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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 his life 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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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 patient’s 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+.
•	 Psychiatric	 diagnoses:	 major	 depression,	 bipolar	 disorder,	

schizophrenia, BPD, PTSD, substance use, and eating 
disorders.

•	 Abuse	history.
•	 Recent	 activating	 events:	 Interpersonal	 loss,	 financial,	 or	

medical problems.
•	 History	of	treatment	non-adherence.
•	 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 
of itself is NOT a risk factor for Paul’s 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 behavior is being increasingly understood as a 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 individual’s 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, 
it is good practice to call other providers to give a “warm handoff ”.

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, 
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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 

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.
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