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Suicide Screening Criteria 
(1) Patients 12 years and older universal screening 
(2) Patient at any age with prior suicidal ideation*1 or attempt 
(3) Patients at any age with emotional/behavioral concerns 

Brief Screening 
ASQ screening tool or SBQ-R 

Brief Safety Assessment 
 

C-SSRS*(Columbia-Suicide Severity Rating Scale) 
or 

ASQ BSSA (Brief Suicide Safety Assessment) 
or 

SAFE-T (Suicide Assessment Five-step Evaluation and 
Triage) 

 

Low Risk 
Outpatient Mental Health 

Referral  

Moderate Risk 
SW or Mental Health Consult 

 

High Risk 
SW or Mental Health Consult 

Safety Planning* 
(Include parent/guardian if possible) 

Lethal Means Safety Counseling 
 

Patient Safety Precautions* 
Direct observation of patient at all times 
Remove all dangerous objects, meds in 
surrounding 

 

Full Safety Assessment* 
1. Psychiatric symptom screening 
2. Family hx of suicide 
3. Personal hx of suicide 
4. Risk factors, protective factors*2 
5. Detailed psychosocial hx*3 
6. Preparatory behaviors of self-harm 

Send home with a follow-up 
within 72 hrs with  

MH provider or PCP 

Follow-up on MH referral in the 
next visit 

 
 

Send home with a MH referral 
Provide crisis numbers and resources  

 
 

Contact MH clinician if pt has one 
to update the safety plan 

Urgent  
Psychiatric Evaluation  
(911, ER, Crisis Evaluation) 

Yes 

1. Good support system  
2. Guardian able to implement Safety Precautions 
3. Protective factors >> Risk factors 

 

NO 

NO 

PCP follow up within 72 hrs to 
inquire about MH tx linkage 

Yes 



 

*1. Warning signs for suicidality 

Warning signs of suicidality 
• Changes in eating or sleeping habits 
• Frequent pervasive sadness 
• Withdrawal from friends, family, and regular activities 
• Frequent somatic complaints without organic cause (stomach pain, headaches, fatigue etc) 
• Decline in school performance 
• Preoccupation with death or dying 
• Giving away possessions 
• Suicide note 
• Drug or alcohol use 
• Violent behaviors, high-risk impulsive behaviors, running away 
• Neglect of personal hygiene 
• Marked personality change 
• Loss of interest in pleasurable activities 

 

*2. Risk factors vs Protective factors in suicide 

Risk Factor Protective Factor 

• Psychiatric symptoms 
(insomnia, depression, bipolar disorder, psychosis, PTSD, 
panic, anxiety, substance use) 

• Family history of suicide 
• Personal history of suicide 
• Parental mental health problem 
• LGBTQ 
• Trauma (Abuse, neglect) 
• Adoption 
• Male gender 
• Access to firearms 
• Bullying 
• Acute loss, rejection 
• Impulsivity, aggressive or disruptive behaviors 

 

• Strong connection with family, friends, community 
• Restricted access to lethal means 
• Cultural, religious beliefs 
• Established access to health care 
• Effective care for mental, physical health 

 

*3. Psychosocial history  

(SSHADESS) 

S: Strengths  
S: School 
H: Home 
A: Activities 
D: Drugs, substance use 
E: Emotions 
S: Sexuality, Sexual abuse 
S: Safety, violence, abuse 

 



  

 
 
 
 
 
 
 
 
 
 

Ask the patient: 

1. In the past few weeks, have you wished you were dead? Yes No 

2. In the past few weeks, have you felt that you or your family 
would be better off if you were dead? Yes No 

3. In the past week, have you been having thoughts 
about killing yourself? Yes No 

4. Have you ever tried to kill yourself? Yes No 

If yes, how?      
 
 

 
When?    

 
 
 

If the patient answers Yes to any of the above, ask the following acuity question: 

5. Are you having thoughts of killing yourself right now? Yes No 

If yes, please describe:      

Next steps: 
• If patient answers “No” to all questions 1 through 4, screening is complete (not necessary to ask question #5). 

No intervention is necessary (*Note: Clinical judgment can always override a negative screen). 

• If patient answers “Yes” to any of questions 1 through 4, or refuses to answer, they are considered a 
positive screen. Ask question #5 to assess acuity: 

 “Yes” to question #5 = acute positive screen (imminent risk identified) 
• Patient requires a STAT safety/full mental health evaluation. 

Patient cannot leave until evaluated for safety. 
• Keep patient in sight. Remove all dangerous objects from room. Alert physician or clinician 

responsible for patient’s care. 

 “No” to question #5 = non-acute positive screen (potential risk identified) 
• Patient requires a brief suicide safety assessment to determine if a full mental health evaluation 

is needed. Patient cannot leave until evaluated for safety. 
• Alert physician or clinician responsible for patient’s care. 

 

Provide resources to all patients 
• 24/7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Español: 1-888-628-9454 
• 24/7 Crisis Text Line: Text “HOME” to 741-741 

 
asQ  Suicide Risk Screening Toolkit NATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) 7/1/2020 

  Ask Suicide-Screening uestions  
as 

  NIMH TOOLKIT 

Suicide Risk Screening Tool . 



Brief Suicide Safety Assessment Template



 



 

        

 

  Patient Safety Plan Template  
 

Step 1: Warning signs (thoughts, images, mood, situation, behavior) that a crisis may be 
developing: 

1.     
2.     
3.     

Step 2: Internal coping strategies – Things I can do to take my mind off my problems 
without contacting another person (relaxation technique, physical activity): 

1.     
2.     
3.     

Step 3: People and social settings that provide distraction: 

1. Name  Phone   
2. Name  Phone   
3. Place  4. Place   

Step 4: People whom I can ask for help: 

1. Name  Phone   
2. Name  Phone   
3. Name  Phone   

Step 5: Professionals or agencies I can contact during a crisis: 

1. Clinician Name  Phone  
Clinician Pager or Emergency Contact #     

2. Clinician Name  Phone  
Clinician Pager or Emergency Contact #     

3. Local Urgent Care Services                                                                                                            
Urgent Care Services Address                                                                                                      
Urgent Care Services Phone    

4. Suicide Prevention Lifeline Phone: 1-800-273-TALK (8255) 

Step 6: Making the environment safe: 

1.     
2.     

Safety Plan Template ©2008 Barbara Stanley and Gregory K. Brown, is reprinted with the express permission of the authors. No portion of the Safety Plan Template may be reproduced 
without their express, written permission. You can contact the authors at bhs2@columbia.edu or gregbrow@mail.med.upenn.edu. 

The one thing that is most important to me and worth living for is: 



Crisis Numbers and Suicide Prevention Resources 

988 Suicide and Crisis Lifeline 
Dial 9-8-8 

Crisis Text Line 
Text HOME to 741-741 

Suicide Prevention Resource Center 

National Institute of Mental Health 

National Alliance on Mental Illness: Family Members and Caregivers 

AFSP: Teens and Suicide- What Parents Should Know 

Seize the Awkward 

Substance Abuse and Mental Health Services Administration 

https://suicidepreventionlifeline.org/
https://www.crisistextline.org/
http://www.sprc.org/
https://www.nimh.nih.gov/
https://www.nami.org/Your-Journey/Family-Members-and-Caregivers
https://afsp.org/teens-and-suicide-what-parents-should-know
https://seizetheawkward.org/
http://www.samhsa.gov/
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