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Abstract  

Background: The effect of safety planning for patients discharged from the emergency 

department (ED) with suicidal risk is not yet determined but using safety plans to mitigate 

suicidal behavior is regarded as best practice. 

Importance: ED patients do not consistently follow up with recommended outpatient mental 

health treatment. However, brief ED interventions, including individualized suicide safety plans, 

can reduce suicide risk and improve patient safety after ED discharge. 

Aims: The project aimed to improve the safety of positively identified suicidal risk patients in 

the ED of a regional medical center in the Upper Midwest with brief ED interventions to reduce 

suicide risk.  

Method: Based upon a positively identified suicide risk using the Colombia Suicide Severity 

Rating Scale (C-SSRS), the Stanley and Brown Suicide Safety Template was utilized to develop 

safety plans for patients with suicidal risk. A Likert survey then measured the effectiveness of 

suicide safety plans constructed by staff and patient participants. 

Conclusion: Results showed that promoting better suicide-related care processes improved 

suicide prevention. The Stanley and Brown Suicide Safety Template was identified as a best 

practice by the project’s clinical site for suicide prevention and is both feasible and helpful from 

patient and nurse perspectives. 

Keywords: suicide safety plan, suicide, suicidal ideation, behavioral health, registered nurses, 

emergency department 
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Improving Patient Safety with Stanley and Brown Suicide Safety Template 

Suicide has reached epidemic proportions in the United States (U.S.), with 47,173 people 

dying by suicide in 2017 and 1,400,000 more attempting suicide (American Foundation for 

Suicide Prevention, 2017). Suicide is the 10th largest cause of mortality in the U.S., costing the 

country almost $70 billion each year (American Foundation for Suicide Prevention, 2017). 

Suicide attempts are more frequent among those with higher medical severities suffering from 

higher rates of severe depression, repetitive/intense thoughts of suicide completion, and higher 

rates of psychological symptoms (Kim et al., 2019). U.S. suicide statistics show a trending rise 

every year, which calls for action (American Foundation for Suicide Prevention, 2017).   

Suicidal behavior or ideation are identified in 10% of all visits to the emergency 

department (ED) (Betz & Boudreaux, 2016). Lu et al. (2018) found that 38% of suicidal patients 

had seen a health care provider within a week before a suicide attempt, 64% of suicidal patients 

had seen a health care provider within a month before the attempt, and close to 95% had seen a 

health care provider within a year of a suicide attempt. Therefore, this project highlights the 

importance of identifying suicidal ideation (SI) during health care visits.  Specifically, it 

recommends using individually designed suicide safety strategies, including personalized suicide 

safety plans, to increase patient safety following discharge from the ED. Safety planning is easy 

to complete and understand and is feasible for both suicidal patients and ED staff. Safety plans 

are made up of suicidal crisis warning signals, coping strategies, supportive social contacts, local 

mental health contact information, and courses of action to make the home environment safe 

(Stanley et al., 2018).  Safety plans have been demonstrated to reduce suicidal behavior by 45% 

after discharge and are excellent strategies for guiding patients through suicidal crises (Stanley et 

al., 2018; Green et al., 2018). It is critical to identify all patients experiencing suicidal ideation in 
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the health care setting to maintain their safety while in the hospital and after discharge. Forte et 

al. (2019) found that suicide risk is highest after being discharged from the hospital and inversely 

proportional to the date of discharge. 

Local Problem 

Prior to the project, no suicide prevention strategies were implemented in the ED of the 

clinical site. The Columbia Suicide Severity Rating Scale (C-SSRS) was used in the ED as part 

of the triage process to identify suicide risk in all patients. However, a need was identified to 

implement suicide safety plans on all patients who scored positive for suicide risk on the C-

SSRS (see Appendix A). Every patient who presented to the ED was asked a series of questions 

about suicidal ideation, behavior, and plans (The Columbia Lighthouse Project, 2016). Any 

answer of yes to any C-SSRS question was identified as positive suicide risk at this clinical site. 

A safety plan was initiated when suicide risk was detected; however, these safety measures did 

not include a suicide safety plan for discharge. Therefore, this project targeted a 90% completion 

rate for suicide safety plans in the ED for positively identified suicidal patients, allowing for a 

10% rate of patient refusals to participate in safety plan completion.  

Intervention 

 This quality improvement project entailed an ED workflow process change that included 

the implementation of the Stanley and Brown Suicide Safety Plan Template in the behavioral 

health (BH) zones of the ED (see Appendix B). The BH zones included two locked units 

consisting of four beds in each zone that provided a ligature free area for enhanced safety.  The 

Stanley and Brown Suicide Safety Template includes patient-identified warning signs, family or 

friend contact information, environmental safety measures, internal coping strategies, and a “life 

worth living for” statement (Stanley and Brown, 2008). “A life worth living for” statement is a 
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dialectical behavioral therapy tool (DBT) that assists the patient in identifying an aspect of their 

life they deem valuable enough to continue living for. It was implemented on all ED patients in 

the BH zones who scored at any level of suicide risk on the C-SSRS along with the application 

of specific dialectical behavior therapy (DBT) skills to improve patient self-management of 

suicide ideation. Handouts were delivered to ED staff containing all necessary instructions. The 

goal of this project was to improve patient safety with individualized suicide safety plans after 

ED discharge.  

Methods 

Setting 

The study was conducted in the ED of an upper Midwestern regional medical center that 

retained over 14,000 employees (Bridging Health Duluth, 2019). In 2019 – 2020, this ED had an 

average of 3,256 total patient visits per month, with an average of 10.84% of total visits for 

psychiatric reasons (S. Lepak, personal communication, July 1, 2020). It served a widespread 

population of over 200,000 people, the majority of whom resided in rural parts of the county 

(Bridging Health Duluth, 2019).  

Sample 

Patient participants who met eligibility criteria (N = 93) were identified as at risk (high or 

low) for suicide as determined by the C-SSRS, 18 years of age or older, and English speaking.  

Among eligible participants, n = 32 returned baseline survey data, with n = 27 usable surveys 

from 21 female and six male respondents. Staff participants included the behavioral health RNs 

and behavioral health technicians who worked with the included population of patients in the BH 

zones of the ED and who had some knowledge of Dialectical Behavior Therapy (DBT) skills. 

Staff respondents included four female RNs.  
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Procedures 

After completing an assessment of the staff’s capabilities to start utilizing suicide safety 

plans that included DBT skills, the following objectives were implemented:  

Objective 1 

 Two weeks prior to project implementation, 100% (N = 8) of core RNs in the behavioral 

health (BH) zones of the ED completed an education session on how to utilize and individualize 

the Stanley and Brown Suicide Safety Template. The project leader created an educational 

program in the form of a packet of information that included a copy of Stanley and Brown’s 

suicide safety template (see Appendix B). An example of a completed form and a list of internal 

coping strategies were included for educational use. BH RNs received education on how to 

individualize the template for each patient. They validated patients’ unique strengths and guided 

them in how to utilize strengths and skills during suicidal crises. Specific DBT skills reviewed in 

the educational program for staff were DBT skills they previously had received training in as 

part of their required behavioral health education.  

The project leader met individually with all BH RNs during educational sessions. Prior to 

project implementation, input had been sought from all BH RNs on the possible inclusion of 

other DBT refresher topics (see Appendix D). When RNs were comfortable, they signed off on 

the education with a statement that they understood the content and were ready to work with 

patients to create safety plans. The educational packet was available for BH RNs to keep and 

included the project leader’s contact information for questions. The success of the 

implementation was measured by percent completion of staff education relative to a 100% 

benchmark.   

Objective 2 
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Subsequent to staff education and during the 8-week implementation period that 

followed, patients identified with the C-SSRS as being at any level of suicide risk received 

individualized suicide safety plans. BH RNs worked with suicidal patients to create an 

individualized safety plan and educated the patient on how to utilize the safety plan after 

discharge. They documented in progress notes that they had completed the safety plan with the 

patient before discharge and that the patient verbalized understanding of how to use the safety 

plan. They ensured that they had reviewed the safety plan with the patient as part of discharge 

education and that patients had a physical copy of the safety plan in their possession at discharge. 

The project leader and clinical manager audited charts biweekly through the EPIC charting 

system to review the rate of suicide safety plan completion and to assess charts that had flagged a 

suicide risk on the C-SSRS. They also checked in with BH RNs every 2 weeks to monitor the 

progress of the implementation. The success of the implementation was measured by the rate of 

completion of suicide safety plans as documented in EPIC. The benchmark was 90% completion 

of suicide safety plans for all patients identified by the C-SSRS as being at any level of suicide 

risk, with an estimated 10% of patients refusing to complete the suicide safety plan. 

Objective 3 

 Four weeks post-discharge, the project leader contacted by phone 100% of discharged 

patients who had signed a consent form to complete a post-discharge Likert-scale survey to 

evaluate the effectiveness of suicide safety plans as measured by EPIC chart documented rate of 

ED return or re-hospitalization in the 4 weeks following discharge. The goal was 0% 

rehospitalization within 4 weeks of discharge. The survey documented how easy the safety plan 

was to use and how many times patients returned to the ED for suicide ideation during the month 

following discharge. The 5-point Likert scale included values ranging from 1 to 5, with 1 
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indicating strong disagreement and 5 indicating strong agreement. Patients were given an 

opportunity to offer suggestions or express any other concerns or questions they might have 

about the implementation of the Stanley and Brown Suicide Safety Template. Data from post-

discharge phone calls were compiled, analysed, and shared with the clinical manager to 

disseminate the results to appropriate interests within the clinical agency.  

Objective 4 

 Within 2 weeks of project completion, BH RNs were to return a post-intervention, 

program evaluation survey. The project leader distributed a paper copy of the survey to each BH 

RN who participated in the project. A 5-point Likert scale was utilized with values ranging from 

1 to 5, with 1 indicating strong disagreement and 5 indicating strong agreement. The project 

leader collected surveys within 7 days of distribution, analysed results, and disseminated findings 

to the clinical manager. The project's overall effectiveness was determined by staff scores ≥ 4 for 

all items on staff post-intervention surveys. 

Results 

Nursing Staff Responses  

The staff post-intervention survey was completed by four nursing staff members who 

were asked to state their perception of seven independent statements on a scale of 1-5, with 1-3 

representing strongly disagree and 4-5 representing strongly agree. To obtain a representative 

value for each statement, the average of the responses to each statement was calculated. Average 

values greater than 3 indicated that most participants accepted/agreed with the statement, while 

average values less than 3 indicated that the majority disagreed/rejected the statement. All seven 

statements were accepted because the average values were all greater than 3.0 (see Table 1). As a 

result, it can be concluded that nursing staff agreed with statements Q1-Q7.  
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The statements also were checked for pre-existing associations to see if a staff response 

to one statement influenced their decision on another. Given that the data were not normally 

distributed, a Spearman rank correlation was used. Results revealed no significant correlation (p 

> 0.05, r < 0.50), indicating that the nursing staff's perception of one statement had no bearing on 

their choices in the other. As a result, all their responses to each statement were independent of 

one another. 

Table 1 

Descriptive Summary of Nursing Staff Responses  

No. Statement Mean ± SD Comment 

Q1 
The DBT educational handout was helpful in the creation of 

Stanley & Brown's Brief Suicide Safety Template 4.5 ± 0.58 Accept 

Q2 
Patients were receptive to completing Stanley & Brown's 

Brief Suicide Safety Template 3.75 ± 0.50 Accept 

Q3 

 

The coping skills examples were helpful in guiding patients 

to create the Stanley & Brown's Brief Suicide Safety 

Template 4.25 ± 0.50 Accept 

Q4 
I feel it is beneficial for patient discharge planning to 

complete Stanley & Brown's Brief Suicide Safety Template 4.75 ± 0.50 Accept 

Q5 
The DBT refresher packet assists me to individualize 

suicide safety plans with patients 4.25 ± 0.50 Accept 

Q6 

 

I feel confident in completing suicide safety plans with 

patients 4.75 ± 0.50 Accept 

Q7 
I feel the Stanley & Brown's Brief Suicide Safety Template 

could be completed in a timely manner 4.5 ± 0.58 Accept 
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Figure 1 

Boxplot Depicting Distribution of Nursing Staff Responses for Each Statement 

 

 

 

 

 

 

 

 

Note: To see if there are any significant differences in the distribution of responses to each 

statement, a Kruskal Wallis one-way Anova was performed. Results show that there is no 

statistically significant difference (p > 0.05) in the responses for the seven independent 

statements. This means that nursing staff have the same perception for each statement and agree 

that suicide safety plans are feasible, effective, and beneficial for the patients in the ED setting. 

Patient Responses  

Twenty-seven patients completed the patient post-discharge survey (see Table 2). These 

patients were asked to provide their perception of seven independent statements on a scale of 1-

5, with 1-3 indicating strongly disagree and 4-5 indicating strongly agree. Only six patients 

provided responses to the statement QP6. The average of the responses to each statement was 

taken to obtain a representative value for each statement. Most participants accepted/agreed with 

the statement if the average value was greater than 3, while the majority disagreed/rejected the 

statement if the average value was less than 3.   
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Table 2 shows that the response averages for the statements QP1, QP2, QP3, QP6, and 

QP7 were greater than 3.0. This means that most patients agreed with these statements. While the 

average values for statements QP4 and QP5 were found to be less than 3.0. Most participants 

disagreed with the statements. Thus, it can be summarized that the statements QP1, QP2, QP3, 

QP6 and QP7 should be accepted, while the statements QP4 and QP5 should be treated as false. 

Pre-existing associations were also checked in the statements. This was done to determine 

whether a patient response to one statement influenced their decision on another. Given the non-

normal distribution of the data, a Spearman rank correlation was used to investigate this. 

According to the correlation test results, the statements QP1, QP2, and QP3 are significantly 

correlated (p < 0.05, r > 0.50). This means that if a patient agrees with statement Q1, there is a 

good chance they will also agree with QP2 and QP3. There was also a significant correlation 

between QP4 and QP5 (p < 0.05, r > 0.50). 

Table 2 

Descriptive Summary of Patient Responses   

No. Statement Mean ± SD Comment 

QP1 

I found my suicide safety plan easy to use after 

discharge from the emergency department 3.81 ± 1.66 Accept 

QP2 

I felt my suicide safety plan was individualized to 

my personal needs 3.70 ± 1.68 Accept 

QP3 

I felt the nurses was able to provide good guidance 

in creating a beneficial discharge safety plan 4.04 ± 1.43 Accept 

QP4 

I utilized my suicide safety plan when I felt 

suicidal or experienced urges to harm myself 2.78 ± 1.87 Reject 

QP5 

I felt increasingly safe discharging from the 

emergency department with the safety plan in my 

possession 2.74 ± 1.87 Reject 

QP6 

I utilized the safety plan before seeking 

emergency services (if patient was readmitted 

within 4 weeks) 4.83 ± 0.41 Accept 

QP7 

I felt that I understood how to utilize the safety 

plan effectively before discharge from the 

emergency department 4.58 ± 0.99 Accept 
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Figure 2 

Boxplot Depicting the Distribution of Patient Responses for Each Statement 

 

Note: A Kruskal Wallis one-way Anova test was conducted to look for any significant 

differences in the distribution of responses to each statement. Results revealed that the 

distributions of the statements QP1, QP2, QP3, QP4, and QP5 were significantly different (p < 

0.05) from those of QP6 and QP7. The distribution for statements QP6 and QP7 is significantly 

higher (p < 0.05) than the distribution for statements QP1, QP2, QP3, QP4, and QP5. This means 

that QP6 and QP7 have a higher agreement distribution than QP1, QP2, QP3, QP4, and QP5. 

Does Rehospitalization Affect Patient Perception?  

When resocialization was considered (i.e., distinguishing patients who participated in 

QP6 from those who did not, as shown in Table 3 below), the distribution of QP4 and QP5 was 

significantly altered. Table 2 shows that most patients disagreed with the statements QP4 and 

QP5. However, when the responses were separated based on rehospitalization (Table 3), it was 

discovered that most re-hospitalized patients agreed with statements QP4 and QP5. As a result, it 
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is possible to conclude that rehospitalizations influence a patient's perception of statements QP4 

and QP5. 

Table 3 

Description of Patient Responses Categorized Based on Rehospitalization 

Statement Category  Mean ± SD comment 

QP1 

not Rehospitalized  3.52 ± 1.78 Accept  

Rehospitalized  4.83 ± 0.41 Accept  

QP2 

not Rehospitalized  3.43 ± 1.80 Accept  

Rehospitalized  4.67 ± 0.52 Accept  

QP3 

not Rehospitalized  3.81 ± 1.54 Accept  

Rehospitalized  4.83 ± 0.41 Accept  

QP4 

not Rehospitalized  2.19 ± 1.69 Reject  

Rehospitalized  4.83 ± 0.41 Accept  

QP5 

not Rehospitalized  2.14 ± 1.68 Reject  

Rehospitalized  4.83 ± 0.41 Accept  

QP7 

not Rehospitalized  4.57 ± 1.08 Accept  

Rehospitalized  4.60 ± 0.55 Accept 

 

Outcomes and Limitations 

This project was conducted in the ED of a regional medical center in the upper Midwest.  

Safety plans were initiated in the locked behavioral health zones by behavioral health nurses. 

Each behavioral health nurse met with the project leader and completed a DBT refresher 

education discussion to assist patients in identifying coping skills to use for their safety plan. 

Each behavioral health nurse documented that they understood the suicide safety plan and how to 

collaborate with the patient in the creation of a safety plan. Subsequently, the intervention started 

in the behavioral health zones in the ED. 

Reviewing the hospital’s charting system for suicide plan completion, it  
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soon became apparent that suicide plan completion was rarely documented and required further 

staff education. Despite continued education, the project soon relied on the completed patient 

consent forms as staff were completing suicide safety plans but not typically documenting their 

completion in their notes for review.  Staff burnout, turn-over, high acuity patients, and lack of 

easy flowsheet documentation for completion of the safety plan are likely to have contributed to 

the poor documentation outcome, leading to an inability to achieve the Objective 2 benchmark of 

capturing every patient suicide safety plan to reach a 90% completion rate. 

The suicide safety plans were still being completed or at least offered if the patient chose 

not to participate in the study. Due to the lack of chart documentation, quantifying a percentage 

of suicide plan completion for all those who scored as a risk on the C-SSRS was no longer 

feasible. After continued staff feedback, it was estimated that more than 10% of the patients 

refused to participate in the study but most still completed a suicide safety plan and were sent 

home with a physical safety plan at discharge. 

Eight weeks turned out to be too short a time to acquire a large enough sample size. At 

the end of the 8-week period, 11 patient participant consents were turned in for post-discharge 

surveys, and only 2 participants had answered follow-up phone calls to complete the post-

discharge survey. The plan was reviewed with the clinical manager and a decision was made to 

continue intervention until approximately 100 consents were obtained for post-discharge 

surveys. Thus, project implementation lasted from March 2021 to October 2021, and 93 patients 

provided consent for a follow-up phone call to complete the post-discharge survey. 

Of the 93 patients who consented, 32 patients were reached via phone post-discharge. 

Many of the 93 patients had disconnected phone numbers or no longer owned the number they 

provided. Five became disqualified upon further participant identification: Two had legal 
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guardians, two resided in group homes and were unsure if they had legal guardians, and one was 

17 years old, leaving 27 participants for data collection and analysis. Of the BH nurses, only four 

female nurses remained to participate in the staff post-intervention survey due to employee 

turnover. 

Based on the post-discharge patient survey, most patients found the suicide safety plans 

easy to use, understandable, and individualized. Most patients found their nurse to be helpful and 

knowledgeable in the creation of the suicide safety plan, and most patient participants found they 

understood how to utilize the safety plan before discharge. Fewer than half of the participants 

found that the safety plan had increased their sense of safety after discharge from the hospital. 

Question QP4 revealed that less than half of participants utilized the safety plan when they had 

suicidal urges. However, many utilized the coping skills and contact information that was listed 

within their safety plan, and most reported they did not physically acquire their safety plan for 

use when suicidal thoughts or behavior arose. The patient survey question QP5 itself may have 

been poorly worded as some participants provided feedback that they typically felt safer when 

they were accompanied by a family member or friend versus using a “paper” that required them 

to be self-reliant during a mental health crisis, which was similarly found in reports from 

veterans with suicidal ideation in DeBeer’s et al. (2019) study. Lastly, of the participants 

applicable for QP6 on the patient survey, all agreed they had utilized or reviewed their safety 

plan before readmission to an ED or inpatient mental health unit for suicidal ideation.  

A limitation that may have contributed to the rejection of patient survey questions QP4 

and QP5 is lack of consideration in the safety plan for age, culture, or demographic factors, 

which Rogers et al. (2022) noted in their suicide safety plan study. The Stanley and Brown safety 

plan template enhances a patient’s perspective of their own coping skills and local contacts but 
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does not explore possible considerations of cultural or demographic needs, such as lack of 

finances, lack of family/friend supports, lack of nearby cultural supports, lack of transportation in 

rural areas, and shortage of rural psychiatric providers. The regional medical center provides care 

to many local rural communities; and since pandemic COVID-19, care has been enhanced 

through telehealth. However, telehealth is not appropriate for those struggling with suicidal 

ideation. Mental health appointments at this site are booked months in advance, limiting a 

patient’s options to remain in an outpatient setting when they experience suicidal ideation. 

Another limitation of the suicide safety plan is the lack of consideration of current 

symptoms of hopelessness, apathy, or fatigue in the creation of the safety plan (Rogers et al., 

2022). Because the ED is often the first point of access for a patient who is experiencing those 

symptoms in conjunction with suicidal ideation, symptoms are typically at their worst and 

mentation may be clouded, which often leads to patient refusal to participate or poor 

participation in a safety plan. 

Discussion 

Considering a safety plan is a collection of coping methods organized in a hierarchical 

order that may be used before or during a suicide crisis, it can assist the patient to determine 

whether they need to return to an acute level of care for safety reasons (Brown et al., 2005; 

Matarazzo et al., 2014). Stanley and Brown’s brief suicide safety template has been implemented 

to manage suicidal crises and has proven to be empirically successful in decreasing suicidal 

behavior in previous studies (Green et al., 2018; Stanley et al., 2018; Rogers et al., 2022). This 

project captured that when suicidal crises arose patients were able to review their suicide safety 

plan and use it to determine if they needed to return to the ED. The six participants who were 

hospitalized reviewed their safety plans before rehospitalization, which is a highlight of this 
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project. This project also captured that (a) behavioral health nurses are competent to collaborate 

with patients in the creation of suicide safety plans, (b) the plans are easy to use, and (c) patients 

can understand fully how to use the safety plan before discharge. Behavioral health nurses 

reported they felt confident in assisting patients with suicide safety plans and felt they were 

beneficial for patients during hospitalization and after discharge. Considering the small size of 

participants and the project’s status as quality improvement, findings are not generalizable, but it 

demonstrates that those in crisis can utilize a safety plan and avoid suicidal behavior by returning 

to an ED as guided by the safety plan. 

The process changes in the ED within the behavioral health zones proved to be a positive 

change in nursing care. Physicians and patients benefited from an intervention that promoted 

continuity of care to enhance safety until patients could meet with their primary mental health 

care provider. Providers stated they felt more comfortable discharging a patient who was mental 

health stabilized while in the ED. Behavioral health nurses reported confidence in creating safety 

plans with patients and reported it assisted with risk assessment, as it facilitated more in-depth 

exploration of the patient’s suicidal ideation and identified beneficial coping skills that the 

patient could use not only at home but also while boarding in the ED. The creation of a suicide 

safety plan did not appear to present any harm to participants; rather, it assisted them to become 

more self-aware of triggering factors, coping skills, and ways to improve immediate environment 

safety with the goal of decreasing suicidal ideation and behavior. 

Safety planning may be especially useful when the opportunity for emergent outpatient 

mental health appointments is limited and the risk of suicide post-discharge is high (Stanley and 

Brown, 2012). A surprising fact about this project was the positive feedback received from 

providers that it assisted them in their decision for discharge when the patient had stabilized after 
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boarding for an extended period in the ED to await an inpatient mental health bed, which often 

are in short supply.  Providers expressed they felt more confident in discharging a post-suicidal 

stabilized patient as they had a plan to utilize coping strategies, engage family members, and 

return to the ED if suicidal crises again arose. In the future, suicide safety plans might be 

explored as a risk mitigation factor for providers who must decide whether to send patients 

involuntarily (on a legal hold) to a psychiatric inpatient unit even after their suicidal ideation 

resolved while boarding in the ED.  

The Stanley and Brown brief suicide safety template is a promising intervention to 

mitigate the risk of suicide when evaluating and treating patients who are at increased risk for 

suicide. It can serve as a valuable complement to risk assessment (Stanley and Brown, 2012). 

Results are consistent with findings that suicide safety planning reduced suicide attempts during 

a follow-up period after discharge from ED in the six participants who were re-hospitalized 

(Boudreaux et al., 2020). Results are also consistent with past research (Brown et al., 2020) that 

found that C-SSRS screening combined with Stanley and Brown safety planning was easy to use, 

reduced suicide risk, and guided those who required rehospitalization to utilize a safety plan to 

internally reflect on whether they required acute care. There is a need for randomized trials with 

the full range of ED patients to assess the broader effect of Stanley and Brown’s Safety plan on 

suicidal risk behavior.  

Conclusion 

Death is a rare event, but suicide attempts are significant problems worthy of further 

study and prevention efforts. The Stanley and Brown Suicide Safety Template, which includes 

patient-identified warning signs, family or friend contact information, internal coping strategies, 

environmental safety measures, and a “life worth living for” statement, may contribute to a 
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reduction in suicidal behavior following visits to the emergency department. The staff managing 

emergency department patients and ED nurses can help prevent suicide risk by creating safety 

plans collaboratively with suicidal patients and teaching DBT coping skills during ED boarding. 

Brief ED suicide safety plan interventions are both feasible and effective, depending on the ED 

environment and local resources. 
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