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Suicide is reaching epidemic proportions, with over 44,000 deaths by suicide in the
US, and 800,000 worldwide in 2015. This, despite research and development of
evidence-based interventions that target suicidal behavior directly. Suicide prevention
efforts need a comprehensive approach, and research must lead to effective imple-
mentation across public and mental health systems. A 10-year systematic review of
evidence-based findings in suicide prevention summarized the areas necessary for
translating research into practice. These include risk assessment, means restriction,
evidence-based treatments, population screening combined with chain of care, moni-
toring, and follow-up. In this article, we review how suicide prevention research informs
implementation in clinical settings where those most at risk present for care. Evidence-
based and best practices address the fluctuating nature of suicide risk, which requires
ongoing risk assessment, direct intervention and monitoring. In the US, the National
Action Alliance for Suicide Prevention has put forth the Zero Suicide (ZS) Model, a frame-
work to coordinate a multilevel approach to implementing evidence-based practices. We
present the Assess, Intervene and Monitor for Suicide Prevention model (AIM-SP) as a
guide for implementation of ZS evidence-based and best practices in clinical settings.
Ten basic steps for clinical management model will be described and illustrated through
case vignette. These steps are designed to be easily incorporated into standard clinical
practice to enhance suicide risk assessment, brief interventions to increase safety and
teach coping strategies and to improve ongoing contact and monitoring of high-risk
individuals during transitions in care and high risk periods.

Keywords: suicide, prevention, evidence-based, psychology, interventions

Suicide is a public health crisis reaching epidemic proportions and has claimed the lives of over
44,000 individuals in the US in 2015 (1) and 800,000 people worldwide in the past year. These
figures reflect an increase in death by suicide by over 25% in the US (2), and 4% internationally
in the last decade (3), despite increases in multitiered suicide prevention strategies and research.
A 10-year systematic review of nearly 1,800 studies (4) highlighted the importance of increasing
and coordinating the application of evidence-based suicide prevention strategies and concluded that
research needs to lead to implementation across public health and clinical mental health systems.
In the US, the National Action Alliance for Suicide Prevention has put forth the Zero Suicide (ZS)
Model, a framework and resources to coordinate a multilevel approach to implementing evidence-
based practices for suicide prevention. Founded on the principle that death by suicide is preventable
for patients in behavioral health systems, the ZS model offers an integrated, system-wide strategy
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for suicide prevention. Four components (Identify, Engage,
Treat, and Transition) address aspects of clinical care, while the
other three (Lead, Train, and Improve) concern administrative
approaches.

The ZS elements of clinical care dictate that systematic pro-
tocols should involve ongoing risk screening and assessment,
collaborative safety planning, access to evidence-based suicide-
specific care, focus on lethal means reduction, consistent engage-
ment efforts, and support during high risk periods. We will
update the current state of knowledge regarding evidence-based
and best clinical practice for suicide prevention, and describe how
the ZS model informs application of these practices to clinical
training and practice. We present a case vignette to illustrate 10
basic steps for best practice clinical suicide management, based
on the ZS model.

THE ZS MODEL AND CLINICAL TRAINING

The Assess, Intervene and Monitor for Suicide Prevention model
(AIM-SP) (5) model is proposed as a framework for implement-
ing ZS in clinical care. “Assess” refers to the use of systematic
screening and comprehensive risk assessment to identify at-risk
patients. “Intervene” consists of conducting suicide-specific brief
and psychosocial interventions. “Monitor” provides strategies for
ongoing monitoring and increased contact during known high
risk periods. AIM-SP provides guidelines for clinical training and
best practice in suicide prevention that can be applied in a wide
range of care settings.

Screening and Risk Assessment

Several approaches to suicide risk assessment have been devel-
oped and disseminated. The Columbia Suicide Severity Rating
Scale (C-SSRS) is a validated and reliable instrument that
measures current and past suicidal ideation, suicide attempts,
preparatory behaviors as well as non-suicidal self-injury (NSSI),
a deliberate self-harm behavior performed with no intent to die
(6-8). The severity and intensity of suicidal ideation, lifetime
suicide attempt and NSSI, as measured by the C-SSRS, were
found to predict future suicide attempts among adolescent and
young adult psychiatric emergency department (ED) patients (9).
These findings contribute to the existing literature on the validity
of the C-SSRS as a screening method for longitudinally predicting
future suicidal behaviors (10, 11).

Other approaches consider risk factors besides suicidal idea-
tion and behavior such as demographics, psychiatric and family
history, diagnosis, trauma, and protective factors. The Suicide
Assessment Five-step Evaluation and Triage (SAFE-T) (12)
instrument guides clinicians to identify risk and protective fac-
tors, inquire into suicidal thoughts, plans, behavior and intent,
determine risk level, and choose an appropriate intervention.
SAFE-T incorporates the American Psychiatric Association
Practice Guidelines for suicide assessment (13). Teaching the
SAFE-T to ED nurses has been shown to enhance suicide
inquiry, and increase knowledge regarding identifying risk and
protective factors and determining risk level and appropriate
intervention (14).

Psychosocial Treatment Interventions
Cognitive behavior therapy (CBT) and dialectical behavior
therapy (DBT) are suicide-specific psychosocial treatments with
evidence base in reducing suicidality in certain populations (4, 15).
Randomized controlled trials (RCTs) indicate that the most
effective psychosocial treatment interventions are cognitive
behavioral therapies and others with interpersonal orientations
that target precipitants to self-harm (16). Brief CBT, web-based
CBT, CBT-/DBT-informed family treatment and DBT are effec-
tive in reducing suicidal ideation (17); preventing the onset of
suicidal ideation (18); preventing post treatment suicide attempts
and reattempts (19-22); decreasing hospitalizations and ED
visits; and lowering medical risk of self-injurious acts (20). DBT
skills training is efficacious in reducing NSSI acts (23). In addi-
tion, the suicide-specific intervention, Collaborative Assessment
and Management of Suicidality (CAMS) in comparison with
treatment as usual, was found to decrease suicidal ideation and
related cognitions in inpatients receiving individual therapy from
CAMS-trained clinicians (24, 25). The efficacy of these specific
treatment interventions may vary when applied to special high
risk populations (e.g., people with schizophrenia, or prison
populations).

Additional research is needed to gain knowledge regarding
the specific populations in which each psychosocial treatment is
most efficacious, and the components of the treatments that most
effectively reduce suicide-related symptoms. Obstacles to imple-
mentation such as lack of clinician training in these approaches
need to be overcome through increased implementation research
and dissemination efforts.

Brief Interventions

The safety plan intervention (SPI) (26) is a best practice brief
intervention (27, 28) that incorporates evidence-based suicide
risk reduction strategies such as lethal means reduction, brief
problem solving and coping skills, increasing social support and
identifying emergency contacts to use during a suicide crisis. In
conducting a SPI, clinician and client collaborate to develop a
six-step plan for staying safe. These include: identifying warning
signs, individual coping skills, people and places for distraction,
people to contact for help, professionals to contact for help, and
steps for means safety.

Crisis response planning (29, 30) is a brief intervention (27)
in which individuals use a small card to write out steps for self-
identifying personal warning signs, coping strategies, enlisting
social support, and accessing professional services. Within a
sample of high-risk active duty soldiers, crisis response planning
was found more effective than contracts for safety in preventing
attempts, reducing suicide ideation and hospitalization (31).

Lethal Means Restriction

Suicides decreased following legislation pertaining to the restric-
tion of firearms, pesticides, barbiturate prescriptions, detoxification
of domestic gas, modification of analgesics packaging, mandated
use of catalytic converters in automobiles, erection of barriers at
common jumping locations, lowered toxicity of antidepressants
(32), and restricted access to charcoal (33). The “Access to Lethal
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Means” (CALM) training on strategies for talking to patients
about means reduction increases gatekeeper confidence in abil-
ity to care for suicidal patients, and fosters positive changes in
clinician practice. The SPI enhances clinical practice in means
reduction. After receiving instructions to give the SPI to patients
with positive suicide screens, nurses with no formal training were
nevertheless more likely to ask about access to lethal means (34).

Follow-up and Monitoring

The practice of contacting people and providing support after
discharge from the ED or after being identified as at risk for
suicide reduces suicidal behaviors and deaths (4). The Brief
Intervention and Contact (BIC), a 1-hour information session
and follow-up contact after ED discharge was associated with a
reduced number of suicide deaths in the 18 months following
discharge in a five-country RCT (35). Multidisciplinary chain-
of-care networks for suicide attempters following hospitalization
in Norway have resulted in lower rates of repeat attempts (36).
Active contact and follow-up was found effective in preventing
repeat attempts over a year following admission to the ED for
suicide attempts (37), and in-person and telephone follow-ups
reduced suicidal thoughts and increased hope in suicide attempt-
ers (38). In a review of 11 empirical studies of follow-up inter-
ventions (i.e., phone, postal letter, postcards, in-person, e-mail,
and texting), five demonstrated significant decreases in suicidal
behavior (39). A combined safety planning/structured follow-up
intervention (SPI-SFU) in the VA was viewed as acceptable and
helpful in preventing future suicidal behavior and promoting
treatment engagement (40, 41). Social support strategies can
also be employed to follow-up with and monitor individuals fol-
lowing suicidal behaviors. In India, a peer support intervention
led to a 36% decrease in suicide attempts (42). The Attempted
Suicide Short Intervention Program (ASSIP) involves numerous
elements including safety planning and semistandardized letters
over a span of 2 years. Results from a randomized control trial
(43) suggest that ASSIP effectively reduced the risk of suicide
reattempts by 80%, and led to significantly less time spent in
hospitals at follow-up.

APPLYING THE ZS/AIM MODEL TO
CLINICAL TRAINING

The evidence base provides important information regarding the
interventions that can help prevent suicide. A next crucial step is
to apply evidence based suicide prevention interventions to the
clinical training of health and mental health professionals.

Fluctuations in Suicide Risk

Evidence-based best practices address managing the fluctuation
of suicide risk over time. A study using ecological momentary
assessment (44) found that suicidal ideation, hopelessness, bur-
densomeness and loneliness varied considerably over the course
of hours and days. Suicidal ideation has been found to recur with
the emergence of depressive episodes (45). In a large community
survey, suicidal ideation was reported to fluctuate irregularly
prior to suicide attempt (46), and variability in suicidal ideation
predicts future attempts (47).

Gaps in Training

Despite updated guidelines for suicide prevention training in the
fields of psychology, social work and psychiatry (48, 49) in the
US, formal training in suicide risk assessment and management
remains limited (50). There is a gap in clinical “training as usual”
that needs to be filled by evidence-based clinical approaches
to identify, monitor and treat fluctuations in suicide risk. For
example, historically, clinical approaches have relied on the use
of “safety contracts” in which clinicians ask that patients sign
contracts stating that they will either not act on or reach out for
help when experiencing suicidal urges. However, there is little
evidence that these contracts are effective (51).

Filling the Gap in Clinical Training

The AIM-SP model offers 10 steps for applying best suicide pre-
vention practices to everyday clinical care (Figure 1). We present
the case of Paul to illustrate 10 basic clinical interventions for
the management of suicidal behavior in an ongoing outpatient
treatment, which represents only one example as to how the
model informs clinical care. The Assess, Intervene and Monitor
framework for suicide prevention can be applied in other set-
tings such as inpatient or prison environments, but many require
modifications of these 10 steps.

Case Vignette

Paul is a 32-year-old single, college educated white male. He lives
with a roommate and works as a graphic artist. He is talented, gets
jobs easily, but has trouble keeping them. He experiences intense
shame about the quality of his work. Paul periodically engages in
non-suicidal self-injurious behaviors by cutting himself without
suicidal intent on his upper arms with a knife. He has never tried
to end hislife but has had intermittent active suicidal ideation with
a plan to jump from the roof of his building. On two occasions, he
has gone to the roof and contemplated jumping but did not. Paul
abuses alcohol, and binges on cocaine. He has aggressive episodes
(e.g., gets into verbal confrontations with strangers). Paul reports
being physically abused by his older brother until he was 10 years
old. Paul had 3 years of outpatient therapy for depression and
has been to the ED twice for NSSI behavior and active suicidal
ideation. His ideation and urges to self-harm fluctuate.

How Can the 10 Clinical Steps Be Applied
to an Ongoing Outpatient Treatment with

Paul?
Assess
Step 1: Inquire explicitly about suicidal ideation and behavior,
past and present

The first step in assessing Paul’s suicide risk at any given moment
is to explicitly ask whether he is having any suicidal thoughts.
Paul’s clinician should not assume that he is not suicidal if he
does not report it. By neglecting to ask, Paul might feel that the
clinician doesn’t care or doesn’t really want to know.

Clinicians are often reluctant to ask directly. In a 2014 survey
of clinicians across New York State, 20% reported discomfort in
asking about suicide, and 12% would not bring up the topic of
suicide even if the patient’s record or actions indicated risk (52).
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Assess

Step 1: Inquire explicitly about suicide
ideation and behavior, past and present.

Step 2: Identify risk factors in addition to
suicidal ideation and behavior.

Step 3: Implement and maintain continued
focus on safety.

Intervene

Step 4: Introduce and develop a collaborative
safety plan intervention for managing
suicidality, including lethal means restriction.

Step 5: Initiate coping strategies and
supports.

Step 6: Integrate suicide-specific treatment
targets in treatment planning process.

Monitor

Step 7: Increase flexibility and contact
availability.

Step 8: Initiate increased monitoring during
periods of highest risk.

Step 9: Involve family and other social
supports.

Step 10: Invoke clinician peer support and
consultation .

FIGURE 1 | The AIM-SP model’s 10 steps for applying best suicide prevention practices to everyday clinical care.

Clinicians feel unsure of how to intervene with someone who is
at current risk for suicide, and they may erroneously believe that
asking might introduce the idea.

A clinician can facilitate disclosure by building rapport and
by establishing a collaborative agreement to monitor suicidal
ideation. When asking directly, the clinicians should be matter-
of-fact, but also warm, supportive and respectful. Knowing what
to do can help the clinician balance concern with a sense of calm,
to take the patients experiences seriously without displaying
anxiety. Such an approach can facilitate open communication and
possibly avoid hospitalization.

Step 2: Identify risk factors in addition to suicidal ideation and
behavior

Fifty percent of those who die by suicide do so after their first
and only attempt (53). Thus, in addition to fluctuating suicidal
ideation, urges, suicidal and NSSI behaviors, it is important to
consider non-suicide based factors that contribute to risk. The
following are population based risk factors:

Demographics: male, Caucasian, age 44-65 and 85+.

o Psychiatric diagnoses: major depression, bipolar disorder,
schizophrenia, BPD, PTSD, substance use, and eating
disorders.

o Abuse history.

+ Recent activating events: Interpersonal loss, financial, or
medical problems.

o History of treatment non-adherence.

o Access to lethal means.

Protective factors: support system, religious/spiritual beliefs

(e.g., that suicide is a sin), family/children, fear of dying.

Paul has no history of suicide attempts, but has two “aborted
attempts” in which he started to act but stopped himself before

engaging in self-harm. He also engages in NSSI behavior. Paul
fits into a high risk demographic (white male entering mid-
dle age), has been diagnosed with Major Depressive Disorder
and Borderline Personality Disorder, and abuses substances.
He also has impulsive aggressive personality traits, a history
of childhood physical abuse, and access to means (knives,
rooftop, pills).

Protective factors should also be assessed. Paul is smart and
talented, and likeable when not in a stormy aggressive mood.
Relationships with his mother and best friend are his stated
reasons for living, and he has supportive family members in his
life—his uncle and cousin.

Risk Factors Specific to Paul—Precipitants/Recent Activating
Events

For Paul, nearing a deadline on an artistic project (shame about
it not being good enough and fear of exposure) is a precipitating
event that can trigger suicidal ideation. Depressed mood in and
ofitselfis NOT a risk factor for Pauls suicidal ideation, but it does
make him more vulnerable to being triggered. Increased use of
alcohol and cocaine are warning signs for suicidal spikes.

Step 3: Implement and maintain continued focus on safety

Since suicidal urges fluctuate, an evidence-based clinical
approach to suicide prevention necessitates ongoing assessment
and continued focus on safety. Clinicians should explicitly inquire
about suicidal thoughts, urges, or behaviors at each contact, and
revisit and update plans for staying safe. Paul and his therapist
agreed to check in about his suicidal thoughts and self-harm
urges at each visit.

Intervene
Step 4: Introduce and develop a collaborative SPI for managing
suicidality, including lethal means reduction
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The SPI allows clinician and patient to develop a plan (26) for
recognizing warning signs of spikes in and periods of higher risk
and how to maintain safety. Safety planning increases mastery
and self-efficacy for coping with suicidal urges. It can be used
in both ongoing outpatient psychotherapy treatments as well as
a single clinical contact such as during an ED visit. The SPI is
a collaborative brief intervention that can be completed in one
30-45-min session, and then revisited/revised periodically. The
six steps of the SPI are to identify: (1) warning signs, (2) internal
coping strategies, (3) people and social settings that provide dis-
traction, (4) people to contact for help, (5) professionals/agencies
to contact, and (6) ways to make the environment safe.

When reviewing the last step, the clinician asks about access to
and availability of means, especially those that are part of a suicide
plan. These include: firearms, pills or other ingestible poisons,
sharp objects such as knives/scissors/razors, proximity to high
places such as rooftops/bridges, and the opportunity for hanging
or asphyxiation.

Step 5: Initiate coping strategies and supports

The second step of the SPI is to generate a list of coping skills to
use to manage suicidal urges independently. DBT distress toler-
ance skills for distraction and self-soothing (54) can be a helpful
resource. See Figure 2 for Paul’s safety plan.

Step 6: Integrate suicide-specific treatment targets

Suicidal behavioris beingincreasingly understood asa symptom
in its own right that needs to be specifically targeted in treatment
(55). It is not enough to focus exclusively on non-suicidal treat-
ment targets such as depressed mood or anxiety. Suicide-specific

treatments (56) prioritize life threatening behaviors and offer a col-
laborative approach to engaging the patient in ongoing monitoring
of suicidal thoughts, urges and behaviors. Paul’s treatment focuses
explicitly on his suicidal ideation, urges and NSSI behaviors.

Monitor
Step 7: Increase flexibility and contact availability

The ZS model recommends provision of increased contact during
periods of suicidal crises. This can take the form of increased number
of appointments, and availability for between session check-ins by
phone or e-mail. Following discharge from an inpatient or ED set-
ting, follow-up phone calls or other forms of non in-person contact
(e.g., letters; texts) can provide some sense of continuity of care. The
AIM-SP model Structured Follow Up and Monitoring Intervention
outlines the following process for making follow-up calls: 1. assess-
ing mood and safety; 2. reviewing and revising the individuals safety
plan; 3. problem solving obstacles to follow-up care.

Step 8: Initiate increased monitoring during periods of highest
risk

Knowing when to increase monitoring is key. Periods follow-
ing a suicide attempt or suicide crisis, discharge from inpatient
hospitalizations, an ED visit, transfer from higher to lower level
of care, are well-known high-risk times. During care transitions,
itis good practice to call other providers to give a “warm handoft”.

Step 9: Involve family and other social supports

With permission, a clinician can involve members of the
individual’s support network to create a safety net. The clinician
should obtain emergency contact information at initial contact,

Step 1. Warning signs

Isolating, feelings of self-hate and intense shame,
urges to use cocaine

Step 2. Internal coping strategies

Video games, taking a bike ride

Step 3. People and social settings for distraction

Roommate, school friends, on-line chat rooms

Step 4: People to contact for help

Uncle, cousin, roommate

Step 5: Professionals/agencies to contact

Therapist, crisis hotline, ED

Step 6: Making the environment safe

Cleansing the environment of X-ACTO
knifes (gave them to therapist)

Limiting the amount of medication prescribed at
any one time

Deleting the phone number of drug dealer from
his phone

Having a plan in place to stay away from his
rooftop when urges occur

FIGURE 2 | Paul’s Safety Plan.

Frontiers in Psychiatry | www.frontiersin.org

February 2018 | Volume 9 | Article 33


http://www.frontiersin.org/Psychiatry/
http://www.frontiersin.org
http://www.frontiersin.org/Psychiatry/archive

Brodsky et al.

Zero Suicide Model for Suicide Prevention

and encourage involving friends, family and other supports in
treatment planning, means restriction and safety planning. Paul
agreed to have his uncle and cousin involved in his care. They are
a part of his safety plan and sometimes attend his therapy ses-
sions. They help monitor Paul during high risk periods, check in
with him regularly, and reach out to his clinician when necessary.

Step 10: Invoke clinician peer support and consultation

The clinician can also seek peer support for consultation and
supervision regarding high risk patients. This includes maintain-
ing contact and taking a team approach with other health provid-
ers involved with the patient, and reaching out when necessary to
coordinate safety efforts.

SUMMARY

The ZS Initiative has been proposed by the United States National
Alliance for Suicide Prevention and adopted by many health
care systems in the US. We present the Assess, Intervene and
Monitor for Suicide Prevention model (AIM-SP) to facilitate
the implementation of the four clinical components, Identify,
Engage, Treat, and Transition, of the ZS Model into an ongoing

REFERENCES

1. Center for Disease Control and Prevention (CDCP). Web-Based Injury
Statistics Query and Reporting System (WISQARS). (2017). Available from:
http://www.cdc.gov/injury/wisqars/

2. Curtin SC, Werner M, Hedegaard H. Data Brief 241: Increase in Suicide in the
United States, 1999-2014. Centers for Disease Control and Prevention (2016).
Available from: https://www.cdc.gov/nchs/data/databriefs/db241_table.pdf#1

3. World Health Organization. Global Health Estimates 2015: Deaths by Cause,
Age, Sex, by Country and by Region, 2000-2015. Geneva: Hinari (2016).

4. Zalsman G, Hawton K, Wasserman D, van Heeringen K, Arensman E,
Sarchiapone M, et al. Suicide prevention strategies revisited: 10-year syste-
matic review. Lancet Psychiatry (2016) 3(7):646-59. doi:10.1016/S2215-
0366(16)30030-X

5. Stanley B. Zero Suicide: Implementation and Evaluation in Outpatient Mental
Health Clinics. Las Vegas, NV: IASR/AFSP Suicide Research Summit (2017).

6. Claes L, Muehlenkamp J, Vandereycken W, Hamelinck L, Martens H, Claes S.
Comparison of non-suicidal self-injurious behavior and suicide attempts in
patients admitted to a psychiatric crisis unit. Pers Individ Dif (2010) 48:83-7.
doi:10.1016/j.paid.2009.09.001

7. Posner K, Brown GK, Stanley B, Brent DA, Yershova KV, Oquendo MA, et al.
The Columbia-Suicide Severity Rating Scale: initial validity and internal
consistency findings from three multisite studies with adolescents and
adults. Am ] Psychiatry (2011) 168(12):1266-77. doi:10.1176/appi.ajp.2011.
10111704

8. Gipson PY, Agarwala P, Opperman K], Horwitz A, King CA. Columbia-
Suicide Severity Rating Scale: predictive validity with adolescent psychiatric
emergency patients. Pediatr Emerg Care (2015) 31(2):88-94. doi:10.1097/
PEC.0000000000000225

9. Horwitz AG, Czyz EK, King CA. Predicting future suicide attempts among
adolescent and emerging adult psychiatric emergency patients. ] Clin Child
Adolesc Psychol (2014) 44(5):751-61. doi:10.1080/15374416.2014.910789

10. Chappell P, Feltner DE, Makumi C, Pharm D, Stewart M. Initial validity and
reliability data on the Columbia-Suicide Severity Rating scale. Am J Psychiatry
(2012) 169(6):662-3; author reply 663. doi:10.1176/appi.ajp.2012.12010123

11. Viguera AC, Milano N, Ralston L, Thompson NR, Griffith SD, Baldessarini R],
et al. Comparison of electronic screening for suicidal risk with the Patient
Health Questionnaire item 9 and the Columbia Suicide Severity Rating
Scale in an outpatient psychiatric clinic. Psychosomatics (2015) 56(5):460-9.
doi:10.1016/j.psym.2015.04.005

outpatient psychotherapy treatment. AIM-SP provides a frame-
work for incorporating evidence-based and best suicide preven-
tion approaches into clinical practice, and can inform training
efforts to further disseminate evidence-based suicide prevention
clinical practices. Future ZS efforts will include the application
of this framework to other clinical and non-clinical medical
settings, such as psychiatric inpatient services, psychiatric and
medical EDs, primary care, and forensic settings.

AUTHOR CONTRIBUTIONS

BB: first author developed content, oversaw coauthor work, wrote
majority of manuscript, and made final edits. AS-F: drafted and
edited introduction and literature review, researched, and col-
lated references. BS: developed and wrote AIM model and Safety
Plan Intervention content, and made final edits.

FUNDING

This work was funded by NIMH grant no: 5R0OIMH112139, Zero
Suicide Implementation and Evaluation in Outpatient Mental
Health Clinics.

12. Jacobs D. Suicide Assessment Five-Step Evaluation and Triage for Mental Health
Professionals (SAFE-T). (2009). Available from: www.sprc.org

13. American Psychiatric Association. Practice guideline for the assessment and
treatment of patients with suicidal behaviors. Am ] Psychiatry (2003) 160
(11 Suppl):1-60.

14. Rico E. Teaching and Evaluation of Suicidal Assessment, Five-Step Evaluation
and Triage (SAFE-T) in the Emergency Department [Doctoral Projects]. San
Jose California: California State University (2016). 38 p.

15. Linehan MM, Armstrong HE, Suarez A, Allmon D, Heard HL. Cognitive
behavioral treatment of chronically parasuicidal borderline patients. Arch Gen
Psychiatry (1991) 48(12):1060-4. d0i:10.1001/archpsyc.1991.01810360024003

16. Petrick ML, Gutierrez PM, Berlin JS, Saunders SM. Barriers and facilitators
of suicide risk assessment in emergency departments: a qualitative study of
provider perspectives. Gen Hosp Psychiatry (2015) 37(6):581-6. doi:10.1016/j.
genhosppsych.2015.06.018

17. Goldstein TR, Fersch-Podrat RK, Rivera M, Axelson DA, Merranko J, Haifend Y,
et al. Dialectical behavior therapy for adolescents with bipolar disorder:
results from a pilot randomized trial. J Child Adolesc Psychopharmacol (2015)
25(2):140-9. doi:10.1089/cap.2013.0145

18. Guille C, Zhao Z, Krystal J. Web-based cognitive behavioral therapy
intervention for the prevention of suicidal ideation in medical interns.
JAMA Psychiatry (2015) 72(12):1192-8. doi:10.1001/jamapsychiatry.2015.
1880

19. Brown GK, Have TT, Henriques GR, Xie SX, Hollander JE, Beck AT. Cognitive
therapy for the prevention of suicide attempts: a randomized controlled trial.
JAMA (2005) 294(5):563-70. d0i:10.1001/jama.294.5.563

20. Linehan MM, Comtois KA, Murray AM, Brown MZ, Gallop R], Heard HL,
et al. Two-year randomized controlled trial and follow-up of dialectical
behavior therapy vs therapy by experts for suicidal behaviors and borderline
personality disorder. Arch Gen Psychiatry (2006) 63(7):757-66. doi:10.1001/
archpsyc.63.7.757

21. Rudd DM, Bryan CJ, Wertenberger EG, Peterson AL, Young-McCuaghan S,
Mintz ], et al. Brief cognitive-behavioral therapy effects on post-treatment
suicide attempts in a military sample: results of a randomized clinical trial
with 2-year follow-up. Am ] Psychiatry (2015) 172(5):441-9. doi:10.1176/
appo.ajp.2014.14070843

22. Asarnow JR, Hughes JL, Babeva KN, Sugar CA. Cognitive-behavioral family
treatment for suicide attempt prevention: a randomized controlled trial.
JAm Acad Child Adolesc Psychiatry (2017) 56(6):506-14. doi:10.1016/j.
jaac.2017.03.015

Frontiers in Psychiatry | www.frontiersin.org

February 2018 | Volume 9 | Article 33


http://www.frontiersin.org/Psychiatry/
http://www.frontiersin.org
http://www.frontiersin.org/Psychiatry/archive
http://www.cdc.gov/injury/wisqars/
https://www.cdc.gov/nchs/data/databriefs/db241_table.pdf#1
https://doi.org/10.1016/S2215-0366(16)30030-X
https://doi.org/10.1016/S2215-0366(16)30030-X
https://doi.org/10.1016/j.paid.2009.09.001
https://doi.org/10.1176/appi.ajp.2011.
10111704
https://doi.org/10.1176/appi.ajp.2011.
10111704
https://doi.org/10.1097/PEC.0000000000000225
https://doi.org/10.1097/PEC.0000000000000225
https://doi.org/10.1080/15374416.2014.910789
https://doi.org/10.1176/appi.ajp.2012.12010123
https://doi.org/10.1016/j.psym.2015.04.005
http://www.sprc.org
https://doi.org/10.1001/archpsyc.1991.01810360024003
https://doi.org/10.1016/j.genhosppsych.2015.06.018
https://doi.org/10.1016/j.genhosppsych.2015.06.018
https://doi.org/10.1089/cap.2013.0145
https://doi.org/10.1001/jamapsychiatry.2015.1880
https://doi.org/10.1001/jamapsychiatry.2015.1880
https://doi.org/10.1001/jama.294.5.563
https://doi.org/10.1001/archpsyc.63.7.757
https://doi.org/10.1001/archpsyc.63.7.757
https://doi.org/10.1176/appo.ajp.2014.14070843
https://doi.org/10.1176/appo.ajp.2014.14070843
https://doi.org/10.1016/j.jaac.2017.03.015
https://doi.org/10.1016/j.jaac.2017.03.015

Brodsky et al.

Zero Suicide Model for Suicide Prevention

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

Linehan MM, Korslund KE, Harned MS, Gallop R], Lungu A, Neacsiu AD, et al.
Dialectical behavior therapy for high suicide risk in individuals with border-
line personality disorder: a randomized clinical trial and component analysis.
JAMA Psychiatry (2015) 72(5):475-82. doi:10.1001/jamapsychiatry.2014.3039
Ellis TE, Rufino KA, Allen JG, Fowler JC, Jobes DA. Impact of a suicide-
specific intervention within inpatient psychiatric care: the Collaborative
Assessment and Management of Suicidality. Suicide Life Threat Behav (2015)
45:5. doi:10.1111/sltb.12151

Ellis TE, Rufino KA, Allen JG. A controlled comparison trial of the
Collaborative Assessment and Management of Suicidality (CAMS) in an
inpatient setting: outcomes at discharge and six month follow-up. Psychiatry
Res (2017) 249:252-60. doi:10.1016/j.psychres.2017.01.032

Stanley B, Brown GK. Safety planning intervention: a brief intervention to
mitigate suicide risk. Cogn Behav Pract (2012) 19(2):256-64. doi:10.1016/j.
cbpra.2011.01.001

The Joint Commission. Sentinel Event Alert 56: Detecting and Treating Suicide
Ideation in All Settings. Oakbrook Terrace, IL: The Joint Commission (2016).

SAMHSA. Suicide Prevention Resource Center/American Foundation for
Suicide Prevention Best Practices Registry for Suicide Prevention. Waltham,
MA: SAMHSA (2015).

Rudd MD, Mandrusiak M, Joiner TE Jr. The case against no-suicide contracts:
the commitment to treatment statement as a practice alternative. J Clin Psychol
(2006) 62(2):243-51. doi:10.1002/jclp.20227

Bryan CJ. Managing Suicide Risk in Primary Care. New York: Springer
Publishing Company (2010). 216 p.

Bryan CJ, Mintz JM, Clemans TA, Leeson B, Burch ST, Williams SR, et al.
Effect of crisis response planning vs. contracts for safety on suicide risk in U.S.
Army Soldiers: a randomized clinical trial. ] Affect Disord (2017) 212:64-72.
doi:10.1016/j.jad.2017.01.028

Mann JJ, Apter A, Bertolote ], Beautrais A, Currier D, Haas A, et al. Suicide
prevention strategies: a systematic review. JAMA (2005) 294(16):2064-74.
doi:10.1001/jama.294.16.2064

Yip PS, Law CK, Fu KW, Law YW, Wong PW, Xu Y. Restricting the means of
suicide by charcoal burning. Br J Psychiatry (2010) 196(3):241-2. d0i:10.1192/
bjp.bp.109.065185

Betz ME, Arias SA, Miller M, Barber C, Espinola J, Sullivan AF, et al. Change
in emergency department providers’ beliefs and practices after use of new pro-
tocols for suicidal patients. Psychiatr Serv (2015) 66(6):625-31. doi:10.1176/
appi.ps.201400244

Fleischmann A, Bertolote JM, Wasserman D, De Leo D, Botega NJ, Da Silva D,
et al. Effectiveness of brief intervention and contact for suicide attempters:
a randomized controlled trial in five countries. Bull World Health Organ
(2008) 86(9):703-9. doi:10.2471/BLT.07.046995

Dieserud G, Loeb M, Ekeberg @. Suicidal behavior in the municipality of
Baerum, Norway: a 12-year prospective study of parasuicide and suicide.
Suicide Life Threat Behav (2000) 30(1):61-73. doi:10.1111/j.1943-278X.2000.
tb01065

Inagaki M, Kawashima Y, Kawanishi C, Yonemoto N, Sugimoto T, Furuno T,
et al. Interventions to prevent repeat suicidal behavior in patients admitted
into an emergency department for a suicide attempt: a meta analysis. ] Affect
Disord (2015) 175:66-78. doi:10.1016/j.jad.2014.12.048

Mousavi SG, Amini M, Mahaki B, Bagherian-Sararoudi R. Effect of phone
call versus face-to-face follow-up on recurrent suicide attempts prevention in
individuals with a history of multiple suicide attempts. Adv Biomed Res (2016)
5:184. doi:10.4103/2277-9175.190990

Luxton DD, June JD, Comtois KA. Can postdischarge follow-up contacts
prevent suicide and suicidal behavior? A review of the evidence. Crisis (2013)
34(1):32-41. d0i:10.1027/022

Stanley B, Chaudhury SR, Chesin M, Pontoski K, Bush MA, Knox KL, et al.
An emergency department intervention and follow-up to reduce suicide risk
in the VA: acceptability and effectiveness. Psychiatr Serv (2016) 67(6):680-3.
doi:10.1176/appi.ps.201500082

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

Chesin MS, Stanley B, Haigh EAP, Chaudhury SR, Pontoski K, Knox KL, et al.
Staff views of an emergency department intervention using safety planning
and structured follow-up with suicidal veterans. Arch Suicide Res (2017)
21(1):127-37. doi:10.1080/13811118.2016.1164642

Patel V, Weiss HA, Chowdhary N, Naik S, Pednekar S, Chatterjee S, et al. Lay
health worker led intervention for depressive and anxiety disorders in India:
impact on clinical and disability outcomes over 12 months. Br J Psychiatry
(2011) 199(6):459-66. doi:10.1192/bjp.bp.111.092155

Michel K, Valach L, Gysin-Maillart A. A novel therapy for people who attempt
suicide and why we need new models of suicide. Int ] Environ Res Public Health
(2017) 14(3):E243. doi:10.3390/ijerph14030243

Kleinman EM, Turner BJ, Fedor S, Beale EE, Huffman JC, Nock MK.
Examination of real-time fluctuations in suicidal ideation and its risk factors:
results from two ecological momentary assessment studies. ] Abnorm Psychol
(2017) 126(6):726-38. doi:10.1037/abn0000273

Williams JMG, Crane C, Barnhofer T, Van der Does AJW, Segal ZV.
Recurrence of suicidal ideation across depressive episodes. J Affect Disord
(2006) 91(2-3):189-94. doi:10.1016/j.jad.2006.01.002

De Leo D, Cerin E, Spathonis K, Burgis SH. Lifetime risk of suicide ideation
and attempts in an Australian community: prevalence, suicidal process, and
help-seeking behavior. J Affect Disord (2005) 86(2-3):215-24. d0i:10.1016/j.
jad.2005.02.001

Witte TK, Fitzpatrick KK, Joiner TE Jr, Schmidt NB. Variability in suicidal
ideation: a better predictor of suicide attempts than intensity or duration of
ideation. ] Affect Disord (2005) 88(2):131-6. d0i:10.1016/j.jad.2005.05.019
Rudd MD, Cukrowicz KC, Bryan CJ. Core competencies in suicide risk
assessment and management: implications for supervision. Train Educ Prof
Psychol (2008) 2(4):219-28. doi:10.1037/1931-3918.2.4.219

Schmitz WM, Allen MH, Feldman BN, Gutin NJ, Jahn DR, Kleespies PM,
et al. Preventing suicide through improved training in suicide risk assessment
and care: an American Association of Suicidology task force report addressing
serious gaps in U.S. mental health training. Suicide Life Threat Behav (2012)
42(3):292-304. doi:10.1111/j.1943-278X.2012.00090

Melton BB, Coverdale JH. What do we teach psychiatric residents about
suicide? A national survey of chief residents. Acad Psychiatry (2009) 33:47-50.
doi:10.1176/appi.ap.33.1.47

McMyler C, Pryjmachuk S. Do ‘no-suicide’ contracts work? J Psychiatr Ment
Health Nurs (2008) 15(6):512-22. doi:10.1111/j.1365-2850.2008.01286.x
NYS-OMH. Data from Zero Suicide Workforce Survey - Aggregate Results.
Washington, DC: National Action Alliance for Suicide Prevention (2015).
Roy A. Depressed patients who suicide at their first attempt have had few
admissions. Depress Anxiety (1999) 9(2):75-7. doi:10.1002/(SICI)1520-
6394(1999)9:2<75::AID-DA5>3.0.CO;2-D

Linehan MM. DBT Skills Training Manual. 2nd ed. New York: The Guilford
Press (2015). 504 p.

Oquendo MA, Baca-Garcia E. Suicidal behavior disorder as a diagnostic entity
in the DSM-5 classification system: advantages outweigh limitations. World
Psychiatry (2014) 13(2):128-30. doi:10.1002/wps.20116

Linehan MM. Cognitive-Behavioral Treatment of Borderline Personality
Disorder. New York: The Guilford Press (1993). 558 p.

Conflict of Interest Statement: The authors declare that the research was con-
ducted in the absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.

Copyright © 2018 Brodsky, Spruch-Feiner and Stanley. This is an open-access
article distributed under the terms of the Creative Commons Attribution License
(CC BY). The use, distribution or reproduction in other forums is permitted,
provided the original author(s) and the copyright owner are credited and that the
original publication in this journal is cited, in accordance with accepted academic
practice. No use, distribution or reproduction is permitted which does not comply
with these terms.

Frontiers in Psychiatry | www.frontiersin.org

February 2018 | Volume 9 | Article 33


http://www.frontiersin.org/Psychiatry/
http://www.frontiersin.org
http://www.frontiersin.org/Psychiatry/archive
https://doi.org/10.1001/jamapsychiatry.2014.3039
https://doi.org/10.1111/sltb.12151
https://doi.org/10.1016/j.psychres.2017.01.032
https://doi.org/10.1016/j.cbpra.2011.01.001
https://doi.org/10.1016/j.cbpra.2011.01.001
https://doi.org/10.1002/jclp.20227
https://doi.org/10.1016/j.jad.2017.01.028
https://doi.org/10.1001/jama.294.16.2064
https://doi.org/10.1192/bjp.bp.109.065185
https://doi.org/10.1192/bjp.bp.109.065185
https://doi.org/10.1176/appi.ps.201400244
https://doi.org/10.1176/appi.ps.201400244
https://doi.org/10.2471/BLT.07.046995
https://doi.org/10.1111/j.1943-278X.2000.tb01065
https://doi.org/10.1111/j.1943-278X.2000.tb01065
https://doi.org/10.1016/j.jad.2014.12.048
https://doi.org/10.4103/2277-9175.190990
https://doi.org/10.1027/022
https://doi.org/10.1176/appi.ps.201500082
https://doi.org/10.1080/13811118.2016.1164642
https://doi.org/10.1192/bjp.bp.111.092155
https://doi.org/10.3390/ijerph14030243
https://doi.org/10.1037/abn0000273
https://doi.org/10.1016/j.jad.2006.01.002
https://doi.org/10.1016/j.jad.2005.02.001
https://doi.org/10.1016/j.jad.2005.02.001
https://doi.org/10.1016/j.jad.2005.05.019
https://doi.org/10.1037/1931-3918.2.4.219
https://doi.org/10.1111/j.1943-278X.2012.00090
https://doi.org/10.1176/appi.ap.33.1.47
https://doi.org/10.1111/j.1365-2850.2008.01286.x
https://doi.org/10.1002/(SICI)1520-6394(1999)9:2 < 75::AID-DA5 > 3.0.CO;2-D
https://doi.org/10.1002/(SICI)1520-6394(1999)9:2 < 75::AID-DA5 > 3.0.CO;2-D
https://doi.org/10.1002/wps.20116
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

	The Zero Suicide Model: Applying Evidence-Based Suicide Prevention Practices to Clinical Care
	The ZS Model and Clinical Training
	Screening and Risk Assessment
	Psychosocial Treatment Interventions
	Brief Interventions
	Lethal Means Restriction
	Follow-up and Monitoring

	Applying the ZS/AIM Model to Clinical Training
	Fluctuations in Suicide Risk
	Gaps in Training
	Filling the Gap in Clinical Training
	Case Vignette
	How Can the 10 Clinical Steps Be Applied to an Ongoing Outpatient Treatment with Paul?
	Assess
	Risk Factors Specific to Paul—Precipitants/Recent Activating Events
	Intervene
	Monitor



	Summary
	Author Contributions
	Funding
	References


