
SUICIDE SAFETY MANAGEMENT

Unity Center for Behavioral Health

MARCH 2019 CoP meeting



COMPONENTS OF SUICIDE SCREENING AND 
ASSESSMENT

Suicide prevention interventions seek to:

• Optimize the safety of a patient with suicidal ideation and/or intent.

• Promote and enhance the therapeutic alliance with the patient. 

• Ensure staff will remain alert to indications of increased risk of 
suicidal behavior for all patients throughout hospitalization. 

• Provide interventions that will be initiated to maintain the safety 
and promote the recovery of patients deemed at risk for suicidal 
behavior while hospitalized. 



ROLES AND RESPONSIBILITIES 

 Suicide safety management during hospitalization involves 
the multi-disciplinary team to assure safety for the patient.

Evaluation of patient safety begins with:

1) A SCREENING completed by the RN and
2) An ASSESSMENT completed by the Provider

1) Suicide screening 
done by RN

2) Suicide 
assessment done by 

Provider

3) Suicide safety 
management plan 

established 



COMPONENTS OF SUICIDE SCREENING AND ASSESSMENT

Suicide Safety Management Plan

Patient 
Presentation: 

Presence/Absence 
of self injurious 

thoughts/behaviors

Provider 
Assessment

RN 
Screening



TOOLS FOR SUICIDE SCREENING AND ASSESSMENT

Though different disciplines utilize 

different structured tools to support 

their clinical judgements, it is vital that 

all members of the interdisciplinary 

team understand the entire process. 



SCREENING TOOLS FOR THE RN

The RN is responsible for conducting the screening portion in the evaluation 
process for suicide risk. The screening is done using the Columbia Suicide 
Severity Rating Scale (C-SSRS).

The Columbia-Suicide Severity Rating Scale (C-SSRS) is an evidence based 
tool that supports suicide risk assessment through a series of simple, plain-
language questions that anyone can ask. The answers help users identify 
whether someone is at risk for suicide, assess the severity and immediacy of 
that risk, and gauge the level of support that the person needs.      

The Columbia Lighthouse Project



SCREENING TOOLS FOR THE RN (CONT.)

The structured C-SSRS screening tool is intended to screen the patient for:

• Whether and when they have thought about suicide (ideation)

• What actions they have taken — and when — to prepare for suicide

• Whether and when they attempted suicide or began a suicide attempt 
that was either interrupted by another person or stopped of their own 
volition  (                                )

• The C-SSRS is a screen. It is not perfectly predictive. It will suggest an 
overall risk level for suicidal behavior NOT SPECIFIC to risk in the 
hospital that will assist in the subsequent provider assessments.

The Columbia Lighthouse Project



STRUCTURED 
SUICIDE 

SCREENING 
TOOLS 

FOR RNS:
C-SSRS

All patients are screened as part of the PES 
triage/intake process and upon all admissions to the 
inpatient units use the C-SSRS (Screen Version)



STRUCTURED 
SUICIDE 

SCREENING 
TOOLS 

FOR RNS:
C-SSRS

Patients will also be screened twice a day on the inpatient 
units and the PES using the C-SSRS (Frequent Screener). 
This version is used for patients who are assessed frequently 
(ex. every shift)

Please see the following slides for how to complete 
documentation of the C-SSRS (Frequent Screener) in 
EPIC and in ROVER 



RISK ASSESSMENT FOR SUICIDAL BEHAVIOR

Once the RN has completed the screening, the patient will be considered at a low, medium 
or high risk for suicide while in the hospital. The provider will then begin their risk 
assessment for suicidal behavior and formulate a suicide safety management plan.

RN Screening Assigns…

Low Risk
or…

Medium Risk
or…

High Risk



PROVIDER RISK ASSESSMENT FOR SUICIDAL BEHAVIOR  

Providers will assess 
patient risk for suicide 
*(while hospitalized) 

incorporating the: 

SAFE-T Protocol, the 
C-SSRS, and upon 
clinical judgment

Provider      
Assessment  
Assigns…

Low Risk
or…

Elevated Risk
or…

Extreme Risk

Based on risk level 
assigned, the provider will 
order the corresponding 
observation level as part 
of the suicide safety 
management plan:

Low risk for suicidal 
behavior while in 
hospital=Hourly Rounding

Elevated Risk for suicidal 
behavior while in hospital 
= Q.15-minute 
observations

Extreme risk for suicidal 
behavior while in hospital 
=1:1Observation
• 1:1 within 10 feet
• 1:1 arm’s distance



STRUCTURED SU IC IDE  ASSESSMENT AND 
MANAGEMENT TOOLS FOR PROVIDERS : 

SAFE-T



LEVELS OF RISK:
RN SCREENING VS PROVIDER ASSESSMENT

RN Screening Assigns…

Low Risk
or…

Medium Risk
or…

High Risk

Provider Assessment Assigns…

Low Risk
or…

Elevated Risk
or…

Extreme Risk

Provider 
assigned Risk 

Level correlates 
to observation 

level and 
interventions.



SUICIDE SAFETY MANAGEMENT PLAN

LIP Patient 
Assessment

Patient 
observation 

levels 

Suicide 
prevention/safety 

interventions. 

Suicide Safety 
Management Plan


