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Section 1: Overview

Purpose of Protocols and Procedures
The U.S. Surgeon General promotes the adoption of suicide prevention protocols by local school districts to
protect school personnel and to increase the safety of at-risk youth and the entire school community.  This
document is intended to help school staff understand their role and to provide accessible tools.

This document recognizes and builds on the skills and resources inherent in school systems.  Schools are
exceptionally resilient and resourceful organizations whose staff members may be called upon to deal with
crises on any given day.  Schools can be a source of support and stability for students and community
members when a crisis occurs in their community.

School personnel may choose to implement additional supportive measures to fit the specific needs of an
individual school community.  The purpose of these guidelines is to assist school administrators in their
planning.

Quick Notes: What Schools Need to Know
● School staff are frequently considered the first line of contact with potentially suicidal students.

● Most school personnel are neither qualified, nor expected, to provide the in-depth assessment or
counseling necessary for treating a suicidal student.  They are responsible for taking reasonable and
prudent actions to help at-risk students, such as notifying parents, making appropriate referrals, and
securing outside assistance when needed.

● All school personnel need to know that protocols exist to refer at-risk students to trained professionals
so that the burden of responsibility does not rest solely with the individual “on the scene.”

● Research has shown talking about suicide, or asking someone if they are feeling suicidal, will not put
the idea in their head or cause them to kill themselves.

● School personnel, parents/guardians, and students need to be confident that help is available when
they raise concerns regarding suicidal behavior.  Students often know, but do not tell adults, about
suicidal peers.  Having supports in place may lessen this reluctance to speak up when students are
concerned about a peer.

● Advanced planning is critical to providing an effective crisis response.  Internal and external resources
must be in place to address student issues and to normalize the learning environment for everyone.



Definitions
Adapted from Model School District Policy on Suicide Prevention: Model Language, Commentary, and Resources
(afsp.ore/ModelSchoolPolicy)

At-Risk

Suicide risk is not a dichotomous concern, but rather, exists on a continuum with various levels of risk. Each
level of risk requires a different level of response and intervention by the school and the district. A student
who is defined as high-risk for suicide is one who has made a suicide attempt, has the intent to die by
suicide, or has displayed a significant change in behavior suggesting the onset of potential mental health
conditions or a deterioration of mental health. The student may have thoughts about suicide, including
potential means of death, and may have a plan. In addition, the student may exhibit behaviors or feelings of
isolation, hopelessness, helplessness, and the inability to tolerate any more pain. This situation would
necessitate a referral, as documented in the following procedures. The type of referral, and its level of
urgency, shall be determined by the student’s level of risk — according to local district policy.

Crisis Team

A multidisciplinary team of administrative staff, mental health professionals, safety professionals, and
support staff whose primary focus is to address crisis preparedness, intervention, response and recovery.
Crisis Team members often include someone from the administrative leadership, school psychologists, school
counselors, school social workers, school nurses, resource police officer, and others including support staff
and/or teachers. These professionals have been specifically trained in areas of crisis preparedness and take a
leadership role in developing crisis plans, ensuring school staff can effectively execute various crisis
protocols, and may provide mental health services for effective crisis interventions and recovery supports.
Crisis team members who are mental health professionals may provide crisis intervention and services.

Mental Health

A state of mental, emotional, and cognitive health that can impact perceptions, choices and actions affecting
wellness and functioning. Mental health conditions include depression, anxiety disorders, post-traumatic
stress disorder (PTSD), and substance use disorders. Mental health can be impacted by the home and social
environment, early childhood adversity or trauma, physical health, and genes.

Risk Assessment

An evaluation of a student who may be at-risk for suicide, conducted by the appropriate designated school
staff (e.g., school psychologist, school social worker, school counselor, or in some cases, trained school
administrator). This assessment is designed to elicit information regarding the student’s intent to die by
suicide, previous history of suicide attempts, presence of a suicide plan and its level of lethality and
availability, presence of support systems, and level of hopelessness and helplessness, mental status, and
other relevant risk factors.

Risk Factors for Suicide

Characteristics or conditions that increase the chance that a person may attempt to take their life. Suicide
risk is most often the result of multiple risk factors converging at a moment in time. Risk factors may
encompass biological, psychological, and/or social factors in the individual, family, and environment. The



likelihood of an attempt is highest when factors are present or escalating, when protective factors and
healthy coping techniques have diminished, and when the individual has access to lethal means.

Self-Harm

Behavior that is self-directed and deliberately results in injury or the potential for injury to oneself. Self-harm
behaviors can be either non-suicidal or suicidal. Although non-suicidal self-injury (NSSI) lacks suicidal intent,
youth who engage in any type of self-harm should receive mental health care. Treatment can improve coping
strategies to lower the urge to self-harm, and reduce the long-term risk of a future suicide attempt.

Suicide

Death caused by self-directed injurious behavior with any intent to die as a result of the behavior. NOTE: The
coroner’s or medical examiner’s office must first confirm that the death was a suicide before any school
official may state this as the cause of death. Additionally, parent or guardian preference shall be considered
in determining how the death is communicated to the larger community.

Suicide Attempt

A self-injurious behavior for which there is evidence that the person had at least some intent to die. A suicide
attempt may result in death, injuries, or no injuries. A mixture of ambivalent feelings, such as a wish to die
and a desire to live, is a common experience with most suicide attempts. Therefore, ambivalence is not a
reliable indicator of the seriousness or level of danger of a suicide attempt or the person’s overall risk.

Suicidal Behavior

Suicide attempts, injury to oneself associated with at least some level of intent, developing a plan or strategy
for suicide, gathering the means for a suicide plan, or any other overt action or thought indicating intent to
end one’s life.

Suicidal Ideation

Thinking about, considering, or planning for self-injurious behavior that may result in death. A desire to be
dead without a plan or the intent to end one’s life is still considered suicidal ideation and shall be taken
seriously.

Suicide Contagion

The process by which suicidal behavior or a suicide completion influences an increase in the suicide risk of
others. Identification, modeling, and guilt are each thought to play a role in contagion. Although rare, suicide
contagion can result in a cluster of suicides within a community.

Postvention

Suicide postvention is a crisis intervention strategy designed to assist with the grief process following suicide
loss. This strategy, when used appropriately, reduces the risk of suicide contagion, provides the support
needed to help survivors cope with a suicide death, addresses the social stigma associated with suicide, and
disseminates factual information after the death of a member of the school community. Often a community
or school’s healthy postvention effort can lead to readiness to engage further with suicide prevention efforts
and save lives.



Multi-Tiered Systems of Support
Suicide can be prevented. Establishing a Suicide Prevention Protocol as an integrated part of the overall
Social/Emotional and Behavioral support systems within the school is essential. The following graphic
illustrates how Suicide Prevention can be intentionally aligned with the PBIS framework as part of the
Multi-Tiered Systems of Support provided to students:

● Universal (Tier 1): We begin by providing Universal supports that create safe environments for all
students and staff, including gatekeeper training for all staff, school-wide skill development for all
students, and initiatives such as trauma-informed practices that increase protective factors and reduce
risk factors.

● Targeted (Tier 2): This is followed by strategies to identify and support students that may be at higher
risk for suicide, such as risk screening and/or assessment, small group interventions, and targeted
professional development for specialized staff.

● Intensive (Tier 3): Finally, strategies are put in place to support students known to be at higher risk of
suicide. This might include individualized support and collaboration with community partners.



Addressing suicide prevention intentionally as part of MTSS will help ensure a comprehensive school based
approach to suicide prevention for staff and students. The following components illustrate the intentional
implementation of this multi-tiered system of support for staff, students and families.

Staff:
● All school building staff will receive:

o Gatekeeper (e.g. QPR) training once a year (or a refresher). This may be completed in
partnership with local agencies such as Lincoln County Health and Human Services, LBL ESD, etc.

o Information re: who the Suicide Intervention Team members are at the school
o Ongoing training in PBIS and SEL related strategies (and teaching materials, as needed) to foster

positive school climates and intentional development of social-emotional competencies

● Specific staff members will receive specialized training to intervene, assess, and refer students at risk
for suicide.  This training will be a best practice and specific to suicide.

o School administrators, counselors, and teachers-in charge trained in using this School-Based
Suicide Resource Guide (and others, as determined by building administrators)

▪ Binders containing this School-Based Suicide Resource Guide provided to all counselors
and administrators

o School counselors trained in administering the Level 1 C-SSRS screener and full version, in
partnership with LCHHS

o Administrators, health teachers and Health Service Advocates (HSAs) receive additional
awareness training (e.g. Mental Health First Aid)

o Specialized training (e.g. ASIST - ‘Applied Suicide Intervention Skills Training’) for core team at
each school in order to provide emergency first aid to persons at risk of suicidal behavior

Students:
● Core Curriculum: All students should receive information about suicide and suicide prevention through

the district’s health curriculum, K-12.  The purpose of developmentally appropriate suicide prevention
curriculum delivered at the secondary level is to teach students how to access help at their school for
themselves, their peers, or others in the community.

● Additional Support:

o Through the Comprehensive School Counseling Program, students may receive additional
instruction and support for suicide awareness, prevention, and intervention.

o Students should be made aware each year of the staff that have received specialized training to
help students at risk for suicide.

o Schools should consider engaging students to help increase awareness of resources.

o Suicide risk screening and/or assessment

Parents/Families:
● District-Wide: Informational materials are provided to parents/families on the LCSD website to help

them identify whether their child or another person is at risk for suicide. This includes how to access
school and community resources to support students or others in their community that may be at risk
for suicide.

● School-Specific:

o Schools may partner with community agencies to offer parent information nights, etc. using



research based programs such as QPR.

o Information may be posted on school social media sites, newsletters, etc. encouraging and
providing resources related to mental health and wellness for all ages, and teens in particular.

Confidentiality

HIPAA and FERPA
School employees, with the exception of nurses and psychologist who are bound by HIPAA, are bound by
laws of The Family Education Rights and Privacy Act of 1974; commonly known as FERPA.

There are situations when confidentiality must NOT BE MAINTAINED; if at any time, a student has shared
information that indicates the student is in imminent risk of harm/danger to self or others, that information
MUST BE shared.  The details regarding the student can be discussed with those who need to intervene to
keep the student safe.  This is in compliance with the spirit of FERPA and HIPAA known as “minimum
necessary disclosure”.

Under the Family Educational Rights and Privacy Act (FERPA), parents are generally required to provide
consent before school officials disclose personally identifiable information from students’ education records.
There are exceptions to FERPA’s general consent rule, such as disclosures in connection with health or safety
emergencies. This provision in FERPA permits school officials to disclose information on students, without
consent, to appropriate parties if knowledge of the information is necessary to protect the health or safety of
the student or other individuals. When a student is believed to be suicidal or has expressed suicidal
thoughts, school officials may determine that an articulable and significant threat to the health or safety of
the student exists and that such a disclosure to appropriate parties is warranted under this exception
(Department of Education, 2010).

Request from student to withhold from parents
The school suicide prevention contact person can say “I know that this is scary to you, and I care, but this is
too big for me to handle alone.”  If the student still doesn’t want to tell his/her parents, the staff suicide
contact can address the fear by asking, “What is your biggest fear?” This helps reduce anxiety and the
student gains confidence to tell parents.  It also increases the likelihood that the student will come to that
school staff again if he/she needs additional help.

EXCEPTIONS for parental notification:  Abuse or Neglect
Parents need to know about a student’s suicidal ideation unless a result of parental abuse or neglect is
possible.  The counselor or staff suicide contact person is in the best position to make the determination.
The school staff will need to let the student know that other people would need to get involved on a need to
know basis.

If a student makes a statement such as “My dad/mom would kill me” as a reason to refuse, the school staff
can ask questions to determine if parental abuse or neglect is involved.  If there is no indication that abuse or
neglect is involved, compassionately disclose that the parent needs to be involved.



Local Contacts
NOTE: If your school is in need of training for any portion of this protocol, you may contact
the LCSD Special Programs Coordinator for assistance in meeting your needs.

QPR Trainers:

Lincoln County Health & Human Services
Sara Herd
Health Education Specialist
sherd@co.lincoln.or.us
Phone 541-265-0595
Mail: 36 SW Nye St. Newport, OR 97365

LBL ESD
Nancy Griffith
Strategic Partnerships Program Administrator
Nancy.griffith@lblesk.k12.or.us
Phone 541-812-2620
Mail: 905 4th Avenue SE Albany, OR 97321

C-SSRS Trainers:

Lincoln County Health & Human Services
Linda Gray MA, LPC
Program Manager/Clinical Supervisor
lgray@co.lincoln.or.us
Phone 541-265-0535
Mail: 36 SW Nye St. Newport, OR 97365

Kristen Stewart
Clinician, Waldport SBHC
kstewart@co.lincoln.or.us

ASIST Trainers (trainers must work in pairs)
LBL ESD

Julie Graves
School Safety & Prevention Specialist
julie.graves@lblesd.k12.or.us
Phone 541-812-2601
Mail: 905 4th Avenue SE Albany, OR 97321

LCSD staff:
Kendall Mulholland - Counselor

Mental Health First Aid Trainers
LCSD staff:

Wynn Arellano - Counselor
Carlie Dennison-Leonard - Counselor
Kellie Wood - Disaster Recovery Coordinator

mailto:sherd@co.lincoln.or.us
mailto:Nancy.griffith@lblesk.k12.or.us
mailto:lgray@co.lincoln.or.us
mailto:kstewart@co.lincoln.or.us
mailto:julie.graves@lblesd.k12.or.us
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Section 2: Suicide Intervention Protocol

Warning Signs for Suicide

Warning signs are the changes in a person’s behavior, feelings, and beliefs about oneself that indicate risk.
Many signs are similar to the signs of depression.  Usually these signs last for a period of two weeks or longer,
but some youths behave impulsively and may choose suicide as a solution to their problems very quickly,
especially if they have access to firearms.

Warning signs that indicate an immediate danger or threat:
● Someone threatening to hurt or kill themselves
● Someone looking for ways to kill themselves – seeking access to pills, weapons, or other means
● Someone talking or writing about death, dying, or suicide

Suicide Risk Assessment

If a suicidal attempt, gesture, or ideation occurs or is recognized, report it to the school counselor or school
administrator.

● If immediate danger exists, initiate protection measures (e.g. parent transport to ER, or call 911)
● IMMEDIATE NOTIFICATION to District Office Required (same notification process as Code Yellow/Red)
● Follow up with the Student Re-Entry Checklist

A Suicide Risk Assessment is performed by a trained school staff member (typically a school counselor). Note:
If a trained school staff member is unavailable, call the Student Suicide Assessment Line (SSAL); a trained
assessor will help you in conducting an assessment with the student present. 503-575-3760.

The assessor will do the following:
✔ Interview and screen student using Columbia-Suicide Severity Rating Scale (C-SSRS) Screener, and

complete a Suicide Risk Assessment Level 1 paperwork for documentation
✔ If warranted, use the full C-SSRS (standard version, or Very Young Child/Cognitively Impaired version)
✔ Contact parent to inform and to obtain further information
✔ Consult with another trained screener AND notify administration
✔ Determine need for a Suicide Risk Assessment: Level 2 based on Level 1 Assessment
✔ Complete a Student Coping Plan and/or other follow up actions as needed
✔ Complete Documentation and Notification:

o Documentation for all moderate/high risk screenings is placed (in a confidential envelope) in the
student’s cumulative file

o NOTIFY SPECIAL PROGRAMS ADMINISTRATOR WITH 24 HOURS (or same day, if Level 2)
o Add note to Protected Information tab in Synergy

✔ If student makes a visit to the ER, follow up with Re Entry Checklist

❖ See the following in this section:
o School Based Suicide Intervention Process flowchart
o Recommended Resources for quick reference phone numbers, etc.



For more information, please see:
wesd.org/suicideprevention | oregonyouthline.org/step-by-step

© 2019. All rights reserved.
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Suicide Risk 
Assessment: 

LEVEL 1 
(BY TRAINED SCHOOL 

STAFF MEMBER)

Warning Signs for Suicide
Many signs of suicide are similar to the signs of depression. However, keep in mind that depression is a
risk factor for suicide, not a cause.  Usually these signs last for a period of two weeks or longer, but many
youth behave impulsively and may choose suicide as a solution to their problems quickly, especially if
they have access to firearms or other lethal means.

Warning signs that indicate an immediate danger or threat:
E Someone who has already taken action to kill themselves

E Someone threatening to hurt or kill themselves 

E Someone looking for ways to kill themselves – seeking access to pills, weapons, or other means

E Someone talking, joking, or writing about death, dying, or suicide

If a suicidal attempt, gesture, or ideation occurs or is recognized, report it to the school counselor or 
school administrator. If there is imminent danger, call 911. A Suicide Risk Assessment: Level 1 is performed 
by a trained school staff member. The screener will do the following:

E Interview student using Suicide Risk Assessment Level 1 screening form (see pg 58)

E Complete a Suicide Safety Plan, if needed (see pg 69)

E Contact parent/guardian to inform and obtain further information

E Determine need for a Suicide Risk Assessment: Level 2 based on level of concern and 
noted risk factors 

E Consult with another trained screener prior to making a decision regarding a Level 2

E Inform administrator of screening results

See following School Based Suicide Intervention Process flowchart for additional information.

�Recommended Resources:

ENATIONAL SUICIDE PREVENTION LIFELINE
1-800-273-TALK, www.suicidepreventionlifeline.org

E YOUTHLINE
1-877-968-8491 | Text teen2teen to 839863 | www.oregonyouthline.org

For emergencies or imminent danger to self or others: Call 911.

Suicide Intervention Protocol School-Based Suicide Intervention Process
for Lincoln County School District

IF NO IMMINENT 
DANGER, PROCEED 
WITH SUICIDE RISK 

ASSESSMENT 
LEVEL 1

E LCHHS Crisis Line 

(541) 265-4179 OR
1-866-266-0288

*Call the following
to request a  

Level 2 Suicide  
Risk Assessment

•  Screener interviews student using Level 1 screening 
form

•  Screener contacts parents to inform and to obtain
further information

• Safety/Coping plan, if applicable

•  Screener determines need for level 2 suicide risk
assessment based on level of concern

•  Screener consults with another trained screener or 
assessor prior to making a decision re: proceeding to 
a Level 2 Suicide Risk Assessment

•  Screener informs administrator of
screening results

• DOCUMENTATION & NOTIFICATION

o Documentation for all moderate/high risk 
screenings is placed (in a confidential 
envelope) in the student's CUMULATIVE file.

o NOTIFY SPECIAL PROGRAMS 
ADMINISTRATOR WITHIN 24 HOURS

o Add note to Protected Information tab in 
Synergy

Suicide Risk 
Assessment: 

LEVEL 2 
(BY MENTAL HEALTH 

PROFESSIONAL 
ASSESSOR)*

•  Requires parent permission, unless student
is 14 or older. If parent is unavailable or
unwilling to consent and the risk of self-harm
per screening is high, the school team calls
mental health or law enforcement.

•  Assessor interviews student, collects
collateral information from other pertinent
sources and makes risk determination.

•  Assessor determines need for immediate
intervention. (e.g. in-home or out-of-home
respite, hospitalization, etc.)

•  Assessor shares concerns and
recommendations with school team
and parent.

Student  
Safety/Coping Plan:
(INITIATE A SUPPORT PLAN WHICH 

MAY INCLUDE:)

School team (administrator and 
counselor) with parent and student 
initiates a support plan which may 
include:

•  School, family, community
components

• Monitoring, supervision

• Confidentiality

• Personal coping plan

• Referral

•  Precautionary removal of lethal
means from student’s
environment

• Review

*ADD COPING PLAN TO
CONFIDENTIAL FILE

squareArrow-from-bottom Back to Table of Contents
Open Links in a New Window (or Tab)
CTRL + Click on PC
CMD + Click on Mac

IF IMMEDIATE DANGER 
EXISTS, INITIATE 

PROTECTION MEASURES 
(e.g. parent transport to ER, or 

call 911).
*Immediate Notification to

District Office Required
(same process as Code

Yellow/Red)

*SAME-DAY NOTIFICATION TO DISTRICT OFFICE
REQUIRED (Special Programs Administrator)

Follow up with the 
Student Re-Entry Checklist

If student makes a visit to the ER, follow up with the 
Student Re-Entry Checklist. Revised 01.24.2022 NK
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Recommended Resources

Websites/Online Materials:
● American Foundation for Suicide Prevention

https://afsp.org/

● After A Suicide:  A Toolkit for Schools (by the American Foundation for Suicide Prevention and the
Suicide Prevention Resource Center)
http://www.sprc.org/resources-programs/after-suicide-toolkit-schools

● Finding Programs and Practices (by the Suicide Prevention Resource Center)
http://www.sprc.org/strategic-planning/finding-programs-practices

● Los Angeles County Youth Suicide Prevention Project (website w/separate sections for school
administrators, school staff, parents, and students)
https://preventsuicide.lacoe.edu/

● Preventing Suicide: A toolkit for High Schools (by the Substance Abuse and Mental Health Services
Administration)
https://store.samhsa.gov/product/Preventing-Suicide-A-Toolkit-for-High-Schools/SMA12-4669?WT

● Society for the Prevention of Teen Suicide (SPTS)
http://www.sptsusa.org

● Suicide Warning Signs (wallet card)
http://suicidepreventionlifeline.org/media-resources

● Suicide Prevention among LGBT Youth: A Workshop for Professionals Who Serve Youth (kit provides
materials needed to host a workshop)
http://www.sprc.org/training-institute/lgbt-youth-workshop

https://afsp.org/
http://www.sprc.org/resources-programs/after-suicide-toolkit-schools
http://www.sprc.org/strategic-planning/finding-programs-practices
https://preventsuicide.lacoe.edu/
https://store.samhsa.gov/product/Preventing-Suicide-A-Toolkit-for-High-Schools/SMA12-4669?WT
http://www.sptsusa.org
http://suicidepreventionlifeline.org/media-resources
http://www.sprc.org/training-institute/lgbt-youth-workshop


Section 3: Suicide Risk Assessment – Level 1

Student Interview

Ask the following questions through conversation or direct inquiry.
*Note: If the student references cutting or similar self-harm, explore circumstances.
While this is a concerning behavior, it may or may not be a risk factor relevant to
suicidal ideation. Refer to the NSSI Protocol if appropriate.

Summarize information you gained from these questions in section 3 of the
Suicide Risk Assessment – Level 1 (School Screening)

1. Tell me how things are going for you. How is school? Home? Friends?

2. Are there people or things that are stressing you or harming you (bullying, harassment, family issues, a
sense of loss or failure, pregnancy, gang issues, school work, threats to you)?

3. Do you have anyone you trust (education staff, relative, adult within the community) and can talk with
about things in your life?

4. What are some good things going on in your life? What makes you happy (reasons for living)? Are you
involved in sports, clubs, recreational activities, art, music, church, scouts, etc.?

5. What are your plans for your future? Do you see yourself as an adult?

6. Have you noticed any recent changes such as difficulty sleeping, changes in your appetite, withdrawing
from your friends or family or lacking interest in your preferred activities?

7. Have you ever used drugs or alcohol? Are you currently using drugs and or alcohol use?

Proceed to C-SSRS Screener questions.



Level 1 Assessment Form/C-SSRS Screener

The following form is located in fillable PDF form on the LCSD Forms By Department shared
drive, under ‘Student’ (see following pages).
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Suicide Risk Assessment 
Level 1 (School Screening) 

Date: _______________________ 

Time: _______________________ 

 
 
 

1. IDENTIFYING INFORMATION 

 

Name: ________________________________ School:_______________________ Grade: _______ DOB:_______________ 

Screener’s name: _______________________________________________Position: ________________________________  

 

2. REFERRAL INFORMATION 

Who reported concern:   ◯  Self     ◯  Peer     ◯  Staff     ◯  Parent/Guardian     ◯  Other   

When was concern disclosed: ___________________ Contact information (If applicable):____________________________ 

 What information did this person share that raised concern about suicide risk? ________________________________________ 

________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________ 

 

3. INTERVIEW W/ STUDENT (see ‘Student Interview’ page for guiding questions. Summarize here) 
 
A. Warning Signs/Risk Factors 

◯   Expressions of wanting to die, of being gone, or of  
        death in any manner in their: 

o Writing            
o Verbal 
o Drawing           
o Social Media 

◯   Withdrawal from others 

◯   Preoccupation with death 

◯   Feelings of hopelessness/self-hate 

◯   Substance Abuse 

◯   Current psychological/emotional pain 

◯   Discipline problems 

◯   Conflict with others (friends/family) 

◯   Experiencing bullying or being a bully 

◯   Recent personal or family loss or change (i.e., suicide,          
death, divorce) 

◯   Recent changes in appetite, behavior, sleep 

◯   Family problems 

◯   Giving away possessions 

◯   Current/past trauma (domestic/relational/sexual abuse) 

◯   Crisis within the last 2 weeks 

◯   Stresses from: gender ID, sexual orientation, ethnicity 

◯   Engages in high risk behavior 

◯   Exposure and/or access to weapons, violent video games 

◯   Unmet basic needs 

◯   Mental Health concerns 

◯   Self-Injury (see NSSI Assessment & Protocol) 

◯   Other signs:_________________________________________ 
 

B. Protective Factors 
           ◯  Engaged in effective health and/or MH care 

           ◯  Positive problem solving skills 

           ◯  Positive coping skills 

           ◯  Restricted access to means to kill self 

           ◯  Stable living environment 

           ◯  Willing to access support/help 

◯  Positive self esteem 

 

◯  Resiliency 

◯  High frustration tolerance 

◯  Emotional regulation 

◯  Cultural and/or religious beliefs that discourage suicide 

◯  Does well in school  

◯  Feels well connected to others (family, school, friends)                          

◯  Has responsibility for others 

 
C. Columbia – Suicide Severity Rating Scale (C-SSRS) –  Fill out & attach screening form 

  

◯  LOW RISK      ◯  MODERATE RISK  (conduct full assessment)    ◯  HIGH RISK (conduct full assessment) 
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4. PARENT/GUARDIAN CONTACT 

Name of parent/guardian contacted: _____________________________________Date/Time contacted: _______________ 

 

◯ Left a Voicemail (If you can not get in touch w/parent 
directly: Leave message, identify yourself. “This message 
is for ________. Because of information I received today I 
am concerned for your child’s safety and need to speak 
with you immediately – please call the school at 
________. Thank you.”  
Date: ________________Time: _____________________ 

 

◯ Parent/Guardian Called Back 

Date: ________________Time: _____________________ 

◯ Parent/Guardian Answered 
 

Was the parent/guardian aware of the student’s suicidal 

thoughts/plans?                                       Yes  ◯     No  ◯ 
Parent/Guardian’s perception of threat: 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 

 Parent Action Plan –  

◯ Will transport child to a mental health evaluator (i.e. 
hospital, County Mental Health, private therapist) 

◯ Mental Health evaluation appointment date: 
____________________________________________ 

◯ Needs additional support 

◯ Provided student and family with resource materials 
and phone numbers 

Additional Notes: 

Yes  ◯ No  ◯ A Release of Information (ROI) is on file 

  

5. CONSULTED WITH administrator and/or another trained professional 

 

1. School Administrator notified (required) - date/time: ___________________________________________________ 

2. Other: __________________________________________________________________________________________________  

6. DETERMINATION/ACTIONS TAKEN  
a) ______ NO risk factors noted: No further followup needed.   

 
b) ______ Low/Limited risk factors noted. Supports offered: 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

c) ______ Moderate/Several risk factors noted but no imminent danger: Behavioral Health referral and 
consider Student Safety Precautions 

◯ Complete Level 1 Assessment (full C-SSRS) 

◯ Student Coping Plan created w/student (attached), copy given to student, & placed in Confidential file 

◯ Release of Information obtained and placed in file, Referral paperwork completed (date: ____________) 

◯ School Counselor/other will follow up with student on (date/time): _______________________________ 
◯ NOTIFY SPECIAL PROGAMS ADMINISTRATOR WITHIN 24 HOURS 

d) ______ High/Several risk factors noted: Student Safety Precautions and immediate referral for a Level 2 
Suicide Risk Assessment by crisis team/EMT/Emergency room  

◯ Complete Level 1 Assessment (full C-SSRS) 

◯ Call (541) 265-4179 or 1-866-266-0288 (after hours). LCHHS Crisis worker - Contact date/time/name: 
_________________________________________________________________________________ 

Yes  ◯  No  ◯ Release of information obtained and placed in file (date) ________________________ 

Yes  ◯ No  ◯ Student Coping Plan created w/student (attached), copy given to student , & placed in 
student’s CUMULATIVE Folder (in confidential file) 

◯ Same-Day Notification to District Office required (see flowchart)  
 

Place all Moderate/High Risk screenings in student’s CUMULATIVE Folder (in confidential file) & cc to District office 
(Special Programs) 
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Student Name:______________________________  

 

Screener Name: ______________________________  

 

Date: _________________ 

 

 

 

COLUMBIA-SUICIDE SEVERITY RATING SCALE  
Screen Version - Recent  

For inquiries and training information contact: Kelly Posner, Ph.D. 

New York State Psychiatric Institute, 1051 Riverside Drive, New York, New York, 10032; posnerk@nyspi.columbia.edu 

© 2008 The Research Foundation for Mental Hygiene, Inc. 

SUICIDE IDEATION DEFINITIONS AND PROMPTS 
Past 

month 

Ask questions that are bolded and underlined.   YES NO 

Ask Questions 1 and 2   

1)  Have you wished you were dead or wished you could go to sleep and not wake 
up?  

  

2)  Have you actually had any thoughts of killing yourself?    

If YES to 2, ask questions 3, 4, 5, and 6.  If NO to 2, go directly to question 6. 

3)  Have you been thinking about how you might do this? 

E.g. “I thought about taking an overdose but I never made a specific plan as to when 
where or how I would actually do it….and I would never go through with it.”  

  

4)  Have you had these thoughts and had some intention of acting on them? 

As opposed to “I have the thoughts but I definitely will not do anything about them.”  

  

5)  Have you started to work out or worked out the details of how to kill yourself? 
Do you intend to carry out this plan?  

  

 

6)  Have you ever done anything, started to do anything, or prepared to do anything 
to end your life? 

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note, 
took out pills but didn’t swallow any, held a gun but changed your mind or it was grabbed 
from your hand, went to the roof but didn’t jump; or actually took pills, tried to shoot 

yourself, cut yourself, tried to hang yourself, etc. 

If YES, ask: Was this within the past three months?  

YES NO 

  

  

 
     Low Risk      NOTES: 

     Moderate Risk 
     High Risk 
 



Section 4: Additional Level 1 Resources

The following resources are intended to support the level 1 assessment process. They
are all located in fillable PDF form on the LCSD Forms By Department shared drive,
under ‘Student’ (see following pages):

Columbia Suicide Severity Rating Scales:
● C-SSRS Full Version (Young Child version, generally appropriate for elementary

students)
● C-SSRS Full Version (Standard version, generally appropriate for MS/HS)
● C-SSRS - Children’s Since Last Contact (Follow-up to Young Child Version)
● C-SSRS - Since Last Visit (Follow-up to Standard version)

Coping Plans:
● Coping Plan – Primary Grades
● Coping Plan – Intermediate Grades
● Coping Plan – Secondary Grades

Student Re Entry Checklist



 

 

 

 

 

 

 

 

 

COLUMBIA-SUICIDE SEVERITY 

RATING SCALE 

(C-SSRS) 

Very Young Child/Cognitively Impaired – Lifetime Recent 

Version 6/23/10 m4/3/18 

 

 Posner, K.; Brent, D.; Lucas, C.; Gould, M.; Stanley, B.; Brown, G.; Fisher, P.; Zelazny, J.; 

Burke, A.; Oquendo, M.; Mann, J.  
 

 

Disclaimer: 

This scale is intended to be used by individuals who have received training in its administration. The questions contained 

in the Columbia-Suicide Severity Rating Scale are suggested probes. Ultimately, the determination of the presence of 

suicidal ideation or behavior depends on the judgment of the individual administering the scale. 

 

 

 

Definitions of behavioral suicidal events in this scale are based on those used in The Columbia Suicide History 

Form, developed by John Mann, MD and Maria Oquendo, MD, Conte Center for the Neuroscience of Mental Disorders 

(CCNMD), New York State Psychiatric Institute, 1051 Riverside Drive, New York, NY, 10032. (Oquendo M. A., 

Halberstam B. & Mann J. J., Risk factors for suicidal behavior: utility and limitations of research instruments. In M.B. First 

[Ed.] Standardized Evaluation in Clinical Practice, pp. 103 -130, 2003.) 

For reprints of the C-SSRS contact Kelly Posner, Ph.D., New York State Psychiatric Institute, 1051 Riverside 
Drive, New York, New York, 10032; inquiries and training requirements contact posnerk@nyspi.columbia.edu 

© 2008 The Research Foundation for Mental Hygiene, Inc. 



 

 

  

 

 

 

 

 

SUICIDAL IDEATION 

Ask questions 1 and 2.  If both are negative, proceed to “Suicidal Behavior” section. If the answer to question 2 is 

“yes”, ask questions 3, 4 and 5.  If the answer to question 1 and/or 2 is “yes”, complete “Intensity of Ideation” 

section below. 

 

Lifetime: 

Time 

He/She 

Felt Most 

Suicidal 

Past 1 

month 

1.  Wish to be Dead  
Subject endorses thoughts about a wish to be dead or not alive anymore, or wish to fall asleep and not wake up.  

Have you thought about being dead or what it would be like to be dead? 

Have you wished you were dead or wished you could go to sleep and never wake up? 

Do you ever wish you weren’t alive anymore?  

 

If yes, describe: 

 

 

Yes       No 

 □    □ 

 

Yes       No 

 □    □ 

2.  Non-Specific Active Suicidal Thoughts 
General, non-specific thoughts of wanting to end one’s life/die by suicide (e.g., “I’ve thought about killing myself”) without thoughts of ways 

to kill oneself/associated methods, intent, or plan during the assessment period. 

Have you thought about doing something to make yourself not alive anymore? 

Have you had any thoughts about killing yourself? 

 

If yes, describe: 

 

 

 Yes      No 

  □    □ 

 

 Yes      No 

  □    □ 

3.  Active Suicidal Ideation with Any Methods (Not Plan) without Intent to Act 
Subject endorses thoughts of suicide and has thought of at least one method during the assessment period. This is different than a specific plan 

with time, place or method details worked out (e.g., thought of method to kill self but not a specific plan).  Includes person who would say, “I 
thought about taking an overdose but I never made a specific plan as to when, where or how I would actually do it…and I would never go 

through with it.” 

Have you thought about how you would do that or how you would make yourself not alive anymore (kill yourself)? What did you think 

about? 

 

If yes, describe: 

 

 

 Yes      No 

  □    □ 

 

 Yes      No 

  □    □ 

4.  Active Suicidal Ideation with Some Intent to Act, without Specific Plan 
Active suicidal thoughts of killing oneself and subject reports having some intent to act on such thoughts, as opposed to “I have the thoughts 

but I definitely will not do anything about them.” 

When you thought about making yourself not alive anymore (or killing yourself), did you think that this was something you might actually 

do? 

This is different from (as opposed to) having the thoughts but knowing you wouldn’t do anything about it. 

 

If yes, describe: 

 

 

Yes       No 

  □    □ 

 

Yes       No 

  □    □ 

5.  Active Suicidal Ideation with Specific Plan and Intent 
Thoughts of killing oneself with details of plan fully or partially worked out and subject has some intent to carry it out. 

Have you ever decided how or when you would make yourself not alive anymore/kill yourself? Have you ever planned out (worked out the 

details of) how you would do it?  

What was your plan?  

When you made this plan (or worked out these details), was any part of you thinking about actually doing it? 

                                                                        

If yes, describe: 

 

 

 Yes      No 

  □    □ 

 

 Yes      No 

  □    □ 

INTENSITY OF IDEATION  
The following feature should be rated with respect to the most severe type of ideation (i.e., 1-5 from above, with 1 being the 

least severe and 5 being the most severe).  

                                             

Lifetime - Most Severe Ideation:         ___________              _____________________________________________ 
                                               

                                                                               Type # (1-5)                                         Description of  Ideation 

 

Recent - Most Severe Ideation:            ___________              _____________________________________________ 
                                               

                                                                               Type # (1-5)                                         Description of  Ideation 

 

Most 

Severe 

Most 

Severe 

Frequency 

How many times have you had these thoughts?                Write response________________________________ 
 (1) Only one time    (2) A few times    (3)  A lot    (4) All the time    (0) Don’t know/Not applicable 

 

____ 

 

____ 
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SUICIDAL BEHAVIOR 
(Check all that apply, so long as these are separate events; must ask about all types) 

Lifetime 
Past  

3 Months 

Actual Attempt:  
A potentially self-injurious act committed with at least some wish to die, as a result of act. Behavior was in part thought of as method to kill 

oneself. Intent does not have to be 100%.  If there is any intent/desire to die associated with the act, then it can be considered an actual 

suicide attempt. There does not have to be any injury or harm, just the potential for injury or harm. If person pulls trigger while gun 

is in mouth but gun is broken so no injury results, this is considered an attempt.   
Inferring Intent: Even if an individual denies intent/wish to die, it may be inferred clinically from the behavior or circumstances. For example, 

a highly lethal act that is clearly not an accident so no other intent but suicide can be inferred (e.g., gunshot to head, jumping from window of 

a high floor/story). Also, if someone denies intent to die, but they thought that what they did could be lethal, intent may be inferred.  

Did you ever do anything to try to kill yourself or make yourself not alive anymore? What did you do? 

Did you ever hurt yourself on purpose? Why did you do that? 

Did you______ as a way to end your life?  

Did you want to die (even a little) when you_____?  

Were you trying to make yourself not alive anymore when you _____? 

Or did you think it was possible you could have died from_____? 

Or did you do it purely for other reasons, not at all to end your life or kill yourself (like to make yourself feel better, or 

get something else to happen)? (Self-Injurious Behavior without suicidal intent) 
If yes, describe: 
 

Has subject engaged in Non-Suicidal Self-Injurious Behavior? 

 

Has subject engaged in Self-Injurious Behavior, intent unknown? 

 

Yes      No 

□   □ 
 

 
 

 

 
 

Total # of 

Attempts 
 

______ 

 

 

 

 

 

Yes    No 

□   □ 
Yes    No 

□   □ 

 

Yes      No 

□   □ 
 

 
 

 

 
 

Total # of 

Attempts 
 

______ 

 

 

 

 

 

Yes    No 

□   □ 
Yes    No 

 

□   □ 
Interrupted Attempt:   
When the person is interrupted (by an outside circumstance) from starting the potentially self-injurious act (if not for that, actual attempt 
would have occurred). 

Overdose: Person has pills in hand but is stopped from ingesting.  Once they ingest any pills, this becomes an attempt rather than an 

interrupted attempt. Shooting: Person has gun pointed toward self, gun is taken away by someone else, or is somehow prevented from pulling 
trigger. Once they pull the trigger, even if the gun fails to fire, it is an attempt. Jumping: Person is poised to jump, is grabbed and taken down 

from ledge. Hanging: Person has noose around neck but has not yet started to hang - is stopped from doing so. 

Has there been a time when you started to do something to make yourself not alive anymore (end your life or kill 

yourself) but someone or something stopped you before you actually did anything? What did you do? 
If yes, describe: 

 

Yes      No 

□   □ 

 
 

Total # of 

interrupted 
 

______ 
 

 

Yes      No 

□   □ 

 
 

Total # of 

interrupted 
 

______ 
 

Aborted or Self-Interrupted Attempt:   
When person begins to take steps toward making a suicide attempt, but stops themselves before they actually have engaged in any self-
destructive behavior. Examples are similar to interrupted attempts, except that the individual stops him/herself, instead of being stopped by 

something else. 

Has there been a time when you started to do something to make yourself not alive anymore (end your life or kill 

yourself) but you changed your mind (stopped yourself) before you actually did anything? What did you do? 
If yes, describe: 

 

Yes      No 

□   □ 
 

Total # of 

aborted  
or self-

interrupted  
 

______ 

 

Yes      No 

□   □ 
 

Total # of 

aborted  
or self-

interrupted  
 

______ 

Preparatory Acts or Behavior: 
Acts or preparation towards imminently making a suicide attempt. This can include anything beyond a verbalization or thought, such as 

assembling a specific method (e.g., buying pills, purchasing a gun) or preparing for one’s death by suicide (e.g., giving things away, writing a 
suicide note).  

Have you done anything to get ready to make yourself not alive anymore (to end your life or kill yourself)- like 

giving things away, writing a goodbye note, getting things you need to kill yourself? 
If yes, describe:  

Yes      No 

□   □ 
 

Total # of 

preparatory 
acts 

 

________ 

Yes      No 

□   □ 
 

Total # of 

preparatory 
acts 

 

________ 

 Most Recent  

Attempt 

Date: 

Most Lethal           

Attempt 

Date: 

Initial/First  

Attempt 

Date: 

Actual Lethality/Medical Damage:   
0.  No physical damage or very minor physical damage (e.g., surface scratches). 
1.  Minor physical damage (e.g., lethargic speech; first-degree burns; mild bleeding; sprains). 

2.  Moderate physical damage; medical attention needed (e.g., conscious but sleepy, somewhat responsive; second-degree 

burns; bleeding of major vessel). 
3.  Moderately severe physical damage; medical hospitalization and likely intensive care required (e.g., comatose with 

reflexes intact; third-degree burns less than 20% of body; extensive blood loss but can recover; major fractures). 

4.  Severe physical damage; medical hospitalization with intensive care required (e.g., comatose without reflexes; third-
degree burns over 20% of body; extensive blood loss with unstable vital signs; major damage to a vital area). 

5.  Death 

 

Enter Code 

 

 

 

______ 
 

 

 

Enter Code 

 

 

 

______ 
 

 

 

Enter Code 

 

 

 

______ 
 

 

Potential Lethality: Only Answer if Actual Lethality=0 
Likely lethality of actual attempt if no medical damage (the following examples, while having no actual medical damage, had 

potential for very serious lethality: put gun in mouth and pulled the trigger but gun fails to fire so no medical damage; laying 
on train tracks with oncoming train but pulled away before run over). 

 

0 = Behavior not likely to result in injury 
1 = Behavior likely to result in injury but not likely to cause death 

2 = Behavior likely to result in death despite available medical care  

 

Enter Code 

 

 

 

______ 

 

 

Enter Code 

 

 

 

______ 

 

 

Enter Code 

 

 

 

______ 
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COLUMBIA-SUICIDE SEVERITY 

RATING SCALE 

(C-SSRS)  

Lifetime Recent 

Version 1/14/09 m9/12/17 

 

  

Posner, K.; Brent, D.; Lucas, C.; Gould, M.; Stanley, B.; Brown, G.; Fisher, P.; Zelazny, J.; 

Burke, A.; Oquendo, M.; Mann, J.  
 

 

Disclaimer: 

This scale is intended to be used by individuals who have received training in its administration. The questions contained in 

the Columbia-Suicide Severity Rating Scale are suggested probes. Ultimately, the determination of the presence of suicidal 

ideation or behavior depends on the judgment of the individual administering the scale. 

 

Definitions of behavioral suicidal events in this scale are based on those used in The Columbia Suicide History Form, 

developed by John Mann, MD and Maria Oquendo, MD, Conte Center for the Neuroscience of Mental Disorders 

(CCNMD), New York State Psychiatric Institute, 1051 Riverside Drive, New York, NY, 10032. (Oquendo M. A., 

Halberstam B. & Mann J. J., Risk factors for suicidal behavior: utility and limitations of research instruments. In M.B. First 

[Ed.] Standardized Evaluation in Clinical Practice, pp. 103 -130, 2003.) 

 

For reprints of the C-SSRS contact Kelly Posner, Ph.D., New York State Psychiatric Institute, 1051 Riverside Drive, New 

York, New York, 10032; inquiries and training requirements contact posnerk@nyspi.columbia.edu 
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SUICIDAL IDEATION 

Ask questions 1 and 2.  If both are negative, proceed to “Suicidal Behavior” section. If the answer to 

question 2 is “yes”, ask questions 3, 4 and 5.  If the answer to question 1 and/or 2 is “yes”, complete 

“Intensity of Ideation” section below. 

Lifetime: Time 

He/She Felt 

Most Suicidal 

Past 1 

month 

1.  Wish to be Dead  
Subject endorses thoughts about a wish to be dead or not alive anymore, or wish to fall asleep and not wake up.  

Have you wished you were dead or wished you could go to sleep and not wake up?  

 

If yes, describe: 

 

Yes       No 

□    □ 

 

Yes     No 

□   □ 

2.  Non-Specific Active Suicidal Thoughts 
General non-specific thoughts of wanting to end one’s life/die by suicide (e.g., “I’ve thought about killing myself”) without thoughts of 

ways to kill oneself/associated methods, intent, or plan during the assessment period.  

Have you actually had any thoughts of killing yourself? 

 

If yes, describe: 

 

    Yes       No 

    □    □ 

 

Yes     No 

□   □ 

3.  Active Suicidal Ideation with Any Methods (Not Plan) without Intent to Act 
Subject endorses thoughts of suicide and has thought of at least one method during the assessment period. This is different than a 
specific plan with time, place or method details worked out (e.g., thought of method to kill self but not a specific plan).  Includes person 

who would say, “I thought about taking an overdose but I never made a specific plan as to when, where or how I would actually do 

it…and I would never go through with it.”  

Have you been thinking about how you might do this? 

 

If yes, describe: 

 

 

    Yes      No 

 □    □ 

 

Yes     No 

□   □ 

4.  Active Suicidal Ideation with Some Intent to Act, without Specific Plan 
Active suicidal thoughts of killing oneself and subject reports having some intent to act on such thoughts, as opposed to “I have the 

thoughts but I definitely will not do anything about them.” 

Have you had these thoughts and had some intention of acting on them?  

 

If yes, describe: 

 

 

   Yes      No 

□    □ 

 

Yes     No 

□   □ 

5.  Active Suicidal Ideation with Specific Plan and Intent 
Thoughts of killing oneself with details of plan fully or partially worked out and subject has some intent to carry it out. 

Have you started to work out or worked out the details of how to kill yourself? Do you intend to carry out this plan? 

                                                                        
If yes, describe: 

 

 

   Yes       No 

 □    □ 

 

Yes     No 

□   □ 

INTENSITY OF IDEATION 
The following features should be rated with respect to the most severe type of ideation (i.e., 1-5 from above, with 1 being 

the least severe and 5 being the most severe). Ask about time he/she was feeling the most suicidal.  
                                   

Lifetime - Most Severe Ideation:  _______                  ________________________________________ 
                                                          Type # (1-5)                                                          Description of  Ideation 
 

Recent - Most Severe Ideation:  _______                   ________________________________________ 
                                                      Type # (1-5)                                                           Description of  Ideation 

Most  

Severe 

Most 

Severe 

Frequency 

How many times have you had these thoughts?  
(1) Less than once a week    (2) Once a week   (3)  2-5 times in week    (4) Daily or almost daily    (5) Many times each day 

 

 

____ 

 
 

____ 

Duration 

When you have the thoughts how long do they last? 
(1) Fleeting - few seconds or minutes                                                 (4) 4-8 hours/most of day 

(2) Less than 1 hour/some of the time                                                 (5) More than 8 hours/persistent or continuous 

(3) 1-4 hours/a lot of time 

____ ____ 

Controllability 

Could/can you stop thinking about killing yourself or wanting to die if you want to? 
(1) Easily able to control thoughts                                                      (4) Can control thoughts  with a lot of difficulty 

(2) Can control thoughts with little difficulty                                     (5) Unable to control thoughts 

(3) Can control thoughts with some difficulty                                    (0) Does not attempt to control thoughts 

____ ____ 

Deterrents 

Are there things - anyone or anything (e.g., family, religion, pain of death) - that stopped you from wanting to 

die or acting on thoughts of suicide? 
(1) Deterrents definitely stopped you from attempting suicide            (4) Deterrents most likely did not stop you  
(2) Deterrents probably stopped you                                                    (5) Deterrents definitely did not stop you  

(3) Uncertain that deterrents stopped you                                             (0) Does not apply 

____ ____ 

Reasons for Ideation 

What sort of reasons did you have for thinking about wanting to die or killing yourself?  Was it to end the pain 

or stop the way you were feeling (in other words you couldn’t go on living with this pain or how you were 

feeling) or was it to get attention, revenge or a reaction from others? Or both? 
(1) Completely to get attention, revenge or a reaction from others       (4) Mostly to end or stop the pain (you couldn’t go on 

(2) Mostly to get attention, revenge or a reaction from others                     living with the pain or how you were feeling) 
(3) Equally to get attention, revenge or a reaction from others               (5) Completely to end or stop the pain (you couldn’t go on  

       and to end/stop the pain                                                                         living with the pain or  how you were feeling) 

                                                                                                                 (0)  Does not apply 

 

 

 
 

____ 

 

 

____ 
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SUICIDAL BEHAVIOR 
(Check all that apply, so long as these are separate events; must ask about all types) 

Lifetime 
Past 3 

months 

Actual Attempt:  
A potentially self-injurious act committed with at least some wish to die, as a result of act. Behavior was in part thought of as method to kill 

oneself. Intent does not have to be 100%.  If there is any intent/desire to die associated with the act, then it can be considered an actual suicide 

attempt. There does not have to be any injury or harm, just the potential for injury or harm. If person pulls trigger while gun is in 

mouth but gun is broken so no injury results, this is considered an attempt.   

Inferring Intent: Even if an individual denies intent/wish to die, it may be inferred clinically from the behavior or circumstances. For example, a 
highly lethal act that is clearly not an accident so no other intent but suicide can be inferred (e.g., gunshot to head, jumping from window of a 

high floor/story). Also, if someone denies intent to die, but they thought that what they did could be lethal, intent may be inferred.  

Have you made a suicide attempt? 

Have you done anything to harm yourself? 

Have you done anything dangerous where you could have died? 

What did you do? 

Did you______ as a way to end your life?  

Did you want to die (even a little) when you_____?  

Were you trying to end your life when you _____? 

Or Did you think it was possible you could have died from_____? 

Or did you do it purely for other reasons / without ANY intention of killing yourself (like to relieve stress, feel better,  

get sympathy, or get something else to happen)?  (Self-Injurious Behavior without suicidal intent) 

If yes, describe: 

 

Has subject engaged in Non-Suicidal Self-Injurious Behavior? 

Yes     No 

□   □ 
 

 

 

 
 

 

 
Total # of 

Attempts 

 
______ 

 
 

 

 
 

 

 

Yes     No 

□   □ 

Yes     No 

□   □ 
 

 

 

 
 

 

 
Total # of 

Attempts 

 
______ 

 
 

 

 
 

 

 

Yes     No 

□   □ 
Interrupted Attempt:   
When the person is interrupted (by an outside circumstance) from starting the potentially self-injurious act (if not for that, actual attempt would 

have occurred). 
Overdose: Person has pills in hand but is stopped from ingesting.  Once they ingest any pills, this becomes an attempt rather than an interrupted 

attempt. Shooting: Person has gun pointed toward self, gun is taken away by someone else, or is somehow prevented from pulling trigger. Once 

they pull the trigger, even if the gun fails to fire, it is an attempt. Jumping: Person is poised to jump, is grabbed and taken down from ledge. 
Hanging: Person has noose around neck but has not yet started to hang - is stopped from doing so. 

Has there been a time when you started to do something to end your life but someone or something stopped you before 

you actually did anything? 
If yes, describe: 
 

Yes      No 

□   □ 

 
 

 

Total # of 

interrupted 

 
______ 

 

Yes      No 

□   □ 

 
 

 

Total # of 

interrupted 

 
______ 

 

Aborted or Self-Interrupted Attempt:   
When person begins to take steps toward making a suicide attempt, but stops themselves before they actually have engaged in any self-

destructive behavior. Examples are similar to interrupted attempts, except that the individual stops him/herself, instead of being stopped by 

something else. 

Has there been a time when you started to do something to try to end your life but you stopped yourself before you 

actually did anything? 
If yes, describe: 

 

Yes      No 

□   □ 
 

Total # of 

aborted or 

self-
interrupted 

 

______ 

Yes      No 

□   □ 
 

Total # of 

aborted or 

self-
interrupted 

 

______ 

Preparatory Acts or Behavior: 
Acts or preparation towards imminently making a suicide attempt. This can include anything beyond a verbalization or thought, such as 

assembling a specific method (e.g., buying pills, purchasing a gun) or preparing for one’s death by suicide (e.g., giving things away, writing a 

suicide note).  

Have you taken any steps towards making a suicide attempt or preparing to kill yourself (such as collecting pills, 

getting a gun, giving valuables away or writing a suicide note)? 
If yes, describe: 
 

Yes      No 

□   □ 
 

Total # of 

preparatory 

acts 
 

______ 
 

Yes      No 

□   □ 
 

Total # of 

preparatory 

acts 
 

______ 
 

 Most Recent 
Attempt 

Date: 

Most Lethal          
Attempt 

Date: 

Initial/First 
Attempt 

Date: 

Actual Lethality/Medical Damage:   

0.  No physical damage or very minor physical damage (e.g., surface scratches). 
1.  Minor physical damage (e.g., lethargic speech; first-degree burns; mild bleeding; sprains). 

2.  Moderate physical damage; medical attention needed (e.g., conscious but sleepy, somewhat responsive; second-degree 

burns; bleeding of major vessel). 
3.  Moderately severe physical damage; medical hospitalization and likely intensive care required (e.g., comatose with reflexes 

intact; third-degree burns less than 20% of body; extensive blood loss but can recover; major fractures). 

4.  Severe physical damage; medical hospitalization with intensive care required (e.g., comatose without reflexes; third-degree 
burns over 20% of body; extensive blood loss with unstable vital signs; major damage to a vital area). 

5.  Death 

 

Enter Code 

 

 

 

______ 
 
 

 

 

Enter Code 

 

 

 

______ 
 
 

 

 

Enter Code 

 

 

 

______ 
 
 

 

Potential Lethality: Only Answer if Actual Lethality=0 

Likely lethality of actual attempt if no medical damage (the following examples, while having no actual medical damage, had 
potential for very serious lethality: put gun in mouth and pulled the trigger but gun fails to fire so no medical damage; laying 

on train tracks with oncoming train but pulled away before run over). 
 

0 = Behavior not likely to result in injury 

1 = Behavior likely to result in injury but not likely to cause death 

2 = Behavior likely to result in death despite available medical care 

 

Enter Code 

 

 

 

______ 
 

 

Enter Code 

 

 

 

______ 
 

 

Enter Code 

 

 

 

______ 
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COLUMBIA-SUICIDE SEVERITY 

RATING SCALE 

(C-SSRS) 
Children’s Since Last Contact 

Version 6/23/10 

 

 Posner, K.; Brent, D.; Lucas, C.; Gould, M.; Stanley, B.; Brown, G.; Fisher, P.; Zelazny, J.; 
Burke, A.; Oquendo, M.; Mann, J.  

 

 

Disclaimer: 

This scale is intended to be used by individuals who have received training in its administration. The questions contained 
in the Columbia-Suicide Severity Rating Scale are suggested probes. Ultimately, the determination of the presence of 

suicidal ideation or behavior depends on the judgment of the individual administering the scale. 

 

 

Definitions of behavioral suicidal events in this scale are based on those used in The Columbia Suicide History 
Form, developed by John Mann, MD and Maria Oquendo, MD, Conte Center for the Neuroscience of Mental Disorders 
(CCNMD), New York State Psychiatric Institute, 1051 Riverside Drive, New York, NY, 10032. (Oquendo M. A., 
Halberstam B. & Mann J. J., Risk factors for suicidal behavior: utility and limitations of research instruments. In M.B. First 
[Ed.] Standardized Evaluation in Clinical Practice, pp. 103 -130, 2003.) 

 
For reprints of the C-SSRS contact Kelly Posner, Ph.D., New York State Psychiatric Institute, 1051 Riverside Drive, New 
York, New York, 10032; inquiries and training requirements contact posnerk@nyspi.columbia.edu 

© 2008 The Research Foundation for Mental Hygiene, Inc. 

 



 
 
 
 

 
 
 
 
 
 
 
 
 

 

SUICIDAL IDEATION 

Ask questions 1 and 2.  If both are negative, proceed to “Suicidal Behavior” section. If the answer to question 2 is “yes”, 
ask questions 3, 4 and 5.  If the answer to question 1 and/or 2 is “yes”, complete “Intensity of Ideation” section below. 
 

Since Last 
Visit 

1.  Wish to be Dead  
Subject endorses thoughts about a wish to be dead or not alive anymore, or wish to fall asleep and not wake up.  
Have you thought about being dead or what it would be like to be dead? 
Have you wished you were dead or wished you could go to sleep and never wake up? 
Do you wish you weren’t alive anymore?  
 
If yes, describe: 
 

 
Yes       No 

□    □ 

2.  Non-Specific Active Suicidal Thoughts 
General, non-specific thoughts of wanting to end one’s life/commit suicide (e.g., “I’ve thought about killing myself”) without thoughts of ways to kill 
oneself/associated methods, intent, or plan during the assessment period. 
Have you thought about doing something to make yourself not alive anymore? 
Have you had any thoughts about killing yourself? 

 
If yes, describe: 
 

 
Yes       No 

 □    □ 

3.  Active Suicidal Ideation with Any Methods (Not Plan) without Intent to Act 
Subject endorses thoughts of suicide and has thought of at least one method during the assessment period. This is different than a specific plan with time, 
place or method details worked out (e.g., thought of method to kill self but not a specific plan).  Includes person who would say, “I thought about taking an 
overdose but I never made a specific plan as to when, where or how I would actually do it…and I would never go through with it.” 
Have you thought about how you would do that or how you would make yourself not alive anymore (kill yourself)? What did you think about? 

 
If yes, describe: 
 

 
Yes       No 

 □    □ 

4.  Active Suicidal Ideation with Some Intent to Act, without Specific Plan 
Active suicidal thoughts of killing oneself and subject reports having some intent to act on such thoughts, as opposed to “I have the thoughts but I 
definitely will not do anything about them.” 
When you thought about making yourself not alive anymore (or killing yourself), did you think that this was something you might actually do? 
This is different from (as opposed to) having the thoughts but knowing you wouldn’t do anything about it. 

 
If yes, describe: 
 

 
Yes       No 

 □    □ 

5.  Active Suicidal Ideation with Specific Plan and Intent 
Thoughts of killing oneself with details of plan fully or partially worked out and subject has some intent to carry it out. 
Have you decided how or when you would make yourself not alive anymore/kill yourself? Have you planned out (worked out the details of) how you 
would do it?  
What was your plan?  
When you made this plan (or worked out these details), was any part of you thinking about actually doing it? 

                                                                        
If yes, describe: 
 

 
Yes       No 

 □    □ 

INTENSITY OF IDEATION 
The following feature should be rated with respect to the most severe type of ideation (i.e., 1-5 from above, with 1 being the least severe 
and 5 being the most severe).  
                                             
Most Severe Ideation:         ___________              _________________________________________________                                                

                                                                                                           Type # (1-5)                                         Description of  Ideation 

Most 
Severe 

Frequency 
How many times have you had these thoughts?                      Write response___________________________________ 
 (1) Only one time    (2) A few times   (3)  A lot    (4) All the time    (0) Don’t know/Not applicable 

 
____ 
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SUICIDAL BEHAVIOR 
(Check all that apply, so long as these are separate events; must ask about all types) 

Since Last 
Visit 

Actual Attempt:  
A potentially self-injurious act committed with at least some wish to die, as a result of act. Behavior was in part thought of as method to kill oneself. Intent 
does not have to be 100%.  If there is any intent/desire to die associated with the act, then it can be considered an actual suicide attempt. There does not 
have to be any injury or harm, just the potential for injury or harm. If person pulls trigger while gun is in mouth but gun is broken so no injury results, 
this is considered an attempt.   
Inferring Intent: Even if an individual denies intent/wish to die, it may be inferred clinically from the behavior or circumstances. For example, a highly lethal 
act that is clearly not an accident so no other intent but suicide can be inferred (e.g., gunshot to head, jumping from window of a high floor/story). Also, if 
someone denies intent to die, but they thought that what they did could be lethal, intent may be inferred.  
Did you do anything to try to kill yourself or make yourself not alive anymore? What did you do? 
Did you hurt yourself on purpose? Why did you do that? 

Did you______ as a way to end your life?  
Did you want to die (even a little) when you_____?  
Were you trying to make yourself not alive anymore when you _____? 
Or did you think it was possible you could have died from_____? 

Or did you do it purely for other reasons, not at all to end your life or kill yourself (like to make yourself feel better, or get 
something else to happen)? (Self-Injurious Behavior without suicidal intent) 
If yes, describe: 
 
Has subject engaged in Non-Suicidal Self-Injurious Behavior? 
 
Has subject engaged in Self-Injurious Behavior, intent unknown? 

 
Yes      No 

□   □ 
 
 
 
 
 
 
 

Total # of 
Attempts 

 
______ 

 
 
 

 
Yes    No 
□   □ 

 

Yes    No 
□   □ 

Interrupted Attempt:   
When the person is interrupted (by an outside circumstance) from starting the potentially self-injurious act (if not for that, actual attempt would have 
occurred). 
Overdose: Person has pills in hand but is stopped from ingesting.  Once they ingest any pills, this becomes an attempt rather than an interrupted attempt. 
Shooting: Person has gun pointed toward self, gun is taken away by someone else, or is somehow prevented from pulling trigger. Once they pull the trigger, 
even if the gun fails to fire, it is an attempt. Jumping: Person is poised to jump, is grabbed and taken down from ledge. Hanging: Person has noose around neck 
but has not yet started to hang - is stopped from doing so. 
Has there been a time when you started to do something to make yourself not alive anymore (end your life or kill yourself) but 
someone or something stopped you before you actually did anything? What did you do? 
If yes, describe: 

 

Yes      No 

□   □ 
 
 

Total # of 
interrupted 

 
______ 

Aborted Attempt:   
When person begins to take steps toward making a suicide attempt, but stops themselves before they actually have engaged in any self-destructive behavior. 
Examples are similar to interrupted attempts, except that the individual stops him/herself, instead of being stopped by something else. 
Has there been a time when you started to do something to make yourself not alive anymore (end your life or kill yourself) but you 
changed your mind (stopped yourself) before you actually did anything? What did you do? 
If yes, describe: 
 

 

Yes      No 

□   □ 
 

Total # of 
aborted 

 

______ 

Preparatory Acts or Behavior: 
Acts or preparation towards imminently making a suicide attempt. This can include anything beyond a verbalization or thought, such as assembling a specific 
method (e.g., buying pills, purchasing a gun) or preparing for one’s death by suicide (e.g., giving things away, writing a suicide note).  
Have you done anything to get ready to make yourself not alive anymore (to end your life or kill yourself)- like giving things away, 
writing a goodbye note, getting things you need to kill yourself? 
If yes, describe: 
 

 
Yes      No 

□   □ 

Suicidal Behavior: 
Suicidal behavior was present during the assessment period? 

Yes      No 

□   □ 
Completed Suicide: Yes    No 

□   □ 

Answer for Actual Attempts Only Most Lethal 
Attempt 
Date: 

Actual Lethality/Medical Damage:   
0.  No physical damage or very minor physical damage (e.g., surface scratches). 
1.  Minor physical damage (e.g., lethargic speech; first-degree burns; mild bleeding; sprains). 
2.  Moderate physical damage; medical attention needed (e.g., conscious but sleepy, somewhat responsive; second-degree burns; bleeding of major vessel). 
3.  Moderately severe physical damage; medical hospitalization and likely intensive care required (e.g., comatose with reflexes intact; third-degree burns less 

than 20% of body; extensive blood loss but can recover; major fractures). 
4.  Severe physical damage; medical hospitalization with intensive care required (e.g., comatose without reflexes; third-degree burns over 20% of body; 

extensive blood loss with unstable vital signs; major damage to a vital area). 
5.  Death 

 

Enter Code 
 
 
 

______ 
 
 

Potential Lethality: Only Answer if Actual Lethality=0 
Likely lethality of actual attempt if no medical damage (the following examples, while having no actual medical damage, had potential for very serious 
lethality: put gun in mouth and pulled the trigger but gun fails to fire so no medical damage; laying on train tracks with oncoming train but pulled away before 
run over). 
 
0 = Behavior not likely to result in injury 
1 = Behavior likely to result in injury but not likely to cause death 
2 = Behavior likely to result in death despite available medical care  

 

Enter Code 
 
 
 

______ 
 
 



 

 

 

 

 

 

 

 

 

COLUMBIA-SUICIDE SEVERITY 

RATING SCALE 

 (C-SSRS)  

Since Last Contact 

Version 1/14/09 m9/12/17 

 

Posner, K.; Brent, D.; Lucas, C.; Gould, M.; Stanley, B.; Brown, G.; Fisher, P.; Zelazny, J.; 

Burke, A.; Oquendo, M.; Mann, J.  
 

 

Disclaimer: 

This scale is intended to be used by individuals who have received training in its administration. The questions contained 

in the Columbia-Suicide Severity Rating Scale are suggested probes. Ultimately, the determination of the presence of 

suicidal ideation or behavior depends on the judgment of the individual administering the scale. 

 

 

Definitions of behavioral suicidal events in this scale are based on those used in The Columbia Suicide History 

Form, developed by John Mann, MD and Maria Oquendo, MD, Conte Center for the Neuroscience of Mental Disorders 

(CCNMD), New York State Psychiatric Institute, 1051 Riverside Drive, New York, NY, 10032. (Oquendo M. A., 

Halberstam B. & Mann J. J., Risk factors for suicidal behavior: utility and limitations of research instruments. In M.B. First 

[Ed.] Standardized Evaluation in Clinical Practice, pp. 103 -130, 2003.) 

 

For reprints of the C-SSRS contact Kelly Posner, Ph.D., New York State Psychiatric Institute, 1051 Riverside Drive, New 

York, New York, 10032; inquiries and training requirements contact posnerk@nyspi.columbia.edu 

© 2008 The Research Foundation for Mental Hygiene, Inc. 



SUICIDAL IDEATION 

Ask questions 1 and 2.  If both are negative, proceed to “Suicidal Behavior” section. If the answer to question 2 is “yes”, 

ask questions 3, 4 and 5.  If the answer to question 1 and/or 2 is “yes”, complete “Intensity of Ideation” section below. 
Since Last 

Contact 

1. Wish to be Dead
Subject endorses thoughts about a wish to be dead or not alive anymore, or wish to fall asleep and not wake up.  

Have you wished you were dead or wished you could go to sleep and not wake up?  

If yes, describe: 

Yes      No 

□  □ 

2. Non-Specific Active Suicidal Thoughts
General, non-specific thoughts of wanting to end one’s life/die by suicide (e.g., “I’ve thought about killing myself”) without thoughts of ways to kill 
oneself/associated methods, intent, or plan during the assessment period.  

Have you actually had any thoughts of killing yourself? 

If yes, describe: 

Yes    No 

□  □ 

3. Active Suicidal Ideation with Any Methods (Not Plan) without Intent to Act
Subject endorses thoughts of suicide and has thought of at least one method during the assessment period. This is different than a specific plan with time, 
place or method details worked out (e.g., thought of method to kill self but not a specific plan).  Includes person who would say, “I thought about taking an 

overdose but I never made a specific plan as to when, where or how I would actually do it…and I would never go through with it.” 

Have you been thinking about how you might do this? 

If yes, describe: 

Yes    No 

□  □ 

4. Active Suicidal Ideation with Some Intent to Act, without Specific Plan
Active suicidal thoughts of killing oneself and subject reports having some intent to act on such thoughts, as opposed to “I have the thoughts but I 

definitely will not do anything about them.” 

Have you had these thoughts and had some intention of acting on them?  

If yes, describe: 

Yes    No 

□  □ 

5. Active Suicidal Ideation with Specific Plan and Intent
Thoughts of killing oneself with details of plan fully or partially worked out and subject has some intent to carry it out. 

Have you started to work out or worked out the details of how to kill yourself? Do you intend to carry out this plan? 

If yes, describe: 

Yes    No 

□  □ 

INTENSITY OF IDEATION 

The following features should be rated with respect to the most severe type of ideation (i.e., 1-5 from above, with 1 being the least severe 

and 5 being the most severe).  

Most Severe Ideation:   _____  _________________________________________________ 

 Type # (1-5)  Description of  Ideation 

Most 

Severe 

Frequency 

How many times have you had these thoughts? 
(1) Less than once a week    (2) Once a week   (3)  2-5 times in week    (4) Daily or almost daily    (5) Many times each day

____ 

Duration 

When you have the thoughts, how long do they last? 
(1) Fleeting - few seconds or minutes (4) 4-8 hours/most of day 

(2) Less than 1 hour/some of the time (5) More than 8 hours/persistent or continuous
(3) 1-4 hours/a lot of time 

____ 

Controllability 

Could/can you stop thinking about killing yourself or wanting to die if you want to? 
(1) Easily able to control thoughts (4) Can control thoughts with a lot of difficulty

(2) Can control thoughts with little difficulty (5) Unable to control thoughts 

(3) Can control thoughts with some difficulty (0) Does not attempt to control thoughts 

____ 

Deterrents 

Are there things - anyone or anything (e.g., family, religion, pain of death) - that stopped you from wanting to die or acting on 

thoughts of suicide? 
(1) Deterrents definitely stopped you from attempting suicide (4) Deterrents most likely did not stop you

(2) Deterrents probably stopped you (5) Deterrents definitely did not stop you
(3) Uncertain that deterrents stopped you (0) Does not apply

____ 

Reasons for Ideation 

What sort of reasons did you have for thinking about wanting to die or killing yourself?  Was it to end the pain or stop the way 

you were feeling (in other words you couldn’t go on living with this pain or how you were feeling) or was it to get attention , 

revenge or a reaction from others? Or both? 
(1) Completely to get attention, revenge or a reaction from others (4) Mostly to end or stop the pain (you couldn’t go on

(2) Mostly to get attention, revenge or a reaction from others living with the pain or how you were feeling)

(3) Equally to get attention, revenge or a reaction from others (5) Completely to end or stop the pain (you couldn’t go on 
 and to end/stop the pain living with the pain or  how you were feeling)

(0)  Does not apply

____ 
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SUICIDAL BEHAVIOR 
(Check all that apply, so long as these are separate events; must ask about all types) 

Since Last 

Contact

Actual Attempt: 
A potentially self-injurious act committed with at least some wish to die, as a result of act. Behavior was in part thought of as method to kill oneself. Intent 

does not have to be 100%.  If there is any intent/desire to die associated with the act, then it can be considered an actual suicide attempt. There does not 

have to be any injury or harm, just the potential for injury or harm. If person pulls trigger while gun is in mouth but gun is broken so no injury results, 

this is considered an attempt.   
Inferring Intent: Even if an individual denies intent/wish to die, it may be inferred clinically from the behavior or circumstances. For example, a highly 

lethal act that is clearly not an accident so no other intent but suicide can be inferred (e.g., gunshot to head, jumping from window of a high floor/story). 

Also, if someone denies intent to die, but they thought that what they did could be lethal, intent may be inferred.  

Have you made a suicide attempt? 

Have you done anything to harm yourself? 

Have you done anything dangerous where you could have died? 

What did you do? 

Did you______ as a way to end your life?  

Did you want to die (even a little) when you_____?  

Were you trying to end your life when you _____? 

Or did you think it was possible you could have died from_____? 

Or did you do it purely for other reasons / without ANY intention of killing yourself (like to relieve stress, feel better, get 

sympathy, or get something else to happen)?  (Self-Injurious Behavior without suicidal intent) 

If yes, describe: 

Has subject engaged in Non-Suicidal Self-Injurious Behavior? 

Yes   No 

□   □ 

Total # of 
Attempts 

______ 

Yes     No 

□   □ 
Interrupted Attempt:  
When the person is interrupted (by an outside circumstance) from starting the potentially self-injurious act (if not for that, actual attempt would have 
occurred). 

Overdose: Person has pills in hand but is stopped from ingesting.  Once they ingest any pills, this becomes an attempt rather than an interrupted attempt. 

Shooting: Person has gun pointed toward self, gun is taken away by someone else, or is somehow prevented from pulling trigger. Once they pull the trigger, 
even if the gun fails to fire, it is an attempt. Jumping: Person is poised to jump, is grabbed and taken down from ledge. Hanging: Person has noose around 

neck but has not yet started to hang - is stopped from doing so. 

Has there been a time when you started to do something to end your life but someone or something stopped you before you 

actually did anything? 
If yes, describe: 

Yes   No 

□   □ 

Total # of 

interrupted 

______ 

Aborted or Self-Interrupted Attempt: 
When person begins to take steps toward making a suicide attempt, but stops themselves before they actually have engaged in any self-destructive behavior. 

Examples are similar to interrupted attempts, except that the individual stops him/herself, instead of being stopped by something else. 

Has there been a time when you started to do something to try to end your life but you stopped yourself before you 

actually did anything? 
If yes, describe: 

Yes   No 

□   □ 

Total # of 
aborted or 

self-

interrupted 

______ 

Preparatory Acts or Behavior: 
Acts or preparation towards imminently making a suicide attempt. This can include anything beyond a verbalization or thought, such as assembling a 
specific method (e.g., buying pills, purchasing a gun) or preparing for one’s death by suicide (e.g., giving things away, writing a suicide note).  

Have you taken any steps towards making a suicide attempt or preparing to kill yourself (such as collecting pills, getting a gun, 

giving valuables away or writing a suicide note)? 
If yes, describe: 

Yes   No 

□   □ 

Total # of 
preparatory 

acts 

______ 

Suicide: 
Death by suicide occurred since last assessment. 

   Yes    No 

□   □ 
Most Lethal 

Attempt 
Date: 

Actual Lethality/Medical Damage: 
0. No physical damage or very minor physical damage (e.g., surface scratches).

1. Minor physical damage (e.g., lethargic speech; first-degree burns; mild bleeding; sprains).

2. Moderate physical damage; medical attention needed (e.g., conscious but sleepy, somewhat responsive; second-degree burns; bleeding of major vessel).
3. Moderately severe physical damage; medical hospitalization and likely intensive care required (e.g., comatose with reflexes intact; third-degree burns

less than 20% of body; extensive blood loss but can recover; major fractures).

4. Severe physical damage; medical hospitalization with intensive care required (e.g., comatose without reflexes; third-degree burns over 20% of body;
extensive blood loss with unstable vital signs; major damage to a vital area).

5. Death

Enter Code 

______ 

Potential Lethality: Only Answer if Actual Lethality=0 
Likely lethality of actual attempt if no medical damage (the following examples, while having no actual medical damage, had potential for very serious 

lethality: put gun in mouth and pulled the trigger but gun fails to fire so no medical damage; laying on train tracks with oncoming train but pulled away 
before run over). 

0 = Behavior not likely to result in injury 

1 = Behavior likely to result in injury but not likely to cause death 
2 = Behavior likely to result in death despite available medical care 

Enter Code 

______ 
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My New Plan

Last time, I chose to ...

I can do things differently!

and I ended up feeling

Next time 
I will choose to...

and ask...

so I can

I was feeling:

Student Name:
Date:

LCSD Suicide Risk Assessment Coping Plan - Primary Revised 08/17/2020 NK



Helpful Pictures

I don’t like 
it when 
you…

Okay!

LCSD Suicide Risk Assessment Coping Plan - Primary Revised 08/17/2020 NK
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Mi plan de afrontamiento/hacer frente a una problema 
Por ______________

Cuando note _______________________, mi cuerpo me está diciendo que yo 
no me segura/o. Necesito ayuda.   (*) 

Cuando esto suceda, voy a _____________ o _____________. 
habilidad habilidad 

Cuando note _______________________ en la escuela, yo le diré _____________. 
(*) adulta/o

Cuando note _______________________ fuera de la escuela, yo le diré _____________. 
(*) adulta/o

Si la persona en mi plan no está, disponible, llamaré al primer adulto confiable. 

Es importante mantenerse segura/o porque: 

1.________________________________________________________________ 

   ________________________________________________________________ 

2.________________________________________________________________ 

   ________________________________________________________________ 

Yo sé que hacer! 

LCSD Suicide Risk Assessment Coping Plan - Mid-Upper Level Revised 08/17/2020 NK

Sentirse segura/o se ve así



My Coping Plan 
By ______________

When I notice _______________________, my body is telling me I am not feeling safe. 
I need help.      (a)  

When this happens, I will _____________ or _____________. 
skill skill 

When I notice _______________________ at school, I will tell _____________. 
(a) adult

When I notice _______________________ outside of school, I will tell _____________. 
(a) adult

If the person in my plan is not available, I will tell the first safe adult I find. 

It is important to stay safe because: 

1.________________________________________________________________ 

   ________________________________________________________________ 

2.________________________________________________________________ 

   ________________________________________________________________ 

LCSD Suicide Risk Assessment Coping Plan - Mid-Upper Level Revised 08/17/2020 NK

Carlie Dennison-Leonard


Carlie Dennison-Leonard

Carlie Dennison-Leonard

Carlie Dennison-Leonard

Carlie Dennison-Leonard

Carlie Dennison-Leonard
Student A

Carlie Dennison-Leonard
my heart beating fast

Carlie Dennison-Leonard
my heart beating fast

Carlie Dennison-Leonard
my heart beating fast

Carlie Dennison-Leonard
take a STAR breath

Carlie Dennison-Leonard
go to the safe place

Carlie Dennison-Leonard
Ms. D-L

Carlie Dennison-Leonard
my dad

Carlie Dennison-Leonard
When I am safe, I can be helpful to my teacher and my class. I like to do my job at school. 

Carlie Dennison-Leonard
Soccer is awesome, and I can only go when I am safe!

Carlie Dennison-Leonard


Carlie Dennison-Leonard


Carlie Dennison-Leonard

Carlie Dennison-Leonard

Carlie Dennison-Leonard


Carlie Dennison-Leonard

Carlie Dennison-Leonard

Carlie Dennison-Leonard
My heart is beating slowly.

Carlie Dennison-Leonard
My body is calm.

Carlie Dennison-Leonard


Carlie Dennison-Leonard
I’m safe. I can 
handle this.�

Carlie Dennison-Leonard


Carlie Dennison-Leonard
I am taking STAR breaths.

Carlie Dennison-Leonard
I am in my own space.



COPING PLAN – Secondary Level 

Student Name: DOB: Date of Plan: 

Warning signs that I am not safe: (thoughts, images, mood, situation, behaviors) 

1. 

2. 

3. 

Things I can do to keep myself safe (in the case that I was thinking about suicide): 
1. 

2. 

3. 

An adult I can talk to at home/outside school when I feel it would be better if I were not alive: 

An adult I can talk to at school when I feel it would be better if I were not alive: 

My plan to make a safe environment and/or reduce or stop use of alcohol/drugs: 
1.  

2.  

3.  

Identify reasons for living: 

1. 

2. 

3. 

I can call any of the numbers below for 24 Hour Crisis Support: 

National Suicide Prevention Lifeline 1-800-273-TALK [8255]
Oregon Youthline 1-877-968-8491 or text “teen2teen” to 839-863
Lincoln County Crisis Line: (541) 265-4179, 1-866-266-0288 (after hours)

with 
(name) 

My follow-up appointment is: 

Place in Confidential File in student’s CUMULATIVE folder

(date)   @  (time)

Additional Notes: 
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Student Re-Entry 

Checklist 

                                    STUDENT INFORMATION                             DATE OF ER/CRISIS VISIT: ___________ 
                                 
NAME: _______________________________GRADE: _________    DATE OF RETURN TO SCHOOL:_______ 
 

Considerations 
 

NA 
Notes 

Staff member assigned to greet student 
upon return to school. 

  
Who: 

Signed release of information to/from 
mental health provider/crisis worker. 

  
 

1:00 phone call location secured.   
Where: 

Counselor/Student coping plan meeting 
date/time set 

  
When: 

Upload coping plan/flag in Synergy and 
place in student cum file. 

  
 

Coping plan faxed to Newport Clinic: 
541-265-4196 

  
 

Additional services and resources 
considered as needed (Nurses, HELP, 

SBHC) 
  

Describe: 

                                 School Process: Student is Reentering School After a Crisis 

Nurses Counselors Administrators LCMH 

1. The Lead Nurse will 
notify both the Area 
Nurse and the school 
Administrator of the 
safety plan received 
from LCMH. 
 
2.  Attend to 
student/family needs in 
collaboration with the 
school counselor, 
administrator and 
school team.  
 

1. When possible, 
greet the student on 
the first day back to 
school. 
 
2. Work with the 
administrator to 
schedule and 
facilitate a meeting to 
create/update coping 
plan and follow 
considerations on 
checklist. 
 
3 Send coping plan to 
Newport Clinic fax: 
541-265-4196 
 
 
 
 

1. Communicate with the 
counselor and determine 
next steps from the 
checklist. 
 
2. Support identification of 
a staff member to greet the 
student on the first day 
back to school. 
 
2. Secure a location for a 
follow up phone call from 
LCMH should a student 
arrive at school the day 
after discharge. 
 
3. Attend to student/family 
needs in collaboration with 
the school counselor and 
school team.  
 

1. LCMH will notify LCSD of a 
student’s status. 
Upon discharge from hospital: 
Obtain ROI - to send 
assessment information with 
safety plan 
a. LCMH will scan and email a 
safety plan and assessment to 
the Lead Nurse. 
b. Admittance for inpatient care 
-LCMH will notify the Lead 
Nurse 
 
2.LCMH will follow up with the 
student the day after discharge 
with a 1:00 p.m. phone call to 
review the safety plan and 
adjust or add additional support 
as needed and communicate 
with LCSD Lead Nurse. 

 



Section 5: Suicide Intervention Protocol – Level 2

Level 2 Suicide Assessment

● Schools complete the Suicide Risk Assessment Level 1 (w/full scale C-SSRS).

o Note: IF school made a 911 call, they may not have had the opportunity to complete C-SSRS
screener or full scale. This should not prevent school personnel and local mental health partners
from proceeding with the Level 2 protocol.

● If school personnel (through the Level 1 screening process) find they need further assistance in
determining current level of risk:

o Make parent/guardian contact (if not already completed) – log on Level 1 form.

o Check student file to verify whether or not there is already a Release of Information (ROI) on
file. If not, and it is feasible to do so:

▪ Have student (if 14 or older) or parent/guardian fill out ROI (English and Spanish fillable
PDF available in forms drive).

▪ Note: The purpose of completing the ROI is for the school and LCHHS to collaborate when
the time comes to schedule a re-entry meeting prior to the student returning to school. If
the ROI can not be completed at this time, it should not prevent school or LCHHS from
proceeding with the Level 2 protocol.

o Contact crisis by calling Lincoln Department of Health and Human Services at: 888-266-0288.
Identify who you are and where you are located; ask for them to contact a crisis worker and
have that crisis worker return your call as soon as possible. Choose of the following statements:

▪ “My name is ________ and I am _________ at _______. I’ve just completed a Columbia
Suicide Severity Rating Scale on a student and he/she/they is/are exhibiting high risk
behaviors and suicidal ideation. They need to be seen right away by a crisis counselor.”

▪ “My name is ________ and I am _________ at _______. I’ve just completed a Columbia
Suicide Severity Rating Scale on a student. He/she/they is/are exhibiting moderate risk,
but I’d like to consult w/the crisis counselor.”

o When crisis worker is on the phone with you, explain your current situation with student. They
will determine whether you take them to the hospital ED Room or to the Mental Health Clinic
based on the information you give them.

● Arrange for transportation of student (e.g. parent or school to transport):

o If student is directed to go to the ED room, the crisis worker will give information regarding the
nearest ED to your location and they will contact the student at that location.

o If student is directed to go to the Mental Health Clinic (Nye Street or Lincoln City), the crisis
worker will give information regarding the nearest Clinic to your location.

● Give documentation to parent:

o Send a copy of the Suicide Risk Assessment Level 1 w/C-SSRS full scale in an envelope w/student
and parent, labeled “Health Screening Information: Please share this with crisis counselor at
clinic or hospital.”



o If you were unable to complete the ROI, provide that to the parent/guardian as well. Explain
that the purpose is to ensure collaboration between all professionals and sharing of pertinent
information when the time comes to welcome the student back to school with an appropriate
student safety plan, if applicable.

● Request that parent(s) contact a school administrator to arrange a re-entry meeting prior to their
student returning to school in order to initiate a student safety plan.

o If ROI has not yet been completed, express the benefits of cooperation between family, local
mental health experts, and LCSD staff to collaborate and support the student.

Upon completion of Level 2 Assessment, the assessor will:

● Determine need for immediate intervention (e.g. in-home or out-of-home respite, hospitalization, etc.)

● Share concerns and recommendations with school team and parent

o See Student Re Entry Checklist for detailed information re: the collaboration between Nurses,
Counselors, Administrators and LCMH to support the health and well being of students
reentering school after a crisis.

Release of Information (ROI)
The following forms are located in fillable PDF form on the LCSD Forms By Department
shared drive, under ‘Student’ (see following pages):

● Release of Information – English

● Release of Information - Spanish



Section 6: Suicide Postvention Protocol
Schools must be prepared to act and provide postvention support and activity in the event of a serious
attempt or a completed suicide.  Suicide Postvention has been defined as “the provision of crisis

intervention, support and assistance for those affected by a suicide” (American Association of Suicidology).

The school’s primary responsibility in these cases is to respond to the tragedy in a manner which
appropriately supports students and the school community impacted by the tragedy.  This includes having a
system in place to work with the multitude of groups that may eventually be involved, such as students, staff,
parents, community, media, law enforcement, etc.

Key Points
Derived from After a Suicide:  A Toolkit for Schools, 2011):

1. Prevention after a suicide attempt or completion is very important.  Schools should be aware that
adolescents and others associated with the event are vulnerable to suicide contagion or, in other
words, increased risk for suicide.

2. It is important to not “glorify” the suicide and to treat it sensitively when speaking about the event,
particularly with the media.

3. Is is important to address all deaths in a similar manner.  Having one approach for a student who
dies of cancer, for example, and a different approach for a student who dies by suicide reinforces
the stigma that still surrounds suicide.

4. Families and communities can be especially sensitive to the suicide event.

5. Know your resources.

Postvention Goals

● Support the grieving process
● Prevent imitative suicides – identify and refer at-risk survivors and reduce identification with

victim
● Reestablish healthy school climate
● Provide long-term surveillance

Postvention Response Protocol

1. School Administrators should first notify the District Office (Assistant Superintendent’s Office)

2. Crisis Response Team will be mobilized (Coordinator – Assistant Superintendent, Susan Van Liew)

o The Crisis Response Team will work with school administrators to plan for and carry out the
following response protocol. Administrators should not take on any part of this protocol
without coordination through the Crisis Response Team process.



3. Verify suicide

4. Estimate level of response resources required

5. Determine what and how information is to be shared – do NOT release information in a large
assembly or over the intercom

6. Inform faculty and staff

7. Identify at risk students and staff

8. Be aware that persons may still be traumatized months after the event.  Refresh staff on
prevention protocols and be responsive to signs of risk

Additional Strategies and Cautions

Risk Identification Strategies:

IDENTIFY students/staff that may have witnessed the suicide or it’s aftermath, have had a personal
connection/relationship with the deceased, who have previously demonstrated suicidal behavior, have
a mental illness, have a history of familial suicide, or who have experienced a recent loss.

MONITOR student absentees in the days following a student suicide, those who have a history of being
bullied, who are LGBTQ, who are participants in fringe groups, and those who have weak levels of
social/familial support

NOTIFY parents of highly affected students, provide recommendations for community-based mental
health services, hold evening meetings for parents, provide information on community based funeral
services/memorials, and collaborate with media, law enforcement and community agencies.

Key Points to emphasize to students, parents, media:

● Prevention (warning signs, risk factors)
● Survivors are not responsible for the death
● Mental illness etiology
● Normalize anger
● Stress alternatives
● Help is available

CAUTIONS:
● Avoid romanticizing or glorifying event or vilifying victim
● Do not provide excessive details, describe the event as courageous or rational
● Do not eulogize victim or conduct school-based memorial services
● Address loss but avoid school disruption as best as possible



Section 7: Additional Resources

The resources in this section are also available on the LCSD website (see Resources), and
will continue to be updated, so this is not intended to be a complete list (see following
pages):

● Student Self Harm Coping Strategies and Resources

● How to Prevent Youth Suicide – Youth Version

● Parent Fact Sheet and Resources – Self Injury

● How Adults Can Help to Prevent Suicide

● FACTS – Warning Signs for Suicide

● Supporting Children’s Mental Health: Tips for Parents and Educators

● Suicide Awareness in Elementary School

● Five key ways to support mental health during the COVID-19 outbreak and beyond



 

*Taken From Marion County Youth & Family Crisis Services  
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Student Self-Harm Coping Strategies* 
 

Next Time I Feel Like Hurting Myself, I will... 
 
 DISTRACT MYSELF - TO GIVE MYSELF TIME TO THINK 

• Draw on the area I would like to self-harm 
• Eat something spicy or sour 
• Reach out to a friend 
• Clean something 
• Take a cold shower 
• Do something to help someone else out 
• Watch positive YouTube videos 
• Learn Lyrics to a new song 
• Play with putty, slime, clay, etc. 

 
RELEASE ENERGY/TENSION - WHEN I AM ANGRY OR UPSET 

• Exercise (anything that makes your heart rate for 10-15 minutes) 
• Tear up a piece of paper, old newspaper, or cardboard 
• Make something out of clay or playdoh and then smash it 
• Make a lot of noise 
• Cry for as long as you need to 
• Snap some twigs/sticks 
• Kick a football/soccer ball/any ball 
• Scream into a pillow 

 
SLOW AND SOOTHING – WHEN SAD OR DEPRESSED 

• Take a hot bath with good smelling soaps 
• Curl under a blanket with some hot chocolate 
• Hug a loved one or stuffed animal for at least 10 seconds 
• Make a list of things that you’re grateful for 
• Make some of your favorite treats 
• Call a friend and talk about things you enjoy 
• Search inspiring quotes online 
• Watch TV or read a book 
• Organize something 
• Write an alternative ending to your favorite movie 

 
 
 



 

*Taken From Marion County Youth & Family Crisis Services  
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Student Resources 

 
Hotlines: 

• Self-Injury Hotline 1-800-DONTCUT (366-8288) 
• Oregon YouthLine 1-877-968-8491; text “teen2teen” to 839863 
• National Suicide Prevention Lifeline 1-800-273-TALK (8255) 
• Trevor Project (LGBTQ+) 1-866-488-7386 

 
 
Helpful Apps: 

• Calm Harm 
• Breathe2relax 
• Fluidity 

 
 

TIPP: Dialectical Behavior Therapy (DBT) Distress Tolerance Skills for Managing 
Extreme Emotions 

 
1. Temperature 

a. Splash cold water on your face 
b. Hold a cold pack or bag of ice on eyes and cheeks (30 seconds) 

2. Intense Exercise 
a. Increase your heart rate by running, walking fast, jumping jacks, 

dancing, or jump rope 
b. Engage in exercise for 10-15 minutes 

3. Paced Breathing 
a. Breathe deeply from the belly  
b. Breathe out more than you breathe in (4 seconds in, 6 seconds out) 

4. Progressive Muscle Relaxation 
a. Tense and relax each muscle group from your head to your toes 
b. Tense for 5 seconds and then let go 
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How to Prevent Youth Suicide - Youth Version 
 
If you or someone you know is experiencing severe emotional distress or is suicidal, GET HELP 
IMMEDIATELY by contacting one or more of the following: 
 

• Call 911 or your local crisis line 
• National Suicide Prevention Lifeline at 1-800-273-TALK En español: 1-888-628-9454 
• Crisis Text Line (text “HOME” to 741741) 
• The Teen Line: 1-310-855-HOPE (4673) 
• National Youth Crisis Hotline: 1-800-448-4663 
• Find Crisis Services in Your County    
• Substance use help: 1-800-662-HELP (4357) 
• For Peers:  warmline.org links to warmlines in every state or chat Lifeline Crisis 

Chat or Crisis Text Line. 
• For Youth: Oregon Youthline or call 877-968-8491 or text “teen2teen” to 839863 
• For LGBTQIA+ Youth: The Trevor Project website or call (866) 488-7386 for a 24-hour 

toll-free suicide hotline or Trans Lifeline at 1–877–565–8860. 
• For Native Youth: WeRNative, You are Not Alone Network 
• When a Friend Dies: Guidelines for Students 

 
Emotions like fear, sadness, anger, frustration and anxiety are natural responses to the COVID-
19 outbreak. Many of us will experience some or all of these emotions and others as we cope 
with the novel Coronavirus. It is important to remember that everyone reacts differently to 
stressful situations, and that you are never alone. 
  
Things you can do to take care of yourself 
There are things that you can do when you feel distressed, overwhelmed or in a state of 
panic.  These might include: 
 

• Taking breaks from watching television; playing video games; listening to, watching or  

reading the news; and being aware of how social media affects your mood. 

• Making time to communicate regularly with friends and family online, or by telephone 
or text. 

• Doing your best to get plenty of sleep, eat healthy meals and exercise regularly. 

• Taking time to relax, unwind, do things that you enjoy or try something new. 

• Talking with trusted adults about concerns and feelings. 

• Avoiding alcohol and drugs. 

https://teenlineonline.org/
https://www.oregon.gov/oha/PH/PREVENTIONWELLNESS/SAFELIVING/SUICIDEPREVENTION/Pages/crisislines.aspx
https://www.samhsa.gov/
http://warmline.org/
http://crisischat.org/
http://crisischat.org/
http://crisistextline.org/
http://oregonyouthline.org/
http://www.thetrevorproject.org/
http://www.translifeline.org/
https://www.wernative.org/
http://www.youarenotalonenetwork.org/
http://www.sptsusa.org/wp-content/uploads/2015/05/friend-death-guidelines.pdf
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• Having conversations about things other than the Coronavirus outbreak. 

• Making a list of things that you like to do, or people that you can talk to over the phone, 
text, chat, or social media, and consider creating a regular schedule of activities each 
day. 

 
When to ask for help 
Youth suicide is the leading cause of death among school-age children and teens. Particularly 
during the school closure, students may feel alone, afraid and unsure of what to do. At this 
time, it is natural to experience signs of distress such as: 
 

• Fearing for and worrying about your health and the health of friends, family and loved 
ones. 

• Feelings of sadness, depression or a lot of irritability. 

• Feelings of hopelessness or ongoing worries about the future. 

• Feeling a lack of interest in activities that you used to enjoy. 

• Having significant changes in your appetite or weight. 

• Having significant changes in your sleep patterns. 

• Feeling that you’re too tired to move, work or play most of the time. 

• Feeling hyper or agitated most of the time, or having a very hard time relaxing. 

• Feeling worthless or very guilty. 

• Having a very difficult time concentrating and making decisions. 

• Having thoughts of or plans to hurt yourself or others. 

  
If you find yourself feeling overwhelmed a lot, or frequently experiencing three or more of 
these signs of distress, it is important to talk with someone or to ask for help.  
 
You can speak with teen peers beginning April 1, 2020 at Lines for Life at: 877-968-8491, Text 
teen2teen 839863, Chat www.oregonyouthline.org. 
 
When we feel overwhelmed, we might believe that things will never change. But remember 
that the COVID-19 outbreak will end at some point. Most importantly, remember than you 
are never alone, and there are people waiting to support you at any time.  
 
See the crisis hotlines, chat and online resources at the top of the first page. 

 

http://www.oregonyouthline.org/
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Parent Fact Sheet* 
Self-Injury 

 
What is Self-injury? 
 
Self-injury occurs when an individual chooses to inflict wounds upon themselves because of psychological 
distress. Although it is difficult to understand, this behavior becomes a coping mechanism for some people. 
Feelings of anxiety and distress, being “outside” one’s body, and a need for self-punishment are among the 
reasons self-injurers cite for their behavior. 

Why do they do it? 
 
Research has not been able to clearly define the life factors that lead to self-injury. Some self-injurers come 
from loving homes. There is evidence that sexual and physical abuse, feeling invalidated, and sexual identity 
issues may play a role in the self-injury of some. The theme that is repeated throughout the research is that 
self-injurers are using the self-injury to relieve extremely uncomfortable feelings. 

What do I do now? 
 

• Take a deep breath- this is tough, but it is better that you know about it. 

• Realize that you cannot solve the problem, but you can access help. 

• Access help!! Find a mental health professional and make an appointment as soon as possible. 

• Do NOT tell your child that they must stop self-injuring- it won’t work and will just create frustration. 

• DO remove readily available items for cutting, but realize your child will probably find something else. 

• DO immediately attend to physical damage and take your child to professional medical care when 
needed. 

• DO provide a listening ear when your child needs someone to talk to- create an accepting atmosphere 
for him/her. 

• DO help coordinate safety plans for your child between your mental health professional and the school 
mental health staff. 

• DO keep the school updated about any changes in your child’s intervention plan and his or  her overall 
status. 

 
 
 
 
 
*Downloaded from www.EducatorsAndSelfInjury.com 
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Parent Resources 

 
Websites: 

• www.selfinjury.bctr.cornell.edu 
• www.selfinjury.com 
• www.educatorsandselfinjury.com 

 
Hotlines: 

• Self-Injury Hotline 1-800-DONTCUT (366-8288) 
• Oregon YouthLine 1-877-968-8491; text “teen2teen” to 839863 
• National Suicide Prevention Lifeline 1-800-273-TALK (8255) 
• Trevor Project (LGBTQ+) 1-866-488-7386 

 
Helpful Apps: 

• Calm Harm 
• Breathe2relax 
• Fluidity 
 
 

TIPP: Dialectical Behavior Therapy (DBT) Distress Tolerance Skills for Managing Extreme 
Emotions 

 
1. Temperature 

a. Splash cold water on your face 
b. Hold a cold pack or bag of ice on eyes and cheeks (30 seconds) 

2. Intense Exercise 
a. Increase your heart rate by running, walking fast, jumping jacks, dancing, or jump 

rope 
b. Engage in exercise for 10-15 minutes 

3. Paced Breathing 
a. Breathe deeply from the belly  
b. Breathe out more than you breathe in (4 seconds in, 6 seconds out) 

4. Progressive Muscle Relaxation 
a. Tense and relax each muscle group from your head to your toes 
b. Tense for 5 seconds and then let go 
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How Adults Can Help to Prevent Suicide 
 
Suicide is the leading cause of death among school age children and teens, and adults. During 
the COVID-19 outbreak, many youths, their family members and friends, and school staff and 
community members may experience signs of stress and distress such as: 
 

• Fearing and worrying about your health and the health of friends, family, and loved 
ones. 

• Changing eating or sleeping patterns. 
• Having difficulty concentrating. 
• Having worsening health problems. 
• Feeling alone and needing social support from friends and family. 
• Feeling separated from friends or family. 
• Feeling sad, anxious, grouchy or moody. 
• Avoiding activities that you enjoy. 

It is important to remember that everyone reacts differently to stressful situations. How you 
respond to the outbreak can depend on your background, experience, access to information, 
social support and the community you live in. 

Taking care of ourselves and our youth 
Emotions like fear, sadness, anger, frustration and anxiety are natural responses to the COVID-
19 outbreak. Many adults and youth will experience some or all of these emotions and others 
as we cope with the Coronavirus.  
 
It is essential that adults take care of their physical and emotional needs so that we can be 
available to respond to youth in crisis. Actions to keep ourselves well might include:  
 

• Talking with trusted others about your concerns and feelings.  
• Taking breaks from watching television, playing video games, listening to, watching 

or reading the news, and being aware of how social media affects your mood. 
• Making time to regularly with friends and family online or by telephone or text. 
• Doing your best to get plenty of sleep, eat healthy meals, and exercise regularly. 
• Taking time to relax, unwind, do things that you enjoy, or try something new. 
• Avoiding alcohol and drugs. 
• Having conversations with others about things other than the Coronavirus outbreak. 
• Making a list of things that you like to do, or people that you can talk to over the phone, 

text, chat, or social media, and consider creating a regular schedule of activities each 
day. 
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When to ask for help 
It is important to remember that we are all in this situation together. Particularly during the 
school closure, many children, teens and adults will feel alone, afraid, and unsure of what to do, 
and parents will be concerned with caring for their children. It is important to talk with a 
trusted professional if you or your child or student are experiencing three or more of the 
following for more than a few days at a time: 
 

• Feelings of sadness, depression or a lot of irritability. 
• Feelings of hopelessness or ongoing worries about the future. 
• Feeling a lack of interest in activities that you used to enjoy. 
• Having significant changes in your appetite or weight. 
• Having significant changes in your sleep patterns. 
• Feeling that you’re too tired to move, work or play most of the time. 
• Feeling hyper or agitated most of the time, or having a very hard time relaxing. 
• Feeling worthless or very guilty. 
• Having a very difficult time concentrating and making decisions. 
• Having thoughts of, or plans to hurt yourself or others. 

  
Suicide Risk Factors  
There are certain factors that are linked to increased risk for suicidal behavior. These include:   

• Previous suicide attempt(s) 
• Isolation and aloneness 
• Non-suicidal self-injury (e.g., cutting) 
• Mental illness including depression, behavior problems, and substance abuse 
• High levels of family stress 
• Family history of suicide 
• Environmental risks, including presence of a firearm in the home 
• Situational crises (e.g., the presence of a gun in the home, bullying and harassment, 

serious disciplinary action, death of a loved one, physical or sexual abuse, breakup of a 
relationship/friendship, divorce, family violence, suicide of a peer) 

It is important to be aware of these risks, and to take them seriously. 
 
Suicide Warning Signs 
Most youth and adults who are considering suicide demonstrate one or more behaviors that 
may be signs of suicidal thinking or plans. These include:  
 

• Suicidal threats in the form of direct (e.g., "I am going to kill myself", “I want to die.”) 
and indirect (e.g., "I wish I could fall asleep and never wake up again") statements 

• Suicide notes and plans (including online postings) 
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• Making final arrangements (e.g., giving away prized possessions) 
• Preoccupation with death 
• Changes in behavior, appearance, thoughts, and/or feelings. 

 
Preventing Suicide 
The most important thing that we can do to prevent youth and adult suicide is to take the 
threat seriously. Particularly during times of high stress, youths and adults may feel anxious, 
afraid, alone, and overwhelmed. Some people may show few if any signs of their distress. There 
are a number of important steps that adults can take to keep youths and other adults safe. 
 

1. Provide a safe environment, and a safe, supportive, trusting relationship where 
children, teens and other adults feel comfortable discussing their thoughts, feelings and 
concerns. If that is not possible in your household, encourage youths and others to 
speak with adults who can provide safety, security and trust like mental health 
professionals or counselors, medical professionals, elders, adult family members, or 
spiritual or religious advisors. 

2. Become aware of and make use of other resources to support youths and families. 
These may include family and peer support, school and community members, school-
based health clinics, crisis teams, trained mental health and medical professionals, 
religious or spiritual advisors, professional adults trained in identifying and intervening 
with students at risk for suicidal behavior, national and local crisis services listed above.  

a. Beginning April 1, 2020 Lines for Life will provide a remote suicide risk 
assessment and safety planning service for schools. Call 800-273-8255. 

b. Youthline teen peer support: 877-968-8491, Text teen2teen 839863 
3. Create networks of supportive adults. School mental health and crisis team members, 

school-based health center staff, local mental health and medical professionals, and 
emergency personnel are responsible for conducting suicide risk assessments, 
warning/informing parents and family members, offering recommendations and 
referrals to community services, and often providing follow up counseling and support 
at school or in the community. Collaborating between adults, families, schools, local 
agencies and public health departments is essential for keeping youths and adults safe. 

4. Never ignore or keep information a secret. Peers and family members should not agree 
to keep the suicidal thoughts of a friend a secret and instead should tell an adult, such 
as a parent, teacher, school psychologist, doctor, or mental health provider. If you 
believe a threat to be urgent or immediate CALL 911 or a local crisis line. In non-
emergency circumstances, parents and other adults should seek help from community 
mental health resources as soon as possible. School staff who are aware of a youth at 
risk for suicide should take the student to the designated school mental health 
professional or administrator, or consult with a local mental health professional. 

5. Get immediate help if a suicide threat seems serious. 
a. Contact one or more of the resources listed at the END of this website page. 

http://www.oregonyouthline.org/
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6. Stay informed by making use of these and other resources. Here are a few suggestions 
for responding to the Coronavirus outbreak. 

a. The National Child Traumatic Stress Network has a guide for parents and 
caregivers to help families cope with the Coronavirus Disease 2019 (COVID-19). 

b. SAMHSA’s “Taking Care of Your Behavioral Health” page provides tips for social 
distancing, quarantine and isolation during an infectious disease outbreak. 

 
Suicide is preventable 
It is important to remember that suicide is preventable. Youth and adults who are 
contemplating suicide often give warning signs of their distress. It is VERY IMPORTANT to 
ALWAYS TAKE THESE WARNING SIGNS SERIOUSLY, AND NEVER PROMISE TO KEEP THEM A 
SECRET. If you suspect that a child or adolescent or someone you know may be suicidal and are 
not sure what to do, contact one of suicide prevention resources listed above as soon as 
possible.  
 
If you or someone you know is experiencing severe emotional distress or is suicidal, GET HELP 
IMMEDIATELY by contacting one or more of the following: 
 

• Call 911 or your local crisis line 
• National Suicide Prevention Lifeline at 1-800-273-TALK En español: 1-888-628-9454 
• Crisis Text Line (text “HOME” to 741741) 
• The Teen Line: 1-310-855-HOPE (4673) 
• National Youth Crisis Hotline: 1-800-448-4663 
• Find Crisis Services in Your County    
• Substance use help: 1-800-662-HELP (4357) 
• For Peers:  warmline.org links to warmlines in every state or chat Lifeline Crisis 

Chat or Crisis Text Line. 
• For Youth: Oregon Youthline or call 877-968-8491 or text “teen2teen” to 839863 
• For LGBTQIA+ Youth: The Trevor Project website or call (866) 488-7386 for a 24-hour 

toll-free suicide hotline or Trans Lifeline at 1–877–565–8860. 
• For Native Youth: WeRNative, You are Not Alone Network 
• When a Friend Dies: Guidelines for Students 

 
Suicide Prevention Training Resources for School Personnel 

• For those seeking additional training on how to recognize the signs of suicide and 
connect students to help: Question, Persuade, Refer – 1.5 hr-long online training 

• Contact gpr@linesforlife.org to access free online training opportunities sponsored by 
the Oregon Health Authority. 

 

https://www.nctsn.org/sites/default/files/resources/fact-sheet/outbreak_factsheet_1.pdfhttps:/www.nctsn.org/sites/default/files/resources/fact-sheet/outbreak_factsheet_1.pdf
https://www.nctsn.org/sites/default/files/resources/fact-sheet/outbreak_factsheet_1.pdfhttps:/www.nctsn.org/sites/default/files/resources/fact-sheet/outbreak_factsheet_1.pdf
https://www.samhsa.gov/sites/default/files/tips-social-distancing-quarantine-isolation-031620.pdfhttps:/www.samhsa.gov/sites/default/files/tips-social-distancing-quarantine-isolation-031620.pdf
https://teenlineonline.org/
https://www.oregon.gov/oha/PH/PREVENTIONWELLNESS/SAFELIVING/SUICIDEPREVENTION/Pages/crisislines.aspx
https://www.samhsa.gov/
http://warmline.org/
http://crisischat.org/
http://crisischat.org/
http://crisistextline.org/
http://oregonyouthline.org/
http://www.thetrevorproject.org/
http://www.translifeline.org/
https://www.wernative.org/
http://www.youarenotalonenetwork.org/
http://www.sptsusa.org/wp-content/uploads/2015/05/friend-death-guidelines.pdf
mailto:gpr@linesforlife.org


Worried about Suicide? Learn the 

  

Are you concerned that someone you know may be at risk for suicide? Your first step in helping may be as 
simple as learning the FACTS or warning signs. The following signs may mean that a youth is at risk for 
suicide, particularly if that person attempted suicide in the past. 
 

 

EELINGS 
 - Expressing hopelessness about the future. 

 CTIONS 

 - Displaying severe/overwhelming pain or distress. 

HANGES 
 - Showing worrisome behavioral cues or marked changes in  
 behavior, including: withdrawal from friends or changes in  
 social activities; anger or hostility; or changes in sleep. 

 HREATS 

 - Talking about, writing about, or making plans for suicide. 

 ITUATIONS 

 - Experiencing stressful situations including those that  
 involve loss, change, create personal humiliation, or involve  
 getting into trouble at home, in school or with the law. These  
 kinds of situations can serve as triggers for suicide. 
 

 

 
 
 
 
 
 
 
 

Suicide is a preventable problem.  
By taking the time to notice and reach out to a peer, you can be the beginning of a positive solution. 

 

Don't Forget - 

Youth Suicide Prevention is Everyone's Business! 

If you notice any of these warning signs, you can help! 
 

1. Express your concern about what you are observing in their behavior 
2. Ask directly about suicide 
3. Encourage them to call the National Suicide Prevention Lifeline at 800-273-TALK (8255) 
4. Involve an adult they trust 

 

Remember, if you have IMMEDIATE concern about someone’s safety, call 911 right away! 
 

*This is an updated version of the FACTS handout available in the Lifelines Curriculum and "Making Educators Partners" 
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Supporting Children’s Mental Health: Tips for Parents 
and Educators 

 
Create a sense of belonging. Feeling connected and welcomed is essential to children's positive 
adjustment, self-identification, and sense of trust in others and themselves. Building strong, positive 
relationships among students, school staff, and parents is important to promoting mental wellness. 

Promote resilience. Adversity is a natural part of life and being resilient is important to overcoming 
challenges and good mental health. Connectedness, competency, helping others, and successfully 
facing difficult situations can foster resilience. 

Develop competencies. Children need to know that they can overcome challenges and accomplish 
goals through their actions. Achieving academic success and developing individual talents and 
interests helps children feel competent and more able to deal with stress positively. Social 
competency is also important. Having friends and staying connected to friends and loved ones can 
enhance mental wellness. 

Ensure a positive, safe school environment. Feeling safe is critical to students' learning and 
mental health. Promote positive behaviors such as respect, responsibility, and kindness. Prevent 
negative behaviors such as bullying and harassment. Provide easily understood rules of conduct and 
fair discipline practices and ensure an adult presence in common areas, such as hallways, cafeterias, 
locker rooms, and playgrounds. Teach children to work together to stand up to a bully, encourage 
them to reach out to lonely or excluded peers, celebrate acts of kindness, and reinforce the 
availability of adult support. 

Teach and reinforce positive behaviors and decision making. Provide consistent expectations 
and support. Teaching children social skills, problem solving, and conflict resolution supports good 
mental health. "Catch" them being successful. Positive feedback validates and reinforces behaviors 
or accomplishments that are valued by others. 

Encourage helping others. Children need to know that they can make a difference. Pro-social 
behaviors build self-esteem, foster connectedness, reinforce personal responsibility, and present 
opportunities for positive recognition. Helping others and getting involved in reinforces being part 
of the community. 

Encourage good physical health. Good physical health supports good mental health. Healthy 
eating habits, regular exercise and adequate sleep protect kids against the stress of tough situations. 
Regular exercise also decreases negative emotions such as anxiety, anger, and depression. 

Educate staff, parents and students on symptoms of and help for mental health 
problems. Information helps break down the stigma surrounding mental health and enables adults 

http://www.nasponline.org/
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and students recognize when to seek help. School mental health professionals can provide useful 
information on symptoms of problems like depression or suicide risk. These can include a change in 
habits, withdrawal, decreased social and academic functioning, erratic or changed behavior, and 
increased physical complaints. 

Ensure access to school-based mental health supports. School psychologists, counselors, and 
social workers can provide a continuum of mental health services for students ranging from 
universal mental wellness promotion and behavior supports to staff and parent training, 
identification and assessment, early interventions, individual and group counseling, crisis 
intervention, and referral for community services. 

Provide a continuum of mental health services. School mental health services are part of a 
continuum of mental health care for children and youth. Build relationships with community mental 
health resources. Be able to provide names and numbers to parents. 

Establish a crisis response team. Being prepared to respond to a crisis is important to 
safeguarding students' physical and mental well-being. School crisis teams should include relevant 
administrators, security personnel and mental health professionals who collaborate with community 
resources. In addition to safety, the team provides mental health prevention, intervention, and 
postvention services. 

 

© 2017, National Association of School Psychologists, 4340 East West Highway, Suite 402, Bethesda, MD 20814, 301-657-0270, www.nasponline.org 

NASP has developed a Spanish translation of this handout to share with Spanish speaking students, families, and staff. 

 

Contributor: Katherine C. Cowan 

Please cite this document as: 

National Association of School Psychologists. (2017). Supporting children’s mental health: Tips for parents and educators [Handout]. Bethesda, 
MD: Author. 

http://www.nasponline.org/
https://www.nasponline.org/Documents/Resources%20and%20Publications/Handouts/Supporting_Children's_Mental_Health_Tips_For_Parents_and_Educators_SPANISH.pdf


Educator Awareness Series:
Suicide Awareness in Elementary School: 

Sense or Nonsense?

This teacher is right; deaths by suicide are infrequent 
under the age of 10.  And many educators already feel 
overburdened with specified training topics that crowd 
their in-service training days; yet suicide is one of the top 
three causes of death in youth, following accidents and 
homicides. And most teachers would agree - they are 
better prepared to respond to a fire in their school than to 
a student who might be at-risk for suicide. So, let’s see if 
we can answer the question: Is suicide awareness in 
elementary schools sense or nonsense?

While the number of deaths by suicide in younger children 
is statistically small, the number of attempts in students 
ages 10 to 14 (your 4th to 8th grade students) has 
increased dramatically over the last few years, especially 
for girls. And even if they haven’t made an attempt, there 
are other kids in your class who are thinking about suicide.  
These kids aren’t concentrating on math or social studies 
or language arts - they’re lost in thoughts that life doesn’t 
currently seem worth living.  Even if their number is small, 
there are at-risk students in elementary  school class-
rooms all over the country.

We also know that suicide personally touches the lives of 
these younger children through deaths or attempts by 
family members, people in their communities, or stories 
they see online. So suicide, for many of our youth, is not a 
secret. Yet like cancer was stigmatized years ago as the 
“C” word, suicide carries a similar stigma today. As we 
learned from the fight against cancer, being able to talk 
about it openly and honestly without fear or shame has 
been an important element in people both getting treat-
ment earlier and having more support during the treat-
ment process.

One way to begin to destigmatize suicide is to learn about 
it - to understand it in a boarder context than as simply 

self-inflicted fatal injury. If we conceptualize suicide, 
instead, as an attempt to solve a problem of intense 
emotional pain with impaired skills, we can begin to get 
our minds around a more productive way to have a conver-
sation about it with any aged student. For example, rather 
than trying to talk about death and wanting to die - which 
are complicated, abstract topics even for adults - to frame 
suicide as a poor solution to a life problem can make it 
easier to grasp intellectually. Check out the handouts for 
educators on the SPTS website, www.sptsusa.org, for 
additional information that can help expand your under-
standing of the dynamics of suicide. You will also find a 
link there to an online teacher training that provides 
examples of how to identify students who might be at risk 
and how to approach them about your concerns. These 
resources will also emphasize that although you as an 
educator have a critical role to play in the suicide preven-
tion process, it is a limited one. Your job is not to become a 
mental health counselor, but to educate yourself about 
suicide, learn how to identify potentially at-risk students 
and to then refer them to designated staff within your 
school. Simply put, whatever grade you teach, your respon-
sibility is to open the door to the help-seeking process - 
someone else takes over from there.

On the positive side, we also know from evolving research 
findings that we can teach skills to elementary school 
children that can better protect them from the risk of 
suicide and other self-destructive behaviors as they 
become adolescents. Problem-solving skills, the capacity 
to control feelings, and the ability to turn to trusted adults 
for help are critical skills that can never be taught too 
early. While specific suicide prevention curriculum for 
students is not usually introduced until middle school, 
enhancing resilience is an important prevention tool that 
can never begin too soon in the educational process. 

Society for the Prevention of Teen Suicide, Inc. | www.sptsusa.org
110 West Main Street, Freehold, NJ 07728 | sptsusa@gmail.com | (732) 410-7900

 “I am an elementary school teacher who is required to take training in 
youth suicide prevention. Isn’t this a bit of an overreaction considering 
how rare suicide is with kids this age?”
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Five key ways to support mental health during the 
COVID-19 outbreak and beyond 

 
The Oregon Department of Education is committed to supporting students, teachers, staff, 
families and communities during this time of uncertainty. While it is natural to experience fear 
and anxiety, children and adults may be particularly worried about themselves, friends and 
family getting ill with the Coronavirus. It is important to support each other in managing our 
feelings and anxiety in healthy ways to reduce the effects of stress on our health. 
 
We all play an important role in helping each other in the days ahead. 
 
Here are five ways adults can support children and each other: 
 

1. Remain as calm as possible. The most important thing that we can do is to remain as 
calm as possible. Consider small things that you can do each day to calm your mind and 
body. Even a moment or two of quiet can go a long way. You can model this for your 
children, or have them practice calming strategies with you. 

 
2. Children are looking to us for guidance. Children will often mirror our emotions, words, 

and body language. You do not have to be perfect, but do pay close attention to what 
you say and do, what media you interact with and how it affects your mood and 
behavior. It is important to stay updated, but also to take breaks from the news when 
overwhelmed. 

 
3. Provide a safe emotional place. The more we can provide a safe emotional place for 

ourselves and children, the less fearful and stressed we will become. Children often fear 
what they do not understand. Make time to listen, and calmly and directly provide them 
with clear and accurate information that is appropriate to their age. Expect them to ask 
the same question more than once. If you’re not sure of the answer you can find 
information about COVID-19 and how to talk with children on the CDC and OHA 
websites. 

 
4. Take action. There is a great deal that we cannot control right now, and feeling 

powerless may increase our anxiety and distress. The more we empower ourselves and 
children to control the things that we can, the better. Use this as an opportunity to 
teach children how to reduce the spread of disease. That may mean offering 
instructions about washing hands for at least 20 seconds, keeping at least six feet away 
from others and coughing or sneezing into a tissue and discarding it. It is important to 
remember that exerting too much control of children’s lives might lead them to feel 

https://www.cdc.gov/coronavirus/2019-nCoV/index.html
https://govstatus.egov.com/OR-OHA-COVID-19


Mental Health and Social Supports 
 
 

2 
 

more anxious. Allow them to make age-appropriate decisions about how to spend their 
time. 

 
5. Find ways to stay connected with others. Being alone or isolated from friends, family, 

classmates and other supports can make being out of work or school particularly 
challenging. Make sure to connect with others at a distance as much as possible. Use 
the telephone, video conferencing and other forms of messaging and communication to 
keep in touch, and schedule time with others. Help children to connect with friends and 
family, and schedule as much quality time with them as possible. Also, make sure to 
take time and space away from others if needed.  

 
Remember, we are all in this together.  
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