement 

• Monthly data collection on service delivery proved to be valuable, as was 

discovered during implementation the four years of the Zero Suicide grant in 

NY. This practice of continuous data collection gives the evaluation team or 

person following process metrics information to assess whether the project 

protocol is being delivered as intended and to detect any implementation gaps.  
 
 

• Data can be provided in de-identified form via email to the Quality Improvement Officer, or others 
identified to evaluate the data, such as an academic or research partner. For ease of collection, it is 
recommended that measures be integrated into the electronic medical records (EMRs).  

 
 

Fidelity Checks 
 

• Project staff monitor the delivery of services to ensure they are implemented with fidelity. 
  

• Available training demonstrates what constitutes high quality assessments and interventions, including 
the Safety Planning Intervention Scoring Algorithm (SPISA), which is a rating scale that assesses the 
quality and completeness of each step of the Stanley Brown safety plan. An interactive, 90-minute 
training can be provided by SPCNY staff on how to use the SPISA tool. Please reach out if interested.  

 

• Periodic chart reviews can be used to ensure that services are delivered with fidelity. This can include 
review of Safety Plans and Discharge Summaries.  

 

 Identify, Engage, Treat & Transition: Clinical Components of the AIM for Zero Model 

The four clinical elements of Zero Suicide are imbedded in the AIM for Zero Model 

of Suicide Safer Care. A-I-M stands for Assess, Intervene, and Monitor, a three-

part model where “Assess” refers to the use of systematic screening and 

comprehensive risk assessment to identify at-risk patients. “Intervene” consists of 

conducting suicide-specific evidence-based interventions. “Monitor” provides 

strategies for ongoing monitoring and increased contact during known high risk 

periods.  The common elements (shown below) are for all individuals under care 

and include universal screening and a risk-level based suicide care management 

plan (SCMP).    
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A - Elements of ASSESS:  
Universal screening and comprehensive suicide risk assessment 

 
 

1. Universal Screening  

a. In behavioral health settings, all patients should be screened using the Columbia Suicide 

Severity Rating Scale (C-SSRS), a validated, standardized screening tool consisting of seven 

questions that ask about the presence and severity of lifetime and current suicidal ideation, 

including passive and active ideation and behaviors, methods, plan, and intent.  

 

b. In Primary Care settings, all patients should be screened using the PHQ-3 or the PHQ-9, 

completed at the annual well visit, and reviewed by the PCP. If “Yes” to Question 9, or based 

on clinical judgment, administer C-SSRS w/ Triage Points for Primary Care. 

 

2. Administering the C-SSRS & Comprehensive Suicide Risk Assessment  

a. In behavioral health settings, any patient who screens positive on the C-SSRS (yes to 

questions 3, 4, 5, 6 or 7) or by clinical judgement should receive a comprehensive suicide 

risk assessment that identifies risk and protective factors and informs the rationale for triage 

and clinical interventions.  

b. In Primary Care settings,  

I. If no positive screens on the C-SSRS, continue annual screening with PHQ-9 and refer to 

outpatient behavioral health, if determined clinically necessary 

II. If individual screens positive on the C-SSRS w/ Triage Points for Primary Care (yes to 

any questions) or by clinical judgement, be sure to: 

1.  Add suicide to problem list, for all risk levels  

2.  Make referral to internal or external behavioral health provider to complete the 

Comprehensive Suicide Risk Assessment. Receive a comprehensive suicide 

risk assessment that identifies risk and protective factors, informs rationale for triage 

and clinical interventions.  

 

3.  Assess for Imminent Risk  

o Low: YES to Q1 or Q2 in the past 3mo and NO to Q3, 4, 5, and 6  

o Moderate: YES to Q3 in the past 3mo or Q6 Lifetime –OR– clinical judgement 

o High: YES to ANY of Q4, 5, or 6 in the past 3mo –OR– clinical judgement 

• If suicide risk is IMMINENT, ensure immediate safety & refer to CPEP/ED  

o When making referrals to inpatient, be sure to provide warm handoff of records 

o If not at imminent risk, continue to Intervene 
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I - Elements of Intervene 
 
 
 
 

A. Low Risk SCMP – Provide Universal Precautions (for all settings) 
1. Verbal Psychoeducation about the fluctuating nature of suicide risk and warning signs should be 

provided to all individuals 
2. Provision of National Suicide Prevention Lifeline and “GOT5” Crisis Text Line (CTL) 

 

B. Moderate Risk SCMP  
1. Universal Precautions – verbal psychoeducation and provision of Lifeline and CTL numbers 
2. Stanley-Brown Safety Planning Intervention (SPI) - a collaborative intervention to develop a 

prioritized list of warning signs, coping strategies, and resources to use during a suicidal crisis  

▪ See also Safety Planning Check List, Stanley-Brown Safety Plan Template, and the Staying 

Safe Brochure for patients 

3. Plan for Two Foreseeable Changes (not required for Primary Care Settings) – a collaborative 
intervention that identifies events, for which, if they occurred, could reasonably be expected to quickly 
and significantly increase suicide risk. See also Thinking Ahead handout. 

4. Collaborative Treatment Planning - to directly address suicidal thoughts and behaviors, reduce 
modifiable risk factors, and enhance modifiable protective factors; helps the individuals to improve 
coping skills around risk factors that are not modifiable. This can include referral to specialty care (e.g., 
SUD, FEP, etc.), as well as engagement with families (see Engaging Families Guide and When A 
Loved One Struggles Brochure) 

▪ For Primary Care Settings, Behavioral Health Referral (either internally or externally)  
o Consider if a higher level of care is indicated  
o Warm Hand-Off to BH Provider 

 
C. High Risk SCMP requires that the individual be placed on a High-Risk Pathway* if, in the past three 

months, they endorse Suicidal ideation with intent and/or plan (YES response to Q4 or 5 on the C-
SSRS) –OR– Suicidal behavior (not just NSSI; YES response to Q6 on the C-SSRS) –OR– based on 
clinical judgment from comprehensive suicide risk assessment.  

 
Individuals who are placed on the high-risk pathway should receive:  

1. Universal Precautions – verbal psychoeducation and provision of Lifeline and CTL numbers 
2. Stanley-Brown Safety Planning Intervention (SPI) - a collaborative intervention to develop a 

prioritized list of warning signs, coping strategies, and resources to use during a suicidal crisis  

a. See also Safety Planning Check List, Stanley-Brown Safety Plan Template, and the Staying 

Safe Brochure for patients 

3. For Primary Care Settings, Behavioral Health Referral (either internally or externally)  
a. Consider if a higher level of care is indicated (see Risk & Protective Factors Guide). 

4. Plan for Two Foreseeable Changes (not required for Primary Care Settings) – a collaborative 
intervention that identifies events, for which, if they occurred, could reasonably be expected to quickly 
and significantly increase suicide risk. See also Thinking Ahead handout. 

5. Collaborative Treatment Planning - to directly address suicidal thoughts and behaviors, reduce 
modifiable risk factors, and enhance modifiable protective factors; helps the individuals to improve 
coping skills around risk factors that are not modifiable. This can include referral to specialty care (e.g., 
SUD, FEP, etc.), as well as engagement with families (see Engaging Families Guide and When A 
Loved One Struggles Brochure) 

 
 
 
 
 
 

Intervene and Monitor form the basis of the risk-based Suicide Care Management 

Plan (SCMP) which includes best practices and evidence-based interventions. 
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In addition, individuals in outpatient behavioral health settings on the high-risk pathway receive: 

1. Suicide-specific evidence-based treatment recommended (i.e., DBT, CT-SP, or CAMS) 
2. Stanley-Brown Safety Planning Intervention (SPI) - a collaborative intervention to develop 

a prioritized list of warning signs, coping strategies, and resources to use during a suicidal 
crisis  
▪ See also Safety Planning Check List, Stanley-Brown Safety Plan Template, and the 

Staying Safe Brochure for patients 
3. Plan for Two Foreseeable Changes (not required for Primary Care Settings) – a collaborative 

intervention that identifies events, for which, if they occurred, could reasonably be expected to quickly 
and significantly increase suicide risk. See also Thinking Ahead handout. 

4. Collaborative Treatment Planning - to directly address suicidal thoughts and behaviors, reduce 
modifiable risk factors, and enhance modifiable protective factors; helps the individuals to improve 
coping skills around risk factors that are not modifiable. This can include referral to specialty care 
(e.g., SUD, FEP, etc.), as well as engagement with families (see Engaging Families Guide and When 
A Loved One Struggles Brochure) 

5. The outpatient high risk pathway interventions are presented to patients as the HOPE 
Pathway (High-risk Out-Patient Engagement Pathway*). Please refer to Appendix 19 The 
HOPE Pathway Clinician Guide & Appendix 20 HOPE Pathway Client Handout 

 
 

M - Elements of Monitor 
Ongoing follow-up (especially during high-risk periods) and re-screening at regular intervals 

 

1. Increase clinical contact for those at Moderate and High Risk 

o Inpatient/CPEP settings – Higher level of supervision  

o Outpatient BH settings – Weekly sessions and Same Day Follow-up if individual misses a 

scheduled outpatient appointment 

 

2. Monitor with Regular Screening Frequency – using the C-SSRS 

o Inpatient/CPEP settings – screen at admission and discharge, or as clinically indicated 

o Outpatient settings – screen at initial visit, after a care transition (e.g., after return from 

inpatient admission or ED/CPEP visit), or a change in clinical status 

▪ For moderate and high risk - screen at every clinical contact 

▪ For low risk - screen at every treatment plan review, or as clinically indicated  

 

o Primary Care Settings –  

▪ For low risk, PHQ-9 Re-Screening at Annual Well Visit, Major Life Transitions, 

Pregnancy, Chronic illness, and/or as clinically indicated 

▪ For moderate and high risk, at every appointment screen with the C-SSRS Primary 

Care: Since Last Visit version and also ask these questions:  

✓ Are you still receiving care/treatment? When is your next appointment? 

✓ Do you still have your Safety Plan? Does it need to be revised? 

▪ For IMMINENT RISK, secure immediate warm handoff referral to mobile crisis services, 

ED and or 911 services then schedule follow-up appointment within 7 days and at every 

follow-up appt, for those with suicide on the problem list, screen with the C-SSRS Primary 

Care: Since Last Visit Version; Ask these questions:  

✓ Are you still receiving care/treatment? When is your next appointment? 

✓ Do you still have your safety plan? Does it need to be revised? 
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3. Care Transitions  

 

A. Post-discharge care transition from CPEP/Inpatient to Outpatient setting 

1. Warm handoff of records to outpatient provider before the first appointment, which 

includes: 

i. Initial Suicide Risk Assessment 

ii. Suicide Care Management Plan, which includes: 

✓ Stanley Brown Safety Plan with lethal means reduction information 

✓ Two Foreseeable Changes 

iii. Discharge Summary, including updated suicide risk assessment, treatment 

recommendations for outpatient care, specifically addressing suicide risk, and 

identify biggest barriers to reducing risk 

2. Structured phone follow-up call (See also Sample Post-Discharge Phone Follow-Up 

Program Patient Handout) 

i. 1st call within 72 hours of discharge from inpatient and CPEP settings for moderate 

and high-risk individuals  

ii. 2nd call should then be made within 72 hours after first outpatient appointment  

 

 

B. From Primary Care Setting to behavioral health care, or was referred to CPEP/ED for 

imminent risk from  

1. Warm Hand-Off of records to external BH provider before the first appointment, 
including: PHQ-9, C-SSRS, Suicide Maternal Depression Screener (if applicable) and 
Stanley Brown Safety Plan 

2. Non-Demand Caring Contacts - Send postcard within 72 hours of referral 
3. Phone Follow-Up within 7 days of referral 

▪ Did you have an appointment? When? 
▪ Do you still have your safety plan? Does it need to be revised? 
▪ Continue weekly follow-up until they have 1st appointment 

 

4. Non-Demand Caring Contact Postcards - All those at moderate and high-risk discharged from 

inpatient settings should receive a caring postcard within 2 weeks of discharge and another one 

within 12 weeks of discharge
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Setting Specific Protocols  

Clinical Protocol – CPEP / BH ED 
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 Clinical Protocol - Inpatient 
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Clinical Protocol – Outpatient 
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Clinical Protocol – SUD Treatment 
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Clinical Protocol – Primary Care Setting



 

19 
 

*Individual PDFs are available at https://www.preventsuicideny.org/resource-library/  
Brochures should be printed double-sided, flip on short edge. 
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Appendix 2 

 

A Guide for Clinicians: 
 

 

 

 

 

What is comprehensive suicide risk assessment and why is it important? 
 

A suicide risk assessment is a brief and structured suicide-specific clinical procedure 

designed to create a highly individualized profile about an individual seeking mental health 

treatment. 
 

Suicide assessment includes suicide-specific universal screening such as the Columbia 

Suicide Severity Rating Scale (C-SSRS) and a Comprehensive Risk Assessment that identifies 

risk and protective factors. 
 

 

Suicide risk assessment enables clinicians to make triage and treatment decisions regarding 

level of care required for clients. All clients seeking behavioral health treatment are at a 

higher risk for suicide than the general public and thus should be routinely screened when 

presenting with behavioral/mental health symptoms, suicidal ideation, or a history of 

suicidal behaviors. 
 

How to Begin the Conversation 
 

▪ Ask directly about suicide using the C-SSRS in a way that is flexible, adaptive and 

culturally responsive. 

▪ Assure the patient that you share a common goal: to help them feel better and 

alleviate their suffering while also keeping them safe. 

▪ REMEMBER: It can be challenging to ask about suicide, but it gets easier with practice. 

Practice saying the words “Are you thinking of killing yourself?” Try to avoid language 

like “you aren’t thinking about…” something like this is better than the “do not ask” 

statement. These negative statements are not reinforcing to the person trying to learn 

as much as positive and encouraging statements or just plain, factual statements. This 

direct and simple approach is much more effective than “You aren’t thinking of killing 

yourself, are you?” 

▪ Ask about suicide the same way you ask about any sensitive subject matter. Be matter-

of-fact, direct, and affirmative, but also warm, supportive, empathetic, and respectful. 

▪ Asking about suicide WILL NOT put the thought in your patient’s head. In fact, it often is 

a relief for the patient that someone knows their pain, suffering, or secret.  

▪ Balance calm with concern: Convey that it is okay for individuals to disclose suicidal 

thoughts and behaviors by taking their suicidal thoughts and behaviors seriously 

without judgement or over-reacting. 

▪ Provide high-risk individuals with treatment and hope about the future. It is important to 

avoid invalidating their suicidal feelings by saying things like “it’s not that bad” or 

“things will get better in time.”  

▪ Communicate that your goal is to provide the least restrictive level of care possible 

while keeping the patient safe. Remind them that hospitalization is a last resort and 

that there are a range of other options that can be explored. 

▪ Risk assessment often requires clinical judgment; there is no formula or algorithm. For 

example, you can use clinical judgment to infer intent when it is not explicitly stated 

(e.g., “wanting to sleep” so the person took a bottle of pills). 

This guide is based on the Comprehensive Suicide Risk Assessment Module. 
To be used as supplementary material, not as a substitute for the training. 

 The training can be found here: NYASSC Training Page  

Comprehensive Suicide Risk Assessment 

 

https://rfmh.csod.com/catalog/CustomPage.aspx?id=20000552
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Universal Screening with the C-SSRS 
 

The Columbia Suicide Severity Rating Scale (C-SSRS) screening version is a brief clinical interviewing 

measure consisting of 3-7 questions that assess, with increasing levels of severity, recent suicidal 

ideation (past 90 days) and lifetime and recent suicidal behavior. 

 

When administering the C-SSRS, always ask the first two questions. 

 
Questions 1-5 ask about suicidal ideation and questions 6-7 assess suicidal behavior (with question 7 

assessing past suicide attempt specifically). 

▪ Q1 – Wish to die: Have you ever wished you were dead or wished you could go to sleep and 

not wake up? 

▪ Q2 – Active suicidal ideation: Have you actually had any thoughts of killing yourself? 

▪ Q3 – Suicidal ideation with method: Have you been thinking about how you might do this? 

▪ Q4 – Suicidal ideation with intent: Have you had these thoughts and had some intention of 

acting on them? 

▪ Q5 – Suicidal ideation with intent and plan: Have you started to work or worked out the details 

of how to kill yourself? Do you intend to carry out this plan? 

▪ Q6 – Suicidal behavior: Have you done anything, started to do anything, or prepared to do 

anything to end your life? 
 

This question asks about different types of suicidal behavior, such as: 

▪ Suicide attempt: A self-injurious act performed with at least some intent to die, 

regardless of whether actual injury occurred 

▪ Interrupted or aborted attempt: When individuals take steps to end their life but 

someone or something stops them before they actually do anything, or the individuals 

stop themselves 

▪ Preparatory behaviors: Actions to prepare for taking one’s life, such as 

collecting/buying pills, purchasing a gun, saying goodbye, or writing a will or suicide 

note. 
 

▪ Q7 – Suicide attempt: Have you made a suicide attempt (took an action to end your life)? 

How many attempts have you ever made? How long ago was your most recent attempt? 

 

REMEMBER: 

▪ Any history of suicidal behavior increases the risk of future attempts, and multiple or recent 

attempts increase the risk even further. 

▪ Familiarizing yourself with the C-SSRS questions can help you ask them more naturally as part of 

your clinical interview. The C-SSRS should be a clinical interaction; do not read from the form. 

▪ If an individual cannot or is unwilling to answer the C-SSRS questions, a caregiver or loved one 

can also provide answers. 

▪ In ongoing care settings, screening questions should be asked regularly (at least quarterly for 

low-risk clients and at each session for high risk clients), as suicidal urges fluctuate. 

 
Copyright ©Center for Practice Innovations 
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Comprehensive Suicide Risk Assessment – Risk & Protective Factors 
Based on CPI’s Comprehensive Risk Assessment Module 

A comprehensive risk assessment assesses all categories of an individual’s risk and protective 

factors, not just suicidal ideation and behavior. These should encompass chronic/distal and 

acute/proximal risk factors, both modifiable and non-modifiable. They should also include warning 

signs and protective factors. Risk and protective factors may mean different things for different 

individuals or even the same individual at different times. 
 

Different types of risk factors include: 

▪ Distal Risk Factors: Does the individual have any longstanding background factors that 

elevate chronic risk of suicide? Modifiable distal risk factors may include a psychiatric 

diagnosis, whereas non-modifiable distal risk factors may include things like gender, age, race, 

family history, LGBTQIA orientation, a history of child abuse, and/or previous suicide attempts. 

▪ Proximal Risk Factors: Has the individual experienced anything recently that could increase 

suicide risk? Proximal risk factors are current, acute factors that elevate imminent risk such as: 

current psychiatric symptoms (including aggressive or impulsive behaviors and negative 

mood states); substance misuse; recent medical diagnosis; bullying, victimization, or trauma; 

interpersonal, job, or financial loss; negative life circumstances; and access to means. 

▪ Warning Signs: Include moods, physiological states, or behaviors that might indicate 

increasing suicide risk such as a spike in suicidal thoughts, planning for a suicide attempt, 

preparatory behaviors, communicating the possibility of not being around, or increased 

isolation, sleep disturbance, agitation, hopelessness, or substance use. Remember to ask: How 

were you feeling prior to your last suicide attempt/crisis? Is that how you’re feeling now? 
 

Protective factors include reasons for living (responsibility to family, children, and pets, looking 

forward to events in the future), deterrents (fear of death, spiritual values, worries about severe 

injury, fear of consequences), and coping skills. Protective factors may help buffer an individual 

from suicide risk.  
 

When determining a level of risk, assess how many distal versus proximal risk factors an individual 

has. Do they have any imminent warning signs? How relevant are their protective factors? Weigh 

these factors, giving added weight to proximal risk factors and imminent warning signs, in order to 

determine low, moderate, or high risk. 

▪ Low: No proximal risk factors/warning signs, no ideation or intent, and strong protective factors 

▪ Moderate: Protective factors present but not prominent, no immediate intent, some access to 

means 

▪ High: Acute, imminent proximal risk factors and warning signs that outweigh protective factors, 

ideation with intent and plan, recent suicidal behavior, and easy access to lethal means 
 

 

REMEMBER: 

▪ Just because a patient denies suicidal behaviors and thoughts does not mean they are not 

at risk. Perhaps they are unwilling or unable to disclose. Ultimately, the risk level that you 

assign depends on that patient’s individual circumstances and your clinical judgment. 

▪ Suicide risk is fluid by nature. Just because an individual is not suicidal today does not mean 

that they will not be suicidal tomorrow. Some individuals are just one acute stressor away 

from a suicide attempt; it’s important to assess any activating events that have led to suicide 

attempts in the past and anticipate any such events that could lead to a crisis in the future. 

▪ Identify two foreseeable changes. Collaboratively speculate with your patient about 

precipitants, triggers, or activating events that may occur in the near future that could 

quickly overwhelm a patient and increase their risk. 

▪ Plan for each foreseeable change by putting measures in place to maintain the 

individual’s safety. A higher level of care and a more restrictive environment may be 

required if these changes are unpredictable or unavoidable in the short term and/or 

there is not enough time to plan for the changes. 
 

Contact SP-TIEInfo@nyspi.columbia.edu for more information 
Copyright © Center for Practice Innovations 
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Appendix 3 

 
 

Weighing Risk & Protective Factors  

The strongest risk factors are those that are most acute/proximal: 

• Current presentation of suicidal ideation or recent suicidal behavior 

• Current mood state— examples: agitation, mania, psychosis, aggression, mixed mood state 

• Recent high-risk precipitants or changes in status  

• Access to lethal means 

Determine Risk Level 

Determining level of care and appropriate interventions is based on risk level. A clinician’s risk formulation weighs 

population-based risk factors and the individual presentation to ascribe a level of risk. Level of risk will increase or 

decrease depending on number and extent of risk and protective factors.  

Assign a risk level based on the results of the screening, risk assessment, chart and collateral review (if 

possible), and your clinical judgement. 

Document determination and rationale based on the level of risk. Be specific in presence/absence, severity, 

recency/duration of ideation, method, plan, intent, and behavior.  Include consideration of risk and protective factors.  

USE RISK FORMULATION TO DRIVE INTERVENTION, NOT PREDICTION  

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

HIGH RISK:  

• Suicidal ideation with intent and plan, 

especially if the plan is imminent or lethal  

• Recent suicidal behavior (attempt, 

interrupted/aborted attempt, preparatory 

behavior)  

• Persistent ideation that feels uncontrollable, 

strong, or intensely fluctuating intent or 

suicide rehearsal  

• History of prior attempt with lethal method 

or impulsive attempt with little planning, 

especially if the circumstances around the 

prior attempt resemble current or 

anticipated triggers 

• Has access or could easily obtain access to 

lethal means 

• Many acute/proximal risk factors and 

warning signs outweigh protective factors 

• Psychiatric disorders with severe symptoms 

• Recent or anticipated acute precipitating 

event (such as trauma or loss); distressing 

change in situation or treatment 

• Few or no protective factors—particularly a 

sense of being a burden on others or 

extreme isolation with little support 

MODERATE RISK:  

• Suicidal ideation with plan but no 

intent 

• No recent suicidal behavior 

• Multiple risk factors, but more 

distal/chronic than proximal/acute 

(suicide attempt in distant past, 

psychiatric diagnoses, trauma 

history)  

• Can anticipate a possible 

precipitant in the near future but 

none imminent 

• No immediate access to means, 

but may be able to obtain them 

• Few or weak protective factors 

• More intact problem solving or 

coping skills 

• Has social supports that may be 

able to assist in maintaining safety  

LOW RISK:  

• May have thoughts of death or 

even active suicidal thoughts but 

with no plan or intent 

• No recent history of suicidal 

behavior 

• Risk factors are modifiable or 

mostly distal/chronic 

• None or minimal acute/proximal 

risk factors or warning signs 

• Strong protective factors, 

including reason for living 

• Good social supports  

Risk Level Formulation  
Based on CPI’s Comprehensive Suicide Risk Assessment Module 
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Appendix 4 

 
 

 

When making a level of care determination, take into account the patient’s:  
• Level of intent/planning 

• The plan’s imminence (plan to act in the near future)  

• Access to lethal means  

 

Remember, some suicidal individuals act with little to no planning, so a thorough assessment of all risk and protective 

factors is necessary to help anticipate crises. The patient’s (and their family/supports) protective factors, like willingness 

and/or ability to utilize support and engage in actions to remain safe (engage in safety planning, safeguard the home 

environment) are important to consider.   

  

 

 

 

 

 

 

 

 

 

Determining if a Higher Level of Care is Needed  

✓ The patient has active suicidal ideation with some intent to act and potential access to means, and they or their 

supports cannot or will not provide what is needed to keep the patient safe 

✓ You cannot determine the patient’s (or their support’s) ability to maintain safety or utilize supports 

✓ You suspect imminent risk given active warning signs despite no endorsement of suicidal ideation 

 

 

 

  

 

 

 

 

 

Level of Care Determination  

Questions to consider in Outpatient and Substance Use Disorder Treatment Setting:  

• Does the patient need to be immediately referred to the emergency department or an inpatient unit to maintain safety? 

• Do the patient’s symptoms warrant a more intensive program (such as an intensive outpatient or residential treatment program)?  

• If appropriate to be maintained in the outpatient setting, do they have an updated, more intensive Suicide Care Management 

Plan to maintain safety between sessions?  

• What additional monitoring and supports will be needed to maintain safety in the home, school, and community? 

Questions to consider in Psychiatric Emergency Room (CPEP) and Inpatient Units:  

• Is the patient safe to be discharged?  

• What precautions are needed to maintain safety while in the CPEP or on the unit?  

• What additional monitoring and supports will be needed to maintain safety in the home, school, and community upon discharge? 

• What resources will be needed for ongoing treatment upon discharge? 

Remember: Not all suicidal individuals need to be hospitalized 

Strive for the LEAST RESTRICTIVE LEVEL OF CARE that keeps the patient safe  

➢ Many patients can be maintained in outpatient treatment with a specialized, more intensive High-Risk Outpatient 

Engagement (HOPE) Plan (if the proper supports and monitoring are in place)  

➢ If possible, review pros and cons of different courses of action and decide collaboratively  

If the patient needs a higher level of care:  

✓ Be aware of program protocols and initiate procedures for 

referrals to ED or inpatient  

✓ Consult with supervisor(s)  

✓ Do not leave the patient alone and assess potential for 

flight risk 

✓ Let the patient (and their supports) know that you want to 

help and emphasize safety  

✓ Document determination and rationale based on risk level 

✓ Follow-up with patient (and supports if possible) to assist 

with care transition!  

Transitions from one level of care to another are 

particularly high-risk time periods for suicidal behavior! 

If the patient is appropriate for the  

current level of care:  

✓ Assign a risk level based on screening, assessment, and 

clinical judgement 

✓ Document determination and rationale based on level of risk  

✓ Remember, you are not liable for poor prediction; you are 

only liable for negligence (i.e. not asking, documenting or 

taking preventative actions)  

Based on CPI’s Comprehensive Suicide Risk Assessment Module 
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Appendix 5 

 

 

 

1. Suicidal Ideation and Behavior - C-SSRS Screening Questions 
Q1 – Wish to die: Have you ever wished you were dead or wished you could go to sleep and not wake up? 

Q2 – Active suicidal ideation: Have you actually had any thoughts of killing yourself? 

Q3 – Suicidal ideation with method: Have you been thinking about how you might do this? 

Q4 – Suicidal ideation with intent: Have you had these thoughts and had some intention of acting on them? 

Q5 – Suicidal ideation with intent and plan: Have you started to work or worked out the details of how to kill yourself? Do 

you intend to carry out this plan? 

Q6 – Suicidal behavior: Have you done anything, started to do anything, or prepared to do anything to end your life? 

▪ Suicide attempt: A self-injurious act performed with at least some intent to die, regardless of whether actual injury 

occurred 

▪ Interrupted or aborted attempt: When individuals take steps to end their life but someone or something stops them 

before they actually do anything, or the individuals stop themselves 

▪ Preparatory behaviors: Actions to prepare for taking one’s life, such as collecting/buying pills, purchasing a gun, 

saying goodbye, or writing a will or suicide note. 

Q7 – Suicide attempt: Have you made a suicide attempt? How many attempts have you ever made? How long ago was your 

most recent attempt? 
 

2. Risk & Protective Factors 
Distal Risk Factors: longstanding background factors that elevate chronic risk of suicide  

Non-modifiable:  

 Adolescents/young adults are also at an increased risk  

 Males (4:1 male: female)  

 Caucasian & Native American (though all races are 
increasing)  

 Veterans or Active Military  

 Gender and/or Sexual Minority (LGBTQ+)  

 History of child abuse  

 Previous suicide attempts  

 Family history of suicide 

 Other 

Modifiable: 

 Psychiatric diagnosis  

 
Proximal Risk Factors: current, acute factors that elevate imminent risk  

 Current psychiatric symptoms: aggressive or impulsive 
behaviors and negative mood states  

 Substance misuse 

 Recent medical diagnosis 

 Other 

  Bullying, victimization, or trauma 

  Interpersonal, job, or financial loss  

  Negative life circumstances 

  Access to means 

 
Warning Signs: might indicate increasing suicide risk 

 Spike in suicidal thoughts  

 Planning for a suicide attempt  

 Preparatory behaviors 

 Communicating the possibility of not being around;  

 Giving away prized possessions/pets 

 Increased isolation  

 

 

   Sleep disturbance 

   Agitation 

   Hopelessness 

   Substance Use 

   Other 

 

Protective Factors: may help buffer an individual from suicide risk 

Reasons for Living  

 Responsibility to family   Children & pets   Looking forward to events in the future 

Deterrents  

 Fear of death   Spiritual values   Worries about severe injury Fear of consequences 

Coping Skills ________________________________________ 

 

      Page 1 of 2 

Comprehensive Suicide Risk Assessment Sample Template 
Based on CPI’s Comprehensive Suicide Risk Assessment Module 
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Weighing Risk & Protective Factors: The strongest risk factors are those that are most acute/proximal 

 Current presentation of suicidal ideation or recent 
suicidal behavior  

 Current mood state—agitation, mania, psychosis, 
aggression, mixed mood state   

 Recent high-risk precipitants or changes in status  

 Access to lethal means

 

3. Risk Determination - Assign a risk level based on the results of the screening, risk assessment, chart 

and collateral review (if possible), and your clinical judgement.  

HIGH RISK: 

 Suicidal ideation with intent and plan, especially if the 
plan is imminent or lethal  

 Recent suicidal behavior (attempt, interrupted/ aborted 
attempt, preparatory behavior)  

 Persistent ideation that feels uncontrollable, strong, or 

intensely fluctuating intent or suicide rehearsal   

 History of prior attempt with lethal method or impulsive 
attempt with little planning, especially if the 
circumstances around the prior attempt resemble current 
or anticipated triggers   

 

 Has access or could easily obtain access to lethal means  

 Many acute/proximal risk factors and warning signs 

outweigh protective factors  

 Psychiatric disorders with severe symptoms  

 Recent or anticipated acute precipitating event (such as 
trauma or loss) 

 Distressing change in situation or treatment  

 Few or no protective factors—particularly a sense of 
being a burden on others or extreme isolation with little 

support

MODERATE RISK:  

 Suicidal ideation with plan but no intent  

 No recent suicidal behavior  

 Multiple risk factors, but more distal/chronic than 
proximal/acute (suicide attempt in distant past, 

psychiatric diagnoses, trauma history)   

 Can anticipate a possible precipitant in the near future 

but none imminent  

 No immediate access to means, but may be able to 
obtain them  

 Few or weak protective factors  

 More intact problem solving or coping skills  

 Has social supports that may be able to assist in 
maintaining safety  

 
LOW RISK:  

 May have thoughts of death or even active suicidal 
thoughts but with no plan or intent  

 No recent history of suicidal behavior  

 Risk factors are modifiable or mostly distal/chronic  

 None or minimal acute/proximal risk factors or warning 
signs  

 Strong protective factors, including reason for living  

 Good social supports 

 

4. Overall Level of Risk and Rationale 

 

5. Plan to Mitigate Risk Factors  

 

6. Plan to Strengthen Protective Factors  

 

7. Level of Care Determination  
• Consider Level of intent/planning, plan’s imminence (plan to act in the near future) and Access to lethal means.  

• Some suicidal individuals act with little to no planning- assessment of all risk and protective factors is 

necessary to help anticipate crises.  

• Consider protective factors, like willingness and/or ability to utilize support and engage in actions to remain 

safe (engage in safety planning, safeguard the home environment) are.   

• Strive for the least restrictive level of care that keeps the patient safe.  

Page 2 of 2
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Appendix 6 

 

For inquiries and training information contact: Kelly Posner, Ph.D. 

New York State Psychiatric Institute, 1051 Riverside Drive, New York, New York, 10032; 

posnerk@nyspi.columbia.edu 

© 2008 The Research Foundation for Mental Hygiene, Inc. 

 

] 

COLUMBIA-SUICIDE SEVERITY RATING SCALE (C-SSRS)  

NYASCC Screening Version 

Qs 1-5 ask about suicidal ideation; Qs 6-7 assess suicidal behavior  

(with Q 7 assessing past suicide attempt specifically) 
Past 3 months Lifetime 

Ask the first two questions.  

If NO to both, skip to Q6; If YES to Q2, ask Qs 3-7 

1- Wish to die: Have you ever wished you were dead or wished you 

could go to sleep and not wake up? 
 Yes  No  

2- Active suicidal ideation:  

Have you actually had any thoughts of killing yourself? 
 Yes  No  

 

3- Suicidal ideation with method:  

Have you been thinking about how you might do this? 
 Yes    No 

 

4- Suicidal ideation with intent:  

Have you had these thoughts and had some intention of acting on 

them? 

 Yes    No 

 

5- Suicidal ideation with intent and plan:  

Have you started to work or worked out the details of how to kill 

yourself? Do you intend to carry out this plan? 

 Yes    No 

 

6 – Suicidal behavior:  

Have you done anything, started to do anything, or prepared to do 

anything to end your life? 

 Yes    No  Yes   No 

7 – Suicide attempt:  

Have you made a suicide attempt (took an action to end your life)? 

  Yes   No 

 How many attempts have you ever made?  #_________ 

How long ago was your most recent attempt?  

☐ Past 3m 

☐ 4-12m 

☐ 1-5 yrs. 

☐ 5 yrs.+ 

 

 

 

 

Suggested Risk Level: 

Low Moderate High 
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Appendix 8 

 COLUMBIA-SUICIDE SEVERITY RATING SCALE  

Screen with Triage Points for Primary Care 

 
 

 

 

 
 

Ask questions that are in bold and underlined.   

Past 

month 

Ask Questions 1 and 2   YES NO 

1) Have you wished you were dead or wished you could go to sleep and not 

wake up?  
  

2) Have you had any actual thoughts of killing yourself?   

If YES to 2, ask questions 3, 4, 5, and 6.  If NO to 2, go directly to question 6. 

3) Have you been thinking about how you might do this? 

e.g. “I thought about taking an overdose but I never made a specific plan as to 

when where or how I would actually do it….and I would never go through with 

it.”  

  

4) Have you had these thoughts and had some intention of acting on 

them? 

as opposed to “I have the thoughts but I definitely will not do anything about 

them.”  

  

5) Have you started to work out or worked out the details of how to kill 

yourself? Do you intend to carry out this plan?  
  

6) Have you ever done anything, started to do anything, or prepared to do 

anything to end your life? 

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide 

note, took out pills but didn’t swallow any, held a gun but changed your mind or it was 

grabbed from your hand, went to the roof but didn’t jump; or actually took pills, tried to 
shoot yourself, cut yourself, tried to hang yourself, etc. 

 

If YES, ask: Was this within the past 3 months?  

Lifetime 

  

Past 3 

Months 

  

Suggested Risk Level 

Low Moderate High 
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A Guide for Clinicians: 
Universal Precautions 

 

What are Universal Precautions and why use them? 
 

• Universal Precautions are measures taken to prevent suicide attempts with all patients 

seeking behavioral health treatment, regardless of whether they have come in for 

concerns specifically related to suicide.  

▪ Universal Precautions are brief interventions brief interventions that clinicians can use 

with everyone who presents for treatment. 

▪ Universal Precautions are used to help identify individuals who may be having suicidal 

thoughts or risk factors that might be otherwise undetected. 

▪ Universal Precautions are used to provide psychoeducation and crisis resources for 

suicide prevention. 

Using Universal Precautions can also communicate to suicidal individuals that they do not have 

to be alone with their thoughts and feelings, and that help is available.  

 

Why are Universal Precautions important? 
 

Identifying individuals at risk for suicide who need targeted interventions is complex and 

challenging. Although those receiving behavioral health treatment are at greater risk, most 

(99%) will not die by suicide.   

 

One of the most known risk factors for suicide is a past non-lethal attempt, yet about 50% of 

those that die by suicide have had no previous suicide attempts. Over half of those who die by 

suicide have had a healthcare visit in the month prior to their deaths in which their suicide risk 

went undetected.  Also, individuals are sometimes reluctant to acknowledge suicidal thoughts 

because they fear hospitalization or anticipate that health professionals will not know how to 

help. 

 

It is important to consider all who seek behavioral healthcare to be at heightened risk and 

therefore it is indicated to provide universal precautions.  

Where are Universal Precautions needed? 

Each type of behavioral health site will have a specific application of the suicide safer care 

model with site-specific protocols for patients. However, it is crucial to instate universal 

precautions across all behavioral health settings including CPEP, outpatient, and inpatient units. 

 

For those in a CPEP setting, universal precautions are particularly important as they may present 

the only opportunity to make a targeted suicide prevention intervention. 
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 The components of Universal Precautions include: 
 

Psychoeducation 
 

• Remind patients that it is not uncommon for people suffering with a mental illness to 

have suicidal thoughts in their lifetime. 
 

• Provide the patient with psychoeducation about the fluctuating nature of suicide risk 

– i.e., how risk can come and go, but also increases or decreases in intensity over 

time. 
 

 

• Provide the patient with suicide-specific psychoeducation regarding common 

warning signs (thoughts, feelings, and behaviors) that precede suicide risk, such as: 

feeling increasingly hopeless, isolating oneself or withdrawing from social interactions, 

and/or misusing drugs and/or alcohol. The FACTS acronym is useful here – certain 

Feelings, Actions, Changes, Talking, and Situations can be warning signs. 
 

• After explaining that warning signs often precipitate suicide risk, ask the patient if any 

of the warning signs you listed as an example sound familiar to them. If the patient 

can identify possible warning signs, encourage them to reach out if they notice these 

signs in the future, even if the patient has no history of suicidal thoughts or behaviors. 
 

Crisis Resources 
▪ Provide all patients with useful contacts that can be used during a suicidal crisis such 

as the National Suicide Prevention Lifeline (1-800-273-8255) or Crisis Text Line (text 

“Got5” to 741741). 

▪ Suggest that patients put these emergency resources into their phone while you are 

with them so that they have easy access to 24/7 free, confidential support if a 

suicidal crisis arose. It is also a good idea to have pre-printed resources to give to 

your patient as a back-up. 

▪ If your patient would prefer to speak to a resource that has interventions tailored to 

specific identities (i.e., lifelines for LGBTQIA, youth, or veterans), be familiar with and 

able to provide these resources. 

 

Contact SP-TIEInfo@nyspi.columbia.edu for more information 
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A Guide for Clinicians: 
Safety Planning Intervention for Suicide Prevention 

 

What is Safety Planning?  
 

A Safety Plan is a prioritized, written list of coping tools and sources of support to use when a 

patient is feeling suicidal so that they do not act on their suicidal feelings. It is a personally 

tailored emergency plan.  
 

Why should a client use the safety plan?  
The Safety Plan helps prevent a suicidal crisis from escalating so that clients do not act on 

urges to self-harm. Acute suicidal crises, when people are most in danger of acting on suicidal 

feelings, often last only for a brief time. The safety plan helps give a client something to do to 

get through this time safely without engaging in suicidal behavior. 
 

When should a client use the safety plan?  
Clients should use their safety plan whenever they recognize any of the personal warning signs 

listed on the safety plan. 
 

How should a client use the safety plan? 
Once a client recognizes their warning signs, they should follow the specific instructions that 

are described on each step of their safety plan. If doing things on one step does not help to 

reduce the crisis, they should proceed to the next step until the crisis has lessened. 
 

Where should a client keep the safety plan? 
Clients should keep their safety plan in a place where they are able to easily find it and use it. 

Some people keep their safety plans at home and other people carry it with them in their 

purse, wallet, pocket, or cell phone. 

Should a client share the safety plan with others? 
Sometimes it is helpful for clients to share their safety plan with a family member or close friend 

who can help during a crisis. 

What should a client do if they lost the safety plan? 
A copy of each client’s safety plan is stored in their electronic health record. Clinicians may be 

able to retrieve a copy of their client’s safety plan. Many people make copies of their safety 

plan or keep a copy on their cell phone. 

 

Does the safety plan work? 
Recent research has been conducted that supports the effectiveness of safety planning. 

Individuals who received the safety plan Intervention were less likely to report suicidal  

behaviors during follow-up than individuals who did not receive the intervention. 
 

Contact SP-TIEInfo@nyspi.columbia.edu for more information 

Appendix 11 

 

This guide is based on the Safety Planning Module. 
To be used as supplementary material, not as a substitute for the training. 

 The training can be found here: NYASSC Training Page  

mailto:SP-TIEInfo@nyspi.columbia.edu
https://rfmh.csod.com/catalog/CustomPage.aspx?id=20000552
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Appendix 13 

 
 

 

 

Directions: This checklist is a guide when conducting the SPI. Each section should be completed. The patient 

information document can be used to provide supplemental information about the Safety Plan.  

Once the suicide crisis narrative has been obtained, conduct the following steps:  

1. INTRODUCE AND PROVIDE RATIONALE FOR SAFETY PLANNING (APPROX. 2 MINUTES): 

☐ Introduce the safety plan as a method for helping to recognize warning signs and for taking action to reduce risk 

or keeping it from escalating 

☐ Describe the safety plan as an “emergency plan” to prevent acting on suicidal feelings 

☐ Describe how suicidal ideation may come and go over brief periods of time and that using the safety plan helps 

to actively cope with suicidal feelings 

☐ Describe how the safety plan consists of a sequence of steps 

 

If following one step is not helpful for reducing the suicidal crisis, then go to the next step 
 

2. COMPLETE EACH STEP OF THE SAFETY PLAN (APPROX. 15 MINUTES)  

☐ Describe the rationale for each step  

☐ Collaboratively brainstorm ideas for each step; be as specific as possible; use individual’s own words. 

☐ Assess feasibility of using each strategy and trouble-shoot barriers to its use 

☐ After each step, remind individual that if suicidal crisis does not remit, then go to the next step (steps may be 

skipped, if needed)  
 

➢ FOR STEP 5 ON SPI FORM – CONTACTING PROFESSIONALS & AGENCIES:  

☐  If there is no existing treatment, introduce and describe the benefit of treatment, describe local resources 

☐  Explain how to contact the local 24-hour crisis line(s) or the National Suicide Prevention Lifeline 
 

➢ FOR STEP 6 ON SPI FORM – MAKING ENVIRONMENT SAFE:  

☐  Explain how making the environment safer will help to lower risk of acting on suicidal feelings 

☐  Always assess the availability or access to firearms 

☐  Identify any other potential methods or plans to kill oneself 

☐  Collaboratively develop an action plan to make the environment safer 

☐  For firearms, consider: 

 1.  Asking a family member or friend, who would be authorized to possess a firearm, to remove it 

2.  Locking the firearm and ammunition, separately, and giving the keys to a family member or friend 

☐  If doubt is expressed about limiting access: 

1.  Assess pros and cons of having access to this method 

2.  Brainstorm alternative ways of limiting access so that it is safer 
 

3. REVIEW USE OF SAFETY PLAN (APPROX. 3 MINUTES)  

☐ Review the steps of the safety plan with the individual and ask about the likelihood of using it  

☐ Identify a location where it can be readily accessible  

☐ Assess feasibility and trouble-shoot obstacles to using the safety plan intervention, in general 

☐ Explain how the safety plan can be reviewed later to see how helpful it was for lowering risk and  

how it can be revised to be more effective  

Safety Plan Intervention (SPI) Brief Checklist 
Gregory K. Brown, Ph.D. and Barbara Stanley, Ph.D. (2016) 
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☐ Provide individuals with the safety plan and explain that a copy will be retained in their records 

☐ Remind individuals that they can receive a copy should they want another one 

Directions: This checklist is a guide when conducting follow-up visits after a Safety Plan has already been 

developed. The clinician should retrieve the last Safety Plan from the medical record. 

 

1. DO YOU REMEMBER THE LAST SAFETY PLAN YOU DEVELOPED? 

 

2. HAVE YOU ACTUALLY USED YOUR SAFETY PLAN?  

 

3. WAS THE SAFETY PLAN HELPFUL FOR PREVENTING YOU FROM ACTING ON YOUR SUICIDAL URGES?  

IF NOT, WHY NOT (SUCH AS FORGETTING TO USE IT, HOW TO USE IT, OR FINDING IT)?  

 

4. HOW CAN THE SAFETY PLAN BE REVISED SO THAT IT WOULD BE MORE HELPFUL TO YOU?  

ARE THERE SPECIFIC STEPS THAT COULD BE IMPROVED (SEE EXAMPLE QUESTIONS BELOW)? 

 

WARNING SIGNS: ☐  Can the warning signs be changed or revised to be more specific so 

that you will remember to use it?  
☐  Can you review the Safety Plan on a regular basis so that you will 

remember to use it?  
☐  Can the Safety Plan be placed somewhere so that it is more visible 

and serve as a reminder to use it? 

INTERNAL COPING 

STRATEGIES: 

☐  Are there new internal coping strategies that would be more effective 

or more feasible distractors?  
☐  Are there any coping strategies listed on your Safety Plan that should 

be removed because they weren’t that helpful? 

SOCIAL CONTACTS 

AND SOCIAL 

SETTINGS: 

☐  Are there new people or social settings that would be more effective 

or feasible distractors?  
☐  Are there some people or social settings listed on your Safety Plan 

that should be removed because they weren’t that helpful? 

SOCIAL SUPPORT 

FOR HELP WITH 

CRISES: 

☐  Are there other family members or friends who should be added?  

☐  Are there people listed on your Safety Plan who should be removed 

because they were unhelpful or unavailable? 

PROFESSIONALS 

AND AGENCIES: 

☐  Are there other professionals or agencies that should be added or 

removed?  
☐  Were there any problems you experienced when you tried to contact 

a professional or agency for help? 

MAKING THE 

ENVIRONMENT 

SAFER: 

☐  Have you been able to make the environment safer by removing or 

restricting access to anything that could be potentially harmful to 
you?  

☐  Do you currently have access to a firearm?  

☐  Is there anything else that could be done to make your environment 

safer? 

USING THE SAFETY 

PLAN: 

☐  Was the location where you kept the Safety Plan helpful or 

convenient for you?  
☐  Is there a better place that you could keep it? 

Copyright © Center for Practice Innovations 

Copyright © Center for Practice Innovations 
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Appendix 14 

Safety Planning Information: 
For the Patient  

What is a Safety Plan? 

A Safety Plan is a prioritized, written list of coping tools and sources of support to use when 

you are feeling suicidal so that you do not act on your suicidal feelings. It is a personally 

tailored emergency plan. 

Why should I use my Safety Plan?   

The Safety Plan helps prevent a suicidal crisis from escalating so that you do not act on 

urges to self-harm.  Acute suicidal crises, when people are most in danger of acting on 

suicidal feelings, often last only for a brief time.  The Safety Plan helps you get through this 

time without making a suicide attempt.  

When should I use my Safety Plan?  

You should use your Safety Plan whenever you recognize any of your personal warning 

or danger signs that are listed on the Safety Plan.  

How should I use my Safety Plan?  

Once you recognize your warning signs, follow the specific instructions that are described 

on each step of your Safety Plan. If doing things on one step does not help to reduce the 

crisis, then go to the next step until the crisis has lessened. 

Where should I keep my Safety Plan?   

You should keep your Safety Plan in a place where you are able to easily find it and use 

it. Some people keep their Safety Plans at home and other people carry it with them in 

their purse, wallet, pocket, or cell phone. 

Should I share my safety plan with others?  

Sometimes it is helpful to share your Safety Plan with a family member or close friend who 

can help you during a crisis. 

What do I do if I lose my Safety Plan?  

A copy of your Safety Plan is stored in your electronic medical record. A clinician may be 

able to retrieve a copy of your Safety Plan for you. Many people make copies of their 

safety plan or keep a copy on their cell phone. 

Does the Safety Plan work?  

Recent research has been conducted that supports the effectiveness of Safety Planning. 

Individuals who receive the Safety Planning Intervention are less likely to report suicidal 

behaviors during follow-up than individuals who do not receive the intervention.

Copyright © Stanley & Brown, 2015 
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Appendix 16 
 

 

 

  

 

  

A Guide for Clinicians: 
Means Reduction Counseling 

 

What is Means Reduction? 
 

Means reduction helps to prevent suicidal behaviors and self-harm by reducing or restricting 

access to the specific methods a suicidal individual is likely to use to attempt suicide. Means 

reduction specifically targets suicidal behaviors by focusing on HOW, not just WHY, people 

attempt suicide. It is the final and arguably most essential step of the suicide safety plan. 
 

Access to lethal means can be reduced by disposing of means, removing means from an 

individual’s home, limiting access to means, giving means to a trusted person in the 

individual’s life, or having a trusted person help limit a high-risk individual’s access to means 

(e.g., changing the combination on a safe containing a firearm or holding onto the key to a 

medicine cabinet).  
 

Why does Means Reduction Work? 
 

1. Time Matters: Most suicidal individuals have some ambivalence about killing themselves 

and suicidal states do not remain constant. The longer a high-risk individual’s access to 

means is delayed, the more likely a suicidal crisis will pass (e.g., quickly accessing pills 

from a medicine cabinet versus driving to a drug store to purchase pills to overdose). 

This is because the intensity and duration of suicidal urges varies greatly over time and 

many suicidal crises are short-lived. 

2. Means Substitution: High-risk individuals often have a preference for the means they use 

in a suicide attempt. If the preferred means are not immediately accessible, alternative 

means are not necessarily sought. While mean substitution can occur in some cases, 

often it is with less lethal means than the original.  

3. Long Term Survival Rate: Research shows that about 50% of people who attempt suicide 

die on their first attempt but 50% do not. Many people who make one attempt do not 

go on to make another one. 

 

REMEMBER: Treating an underlying illness alone and hoping the suicidal thoughts or behaviors 

will diminish is not enough. It is important to directly target suicidal thoughts and behaviors 

while treating underlying psychiatric disorders. 
 

Means Reduction Counseling 
 

The goal of means reduction counselling is to educate patients about the importance of 

means reduction and then collaboratively work with them to prevent/limit physical access to 

means.  
 

Means reduction counselling should be used in inpatient and outpatient mental health 

facilities as well as in emergency and primary care settings with individuals who: 

▪ Have current suicidal ideation (with or without a plan) 

▪ Have engaged in suicidal behavior in the past six months 

▪ Are, in your clinical judgment, at elevated risk of suicide 

 

 

This guide is based on the Means Reduction Module. 
To be used as supplementary material, not as a substitute for the training. 

 The training can be found here: NYASSC Training Page  

https://rfmh.csod.com/catalog/CustomPage.aspx?id=20000552
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Steps to Means Reduction Counseling include: 
 

1. Ask directly about suicide 
 

▪ When individuals show warning signs of suicidal risk, e.g., talking about not being around 

anymore or the world being better off without them, ask if they have thought about or are 

thinking about taking their own life. If the answer is “yes,” conduct a thorough evaluation. 

▪ When assessing the nature of an individual’s suicidal thoughts and behaviors, give individuals 

time to respond. 
 

2.  Inquire about means 
▪ Ask individuals directly if they have thoughts about how they would attempt suicide and if 

they have access to any preferred method. 

▪ Ask about past attempts and any means used.  

▪ Focusing on details is key. 
 

3. Educate the high-risk individual and reduce access to lethal means 
▪ After addressing preferred means ask: “What other ways might you consider to hurt yourself in 

your environment?” Try to limit access to these means as well. 

▪ When possible, include trusted people in the individual’s life to aid in reducing access. This is 

particularly important for adolescents and other vulnerable populations. 

▪ Communicate with the individual’s other providers to gather and share information, if permission 

is granted. Consider providing prescriptions weekly instead of monthly. 

▪ Limit supplies of non-prescription medications and encourage disposal of any expired 

medications. 

▪ Remember not everything can be removed and one cannot eliminate all risk completely. If a 

high-risk individual’s preferred means is related to the environment (e.g., jumping off a bridge 

or in front of a train), engage the individual in ways to avoid potentially dangerous places or 

situations. 

▪ If the individual’s preferred method involves hanging, inquire as to whether there is a preferred 

object that can be removed (such as a rope or tie). 

▪ Alcohol reduces impulse control and increases the risk of suicide. Counsel about reducing 

access to alcohol and other substances. 

▪ Firearms are the most common method of suicide in the United States due to their high lethality 

rate. Be familiar with the laws regarding firearms in your specific jurisdiction, including who can 

legally hold them and how they can be removed in an emergency. Refer to 

http://nics.nyy/safeact.html for guidance. 

▪ Some depressed, anxious, or psychotic individuals may have cognitive distortions or irrational 

beliefs. Address the feelings and affect underlying such distortions or beliefs about means 

reduction. 

▪ Emphasize that any restrictions on access to means are not permanent. 

▪ Any means reduction is a major step to reduce suicide risk. This is not an all or nothing process. 

▪ Maintain a collaborative stance; make sure the discussion does not become adversarial. Work 

towards possible solutions and compromises using motivational strategies where appropriate. 

▪ Engage the suicidal individual in actively suggesting ways to improve safety. 

▪ Stress that the goal of means reduction counseling is to make the individual’s environment as 

safe as possible. 

 

4. Follow up about the lethal means reduction plan 
▪ When possible, clinicians should follow up with high-risk individuals by continuing to assess the 

individual’s suicide risk and ensuring the means reduction plan is being followed and effective. 

▪ Timing and nature of follow-ups should be tailored to individuals’ circumstances and clinical 

status. 

▪ When possible, the time, date, and nature of the next follow-up should be agreed upon during 

the initial means reduction counselling session. 
 

Contact SP-TIEInfo@nyspi.columbia.edu for more information 

http://nics.nyy/safeact.html
mailto:SP-TIEInfo@nyspi.columbia.edu
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Appendix 17 

 
 

What are Foreseeable Changes?  

Foreseeable Changes (FCs) are events, which, if they occurred, could quickly and significantly increase 
suicide risk.  
 

Assessments of suicide risk capture a single moment in time, but things can change quickly. Some individuals are ‘one 
major stressor away’ from being acutely suicidal. Identifying FC’s as part of the assessment explicitly acknowledges 
the fluid and unpredictable nature of suicide risk and directly informs individualized contingency plans that 
can be developed in anticipation of changes that could increase risk.  
 

Planning for FC’s (see below), combined with other clinical data, may inform treatment decisions and level of care.  If 
foreseeable changes seem likely and severe and coping skills and other resources are few, the patient is at higher risk 
and may require more intensive interventions. 

 

Identifying Foreseeable Changes 

Identify two changes that could, if they occurred, quickly increase a patient’s suicide risk.  Focus especially on 
FC’s that would make the person feel out of control, alone, worthless, humiliated, or trapped. 

 

1. Clinical staff assist the process by learning the patient’s story and engaging in thoughtful consideration about 
what could be a major stressor. If possible, include family/supports in FC planning. If patient/supports can’t 
engage collaboratively, staff’s role in identifying FC’s will need to be more active. 
 

2. Invite patients, family/support persons, and your team to think creatively and specifically. 
a. Patients:  

o “Let’s think together about two things that would be really big “oh no” moments—events that might 
make you feel overwhelmed, suicidal, or put you quickly into crisis.”   

o “I’d like to get very specific. Can you help me get a picture in my head?”   
b. Family members:  

o “What event or circumstance would immediately ring alarm bells in your mind about your son’s safety?”  
o “What’s something that could happen that would cause you to stop what you were doing and check on 

your sister?” 
c. Provider team:  

o “We need to identify very concrete events that could happen and quickly destabilize the situation. Could 
we think of a worst-case scenario and rewind the situation back to a specific event or stressor?”   

 

Planning for Foreseeable Changes 

Develop a specific plan for each FC in collaboration with the patient and, when applicable, family/support persons.  
1. A plan for a FC may be something the patient can do for him or herself.   

➢ For example, “Sarah’s beloved dog is aging and sick. She collaborated with her therapist on a plan to call 
her roommate and ask him to come home to be with her and help her when the inevitable happens.” 

 

2. Because FC’s can mean immediate danger, plans usually include reassessment and professional contact, 
and often require persons in addition to the patient (family/supports or professional providers) to take a specific 
action.  
➢ For example, “If Jesse gets news of a layoff, he agrees that his wife or brother-in-law will make sure to be 

with him and help him obtain same-day assessment at the ED or with his therapist if necessary.” 
 

3. For those with few or no social supports, that should be noted in the assessment and an interim plan for having 
the patient connect to care should be identified depending on bridging services available in the community* 
 

4. Have the patient describe the plan for each foreseeable change prior to discharge to assess and reinforce 
understanding and agreement to the plan. 
 

5. Provide the patient and anyone else who has a role in the plans a written summary of FCs and plans. The 
“Thinking Ahead” plan is provided as a template. Include this information in your discharge summary.  
 

Sample: "Identified two foreseeable changes and made an interim plan for Mr. Wallace if one of these two 
potentially destabilizing changes were to happen. Also given CTL and lifeline number and instructed on how to 
access with the latter entered into his cellphone. Mr. Wallace was able to describe these plans to a staff member 
prior to discharge. We recommend that outpatient team work to further strengthen the contingency plans created 
today with additional support persons having a role in responding to FC’s, if possible."

Two Foreseeable Changes Intervention Guide 
Based on Two Foreseeable Changes Module. 

To be used as supplementary material, not as a substitute for the training.  The training can be found here: NYASSC Training Page 

https://rfmh.csod.com/catalog/CustomPage.aspx?id=20000552
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      High-risk Out-Patient Engagement  

                    HOPE Pathway 
                                         Clinician Guide 

  
 
 
 

Suggested Introduction: Based on your appointment today, we would like to offer you extra care and attention.  

 

The HOPE Pathway was developed to support people who are learning to cope with suicidal thoughts and behaviors.  

 
The following is a list of interventions to be provided to your patient: 

 

• Universal Precautions: Discussion of warning signs, the fluidity of suicide risk, and information about how to 
get help 24 hours a day, 7 days a week using the National Suicide Prevention Lifeline 1-800-273-TALK 
(8255) and Crisis Text Line: text GOT5 to 741-741 
 

• Suicide-Specific Screening and Risk Assessment: Screen your patient at every session using the C-SSRS. 
o If there are changes in risk and protective factors, access to lethal means, or clinical status, update the 

comprehensive risk assessment.  
 

• Stanley Brown Safety Plan: Develop the Safety Plan collaboratively with the patient; remember that safety 
planning is a clinical conversation with patients. Review Safety Plan regularly and revise as needed to ensure 
that it is useful for the patient. 
 

• Lethal Means Reduction Counseling: As part of safety planning, develop a plan to get rid of the method the 
patient may use to hurt themselves. If the patient feels comfortable, ask their family members or a friend to 
help with this step. 
 

• Plan for Two Foreseeable Changes: Develop a plan to address at least two changes in the patient’s life that 
could lead rapidly to a suicidal crisis. 
 

• Weekly Appointments: Schedule appointments at least once a week while the patient is on the pathway. 
 

• Same day follow up after every missed appointment to maintain care and safety: Request current phone 
number(s) and an address from the patient.  Ask for permission to contact a family member or friend in case 
the patient cannot be reached. 
 

• “Off ramp”: The patient can exit the pathway with a negative C-SSRS (no to questions 4,5,6) for 90 days, no 
suicidal behavior for 90 days, and/or by clinical judgement. 
 

• Remind the patient that there is hope.  
 

• Encourage including collateral support in treatment: We want to involve people close to them, with their 
permission, so everyone can better understand what is going on and learn how to help. 

 

 

Appendix 19 

 

  



 

47 
 

 

 

Adding a HOPE Pathway to your Treatment 
 

 
We care about your recovery and want to help you work through this difficult time and find hope. Based on your 

appointment today, we feel it is important to offer you extra care and attention. 

 

To do so, we are placing you in a special program we offer to assist people who are having thoughts of suicide. We 

call it the HOPE Pathway. We strongly believe therapy can be a useful tool in understanding your current suicidal 

thoughts and helping you create meaningful life changes. This Pathway is meant to help keep you safe while you are 

working on these life changes. 

 

The following is a list of supports or activities we want to provide for you: 

 

• A plan to get rid of the means or method you might use to hurt yourself. Your family members or a friend 

may need to help with this. 

 

• Regular check-ins. We hope to have contact with you weekly to make sure you are feeling safe. To do 

this, we will need your current phone number(s) and an address.  Additionally, we would like to have your 

permission to contact a family member or friend in case we cannot reach you so we will need their phone 

number and address as well.  

 

• An appointment with one of our medical staff to discuss your current medications or adding/changing 

medications that could help during your recovery. 

 

• If you do not keep an appointment, we will try to call you. If we cannot reach you immediately, we will 

continue to call you and your emergency contact.  

 

• Information about how to get help 24 hours a day, 7 days a week.  

 

• We want to involve people close to you, with your permission, so they can understand better what is going 

on with you and learn how to help. 

 

• Most important, we want to help you see there is hope, you can feel better, and suicide is not the 

answer.  

 

This information was reviewed with me on __________________________ (date). 

 

____________________________________  _______________________________________ 

Your Name       [Clinician Name]  

 

                                                                           

 If you are in a crisis or need to talk,  

call 1-800-273-TALK (8255)  

or text GOT5 to 741-741 

Appendix 20 
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Appendix 21 

  

  A Guide for Clinicians: 
Engaging Families and Supportive Others 

in Working with Suicidal Individuals 
 

When appropriate, family members and other social supports from within a suicidal individual’s 

natural environment can be engaged in the patient’s treatment plan, enhancing patient safety 

by providing support to both the individual and treatment provider. Yet, family engagement 

guidelines are not a usual feature of clinical training, so it can also be a challenge for clinicians 

to know how to balance a patient’s treatment needs, safety concerns, and the needs of the 

family/supportive others as well. 

 

Common Concerns 
 

▪ Some suicidal individuals are unable to identify people who can support their recovery. 

Or patients may be experiencing family conflict. Clinicians may fear making the patient’s 

situation worse by involving the family. 

▪ Patients are sometimes reluctant to give consent to involve loved ones, fearing that 

personal information may be revealed or they will become a burden to others. 

▪ Some families are reluctant to attend sessions or can be defensive when they do attend. 

▪ Clinicians may not feel sure about how to balance their focus on the patient’s safety with 

the needs and feelings of the patient’s social support network. They may be concerned 

that they will need to do family therapy if they bring the family in to support the patient’s 

treatment. 

▪ Some families want to help but do not feel equipped to deal with the situation. 

 

Inpatient Units 
 

The three months after discharge is a particularly high-risk period for a suicidal individual.  

Families/supportive others should be engaged, when appropriate, throughout the course of the 

inpatient stay and especially in the discharge planning process. Clinicians should meet with the 

family/supportive others to plan for safety and follow up with the outpatient treatment upon 

discharge. 

 

Outpatient Settings 
 

Families/supportive others can be engaged, when appropriate, to provide ongoing support, 

and enhance treatment outcomes and engagement. The clinician can facilitate working 

together to provide ongoing support, such as helping the patient attend appointments, serving 

as an emergency contact, monitoring warning signs, and/or occasionally attending sessions. 

 

Emergency Departments 
 

In the ED, decisions are made quickly and in a one-time interaction. Clinicians can try to engage 

the individual who came with the patient to the ED to provide support with next steps. This could 

include being part of the patient’s safety plan, and/or facilitating follow up on outpatient 

recommendations upon discharge from the ED or hospital. 

This guide is based on the Family Engagement Module. 
To be used as supplementary material, not as a substitute for the training. 

 The training can be found here: NYASSC Training Page  

https://rfmh.csod.com/catalog/CustomPage.aspx?id=20000552
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The following best practice guidelines address these 

Obstacles and concerns to facilitate family engagement: 
 

1. Engage patient and obtain consent 
Help the patient identify people in their lives that may be willing to provide them with a 

safety net when they are suicidal by weighing the pros and cons of involving that individual 

in the treatment plan. If the patient refuses, it may be useful to explore their concerns. 

Consider the possibility of limited consent – sharing some but not all information with 

supportive others. 
 

REMEMBER: In times of imminent risk or life-threatening behavior, it is appropriate to override 

consent to ensure the patient’s safety. 
 

2. Address family concerns 
Family members may feel scared, blamed, or even traumatized by their loved one’s suicidal 

thoughts or behaviors. It is important to approach family members without judgment. 

Understand that you may be seeing family members at their worst, and they may find it hard 

to focus and take in information. Both parties will be experiencing fears related to suicide, 

so it is important to try to put everyone at ease and to help them through this difficult time. 
 

3. Providing psychoeducation better prepares loved ones to respond 
Inform social supports about the fluctuating nature of suicide risk: how it comes and goes 

rather than staying constant and stable. 
 

Educate regarding the warning signs for increased suicidal risk. The FACTS acronym helps – 

Certain Feelings, Actions, Changes, Talking, and Situations indicate increased risk. 
 

Debunk myths about suicide. Remind loved ones that: 

▪ Many suicidal individuals are ambivalent about dying 

▪ Talking about suicide is a warning sign for suicide attempt 

▪ Anyone can notice the signs of suicidal risk and encourage someone to get 

treatment 

▪ Restricting access to means provides a barrier between urges and actions 
 

Provide resources regarding local emergency departments or 24-hour crisis hotlines: 

National Suicide Prevention Lifeline: 1-800-273-8255 | Crisis Text: Text “Got5” to 741741 
 

4. Assess willingness and capacity of loved ones 
Some loved ones may be too distraught to make plans for next steps. Explore whether it 

makes sense for the family to be involved, if they can help, or whether involving them would 

make the situation more difficult for both parties. 
 

5. If able and willing, families can help in a variety of ways 
In addition to psychoeducation, consider involvement in treatment. This may include 

monitoring warning signs, checking in with the patient, reaching out at times of increased 

risk to the therapist and/or being listed as a contact on the patient’s safety plan, and being 

involved with a plan for reducing lethal means. 
 

6.  Help the family reach a shared decision using evidence to inform their choice 
Use the shared decision-making model to present and explore options for involvement and 

the pros/cons of each option. The goal here is to empower patients and families to make 

the best decision for everyone involved and encourage everyone to make an informed 

choice about how they might work together without imposing on the patient’s autonomy. 
 

Contact SP-TIEInfo@nyspi.columbia.edu for more information 

Copyright © Center for Practice Innovations 

mailto:SP-TIEInfo@nyspi.columbia.edu
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✓ Initial Suicide Risk Assessment – include initial C-SSRS screen 

and comprehensive suicide risk assessment with risk formulation 

 

✓ Suicide Care Management Plan – describe SCMP, what 

interventions were delivered, e.g. safety plan and foreseeable 

changes, and if any planned interventions were not delivered. 

 

✓ Safety Plan with Means Reduction – include plan that was given to 

patient 

 

 

✓ Discharge Summary – include updated suicide risk assessment, 

treatment recommendations for outpatient care, specifically 

addressing suicide risk, and identify biggest barriers to reducing risk 

 

 

 

 

 

 

 

Documents to Include in the Warm Handoff  
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Caring Contact Example 
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A Guide for Clinicians: 
Structured Follow-Up and Monitoring 

 

What is structured follow-up and monitoring? 
 

Structured follow-up and monitoring (SFUM) is a best practice intervention used by clinicians to 

proactively follow and monitor individuals at high risk for suicide. The intervention consists of four 

steps that guide clinicians regarding how and when to contact and continuously assess 

individuals who have recently been discharged from a hospital stay or Emergency Department 

visit due to suicide risk. The intervention provides support and a safety net as these individuals 

transition from crisis help to outpatient care and community supports during a high-risk period 

for suicide attempts. 
 

Who should use structured follow-up and monitoring? 
 

SFUM works best when the clinician who initially saw the individual conducts the intervention. 

This can include ED/urgent care clinicians or an inpatient clinician who was involved in the 

patient’s care during hospitalization. Otherwise, other staff members from the same treatment 

facility can conduct the intervention. SFUM should be conducted by trained professionals and 

paraprofessionals who can conduct risk assessments and clinically intervene. 
 

When should structured follow-up and monitoring occur? 
 

SFUM should be conducted with a suicidal individual after a suicidal crisis or with patients with 

recently increased suicidal ideation. The follow-up should preferably occur within 24-72 hours of 

discharge from an inpatient unit or emergency department. 
 

The number and frequency of calls depends on the resources at your clinic, but two or more 

follow-ups are recommended, one within 24-72 hours of discharge and one following the first 

outpatient appointment. SFUM should continue until the individual is in treatment, rejects further 

treatment or follow-ups, or their risk of suicide diminishes sufficiently. 
 

Why is structured follow-up and monitoring important? 
When an individual is discharged from an ED visit or inpatient stay there is a break in continuity 

of care during an increased risk period for patients who have recently experienced a suicide 

crisis. A safety net is necessary in the period between discharge and commencing outpatient 

care in order to provide support for maintained safety and engagement in outpatient care. The 

SFUM intervention is designed to bridge this gap. 
 

SFUM provides information about services or plans for aftercare, helps identify individuals of 

imminent risk and provide them with rescue, and provides support between a crisis visit and 

outpatient care including ongoing risk evaluations and safety assessments. As a result, SFUM 

enhances the continuity of care by facilitating engagement in treatment and decreasing 

isolation during elevated risk to help manage suicidality. 

This guide is based on the Structured Follow-Up & Monitoring Module. 
To be used as supplementary material, not as a substitute for the training. 

 The training can be found here: NYASSC Training Page  

https://rfmh.csod.com/catalog/CustomPage.aspx?id=20000552
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What are the steps of structured follow-up and monitoring? 

 
Step 1: Mood check and risk assessment 
 

The first step involves getting a general idea of how the individual is feeling (specifically with 

regard to suicidal ideation, depression, anxiety, agitation, substance use, and functioning). You 

can use the C-SSRS screen to directly assess suicidal ideation, intent, and behavior. 
 

Additional useful questions to ask: How have you been feeling since we last spoke? Have you 

been seeing your therapist? Is there anything you’ve been struggling with lately? 

If an individual is showing signs of imminent risk, the SFUM format should be halted – shift into crisis 

intervention and stay on the phone to help de-escalate. 
 

Step 2: Review and revise the safety plan 
 

Review the patient’s safety plan together and make sure that it is both useful and being used. 

Assess and address what is and is not useful about the safety plan, then replace unhelpful items 

with more beneficial steps. 
 

Ensure that both the clinician and the patient have access to the new and revised copy of the 

safety plan and ensure that their access to means is reduced. 
 

Step 3: Treatment engagement and motivation 
 

Check that your patient is aware of current options for treatment, review plans made for 

treatment in the past, and remind patients of upcoming treatment sessions. When patients 

reject treatment, help them to reconsider and try to identify and problem-solve any barriers or 

obstacles to treatment. During this process, praise the patient’s ability to identify barriers, 

validate their struggle with these barriers, and then attempt to resolve the issues. You can 

explore the pros and cons of treatment and ambivalence. 

Some common barriers and obstacles to treatment include: 

▪ Logistical Barriers: Any physical barriers to treatment such as financial issues, lack of 

insurance coverage, and lack of transportation to and from treatment sessions. 

▪ Motivational Barriers: Internal barriers within the individual such as denying the severity 

of the mental health problem, believing that the problem can be handled without 

treatment, previous negative experiences with health professionals or a mistrust of 

treatment, and stigma regarding treatment. Some individuals might find it useful if a 

trusted person accompanies them to their first treatment session. 

▪ Structural Barriers: Issues related to the health care system such as finding it hard to 

schedule appointments, having a lack of providers available, long waiting lists, and 

inconvenient services. 
 

REMEMBER: Just because someone rejects clinical interventions does not mean they will also 

reject beneficial community support services such as social organizations, peer support, 

religious organizations, or support groups. 
 

Step 4: Obtain consent and willingness for additional follow-up 
 

Assess whether further calls are warranted. Ensure that you obtain consent and willingness for 

additional follow-ups before you hang up. If possible, set the time and date of the next follow-

up before the end of the current contact. If the high-risk individual refuses to give consent for 

future follow-ups, make sure they understand they will not be receiving more intervention. 

Copyright © Center for Practice Innovations 
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What is the nature of structured follow-up and monitoring? 
 

▪ REMEMBER: You must obtain permission prior to reaching out to a client. 

▪ SFUM phone calls should be brief. In fact, the average follow-up phone call lasts 15 

minutes. 

▪ SFUM is usually done by telephone but can also be conducted via email, text, or home 

visits if your organization allows. 

▪ Be persistent even if the individual is hard to reach; most high-risk individuals appreciate 

the effort you have made to check on them. Organizations should decide in advance 

on a procedure regarding what to do if the individual is unreachable. 

▪ Keep records of all contacts and follow-ups you make with a high-risk individual and 

develop a notification system for your next contact. Determine the length of follow-up 

period based on the individual’s circumstance and mental health status. 

▪ All calls should be goal-directed and maintain focus on the agenda, not open-ended. 

▪ However, all calls should also be supportive of the patient and attentive to their needs, 

wishes, and values. 

▪ The tone of the call should be kind, professional, respectful, and friendly – mirror and 

summarize statements said by the client without judgment. 

▪ Some high-risk individuals may decide not to engage in outpatient treatment but may 

be willing to do telephone contacts; thus, SFUM is important as it might be only contact, 

they get from a clinical professional. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 

Contact SP-TIEInfo@nyspi.columbia.edu for more information 

Copyright © Center for Practice Innovations 
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Appendix 26 

   
 

 
 

 

In recognition that people often struggle in the days after they leave the hospital, we want to 

provide you with phone follow-up services. Just as a person with an infection would be prescribed 

an antibiotic medication, a follow-up phone call is provided to anyone who develops a safety plan 

in the hospital.  

 

Why these calls are important:  

When an individual is discharged from an ED visit or inpatient stay, there is a break in continuity 

of care during an increased risk period for patients who have recently experienced a suicide crisis. 

During the period between discharge and beginning outpatient care, we want these calls to be a 

safety net in order to provide support for maintained safety and engagement in outpatient care.  

 

Phone follow-up calls enhance the continuity of care by facilitating engagement in treatment 

and decreasing isolation during times of feeling at elevated risk.  

 

What you can expect:  

• A staff person will call you within a day or two after you leave the hospital. We will ask how 

you’re doing and will review with you the Safety Plan that you created when you were in 

the ED or Inpatient unit.  

• We will also ask about the date of your first outpatient appointment. This appointment is 

so important because we want to provide you with support after being discharged from the 

hospital. We want to help you to attend your first appointment and if you were not able to 

make your first appointment, please let us know and we will help to make another 

appointment at a time that works for you.  

• We will offer a second call to be scheduled after your first appointment to ensure that it 

was a good fit for you. If not, we will navigate any barriers that you encountered and make 

another referral if needed.  

• These calls will be brief (10-15 minutes) and are designed to provide you with support 

during this time of transition. We want to encourage you to continue engaging in ongoing 

care.  

 

  

Sample Post-Discharge Phone Follow-Up 

Program Patient Handout 
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Appendix 27 

 

 

COLUMBIA-SUICIDE SEVERITY RATING SCALE  

Screening Version – Since Last Contact – for Primary Care 

 

 

SUICIDE IDEATION DEFINITIONS AND PROMPTS 
Since Last 

Contact 

Ask questions that are bold and underlined  YES NO 

Ask Questions 1 and 2 

1) Have you wished you were dead or wished you could go to sleep and not wake up? 
  

2) Have you actually had any thoughts of killing yourself?  
  

If YES to 2, ask questions 3, 4, 5, and 6.  If NO to 2, go directly to question 6 

3)  Have you been thinking about how you might do this? 

E.g. “I thought about taking an overdose but I never made a specific plan as to when 

where or how I would actually do it….and I would never go through with it.”  

  

4)  Have you had these thoughts and had some intention of acting on them? 

As opposed to “I have the thoughts but I definitely will not do anything about them.” 

  

5) Have you started to work out or worked out the details of how to kill yourself? 

Do you intend to carry out this plan?  

  

6) Have you done anything, started to do anything, or prepared to do anything to end 

your life? 

 

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note, 
took out pills but didn’t swallow any, held a gun but changed your mind or it was grabbed 
from your hand, went to the roof but didn’t jump; or actually took pills, tried to shoot 
yourself, cut yourself, tried to hang yourself, etc. 

 

  

Suggested Risk Level 

Low Moderate High 
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