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Abstract

Suicide remains a leading cause of death among US youth. The emergency
department (ED) is a critical access point for identifying suicide risk and
initiating interventions to reduce that risk. Key strategies include developing
individualized safety plans and counseling on reducing access to lethal means.
This article reviews the current evidence supporting ED safety planning for
youth at risk of suicide and presents a practical framework for its delivery. It
also explores strategies to enhance the implementation of safety planning and
lethal means counseling, including using clinical pathways, training of staff,
optimizing reimbursement, and integrating resources into the electronic
medical record system. Finally, the article highlights emerging innovations
aimed at improving the reach of safety plan interventions in the ED setting.

Keywords: suicide, mental health, child, adolescent, risk reduction behavior,

emergency medical services

1 INTRODUCTION

Suicide is a leading cause of death among youth aged 10 to 24
years."”” Between 2007 and 2021, suicide rates rose by 62%."
In addition, over the last decade, emergency department (ED)
visits by youth with suicidality have increased substantially.’
In the ED, screening to identify youth at risk for suicide and,
when indicated, safety planning, including counseling to
reduce access to lethal means, can significantly reduce subse-
quent suicide attempts.” At present, many EDs do not
routinely engage in these risk reduction activities, nor
consistently integrate them into discharge education.’

A safety plan is a single brief, structured time-limited
intervention to support youth at risk of suicide by helping
them identify personalized strategies for staying safe during a
suicidal crisis. Safety planning is a collaborative effort between a
healthcare clinician, the patient, and the family aimed at
recognizing early warning signs of a suicide crisis, eliciting
personal coping techniques, identifying supportive resources
and people, and reducing the availability of means to complete
suicide.” A safety plan is action-oriented, equipping youth with
clear steps they can take when experiencing suicidal thoughts.

In this paper, we discuss current literature on the safety
plan intervention for youth in the ED, provide guidance on
how to introduce and deliver safety planning, and explore
safety planning implementation strategies and innovations.

2 EFFECTIVENESS OF SAFETY PLANNING

Among adults, safety planning is effective in reducing suicidal
behavior (combined rate of suicide attempts and suicide
deaths) with a relative risk of 0.57 (95% CI, 0.41-0.80)" and
is considered a best practice by the Joint Commission and the
Suicide Prevention Resource Center.”” A landmark ran-
domized controlled trial (RCT) in 2018 demonstrated that
safety planning in the ED with adult veteran patients, when
combined with structured follow-up calls, decreased suicidal

behavior within the subsequent 6 months by approximately
half, and doubled the odds of attending at least 1 outpatient
mental health visit, when compared with usual care.” When
implemented across 8 EDs, a cluster RCT demonstrated that
increasing universal suicide risk screening and safety planning
among adult patients decreased subsequent suicides and
suicide-related health care visits by 43%."°

Evaluation of the effectiveness of youth safety planning in
the ED has been more limited due to smaller sample sizes and
less rigorous study designs.'"'” In 1 RCT of an ED-based
pediatric crisis intervention involving families that incorpo-
rated safety planning, rates of follow-up care increased
compared with usual care (92% versus 76%)."? Additionally,
among youth in the ED, lower self-efficacy for utilizing key
safety planning strategies (eg, calling a crisis hotline, lethal
means restriction) was associated with a higher rate of sub-
sequent suicide attempts and return ED visits.'* To date,
most studies of safety planning in children have included
predominantly White females, with none including children
aged younger than 10 years."’

Despite the known effectiveness of safety planning, gaps
exist in implementing safety planning across US EDs. In a
survey completed by 513 ED nursing directors, only 15% of
EDs routinely provided all recommended safety planning el-
ements.'® Provision of each of the 6 individual elements of
safety planning ranged from 25% to 79%, with only 2 ele-
ments routinely provided more than 50% of the time: lists of
professionals or agencies to contact in a crisis (79%) and
helping patients to recognize warning signs of suicide (52%).
In a large sample of children and adults, patients seen in EDs
who reported routinely implementing safety planning were
less likely to return to the ED or have an inpatient admission
for mental health issues within 30 days.'” Additionally, de-
livery of high-quality, personalized safety plans containing all
recommended elements was associated with fewer psychiatric
hospitalizations.'®
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3 APPROPRIATE POPULATIONS TO
RECEIVE SAFETY PLANNING

Patients who are determined to be safe for discharge home
after revealing suicidal thoughts or behaviors, self-harm be-
haviors, or any detected risk on suicide screening should be
provided with a safety plan.'”*" Examples of validated
screening tools include the Ask Suicide-Screening Questions
and Columbia-Suicide Severity Rating Scale (C-SSRS).*' >’
Safety planning should also occur for youth who present with
a nonpsychiatric chief concern and have detected risk on
suicide screening; this affirms the importance of universal
suicide screening, as between 3% and 46% (median 8%) of
youth presenting with a nonpsychiatric concern have a posi-
tive suicide risk screen.”*

Depending on local availability of personnel resources,
safety plans can be developed by trained nurses, mental health
clinicians, ED clinicians, or social workers. They can be
developed in person or by telehealth.”” Involving caregivers in
safety planning is essential, as they can play a key role in
monitoring the youth, encouraging use of coping strategies,
and reducing access to lethal means.”® Clinicians who guide
patients in safety planning also must be facile with accessing
local resources (eg, community resources, suicide crisis hot-
lines, see subsection Professionals or Agencies Who Can Be
Contacted During a Crisis below) and collaborating with
outpatient mental health clinicians.”” Seventy percent of
healthcare clinicians who engage in ED safety planning report
a need for more training, underscoring the need for adequate
training for staff tasked with this important role.”®

4 INTRODUCING A SAFETY PLAN

Introducing safety planning in the ED before discharge is a
crucial task that requires sensitivity, timing, and effective
communication.”””" The healthcare professional’s role is to
collaborate with the youth to not only identify safety strategies
but also to empower them to take control of their mental
health, especially during self-harm or suicide crises.

5 PERFORMING SAFETY PLANNING

Safety planning is best performed as part of discharge plan-
ning, ensuring that the patient and caregiver leave with clear,
actionable steps and access to available resources. The safety
plan is best introduced when the patient is calm and able to
focus. The emphasis of a safety plan is to reduce immediate
risk following an ED visit, particularly before the first
outpatient follow-up appointment, which may not be avail-
able for several weeks.”' Normalizing the process by explain-
ing that safety planning is a standard part of care for youth
experiencing troubling thoughts or ideas is essential. For
example, saying, “We often work with patients to develop a
plan for keeping them safe and helping them manage tough
moments. I would like to go over a plan like this together,”
can be effective. Frame this as a plan that is created together.

This empowers the patient and promotes a sense of agency.
Language tailored to the patient’s emotional state and level of
understanding can enhance the safety plan. If the patient
appears overwhelmed or disengaged, defer the topic to a more
suitable time during the visit. If family or caregivers are pre-
sent, include them when reasonable, with the patient’s
permission. If the patient requests not to include their care-
giver, re-discuss confidentiality and its limits.”* Help youth
understand that when they leave the hospital, their caregiver
will need to be able to see how they are doing and help them
stay safe.

The goal of safety planning is to reduce risk by developing
a preset, personalized, specific, and concrete plan that can be
employed in a suicide crisis.” The safety plan includes warning
signs, coping strategies such as calming activities and dis-
tractions, enlisting supportive people and healthcare clini-
cians, and lethal means counseling.(’ The development of a
safety plan is a collaborative process that should focus on
actions the patient feels comfortable enacting in a crisis. When
creating a safety plan, review prior suicidal crises with the
patient and discuss the steps in sequential order. The initial
steps of the safety plan do not require the patient to reveal that
they are in crisis. The Stanley-Brown safety plan is a
commonly used framework for conducting safety planning.
Forms and training videos are available online to assist in
(hteps://
suicidesafetyplan.com/forms/; https://suicidesafetyplan.com/
training/). Detailed descriptions of each step of the Stanley-
Brown safety plan are outlined below, and an example is

creating a  Stanley-Brown  safety  plan

shown in Figure 1.

1. Warning signs: The first step in the Stanley-Brown safety
plan is to recognize warning signs that immediately pre-
cede a suicide crisis. These signs may include interpersonal
encounters, thoughts, moods, behaviors, or images.
Addressing the problem before it fully manifests itself re-
mains one of the most effective ways to avoid a suicide
crisis. Warning signs of an impending suicide crisis include
feeling depressed, irritable, hopeless, or having suicidal
thoughts such as “I can’t do this anymore.” Concerning
behaviors may consist of increased social isolation, avoid-
ance behaviors, or increased substance use. Recognition of
the warning signs will trigger the use of the safety plan.
The more specifically a youth can identify and describe
their warning signs, the more effective the safety plan.”

2. Internal coping strategies: The next step is to determine
internal coping strategies tailored to individual youth.
Implementing internal coping strategies to cope with sui-
cidal thoughts is key to bolstering self-efficacy to ultimately
master suicidal urges. Internal coping strategies mirror
distraction techniques described in Dialectical Behavioral
Therapy.”* Examples of internal coping strategies include
listening to music, walking, taking a shower, playing with a
pet, reading, creating art, or completing chores.

3. People and social settings that provide distraction: The third
step in the plan involves reaching out to family or friends
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STANLEY - BROWN SAFETY PLAN

STEP 1: WARNING SIGNS:

1. Feeling overwhelmed about not doing well in school
2. Skipping school and staying in my room instead

3. Not being able to sleep because | can't stop thinking

STEP 2: INTERNAL COPING STRATEGIES — THINGS | CAN DO TO TAKE MY MIND OFF MY PROBLEMS
WITHOUT CONTACTING ANOTHER PERSON:

4, Goforarun

2. Go to the thrift shop to try on clothes

3. Listen to my playlist of favorite songs (Unstoppable, Sia; Cruel Summer, Taylor Swift)

STEP 3: PEOPLE AND SOCIAL SETTINGS THAT PROVIDE DISTRACTION:

1. Name: Maya (friend) Contact: (XXX)XXX-XXXX

Sopha ens Contact: (OX)XXX-XXXX
Address: 1234 Main St.

Address: 789 1st St.

2. Name:

3. Place: D09 park with my dog

4. Place: BOOK store

STEP 4: PEOPLE WHOM | CAN ASK FOR HELP DURING A CRISIS:

1. Name: My mom Contact: (XXOX)XOXXXXX

2. Name: My aunt Contact: (O0)X-XXXX

3. Name: My friend Sophia's mom Contact: OOX)XXX-XXXX

STEP 5: PROFESSIONALS OR PROFESSIONAL SERVICES | CAN CONTACT DURING A CRISIS:

1. Professional/Services Name: School Social Worker phone: available in her office during school

Emergency Contact:

2. Professional/Services Name: My therapist Phone: (XXX)XXX-XXXX
Emergency Contact: (OXRYXXX-XXXX

3. Emergency Department: General Hospital

Emergency Department Address: 1000 Broadway

Emergency Department Phone: (OXPXXXXXX

4. Crisis Line Phone (e.g. 988): Call or text 988 or chat https://988lifeline.org

STEP 6: MAKING THE ENVIRONMENT SAFER (PLAN FOR LETHAL MEANS SAFETY):

1. All medicines in the house will be locked in a cabinet in parent's room for the next month

>. My parents will keep their gun locked in a gun safe with ammunition stored separately- no end date

The Stanley-Brown Safety Plan is copyrighted by Barbara Stanley, PhD & Gregory K. Brown, PhD (2008, 2021).
Individual use of the Stanley-Brown Safety Plan form is permitted. Written permission from the authors is required for any changes to this form or
use of this form in the electronic medical record. Additional resources are available from wwiw.suicidesafetyplan.com.

Stanley-Brown
Safety Planning Intervention

FIGURE 1. Example of a completed Stanley-Brown safety plan. The figure was adapted from the Stanley-Brown safety plan
form and is copyrighted by Barbara Stanley, PhD, and Gregory K. Brown, PhD (2008, 2021). The form and additional resources
are available from: https://www.suicidesafetyplan.com.

without revealing the suicide crisis. Identify specific peo- 5. Professionals or agencies who can be contacted during a crisis:
The fifth step is to identify professionals the youth would
be willing to contact in a crisis. This can include primary

care and mental health clinicians, as well as school contacts

ple, such as friends, whom the youth can contact for
distraction. Additional social distractions, which provide a
focus away from self-harm or suicidal thoughts, should

include safe spaces that are readily available to the youth, such as counselors. Youth and families can also use the

such as a nearby park or youth club.’

People who can help during a crisis: The fourth step is to
identify trusted adults the youth will be willing to contact
and reveal that they are in crisis. These may be caregivers,
other family members, teachers, or coaches. Ideally, these
adults are aware of the safety plan so they can be optimally
prepared to support the youth when they are in crisis.>”

Substance Abuse and Mental Health Services Adminis-
tration resource, findtreatment.gov, to find treatment for
behavioral health symptoms. Identify a place such as an
ED, where the youth can access care at any time, as well as
a national hotline. The 988 Suicide and Crisis Lifeline
provides free 24/7 access to trained individuals.”® This
hotline is available by calling or texting 9-8-8 or via chat at
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https://988lifeline.org. Hotlines are also available to sup-
port specific populations; for example, the Trevor Project
focuses on supporting LGBTQ++ youth (https://www.
thetrevorproject.org/).

6. Making the environment safer: The last step focuses on
making the environment safer. Restriction of lethal means
such as firearms, medications, knives, and other sharp
objects allows patients time to manage what may be a
transient suicide crisis. The safety plan should outline
specific steps to be taken to restrict access to lethal means
and specify the duration of the restriction. If the youth
endorses current suicidal ideation, ask them what means
they would consider using in a suicide attempt and
document any previous attempts. If the youth denies
current suicidal ideation, it is not advised to ask hypo-
thetically what means they would use if they became sui-
cidal. Ask all patients about access to firearms, as there is an
increased risk of death by suicide in homes with a firearm,
and nearly 90% of suicide acts involving firearms are
fatal.””*® Youth often know the locations of guns even if
caregivers believe they are hidden. In 1 study, among
caregivers who believed their child did not know the
storage location of household guns, 40% of their children
reported knowing the location.” After learning about the
youth’s access to lethal means, collaborate to identify ways
to make the environment safer. Ideally, identify a
responsible adult who can appropriately store any lethal
means. Options for storing firearms outside the home may
include temporary storage with friends/family, gun shops,
shooting ranges, and local law enforcement agencies. If
firearms are kept in the home, the American Academy of
Pediatrics recommends that they be stored locked and
unloaded, with the ammunition locked separately.”’ Safe
firearm storage devices include cable gun locks, trigger
locks, lock boxes, and safes. In an RCT, distribution of a
cable gun lock to caregivers in the ED, when paired with
counseling, was more effective than counseling alone in
increasing self-reported safe firearm storage 7 days after the
ED visit."" Cable gun locks are low-cost and may be ac-
quired free of charge through many local law enforcement
agencies and organizations such as Project Childsafe
(https://projectchildsafe.org/). However, survey data indi-
cate that caregivers of children in the ED prefer more
costly devices such as gun safes.”” With respect to medi-
cations, another lethal means in youth, access to medica-
tions can be decreased by locking both over-the-counter
and prescription drugs, limiting the number of accessible
pills in each bottle, and discarding medications no longer
in use.

6 RETURN PRECAUTIONS

The transition period from ED to home is a vulnerable period
for discharged patients. Youth with behavioral health concerns
have a high rate of return to the ED, especially younger
children and those with perceived disruptive or self-harm
behaviors.*>** Upon ED discharge, establish clear guidelines

on when to return to the ED and delineate a follow-up plan
with the youth’s primary care or outpatient mental health
clinician. Structured telephone follow-up calls can facilitate
the utilization of outpatient resources,” especially for in-
dividuals identified as high-risk or those with repeated ED
visits. Follow-up phone calls not only serve to connect youth
with in-person services but also can connect youth with crisis
counselors by phone or text messaging.”®"” Failure to engage
with the safety plan, difficulty with outreach to the youth, or
with attending follow-up sessions may be warning signs to
prompt caregivers to contact their primary care or outpatient
mental health professional if they believe their youth’s mental
health status is worsening and/or to call 988.**

7 IMPLEMENTATION STRATEGIES FOR
SAFETY PLANNING IN THE ED

Each ED has unique constraints when caring for suicidal
youth and implementing safety planning into clinical work-
flows. Implementation strategies that may promote the
adoption of safety planning in the ED include using clinical
pathways, integrating electronic health records (EHRs), staff
education, and pursuing reimbursement.

Many US EDs implement suicide screening tools, such
as the Ask Suicide-Screening Questions or the C-SSRS
Screen Version, which are typically embedded in the
electronic health record (EHR) and administered by nurses
during triage.”” Clinical pathways, such as 1 developed by
the National Institute of Mental Health, can standardize
the approach taken when youth screen positive, which
should include a structured risk assessment, followed by
safety planning for youth discharged home.”” EHR inte-
gration can promote compliance with both screening and
safety planning.”"”” Safety planning can be documented
in a standardized EHR form or structured templates in
the treating team’s notes.”” For instance, in 1 ED, minor
changes to default EHR note templates were effective in
increasing documentation of firearm access from 38% to
82% among youth at risk for suicide.”* Documentation of
a safety plan in the EHR facilitates ongoing review and
adaptation by patients, family members, and outpatient
clinicians.

Implementing safety planning in the ED involves
educating ED staff, including nurses, clinicians, and social
workers, on how to counsel families on limiting access to le-
thal means, arrange timely follow-up with outpatient mental
health professionals, and explore crisis aversion strategies with
the patient. Opportunities for training include in-person
workshops and virtual training modules.”” Examples of free
online training courses include Counseling on Access to Le-
thal Means (https://zerosuicidetraining.edc.org/enrol/index.
php?id=20), firearm injury prevention training developed by
the  BulletPoints
bulletpointsproject.org/courses/preventing-firearm-injury/),
and training to create a Stanley-Brown safety plan (https://
suicidesafetyplan.com/training/).

Project  (https://continuingeducation.

FOSTER ET AL.
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The use of billing codes to secure reimbursement for
safety planning may facilitate implementation into ED
workflows. A Centers for Medicare and Medicaid billing code
for safety planningS is G0560, which can be billed in 20-

minute increments.””

8 SAFETY PLANNING DELIVERY AND
INNOVATIONS

Technology use is ubiquitous among youth’””® and can
enhance safety planning. Web-based decision aids, text
messaging, and mobile apps have emerged as affordable and
timely strategies to support safety planning.”” They can sup-
plement traditional suicide prevention by encouraging real-
time monitoring, personalized coping strategies, and imme-
diate access to resources.’

Several digital tools have been developed to help youth and
families create customized plans to restrictaccess to lethal means
such as firearms.®' They are stand-alone (ie, not integrated into
the medical record) and can support intervention escalation.
One study used a common education platform to automatically
alert healthcare clinicians when adolescents exceed suicidal
ideation thresholds, based on the Suicidal Ideation Attributes
Scale and the C-SSRS, triggering clinician outreach such as
safety checks or appointments.”” Continued development of
digital interventions that safely and securely transmit symptom
severity to healthcare clinicians may be beneficial.

Text-message interventions reduce repeat suicidal epi-
sodes through personalized and timely crisis support.””’
Automated text-based safety planning is a novel strategy
that allows individuals to create their safety plans by
following text-message prompts. In a focus group of young
adults, priorities for text-based safety planning included
transparency, confidentiality, data security practices, conve-
nience, and accessibility.”* Users valued features such as
automatic reminders, assistance with developing coping
strategies, and mood tracking.(’5

Although app-based innovations with customizable in-
terfaces are under development, no app is currenty avail-
able that has robust evidence of effectiveness among youth.
Examples of apps that are more commonly used and are
known include Beyond Now (Google Play), SafePlan, and
SmartCrisis 2.0, which allow personalized self-help aid for
safety plan creation, real-time guidance, and interactive
coping strategies.” Several of these apps have evidence of
feasibility and acceptability among users. Preliminary data
in adults demonstrate the 3-month efficacy of Beyond Now
in reducing suicidal ideation.”® Trials regarding the efficacy
of SmartCirisis (adults >18 years) and SafePlan (adolescents
>16 years and adults) are ongoing.M’(’(’*{"} In sum, the
simplicity, interactivity, and immediacy of digital in-
terventions can contribute to sustainable engagement with
evidence-based interventions among tech-savvy youth.
Deployment of digital mental health interventions during
or after an ED visit may promote accessible, scalable, and
personalized crisis support.

9 CONCLUSION

For youth with identified suicide risk who are discharged from
the ED, creating a safety plan and counseling on the reduction
of access to lethal means are critical interventions to prevent
suicide. To support ED implementation, strategies such as
clinical pathways, EHR integration, staff training, and opti-
mizing reimbursement may enhance the adoption and sus-
tainability of evidence-based practices to prevent youth
suicide.
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