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SUMMARY 
The suicide safety plan is a plan of action created by the clinician and patient that essentially charts the course of what the 

patient should do if he/she begins to experience suicidal urges. It is important for clinicians to learn how to implement a safety plan 
so that they can offer this service to their patients and teach their colleagues and associates about suicide safety planning. The safety 
plan is a great tool employed to help patients with suicidal urges, but trainees-clinicians and clinician associates alike - should fully 
understand that it is not a form of treatment. However, since an effective treatment for suicidality does not exist, practitioners should 
definitely use suicide safety planning. Although more resources are now being provided to individuals with suicidal behavior, more 
research needs to be done to develop new, effective methods of treatment and prevention of suicidal behavior. 
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*  *  *  *  *  

INTRODUCTION 

Suicide is a major healthcare problem in the United 
States and around the world (Sher 2004, Mann et al. 
2005, Hawton et al. 2009). In the United States, more 
than 34,000 people commit suicide each year (CDC 
2010). Globally, there are more than one million suicide 
deaths per year and this rate has increased by 60% in the 
last 45 years (World Health Organization 2011). 

There is no effective treatment for suicidal behavior. 
More than 90% of individuals with suicidal behavior 
suffer from Axis I psychiatric disorders (Mann et al. 
2005). Clinicians treat underlying psychiatric as well as 
neurological and medical conditions in an attempt to 
alleviate patients’ suicidal ideations and urges (Sher 
2004, Mann et al. 2005, Hawton et al. 2009). It is 
difficult to predict whether or not an individual will 
attempt to commit suicide (Murphy 1984, Sher 2004). 
Certain patterns exist in suicidality and there are known 
risk factors that may trigger suicidal behavior (Mann et 
al. 1999, Rihmer 2007). An individual’s vulnerability to 
stress is frequently very important. Some patients 
attempt suicide once, others multiple times. When 
treating patients’ psychiatric and medical conditions, 
clinicians should offer tools and resources to those 
patients at risk to maximize their chances of working 
against suicidal urges. 

 
SAFETY PLANNING 

A safety plan is a tool patients may utilize in the 
event that suicidal urges do resurface (Stanley & 
Brown, in press). This plan is made between the 
clinician and the patient, essentially outlining what the 

patient should/will do if a suicidal crisis is to arise in the 
future. The safety plan is implemented through six 
steps, which are (a) “Recognition of Warning Signs” 
where signs that immediately precede a crisis are 
outlined; (b) “Internal Coping Strategies” where patients 
are asked what they think they should/can do, 
personally, to thwart suicidal wishes; (c) “Socialization 
Strategies for Distraction and Support,” which is a list 
of possible healthy activities that the patient can try to 
do to suppress suicidal urges; (d) “Social Contacts for 
Assistance in Resolving Suicidal Crises” is a list of 
social contacts, mainly composed of family and friends, 
that may provide support if the suicidal urges are too 
great to combat alone; (e) “Professional and Agency 
Contacts to Help Resolve Suicidal Crises” is a list of 
contact information of professionals trained to deal with 
suicidal crisis; and (f) “Means Restriction” is the section 
that addresses how to reduce the availability of means 
by which the patient would attempt to commit suicide.  

The safety plan is a physical document that the 
patient can keep with him/her after leaving the clinician. 
As helpful as it is to make a safety plan, it is not a form 
of treatment for those with suicidal behavior. The safety 
plan is a method of care in an attempt to prevent suicide 
in patients with suicidal urges. The fact that suicidal 
behavior is frequently recurrent in nature implies that 
there is no treatment that eradicates or controls it. The 
safety plan is for suicide what an inhaler is for asthma. 
There is no telling when an asthmatic patient will have 
an attack, but if it were to occur, the inhaler would be 
employed essentially to prevent the patient from dying 
by opening up his/her airway. Likewise, the safety plan 
is utilized by a suicidal patient to prevent suicide in the 
event that suicidal urges reappear; the safety plan does 
not treat suicidality.  
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TEACHING CLINICIANS  
ABOUT SAFETY PLANNING  

It is important to know how to create a safety plan 
effectively, both with regard to time efficiency and 
elicitation of content. Studies have shown that because 
of insufficient training, clinicians have a difficult time 
evaluating and treating suicidal patients (U.S. 
Department of Health and Human Services 2001, Sher, 
in press). Training should include lectures, seminars, 
observation, role play, and hands-on practice (i.e., 
implementing safety plans initially under supervision) 
(Fenwick et al. 2004). Through this dynamic teaching 
approach, clinicians will build confidence in their skills 
and ability. Learning how to create a safety plan assures 
that the most relevant and important information is 
discussed with the patient. Whether the actual safety 
plan document is useful is still up for debate, but the 
different components of the safety plan are absolutely 
important for discussion with patients. For this reason, it 
is very important that clinicians/trainees be taught well 
how to implement a safety plan. Having the safety plan 
allows for a structured discussion, making sure that the 
clinician addresses different points that are important to 
highlight for suicidal patients. In a way, the utilization 
of the safety plan bridges the gap between what is 
taught about suicide and what actually needs to be done 
in the clinical setting.  

As great a tool as it may be, creating a safety plan is 
not practical to do for practicing physicians because it 
can take up to an hour to implement. One solution is to 
have this plan made between patients and physician 
associates, such as social workers.  

 
CONCLUSION 

The safety plan is a great tool employed to help 
patients with suicidal urges, but trainees-clinicians and 
clinician associates alike- should fully understand that it 
is not a form of treatment. However, since an effective 
treatment for suicidality does not exist, practitioners 

should definitely learn how to make a proper safety plan 
for patients as well as teach those not knowledgeable. 
Clinicians should make every effort to use all possible 
tools in an attempt to prevent suicidal behavior.  
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