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Suicide is a major, preventable public health problem, and healthcare professionals may
        encounter individuals at risk in a variety of clinical settings. Recognizing warning signs
        and risk factors, initiating appropriate conversations about suicidal thoughts, and
        accurately assessing the severity of suicide risk are essential skills for timely
        intervention. This course reviews the recognition and assessment of suicide risk, including
        warning signs, suicidal ideation, plans, intent, previous suicidal behavior, and access to
        lethal means. It also examines approaches to determining the level of acute risk and
        selecting appropriate interventions, including referral, hospitalization, safety planning,
        lethal-means restriction, continuity of care, and evidence-based treatment strategies.
        Particular attention is given to the needs of military service members and veterans, as well
        as considerations for healthcare professionals themselves.
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Course Overview



Suicide is a major, preventable public health problem, and healthcare professionals may
        encounter individuals at risk in a variety of clinical settings. Recognizing warning signs
        and risk factors, initiating appropriate conversations about suicidal thoughts, and
        accurately assessing the severity of suicide risk are essential skills for timely
        intervention. This course reviews the recognition and assessment of suicide risk, including
        warning signs, suicidal ideation, plans, intent, previous suicidal behavior, and access to
        lethal means. It also examines approaches to determining the level of acute risk and
        selecting appropriate interventions, including referral, hospitalization, safety planning,
        lethal-means restriction, continuity of care, and evidence-based treatment strategies.
        Particular attention is given to the needs of military service members and veterans, as well
        as considerations for healthcare professionals themselves.

Audience



This course is designed for members of the interprofessional healthcare team who may identify persons at risk for suicide and intervene to prevent or manage suicidality.
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NetCE is recognized by the New York State Education Department's State Board for Social Work as an approved provider of continuing education for licensed social workers #SW-0033.

This course is considered self-study, as defined by the New York State Board for Social Work. NetCE is recognized by the New York State Education Department's State Board for Mental Health Practitioners as an approved provider of continuing education for licensed mental health counselors #MHC-0021. This course is considered self-study by the New York State Board of Mental Health Counseling. 

NetCE is recognized by the New York State Education Department's State Board for Mental Health Practitioners as an approved provider of continuing education for licensed marriage and family therapists. #MFT-0015.This course is considered self-study by the New York State Board of Marriage and Family Therapy. 
Materials that are included in this course may include interventions and modalities that are beyond the authorized practice of licensed master social work and licensed clinical social work in New York. As a licensed professional, you are responsible for reviewing the scope of practice, including activities that are defined in law as beyond the boundaries of practice for an LMSW and LCSW. A licensee who practices beyond the authorized scope of practice could be charged with unprofessional conduct under the Education Law and Regents Rules. 

Designations of Credit



This activity was planned by and for the healthcare team, and learners will receive 1 Interprofessional Continuing Education (IPCE) credit(s) for learning and change.

 NetCE designates this enduring material for a maximum of 1 AMA PRA Category 1 Credit(s)™. Physicians should claim only the credit commensurate with the extent of their participation in the activity. NetCE designates this continuing education activity for 1 ANCC contact hour(s). NetCE designates this continuing education activity for 1.2 hours for Alabama nurses. NetCE designates this continuing education activity for 1 NBCC clock hour(s). Social workers participating in this intermediate to advanced course will receive 1 Clinical continuing education clock hours. 

Successful completion of this CME activity, which includes participation in the evaluation component, enables the participant to earn up to 1 MOC points in the American Board of Internal Medicine's (ABIM) Maintenance of Certification (MOC) program. Participants will earn MOC points equivalent to the amount of CME credits claimed for the activity. It is the CME activity provider's responsibility to submit participant completion information to ACCME for the purpose of granting ABIM MOC credit. Completion of this course constitutes permission to share the completion data with ACCME.

 Successful completion of this CME activity, which includes participation in the evaluation component, enables the learner to earn credit toward the CME and/or Self-Assessment requirements of the American Board of Surgery's Continuous Certification program. It is the CME activity provider's responsibility to submit learner completion information to ACCME for the purpose of granting ABS credit.

 This activity has been approved for the American Board of Anesthesiology’s® (ABA) requirements for Part II: Lifelong Learning and Self-Assessment of the American Board of Anesthesiology’s (ABA) redesigned Maintenance of Certification in Anesthesiology Program® (MOCA®), known as MOCA 2.0®. Please consult the ABA website, www.theABA.org, for a list of all MOCA 2.0 requirements. Maintenance of Certification in Anesthesiology Program® and MOCA® are registered certification marks of the American Board of Anesthesiology®. MOCA 2.0® is a trademark of the American Board of Anesthesiology®.
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	Identify warning signs, risk factors, and protective factors associated with suicidal thoughts and behaviors, including indicators of an imminent suicide crisis.
	Apply appropriate approaches to screening and assessing suicide risk, including evaluation of suicidal ideation, plans, intent, previous suicidal behavior, access to lethal means, and factors that influence the level of acute risk.
	Describe evidence-based strategies for managing and preventing suicide, including safety planning, lethal-means restriction, referral and hospitalization, continuity of care, and appropriate follow-up.
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Implicit Bias in Health Care




      The role of implicit biases on healthcare outcomes has become a concern,
      as there is some evidence that implicit biases contribute to health
      disparities, professionals' attitudes toward and interactions with
      patients, quality of care, diagnoses, and treatment decisions. This may
      produce differences in help-seeking, diagnoses, and ultimately treatments
      and interventions. Implicit biases may also unwittingly produce
      professional behaviors, attitudes, and interactions that reduce patients'
      trust and comfort with their provider, leading to earlier termination of
      visits and/or reduced adherence and follow-up. Disadvantaged groups are
      marginalized in the healthcare system and vulnerable on multiple levels;
      health professionals' implicit biases can further exacerbate these
      existing disadvantages.
    

      Interventions or strategies designed to reduce implicit bias may be
      categorized as change-based or control-based. Change-based interventions
      focus on reducing or changing cognitive associations underlying implicit
      biases. These interventions might include challenging stereotypes.
      Conversely, control-based interventions involve reducing the effects of
      the implicit bias on the individual's behaviors. These strategies include
      increasing awareness of biased thoughts and responses. The two types of
      interventions are not mutually exclusive and may be used synergistically.
    


1. INTRODUCTION



Suicide is a major, preventable public health problem, and healthcare professionals may encounter individuals at risk in a variety of clinical settings. Recognizing warning signs and risk factors, initiating appropriate conversations about suicidal thoughts, and accurately assessing the severity of suicide risk are essential skills for timely intervention. This course reviews the recognition and assessment of suicide risk, including warning signs, suicidal ideation, plans, intent, previous suicidal behavior, and access to lethal means. It also examines approaches to determining the level of acute risk and selecting appropriate interventions, including referral, hospitalization, safety planning, lethal-means restriction, continuity of care, and evidence-based treatment strategies. Particular attention is given to the needs of military service members and veterans, as well as considerations for healthcare professionals themselves.

2. IMMINENT SUICIDE



While risk factors for suicide represent broader, durable, and
      ongoing factors, a suicide crisis is a time-limited event that signals an immediate danger of
      suicide. A suicide crisis can be triggered by a particularly distressing event, such as loss
      of a loved one or career failure, and involve an intense emotional state in addition to
      depression, such as desperation (anguish plus urgent need for relief), rage, psychic pain or
      inner tension, anxiety, guilt, hopelessness, or acute sense of abandonment. Changes in
      behavior or speech can suggest that suicide is imminent; speech may be indirect, with
      statements such as, "My family would be better off without me." Persons contemplating suicide
      may also talk as if they are saying goodbye or going away, exhibit actions ranging from buying
      a gun to suddenly putting one's affairs in order, or deterioration in social or occupational
      functioning, increasing use of alcohol, other self-destructive behavior, loss of control, or
      rage explosions [1].
WARNING SIGNS



Most people who are suicidal exhibit warning signs, whether or not they are in an acute suicide crisis. These warning signs should be taken seriously and include observable signs of serious depression, such as unrelenting low mood, pessimism, hopelessness, desperation, anxiety, psychic pain, and inner tension; withdrawal from friends and/or social activities; sleep problems; and loss of interest in personal appearance, hobbies, work, and/or school [1,2]. Other signs include:
    
	Increased alcohol and/or other drug use
	Recent impulsiveness and taking unnecessary risks
	Talk about suicide, death, and/or no reason to live
	Making a plan (e.g., giving away prized possessions, sudden or impulsive purchase of a firearm, or obtaining other means of killing oneself, such as poisons or medications)
	Unexpected rage, anger, or other drastic behavior change
	Recent humiliation, failure, or severe loss (especially a relationship)
	Unwillingness to "connect" with potential helpers.


The following expressions of thoughts, feelings, or behaviors may also be warning signs of suicidal behavior [2]:
    
	Can't stop the pain
	Can't think clearly
	Can't make decisions
	Can't see any way out
	Can't sleep, eat, or work
	Can't get out of the depression
	Can't make the sadness go away
	Can't see the possibility of change
	Can't see themselves as worthwhile
	Can't get someone's attention
	Can't seem to get control


A mnemonic device IS PATH WARM has been developed for use in
        identifying suicide risk [3,4]. This mnemonic device was derived from the
        consensus of internationally renowned clinical researchers held under the auspices of the
        American Association of Suicidology. It consists of the following [3,4]: 
	Ideation
	Substance abuse
	Purposelessness
	Anxiety
	Trapped
	Hopelessness
	Withdrawal
	Anger
	Recklessness
	Mood change




3. SCREENING AND ASSESSMENT OF SUICIDE RISK



Many persons who die by suicide have contact with healthcare providers in the time preceding their deaths. Roughly 45% of all persons who die by suicide had contact with a mental health professional in the year before their deaths, and 75% of elderly persons who die by suicide had visited their physician in the month before their death [1,5]. Although close to 90% of these cases had diagnosable psychiatric illness at the time of death, only 30% reported suicidal ideation or intent to a health professional before their suicide attempt [1]. These figures suggest a widespread inadequacy in identifying and assessing at-risk persons by healthcare professionals, and numerous studies have concluded that health professionals often lack sufficient training in the proper assessment, treatment, management, or referral of suicidal patients [1,5]. Many health professionals also lack training in identifying grieving family members of loved ones who have died by suicide [5]. Primary care providers occupy a niche in the healthcare system and have perhaps the greatest opportunity to impact suicidal persons through educational means [5,6,7,8,9].
SCREENING IN THE PRIMARY CARE SETTING: EXPERT CONSENSUS



Many organizations have issued consensus statements regarding screening for suicide risk in the primary care setting. The U.S. Preventive Services Task Force (USPSTF) recommends healthcare providers screen for depression in the adult population, including pregnant and postpartum persons and older adults [10]. The Canadian Task Force on Preventive Health Care recommends against screening all adults 18 years of age and older for depression using a questionnaire with a cut-off score. This recommendation does not apply to adults with a personal history, current diagnosis, or clinical suspicion of a diagnosis of depression or another mental health disorder. It also does not apply to anyone who may be at elevated risk of depression [11].
The American Academy of Pediatrics (AAP) recommends universal
        screening for suicide risk throughout adolescence (12 years of age and older) and clinically
        indicated screening for children 8 to 11 years of age [12]. Screening should be performed in a developmentally and medically
        appropriate manner. The AAP notes that screening for depression is not the same as screening
        for suicide risk and that screening for depression alone misses 36% of patients at-risk for
        dying by suicide [12]. Screening children
        younger than 8 years of age is not recommended, but warning signs or parental reports of
        self-harm or suicidal behaviors should be assessed further; these may include [12]: 
	Talking about wanting to die or wanting to kill oneself
	Grabbing their throat in a "choking" motion, or placing their hand in the shape of
              a gun pointed toward their head
	Acting with impulsive aggression
	Giving away their treasured toys or possessions


The American Academy of Child and Adolescent Psychiatry recommends clinician awareness of patients at high risk for suicide (i.e., older male adolescents and all adolescents with current psychiatric illness or disordered mental state, particularly major depressive disorder), especially when complicated by comorbid substance abuse, irritability, agitation, psychosis, or previous suicide attempt [13]. Suicide risk should be assessed at each visit with patients with long-term SSRI use.

ASSESSMENT OF SUICIDE RISK



Initial Inquiry



Healthcare providers may encounter a patient they suspect
          is suicidal. This suspicion may be prompted by the presence of one or more of the risk
          factors for suicide described previously, patient history, a statement expressed by the
          patient, or by their intuition. This scenario may present a dilemma of how to proceed.
          Although some healthcare professionals are uncomfortable with suicidal patients, it is
          essential not to ignore or deny the suspicion of suicide risk. The first and most
          immediate step is to allocate adequate time to the patient, even though many others may be
          scheduled. Showing a willingness to help begins the process of establishing a positive
          rapport with the patient. Closed-ended and direct questions at the beginning of the
          interview are not very helpful; instead, use open-ended questions such as, "You look very
          upset; tell me more about it." Listening with empathy is in itself a major step in
          reducing the level of suicidal despair and overall distress [7,8]. It is helpful to lead into the topic gradually with a sequence of
          useful questions, such as [7,8]: 
	Do you feel unhappy and helpless?
	Do you feel desperate?
	Do you feel unable to face each day?
	Do you feel life is a burden?
	Do you feel life is not worth living?
	Have you had thoughts of ending your own life?


It is important to ask these questions after rapport has been established, when the patient feels comfortable expressing his or her feelings, and when the patient is in the process of expressing negative feelings [7,8].
After the patient confirms an initial suspicion of suicidal
          ideation, the next step is to assess the frequency and severity of the ideation and the
          possibility of suicide. It is important to ask the patient about whether a method has been
          developed and planned, the accessibility to the means to attempt suicide, and the
          magnitude of lethal intent in a manner that is not demanding or coercive, but is asked in
          a warm and caring way that demonstrates empathy with the patient. Such general questions
          might include [7,8]: 
	Have you made any plans for ending your life?
	How are you planning to do it?
	Do you have in your possession [pills/guns/other means]?
	Have you considered when to do it?


In general, the more an individual has thought about
          suicide, made specific plans, and intends to act on those plans, the greater the suicide
          risk. Thus, as part of the assessment of suicide risk it is essential to inquire
          specifically about the patient's suicidal thoughts, plans, behaviors, and intent. Such
          questions may often flow naturally from discussion of the patient's current situation, but
          in other cases they should be explicitly asked [14].
Other questions may help further elucidate suicidal thoughts, plans, or behaviors, including [14]:

Patient's Feelings about Living



	Have you ever felt that life was not worth living?
	Did you ever wish you could go to sleep and just not wake up?



Thoughts of Death, Self-Harm, or Suicide



	Is death something you've thought about recently?
	Have things ever reached the point that you've thought of harming yourself?



Follow-Up Questions



	When did you first notice such thoughts?
	What led up to the thoughts (e.g., interpersonal and psychosocial precipitants, including real or imagined losses; specific symptoms such as mood changes, anhedonia, hopelessness, anxiety, agitation, psychosis)?
	How often have those thoughts occurred (including frequency, obsessional quality, controllability)?
	How close have you come to acting on those thoughts?
	How likely do you think it is that you will act on them in the future?
	Have you ever started to harm (or kill) yourself but stopped before doing something (e.g., holding knife or gun to your body but stopping before acting, going to edge of bridge but not jumping)?
	What do you envision happening if you actually killed yourself (e.g., escape, reunion with significant other, rebirth, reactions of others)?
	Have you made a specific plan to harm or kill yourself? If so, what does the plan include?
	Do you have guns or other weapons available to you?
	Have you made any particular preparations (e.g., purchasing specific items, writing a note or a will, making financial arrangements, taking steps to avoid discovery, rehearsing the plan)?
	Have you spoken to anyone about your plans?
	How does the future look to you?
	What things would lead you to feel more (or less) hopeful about the future (e.g., treatment, reconciliation of relationship, resolution of stressors)?
	What things would make it more (or less) likely that you would try to kill yourself?
	What things in your life would lead you to want to escape from life or be dead?
	What things in your life make you want to go on living?
	If you began to have thoughts of harming or killing yourself again, what would you do?


For persons with previous suicidal or self-harm behavior, the following questions address the antecedents, methods, and aftermath [14]:
      
	Can you describe what happened (e.g., circumstances, precipitants, view of future, use of alcohol or other substances, method, intent, seriousness of injury)?
	What thoughts were you having beforehand that led up to the attempt?
	What did you think would happen (e.g., going to sleep versus injury versus dying, getting a reaction out of a particular person)?
	Were other people present at the time?
	Did you seek help afterward yourself, or did someone get help for you?
	Had you planned to be discovered, or were you found accidentally?
	How did you feel afterward (e.g., relief versus regret at being alive)?
	Did you receive treatment afterward (e.g., medical versus psychiatric, emergency department, inpatient versus outpatient)?
	Has your view of things changed, or is anything different for you since the attempt?
	Are there other times in the past when you've tried to harm (or kill) yourself?



Repeated Suicidal Thoughts or Attempts



	About how often have you tried to harm (or kill) yourself?
	When was the most recent time?
	Can you describe your thoughts at the time that you were thinking most seriously about suicide?
	When was your most serious attempt at harming or killing yourself?
	What led up to it, and what happened afterward?



Persons with Psychosis, Hallucinations, and Delusions



	Can you describe the voices (e.g., single versus multiple, male versus female, internal versus external, recognizable versus unrecognizable)?
	What do the voices say (e.g., positive remarks, negative remarks, threats)? If the remarks are commands, determine if they are for harmless versus harmful acts; ask for examples.
	How do you cope with (or respond to) the voices?
	Have you ever done what the voices ask you to do? What led you to obey the voices? If you tried to resist them, what made it difficult?
	Have there been times when the voices told you to hurt or kill yourself? How often? What happened?
	Are you worried about having a serious illness or that your body is rotting?
	Are you concerned about your financial situation even when others tell you there is nothing to worry about?
	Are there things that you have been feeling guilty about or blaming yourself for?



Potential to Harm Others



	Are there others who you think may be responsible for what you are experiencing (e.g., persecutory ideas, passivity experiences)? Are you having any thoughts of harming them?
	Are there other people you would want to die with you?
	Are there others who you think would be unable to go on without you?


When assessing for suicide, it is important to be cautious of misleading information or false improvement [7,8]. When an agitated patient suddenly appears calm, he or she may have made the decision to attempt suicide and feels calm after making the decision. Denial is another important consideration. Patients may deny harboring very serious intentions of killing themselves.
All patients at acute risk for suicide who are under the
          influence (intoxicated by drugs or alcohol) should be evaluated in an urgent care setting
          and be kept under observation until they are sober. If the patient is intoxicated when the
          initial assessment is completed, it should be repeated after he or she is sober [15].

Lethal Means



All persons at risk for suicide should be assessed for availability or intent to acquire lethal means, including firearms and ammunition, drugs, poisons, and other means in the patient's home [15].
Clinicians should always inquire about access to firearms and ammunition and how they are stored. For military members and veterans, this includes assessing privately owned firearms. In addition, medication reconciliation should be performed for all patients. For any current and/or proposed medications, consider the risk/benefit of any medications that could be used as a lethal agent to facilitate suicide. Consider prescribing limited supplies for those at elevated risk for suicide or with histories of overdose or the availability of a caregiver to oversee the administration of the medications. In addition to medications, the availability of chemical poisons, especially agricultural and household chemicals, should be assessed, as many of these are highly toxic [15].


DETERMINING LEVEL OF RISK AND APPROPRIATE ACTIONS



The formulation of the level of risk for suicide guides the most appropriate care environment in which to address the risk and provide safety and care needs. The first priority is safety. Patients assessed as having a clear intention of taking their lives will require higher levels of safety protection than those with less inclination toward dying. Patients who are at high risk for suicide may require inpatient care to provide for increased level of supervision and higher intensity of care. Those at intermediate and low acute risk may be referred to an outpatient care setting and, with appropriate supports and safety plans, may be able to be followed-up in the community (Table 1) [15].

Table 1: DETERMINE LEVEL OF RISK FOR SUICIDE AND APPROPRIATE ACTION
	Risk of Suicide Attempt	Indicators of Suicide Risk	Contributing Factorsa	Initial Action Based on Level of Risk
	High acute risk	
                Persistent suicidal ideation or thoughts
Strong intention to act or plan and access to lethal means
Not able to control impulse
Recent suicide attempt or preparatory
                    behaviorb


              	
                Acute state of mental disorder or acute psychiatric symptoms
Acute precipitating event(s)
Inadequate protective factors


              	
                Maintain direct observational control of the patient
Limit access to lethal means
Immediate transfer with escort to urgent/emergency care setting for
                    hospitalization


              
	Intermediate acute risk	
                Current suicidal ideation or thoughts
No intention to act
Able to control the impulse
No recent attempt or preparatory behavior or rehearsal of act


              	Existence of warning signs or risk factorsb and
                limited protective factors	
                Refer to behavioral health provider for complete evaluation and
                    interventions
Contact behavioral health provider to determine acuity of
                    referral
Limit access to lethal means


              
	Low acute risk	
                Recent suicidal ideation or thoughts
No intention to act or plan
Able to control the impulse
No planning or rehearsing a suicide act
No previous attempt


              	Existence of protective factors and limited risk factors	
                Consider consultation with behavioral health to determine need for
                    referral and treatment
Treat presenting problems
Address safety issues
Document care and rationale for action


              
	
                aModifiers that increase the level of risk for
                    suicide of any defined level include acute state of substance use, access to
                    means (e.g., firearms, medications), and existence of multiple risk factors or
                    warning signs or lack of protective factors.
bEvidence of suicidal behavior warning signs in
                    the context of denial of ideation should call for concern (e.g., contemplation
                    of plan with denial of thoughts or ideation).


              


Source: U.S. Department of Veterans Affairs. VA/DoD Clinical Practice
            Guideline for Assessment and Management of Patients at Risk for Suicide. Available at
              http://www.healthquality.va.gov/guidelines/MH/srb.




4. MANAGEMENT OF SUICIDAL PATIENTS



The opportunity for an emotionally disturbed patient with vague suicidal ideation to vent his or her thoughts and feelings to an understanding health or mental health provider may bring a degree of relief such that no further intervention is needed. However, in all cases the encouragement of further contact and follow-up should be conveyed to the patient, especially when inadequate social support is present. Independent of the actual catalyst, most suicidal persons possess feelings of helplessness, hopelessness, and despair and a triad of three cognitive/emotional conditions [7,8]:
  
	Ambivalence: Most suicidal patients are ambivalent, with alternating wishes to die and to live. The healthcare provider can use patient ambivalence to increase the wish to live, thus reducing suicide risk.
	Impulsivity: Suicide is usually an impulsive act, and impulse, by its nature, is transient. A suicide crisis can be defused if support is provided at the moment of impulse.
	Rigidity: Suicidal people experience constricted thinking, mood, and action and dichotomized black-and-white reasoning to their problems. The provider can help the patient understand alternative options to death through gentle reasoning.


Healthcare professionals should assess the strength and availability of emotional support to the patient, help the patient identify a relative, friend, acquaintance, or other person who can provide emotional support, and solicit the person's help [7,8]. The engagement of supportive third parties in the patient's life can be a useful tool in preventing suicide completion.
Adherence to established best practices generally assures that assessment and care will be ethical and legal. It is important to consider and document informed consent. Underlying key ethical principles include respect for persons, autonomy, and beneficence [16].
PHARMACOTHERAPY TO REDUCE SUICIDE RISK



Abundant evidence has demonstrated that lithium reduces the rate of suicidal behavior in patients with bipolar disorder and recurrent major depression and that clozapine reduces suicidal behavior in schizophrenia [17,18,19,20,21,22]. Both drugs reduce suicide risk independently of their effect on the primary psychiatric disorder. Although the exact anti-suicide mechanism of both drugs has yet to be identified, lithium enhances serotonergic activity and clozapine is a potent 5-HT2A antagonist. Serotonergic modulation is a likely explanation of the suicide-reducing effects of both medications, because aggression levels and suicide are correlated with prefrontal cortical 5-HT2A binding [23,24,25]. The U.S. Department of Veterans Affairs guideline states that there is insufficient evidence to recommend for or against lithium to reduce the risk of suicide attempts for patients with mood disorders [15]. Instead, the Department recommends ketamine infusion (for patients with suicidal ideation and major depressive disorder) or clozapine to reduce the risk of suicide attempts [15].

PSYCHOTHERAPY TO REDUCE SUICIDE RISK



In addition to pharmacotherapy, various psychotherapy
        approaches have been shown to decrease suicide risk in patients at low or intermediate risk
        for suicide [26]. Post-admission cognitive
        therapy is a cognitive-behavioral therapy approach designed to help patients who have
        suicide-related thoughts and/or behaviors. It consists of three phases of therapy for
        outpatients or inpatients [26]: 
	The patient is asked to tell a story associated with her or his most recent
              episode of suicidal thoughts, behavior, or both.
	The patient is assisted with modifying underdeveloped or overdeveloped skills that
              are most closely associated with the risk of triggering a suicidal crisis.
	The patient is guided through a relapse-prevention task.


Another cognitive-behavioral approach is cognitive-behavioral
        psychotherapy for suicide prevention, which involves "acute and continuation phases, each
        lasting about 12 sessions, and includes a chain analysis of the suicidal event, safety plan
        development, skill building, psychoeducation, family intervention, and relapse prevention"
          [27].
Dialectical behavior therapy was originally designed to
        address the self-harm impulses of patients with borderline personality disorder, but it has
        good evidence for use in most suicidal individuals. Dialectical behavioral therapy is an
        adaptation of cognitive-behavioral therapy and is based on the theoretical principle that
        maladaptive behaviors, including self-injury, are attempts to manage intense overwhelming
        affect of biosocial origin. It consists of the two key elements of a behavioral,
        problem-solving approach blended with acceptance-based strategies and an emphasis on
        dialectical processes. Dialectical behavioral therapy emphasizes balancing behavioral
        change, problem-solving, and emotional regulation with validation, mindfulness, and
        acceptance of patients. Therapeutic targets are ranked in hierarchical order, with
        life-threatening behaviors addressed first, followed by therapy-interfering behaviors, and
        then behaviors that interfere with quality of life.

MENTAL HEALTH REFERRAL



Depending on the level of suicide risk, referral to a mental
        health professional (e.g., psychologist, counselor, therapist), psychiatrist, or
        hospitalization may be warranted. Long-term treatment and follow-up will be required for
        many patients, and appropriate referral to outpatient facilities is often necessary. If the
        person is currently in therapy, the therapist should be called and involved in the
        management decision. If the patient does not have a therapeutic relationship with a mental
        health professional, referral to one should be made. Suicidal patients should be referred to
        a psychiatrist when any of the following are present: psychiatric illness; previous suicide
        attempt; family history of suicide, alcoholism, and/or psychiatric disorder; physical
        illness; or absence of social support [7,8]. After deciding to refer a patient
        to a mental health professional, the clinician should explain to the patient the reason for
        the referral and help alleviate patient anxiety over stigma and psychotropic medications. It
        is also important to help the patient understand that pharmacologic and psychological
        therapies are both effective and to emphasize to the patient that referral does not mean
        "abandonment." The referring clinician should also arrange an appointment with the mental
        health professional, allocate time for the patient following the initial appointment with
        the therapist or psychiatrist, and ensure the ongoing relationship with the patient [7,8].

REFERRAL TO BE HOSPITALIZED





Evidence Based Practice Recommendation

The Department of Veterans Affairs recommends choosing the appropriate
          care setting that provides the patient at risk of suicide maximal safety in the least
          restrictive environment. Despite insufficient evidence to demonstrate the effectiveness of
          acute hospitalization in the prevention of suicide, hospitalization is indicated in
          suicidal patients who cannot be maintained in less restrictive care settings.
https://www.healthquality.va.gov/guidelines/MH/srb
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Some indications for immediate hospitalization include recurrent suicidal thoughts, high levels of intent of dying in the immediate future (the next few hours or days), the presence of agitation or panic, or the existence of a plan to use a violent and immediate suicide method [7,8]. When hospitalizing a patient, she or he should not be left alone; the hospitalization and transfer of the patient by ambulance or police should be arranged and the family, and any appropriate authorities should be informed [7,8].
A patient may be discharged to a less restrictive level of care from an acute setting (emergency department/hospital/acute specialty care) after a behavioral health clinician evaluated the patient, or a behavioral health clinician was consulted, and all three of the following conditions have been met [15]:
    
	Clinician assessment indicates that the patient has no current suicidal intent.
	The patient's active psychiatric symptoms are assessed to be stable enough to allow for reduction of level of care.
	The patient has the capacity and willingness to follow the personalized safety plan (including having available support system resources).


The period following acute care intervention and subsequent discharge is a time in which patients are at elevated risk for suicide. Consistent postdischarge engagement offers a safety net of support and ensures that any new crisis is swiftly identified and addressed [15].

ADDITIONAL OPTIONS FOR CONTINUITY OF CARE



It is important to ensure that the patient has follow-up contact even after discharge to another provider. At the point of discharge, information should be provided on crisis options (referred to as "crisis cards") and free, universally available help, such as hotlines. There is evidence that follow-up outreach in the form of letters or postcards expressing care and concern and continuing for up to three years may be helpful in suicide prevention [28]. These letters should generally be non-demanding, allowing the opportunity but not the requirement for patients to respond.
Alternatively, patients may be followed-up with phone calls from a mental health professional or suicide crisis volunteer [28]. If phone follow-up is preferred, calls should be made weekly or biweekly, in some cases supplemented with a home visit, and should continue for a period of three to six months.
In many cases, partnering with a community crisis center can be helpful [29]. Crisis call centers are a crucial resource in linking patients to services and providing emotional support. According to the Suicide Prevention Lifeline, crisis center follow-up before a service appointment is associated with improved motivation, a reduction in barriers to accessing services, improved adherence to medication, reduced symptoms of depression, and higher attendance rates [30].

SAFETY PLANNING



The VA recommends establishing an individualized safety plan for all persons who are at high acute risk for suicide as part of discharge planning, regardless of inpatient or outpatient status [15]. The safety plan is designed to empower the patient, manage the suicidal crisis, and engage other resources. Safety should also be discussed with patients at intermediate and low risk, with appropriate patient education and a copy of a safety plan handout [15].
Stressful events, challenging life situations, mental/substance use disorders, and other factors can precipitate a crisis of suicidal thoughts and behaviors leading directly to self-injury. Advance anticipation of challenging situations and envisioning how one can identify and break a cycle of suicidal crises can reduce risk of self-injury and enhance a patient's sense of self-efficacy. Open dialogue between patients and clinicians to establish a therapeutic alliance and develop strategies and skills supporting the patient's ability to avoid acting on thoughts of suicide (including minimizing access to lethal means) is an essential component of suicide prevention in clinical settings. Putting this thinking-through process in writing for the anticipation of a suicidal crisis and how to manage it constitutes a patient's safety (action) plan [15].
Safety planning is a provider-patient collaborative
        process—not a "no harm" contract. The safety planning process results in a written plan that
        assists the patient with restricting access to means for completing suicide, problem-solving
        and coping strategies, enhancing social supports and identifying a network of emergency
        contacts including family members and friends, and ways to enhance motivation. These plans
        are tailored to the patient by assisting with identifying his or her specific warning signs
        and past effective coping strategies [15].
The safety plan should include the following elements, as
        appropriate: 
	Early identification of warning signs or stressors
	Enhancing coping strategies (e.g., to distract and support)
	Utilizing social support contacts (discuss with whom to share the plan)
	Contact information about access to professional help
	Minimizing access to lethal means (e.g., weapons and ammunition or large
              quantities of medication)


The safety plan should be reviewed and updated by the healthcare team working with the patient as needed and shared with family and other supportive third parties if the patient consents. Safety plans should be updated to remain relevant during changes in clinical state and transitions of care [15].
Providers should document the safety plan or reasons for not completing such a plan in the medical record. In addition, patients should receive a copy of the plan [15].
Limiting Access to Lethal Means



Restricting at-risk patients from access to lethal means is considered an essential part of suicide prevention and safety planning. Methods of ensuring persons with suicidal intent do not have access to lethal means include restriction of access to firearms and ammunition, safer prescribing and dispensing of medications to prevent intentional overdoses, and modifying the environment of care in clinical settings to prevent fatal hangings [15]. For military service members, concerns about firearms should include privately owned guns and ammunition. It is also important to educate caregivers, family members, and/or other supportive third parties regarding the potential dangers of lethal means and how to keep these items or substances from the patient.
Storing firearms away from suicidal individuals can reduce gun deaths [15]. It must be stressed that the firearms are still the property of the individual, and they are not "giving them away." Options for safe storage of firearms include removing ammunition from an individual's possession, asking a friend or relative to take possession of firearms, disassembling firearms and storing various parts in different locations, storing firearms at a storage unit or gun locker at a shooting range, storing firearms at a gun shop or pawn shop, asking law enforcement to take possession of firearms, or storing personal firearms at military unit arms rooms [15]. The least restrictive and most acceptable means of removing easy access to lethal means should be employed in order to assure an individual welcomes the intervention. It is important to avoid implying that an individual is incapable of firearm possession or that they are unfit in a legal sense.


CONSIDERATIONS FOR VETERANS



With military service members, the command element should also be involved in education, safety planning, treatment planning, and implementation of duty limitations. Additional areas to address are the patient's medical and other specific needs. These may be psychosocial, socioeconomic, or spiritual in nature [15].
The VA/DoD has made the following recommendations when creating a treatment plan for veterans and active service members [15]:
    
	Providers should take reasonable steps to limit the disclosure of protected health information to the minimum necessary to accomplish the intended purpose.
	Providers should involve command in the treatment plan of service members at high acute risk for suicide to assist in the recovery and the reintegration of the patient to the unit. For service members at other risk levels, the provider should evaluate the risk and benefit of involving command and follow service department policies, procedures, and local regulations.
	When performing a medical profile, the provider should discuss with command the medical recommendation and the impact on the service member's limitations to duty and fitness for continued service.
	Providers should discuss with service members the benefit of having command involved in their plan and assure them their rights to protected health information, with some exceptions, regarding to the risk for suicide.
	As required by pertinent military regulations, communicate to the service member's
              chain of command regarding suicidal ideation along with any recommended restrictions
              to duty, health and welfare inspection, security clearance, deployment, and firearms
              access. Consider redeployment to home station any service member deployed to a
              hazardous or isolated area.
	Service members at high acute risk for suicide who meet criteria for hospitalization
              and require continuous (24-hour) direct supervision should be hospitalized in almost
              all instances. If not, the rationale should specifically state why this was not the
              preferred action, with appropriate documentation.
	During operational deployment conditions or other extreme situations during which hospitalization or evacuation is not possible, "unit watch" may be considered as appropriate in lieu of a high-level care setting (hospitalization), and service department policies, procedures, and local regulations should be followed.
	Because of the high risk of suicide during the period of transition, providers should pay particular attention to ensure follow-up, referral, and continuity of care during the transition of service members at risk for suicide to a new duty station or after separation from a unit or from military service.



CONSIDERATIONS FOR HEALTHCARE PROFESSIONALS



Although confidentiality is crucial when caring for any patient, this is heightened for healthcare providers who would potentially be seeking assessment and treatment in their workplace. All healthcare providers should be offered the opportunity for anonymous screening for depression and suicide. The healer education assessment and referral (HEAR) screening program is a sustainable suicide prevention program that uses an anonymous method to provide screening for untreated depression or suicide [16,31]. The American Foundation for Suicide Prevention also provides services specifically for healthcare providers, accessible at https://afsp.org/suicide-prevention-for-healthcare-professionals.


5. CONCLUSION



Suicide is a significant and preventable public health concern, and healthcare professionals have an important role in recognizing individuals who may be at risk and responding appropriately. Effective suicide prevention begins with recognizing warning signs and risk factors, engaging patients in open and empathetic communication, and conducting a thorough assessment of suicidal thoughts, plans, behaviors, intent, and access to lethal means. The level of acute risk should guide the intensity and setting of intervention, from addressing presenting concerns and arranging appropriate follow-up to behavioral health referral or immediate emergency evaluation and hospitalization.
Safety planning, restriction of access to lethal means, involvement of appropriate supports, and continuity of care are important components of ongoing suicide prevention. Individualized safety plans can help patients recognize warning signs, use coping strategies, engage supportive individuals, access professional resources, and reduce access to potentially lethal means. Particular attention should also be given to transitions in care and the needs of populations, such as military service members and veterans. Through timely identification, compassionate assessment, appropriate intervention, and continued follow-up, healthcare professionals can help reduce suicide risk and connect patients with the resources and care they need.
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