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SUICIDE AND 
SELF-HARM IN 
OUR YOUTH 

Assessment Tools and 
Treatment Approaches 

to Help Clients Heal

Tony L. Sheppard, Psy.D., 
CGP

DISCLAIMER

While there is empirical evidence for the 
approaches and interventions presented 
here, practitioners must use an evidence-
based practice mindset. Evidence-based 
practice involves the integration of the best 
available research with clinical expertise in 
the context of patient characteristics, 
culture and preferences.

Materials that are included in this course may 
include interventions and modalities that are 
beyond the authorized practice of mental 
health professionals. As a licensed 
professional, you are responsible for reviewing 
the scope of practice, including activities that 
are defined in law as beyond the boundaries of 
practice in accordance with and in compliance 
with your profession’s standards.
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WELCOME

Let’s face this challenge together…

OBJECTIVES

Evaluate
Evaluate social media and online applications that can provide connection, comfort, and 
encouragement to suicidal and self-harming youth.

Maximize
Maximize support among family members with techniques that promote problem solving and 
communication, and help young people feel in control and part of the therapeutic process.

Develop
Develop coping skills in adolescents, and young adults suffering with NSSI and suicidal ideation using 
interventions informed by CBT, DBT, and interpersonal neurobiology.

Incorporate
Incorporate multiple systems the client functions in, including school and peer groups, to improve 
treatment outcomes.

Apply
Apply motivational techniques that engage teens in their treatment and help them sustain and 
maintain recovery.

Assess
Assess risk and intervene in a manner that ensures the safety of young suicidal and self-harming 
clients.

OUR DAY
EDT

Start Time: 8:00am

Morning Break: 9:45am-10:00am

Lunch Break: 11:50am-1:00pm

Afternoon Break: 2:15pm-2:30pm

End Time: 4:00pm
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TECHNICAL/ZOOM RELATED

• Use Chat Feature

• Single “Speech Bubble” Icon

• Use Q&A Feature

• Double “Speech Bubble” Icon

TOPIC RELATED

QUESTIONS OR COMMENTS?

THE IMPACT OF THE 
PANDEMIC

As we go through this 
material, let’s be mindful 
of the many potential 
impacts of the 
worldwide COVID-19 
Pandemic

DEFINITIONS

Suicidality

Self-Harm
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SUICIDE

Suicide is a death caused by self-
directed injurious behavior with 
any intent to die as a result of the 
behavior

Suicide Attempt is defined as a 
non-fatal self-directed and 
potentially injurious behavior with 
any intent to die as a result of the 
behavior.  A suicide attempt may 
or may not result in injury.

• -Centers for Disease Control (CDC)

SELF-HARM
NON-SUICIDAL SELF-INJURY

Broad class of behaviors 
defined by direct, deliberate, 

socially unacceptable
destruction of one’s own 
body tissue without the 

intent to die.

SUICIDE & NSSI

• Suicidality and 
Non-Suicidal 
Self-Injury are 
related but 
separate issues.
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NSSI AND SUICIDE

Characteristic NSSI Suicide Attempt

Intent/Purpose for 
Behavior

Temporary Escape from 
Psychological Distress

Permanently terminate 
consciousness/end life

Create Change in Self 
or Environment

To Escape Unbearable 
Psychological Pain

NSSI AND SUICIDE

Characteristic NSSI Suicide Attempt

Severity/Lethality of 
Method Used

Low High

NSSI AND SUICIDE

Characteristic NSSI Suicide Attempt

Behavior Frequency
High, sometimes more 
than 100 episodes/often 
chronic and repetitive

Low, typically 1-3 episodes
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NSSI AND SUICIDE

Characteristic NSSI Suicide Attempt

Number of Methods 
Used

Multiple Methods used 
across episodes

Single Methods used 
across episodes

NSSI AND SUICIDE

Characteristic NSSI Suicide Attempt

Cognitive Status 
During Episode

Distressed yet Hopeful Hopeless/Helpless

Difficulty implementing 
adaptive problem-solving

Inability to Problem Solve

NSSI AND SUICIDE

Characteristic NSSI Suicide Attempt

Consequences &
Aftermath

Intrapersonally Sense of relief, calm
Frustration, 
Disappointment

Temporarily reduced 
Stress

Increased Distress

Interpersonally Rejection, Criticism from 
Others

Others express care and 
concern
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NON-SUICIDAL SELF-INJURY

Forms, Prevalence, Risk Factors

FORMS OF SELF-HARM
INVOLVING THE SKIN

Cutting
Carving 
(Words, 

Symbols, etc.)

Burning

• Fire/Lighters/Hot 
Objects

• Erasers

Biting
Picking/Interfering 

with Wound 
Healing

Inserting 
objects under 

the skin

OTHER FORMS OF SELF-HARM

Punching or Beating the Self

Head Banging

Hitting Walls or other Hard Objects

Having Others Cause Pain

Self Tattooing or Piercing

Pulling Out Hair
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PREVALENCE OF NSSI

• Lifetime prevalence of 13-17% in Adolescents and Young Adults

• More prevalent among females

• 13% among female/6% among males in a 2022 sample/study

A1

WHAT ARE 
YOU SEEING?

RISK FACTORS ASSOCIATED WITH NSSI

• Presence of Abuse

• Physical

• Sexual

• Emotional

• Neglect or Parental 
Indifference

• Family Violence

• Parental Impulsive Violence

• Relational Factors

• Separation & Loss

• Poor Quality of 
Attachment with 
Caregivers

• Single-Parent Households

• Parental Illness/Mental 
Illness
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RISK FACTORS ASSOCIATED WITH NSSI

• Emotional Reactivity

• Emotional Intensity

• Feelings of

• Hopelessness

• Isolation

• Loneliness

• Problems with Anger

• Substance Abuse

• Alcohol

• Marijuana

• Engaging in Reckless & Risk 
Taking Behaviors

• Prevalence of Negative 
Emotions

• Social & Problem Solving
Deficits

PARENTAL RELATIONSHIPS & NSSI

• Parents of those engaging in NSSI have been found 
to communicate the following in their interactions 
with their children:

• Invalidation & Minimization

• Criticism

• Punishment

• Distress

• These parents also allow conflict with their teens to 
become “highly aversive” and tend to de-escalate it 
much less than is normal

RESEARCH SUGGESTS 
THE FOLLOWING IN 

THOSE ENGAGING IN 
NSSI

Deficits in accurately 
reading emotional 
cues from others

Deficits in accurately 
conveying their own 
emotions through 

expression
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CO-MORBID 
DIAGNOSES 
WITH NSSI

Post Traumatic 
Stress 

Disorder

Depressive 
Disorders

Bipolar 
Disorders

Eating 
Disorders

Anxiety 
Disorders

Substance Use 
Disorders

THE COURSE OF NSSI

• NSSI can be conceptualized as a 
coping strategy (albeit a maladaptive 

one)

• NSSI can last for weeks, months or 
years

• Tends to be cyclical rather than linear

• Episodes can be triggered by stress

Stressor

NSSI 
Episode

Recovery

Stressor

NSSI 
Episode

Recovery

CASE EXAMPLE

• Marcus is a 17 year old male

• He is diagnosed with ADHD and Disruptive Mood 
Dysregulation Disorder

• He bangs his head on the bleachers at school when 
he doesn’t play well on the basketball team

• He has recently started burning himself with erasers 
in his room at night

• He is clear that he doesn’t want to die

Pages 30-31
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SUICIDALITY

Prevalence & Risk Factors

LANGUAGE MATTERS

Died by 
Suicide

Committed 
Suicide
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NEW DATA (APRIL 2021)

• Recent data have shown that as 
many as 30% of adults have “long-
term mental health or neurological 
symptoms” following COVID-19.

• Most common…

• Anxiety found in 17%

• Mood Disorders in 14%

• Other data have suggested 
increased rates of anxiety and 
depression in youth related to the 
pandemic (not COVID-19 
diagnosis)

WHAT WE KNOW (U.S.)

• 45,979 Deaths in 2020 (United States)

• For every death by suicide there are 25 
attempts

• Suicide attempts associated with 500,000 ER 
visits per year

• 12th leading cause of death for all age groups

• Most common diagnosis among those who die 
by suicide is MDD

WHAT WE KNOW (U.S.)

There has been a slight decline in both 2019 and 2020

This impacted all age groups and both males and females

National suicide rate increased by 35% from 1999 to 2018

34

35

36

12



13

WHAT WE KNOW (CANADA)

• Approx. 11 people die by suicide each day
Approx. 4,000 deaths by suicide per year

• 1/3 of deaths by suicide are among people 45-59 years

• Suicide is the second leading cause of death among youth and 
young adults (15-34 years)

WHAT WE KNOW (CANADA)

• Groups with Higher Risk of Death by Suicide:

• men and boys

• people serving federal sentences

• survivors of suicide loss and survivors of a suicide attempt

• some First Nation and Métis communities, especially among youth

• all Inuit regions in Canada

YOUTH RATE

Suicide is the 
second leading 

cause of death for 
youth between 
the ages of 10 

and 34
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INCREASE IN SUICIDE RATE

• Since 2017 the suicide rate among 
Black youth ages 10-19 has increased 
by 60%

• Early adolescent Black youth are 
twice as likely to die by suicide as 
their White counterparts

Source: American Academy of Child & Adolescent Psychiatry

UNDERSTANDING THIS INCREASE

• Greater predictors of risk among 
Black Youth

• Community violence

• Socioeconomic stress

• Perceived discrimination

• Stigma

• Interpersonal and Family conflict

UNDERSTANDING THIS 
INCREASE

• Intersectional identities 
place Black youth at 
particular risk

• Being a member of more 
than one minoritized 
group

• Being female and having an 
LGBTQ+ identity
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SYSTEMIC ISSUES

• Black Youth are more likely to:

• Have mental health & 
substance abuse issues 
undiagnosed, mis-diagnosed, or 
under-treated 

• This is due to:

• Bias

• Discrimination

• Structural Racism

SYSTEMIC ISSUES

• Black youth are more likely to:

• Be diagnosed with behavioral 
problems rather than mental 
health problems that would 
suggest greater risk of suicide

• To receive poor quality care

• Black youth are less likely to:

• Receive follow-up care upon 
discharge from inpatient and 
crisis services

WHAT WE KNOW

• Each episode of LGBT 
victimization, such as physical or 
verbal harassment or abuse, 
increases the likelihood of self-
harming behavior by 2.5 times 
on average.

• Of all the suicide attempts made 
by youth, LGB youth suicide 
attempts were almost five times 
as likely to require medical 
treatment than those of 
heterosexual youth.

Source: The Trevor Project
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WHAT WE KNOW

• LGB youth who come from 
highly rejecting families are 8.4 
times as likely to have attempted 
suicide as LGB peers who 
reported no or low levels of 
family rejection

Source: The Trevor Project

BODY IMAGE & SUICIDE

• A survey in the UK indicated 
that a third of those surveyed 
felt significant anxiety about 
their bodies

• One in 8 reported 
experiencing suicidal ideation 
related to body concerns

WHAT 
WE 

KNOW

American Foundation for Suicide 
Prevention (AFSP), 2014
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RISK FACTORS

• More static and enduring

• Suggestive of risk over longer 
periods of time

• Examples:

• Childhood abuse

• Death of relative by suicide

• Episodic and variable

• Suggestive of near-term or 
imminent risk

• Examples:

• Giving away possessions

• Securing weapons

WARNING SIGNS

TERMINOLOGY

TERMINOLOGY

• Precipitating Events

• Triggers that immediately precede a 
suicide attempt

• Examples:

• Disruption in a primary relationship

• Substance use/abuse strongly correlated 
with attempts when coupled with a 
precipitating event

FACTORS ASSOCIATED 
WITH INCREASED 

SUICIDAL BEHAVIOR
BEHAVIORAL  HEALTH

Depression or other mental illness

Substance Abuse

Conduct/Disruptive Behavior Disorders

Previous Suicide Attempts

Non-Suicidal Self-Injury

Genetic/Biological Vulnerabilities
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FACTORS ASSOCIATED 
WITH INCREASED 

SUICIDAL BEHAVIOR
PERSONAL 

CHARACTERISTICS

Hopelessness

Low Self-Esteem

Bullying as either victim or perpetrator

School work problems (Actual or Perceived)

Physical, Sexual or Psychological Abuse

Chronic Physical Illness or Disability

Exposure to Suicide of a Peer

FACTORS ASSOCIATED 
WITH INCREASED 

SUICIDAL BEHAVIOR
ADVERSE/STRESSFUL 

LIFE CIRCUMSTANCES

Interpersonal Difficulties/Losses

Disciplinary or Legal Problems

Loneliness/Isolation

Social Alienation/Lack of Belonging

Low Stress/Frustration Tolerance

Impulsivity/Risk Taking

Poor Problem-Solving/Coping Skills

Perception of self as under/over-weight

Capacity To Self-Injure

Perception of Being a Burden

FACTORS ASSOCIATED 
WITH INCREASED 

SUICIDAL BEHAVIOR
RISKY  BEHAVIORS

Alcohol/Drug Use

Delinquency

Aggressive/Violent Behavior

Risky Sexual Behaviors
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FACTORS ASSOCIATED 
WITH INCREASED 

SUICIDAL BEHAVIOR
FAMILY 

CHARACTERISTICS

Family History of Suicide or Suicidal Behavior

Parental Mental Health Problems

Parental Divorce

Death of Parent or Other Relative

Problems in Parent-Child Relationship

• Feelings of Detachment

• Inability to Talk with Family Members

• Interpersonal Conflicts

• Family Financial Problems

• Family Violence or Abuse

• Parenting Style (Over or Under-Protective, 
Highly Critical)

FACTORS ASSOCIATED 
WITH INCREASED 

SUICIDAL BEHAVIOR
INDIVIDUAL  LEVEL

Depression or other mental illness

Substance Abuse

Certain Health Conditions

Traumatic Brain Injury
HIV/AIDS
Sleep Disorders

Violence Victimization/Perpetration

Genetic & Biological Determinants

Temperament
Stress Response

Sense of Social Isolation

FACTORS ASSOCIATED 
WITH INCREASED 

SUICIDAL BEHAVIOR
RELATIONSHIP LEVEL

High Conflict or Violent Relationships

Sense of Isolation/Lack of Social Support

Family or Loved one’s history of suicide

Financial or work stress

Perceived Burdensomeness
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ELEVATED SUICIDE & SELF-HARM RISK 
ASSOCIATED WITH COVID-19

• COVID-19 Pandemic moved most mental health services to telehealth

• Increased isolation can elevate the risk of suicide for all people

• Increased risk factors during the pandemic

• Loss of Income or Job

• Family financial stress

• Fear of illness

• Perception and/or reality of reduced social support

• Perception and/or reality of less academic support

• Loss of rituals associated with school

• Loss of activities such as hobbies, sports, music, etc.

CASE EXAMPLE

• DiAngelo is 11 years old and placed in his 3rd foster home

• His father died from a drug overdose and his mother 
abandoned him at the age of 4

• He was diagnosed with diabetes 3 months ago

• Father was physically abusive and there was domestic 
violence in the home

• He is currently suicidal; stating that he plans to run in front 
of a car while playing

Pages 32-33
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TELEHEALTH/TELEPHONE

We know that the COVID-19 pandemic has made conducting studies 
and caring for the patients very difficult. To respond to the needs of 

the patients and research protocols and comply with the new 
guidelines on social distancing, prospective monitoring of suicide risk 
with the Columbia Suicide Severity Scale (C-SSRS) may proceed using 

alternative methods.

The C-SSRS can be administered over the phone or telemedicine 
platforms.

-The Lighthouse Project

ASSESSMENT VIA TELEHEALTH

• Benefits

• Allows for assessment when 
this might not be possible in 
person

• Tools can still be 
used/Electronically

• Research shows that 
engagement via telehealth 
can be good and that 
outcomes can be positive

• Caveat-Much of this is 
focused on therapy 
intervention with adults

ASSESSMENT VIA TELEHEALTH

• Challenges

• Visual assessments are 
limited/not available

• Clients can mask symptoms

• Video off

• Harder to assess affect

• No access to 
collaterals/Guardians don’t 
bring them to the session

• Client can leave the session 
more readily
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THINGS TO CONSIDER

• Clinicians should have a plan for 
crisis situations

• Know where your clients are

• Consider whether or not they 
are alone

• Have contact information 
available

• Plan BEFORE a crisis

TELEHEALTH CRISIS 
OPTIONS

• Contact guardian/s

• If client ends session, attempt to 
contact them through other means

• Phone

• E-mail

• Use emergency resources

• Call 911

• Request a safety check

CONCEPTUALIZING 
THESE  PROBLEMS
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CONCEPTUALIZING NSSI

Two Categories of Motivation

SELF-REGULATION

• Seeking a release from internal emotions

• Stop bad feelings

• Stop feeling numb or empty

• To feel something even if it’s pain

• To cope with depression, anxiety, sadness, 
frustration, anger

• To punish yourself

• To feel relaxed

• Avoiding school, work or other activities

• Avoiding being with people

• Avoiding punishment or consequences

• Getting attention

• To get a reaction from someone

• To get control of a situation

• To get help

• To get someone to act in a certain way

SOCIAL REGULATION

NSSI-BROAD CATEGORIES OF 
MOTIVATION

FOUR FACTOR MODEL OF NSSI

Intrapersonal/Automatic
Negative Reinforcement

(Reduction of Aversive Internal 
States)

Intrapersonal/Automatic
Positive Reinforcement

(Generation of Positive Feelings)

Interpersonal/Social
Negative Reinforcement

(Avoidance of Interpersonal 
Demands)

Interpersonal/Social
Positive Reinforcement

(Gaining Attention)
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FOUR FACTOR MODEL OF NSSI-
EXAMPLES

Intrapersonal/Automatic
Negative Reinforcement

• Stopping Pain
• Reducing Depression

• Preventing Suicidal Thoughts

Intrapersonal/Automatic
Positive Reinforcement

• Producing Euphoric Feelings
• “Feeling Something”

Interpersonal/Social
Negative Reinforcement

• Avoiding Work or School
• Pushing others Away

Interpersonal/Social
Positive Reinforcement

• Getting Attention from 
Others

• Communication of Needs 
or Wants

A VERY 
IMPORTANT 

POINT

Both motivations are 
present in most 

situations. 

A VERY IMPORTANT 
POINT

A significant number of youth report engaging in self-
harm to avoid suicidal ideation.
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CONCEPTUALIZING SUICIDE

WHAT WE KNOW

• While suicide can occur in the absence of a 
psychiatric diagnosis, it is commonly 
associated with and highly correlated with a 
number of psychiatric disorders.

• Most Commonly: Major Depressive 
Disorder

• Substance Use/Abuse is highly correlated 
with suicide

CONCEPTUALIZING 
SUICIDE

A break-down 
in problem 

solving

A perception of 
having no 
options

As one’s only 
means of 

exerting control
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FACTORS TO 
CONSIDER

Suicidal Ideation

Planning for Suicide

Intent to Follow Through

Access to Means/Means 
Restriction

SUICIDAL 
IDEATION

Thoughts of Ending Life or of not 
Living

These are somewhat common

Considered to represent moderate 
level of risk

Not considered to represent a crisis 
in the absence of other factors

PLANNING FOR 
SUICIDE

Considering ways to end one’s life

More specific and less common than 
Ideation

“Practicing”

Investigating Methods

Higher Level of Risk
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INTENT TO 
FOLLOW 

THROUGH

Intent to Follow 
through on Plan

Less Common than 
Ideation

Ambivalence About 
Suicide has Tipped 
in the Direction of 
Following Through

Preparation 

Very High Risk

MEANS/MEANS 
RESTRICTION

Degree of 
Access to 

Lethal 
Means

Guns, Bridges, 
Sharp Objects, Car 

Keys, Etc.

Most 
Suicidal 

Episodes 
are Time-
Limited 

and Rather 
Brief

Means Restriction 
SAVES LIVES!!

CASE EXAMPLE

• Monica is a 14 year old female

• She is diagnosed with Major Depressive 
Disorder and is treated with medication

• She has frequent thoughts of wanting to 
die

• She had thoughts of drowning herself 
over the summer

• She has no plan to do anything, stating 
that she loves her parents too much

Pages 34-35
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ASSESSMENT OF NSSI & 
SUICIDALITY

Risk of Suicide

Risk of Homicide

Risk of Self-Harm (NSSI)

SAFETY ASSESSMENT
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SETTING THE RIGHT TONE

• Respectful Curiosity

• Make it clear that it is acceptable 
to talk openly and honestly about 
suicidal thoughts and behaviors

• Normalize feelings and thoughts 
without condoning suicide

• LUV-Listen, Understand, Validate

• Downspeak vs. Upspeak

• “When people are feeling this 
upset, they sometimes think about 
suicide…”

• “I know this is hard to talk about 
so just go slow and take your time, 
and use whatever words you are 
most comfortable using to express 
your true thoughts and feelings.”

EXAMPLES OF BRIEF 
NSSI ASSESSMENT 

TOOLS

Brief Initial Screening 
Instruments that 

could be completed 
in a waiting room:

Functional Assessment 
of Self-Mutliation 

(FASM)

Alexian Brothers Urge 
to Self-Injure Scale 

(ABUSI)

Pages 43-45

ALEXIAN BROTHERS URGE TO 
SELF-INJURE SCALE (ABUSI)

Pages 43-45

85

86

87

29



30

EXAMPLES OF MORE 
IN-DEPTH NSSI 

ASSESSMENT TOOLS

Very In-Depth/Maybe 
best suited for 

research purposes

Non Suicidal Self 
Injury Assessment 

Tool (NSSI-AT)

Thorough tool that 
could be used as an 

interview guide

Ottowa Self-Injury 
Inventory (OSI)

Very extensive tool 
focused on both NSSI 

and Suicide

Self-Injurious 
Thoughts and 

Behaviors 
Inventory (SITBI)

Pages 38-42

WITH REGARD TO NSSI
CLINICIANS SHOULD NEVER…

• Assume that the person is suicidal or use suicide 
terminology

• Respond to the person in an emotionally charged manner

• Fear, recoil, shock, pity, disgust, condemnation, ridicule, 
punishment

• Begin trying to get the person to stop

• Present them with a safety contract

FIVE THINGS YOU 
WANT TO KNOW 

ABOUT NSSI

What are the 
Functions of the 

Behavior?

What are the 
Recency and 

Frequency of the 
Behavior?

What is the 
Severity of the 

Behavior?

What Triggers the 
Behavior?

Who is Aware of 
the Behavior?

88
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OTTAWA SELF-INJURY 
INVENTORY

• Celine is a 14 year old female

• She has a history of self-harm and has 
recently relapsed

• She completed the Ottawa Self-Injury 
Inventory with her therapist in a recent 
session

Pages 47-54
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ASSESSING 
SUICIDE RISK

Risk Factors

Protective Factors

Suicide Inquiry

Risk Level

Intervention

Document
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COLUMBIA-SUICIDE 
SEVERITY RATING 

SCALE (C-SSRS)

Page 55

USING THE SAFE-T

Pages 56-57

USING THE SAFE-T
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RISK FACTORS

Factors present 
that serve to 
increase a person’s 
risk of suicide.

LOOKING AT 
RISK FACTORS

Suicidal Behavior

• History of prior 
suicide attempts

• Aborted suicide 
attempts

• Self-Injurious 
Behavior

Current/Past 
Psychiatric Disorders

• Mood Disorders
• Psychotic Disorders
• Alcohol/Substance 

Abuse
• ADHD
• Traumatic Brain 

Injury
• PTSD
• Cluster B 

Personality 
Disorders

• Conduct Disorders

LOOKING AT 
RISK FACTORS

Key Symptoms

• Anhedonia

• Impulsivity

• Hopelessness

• Anxiety/Panic

• Insomnia

• Command Hallucinations

Family History

• Suicide

• Suicide Attempts

• Axis I Psychiatric Disorders requiring 
hospitalization

100
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LOOKING AT RISK FACTORS

Change in Treatment

• Discharge from psychiatric hospital

• Provider or other treatment changes

Access to Firearms

• Easy access

LOOKING AT RISK FACTORS

• Precipitants/Stressors

• Triggering Events Leading to:

• Humiliation

• Shame

• Despair

• Loss of Relationship, 
Financial or Health Status 
(Real or Anticipated)

• Ongoing Medical Illness 

• Precipitants/Stressors (cont.)

• Intoxication

• Family Turmoil/Chaos

• History of Physical or Sexual 
Abuse

• Social Isolation

INTERNAL

• Ability to cope with stress

• Religious Beliefs

• Frustration Tolerance

• Responsibility to Children 
or Beloved Pets

• Positive Therapeutic 
Relationships

• Social Supports

EXTERNAL

LOOKING AT PROTECTIVE FACTORS

103
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PROTECTIVE FACTORS
INDIVIDUAL CHARACTERISTICS & BEHAVIORS

Psychological or Emotional Well-being

Emotional Intelligence

• Ability to perceive, integrate, understand and manage one’s emotions

Adaptable Temperament

Internal Locus of Control

Strong Problem-Solving Skills

PROTECTIVE FACTORS
INDIVIDUAL CHARACTERISTICS & BEHAVIORS

• Coping Skills

• Conflict Resolution

• Non-Violent Handling of Disputes

• Self-Esteem

• Frequent, vigorous Physical Activity or Participation in 
Sports

• Spiritual Faith or Regular Church Attendance

• Cultural & Religious Beliefs that affirm life and Discourage 
Suicide

PROTECTIVE FACTORS
INDIVIDUAL CHARACTERISTICS & BEHAVIORS

• Resilience

• Ongoing sense of hope in the face of adversity

• Frustration Tolerance/Emotional Regulation

• Positive body image/Care & Protection of Body

106
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PROTECTIVE FACTORS
FAMILY & OTHER SOCIAL SUPPORT

Family Support/Connectedness to Family

• Closeness or Strong Relationship with Parents

• Parental Involvement

Close Friends or Family Member/Caring Adult/Social Support

Parental Pro-Social Norms

• Knowing Parents Disapprove of Antisocial Behavior

Family Support for School

PROTECTIVE FACTORS
SCHOOL

Positive School Experiences

Part of a close school community

Safe School Environment

• Particularly for LGBTQ+ Youth

Adequate or Better Academic Achievement

A Sense of Connectedness to the School

A Respect for the Cultures of all Students

PROTECTIVE FACTORS
MENTAL HEALTH & HEALTHCARE ACCESS

• Access to Effective Care for 

• Mental Health Disorders

• Physical Disorders

• Substance Abuse Disorders

• Easy Access to Care & Support through ongoing 
provider relationships
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PROTECTIVE FACTORS
MEANS RESTRICTION

• Restricted Access to Firearms

• Guns Locked or Unloaded

• Ammunition Stored or Locked

• Safety Barriers for Bridges, Buildings and other 
Jumping Sites

• Restricted Access to Medications

• Restricted Access to Alcohol

SUICIDE 
INQUIRY

Ideation Plan

Behaviors Intent

IDEATION

Thoughts of 
wanting to die 

or killing oneself

Frequency

Intensity

Duration

Last 48 Hours

Past Month

Worst Ever
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PLAN
Having a plan for 
ending one’s life

Timing

Location

Lethality

Availability

Preparatory Acts

BEHAVIORS

Past 
Attempts

Aborted 
Attempts

Rehearsals NSSI Acts

INTENT

• Expects to carry out the plan
• Believes the plan/act to be 

lethal vs. self-injurious

Extent to which the 
patient:

• Reasons to live vs. Reasons 
to die

Important to explore 
Ambivalence
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LEVELS OF RISK & INTERVENTIONS

SAFE-T PROTOCOL 
WITH C-SSRS

• Ali is a 17 year old male

• Bipolar Disorder and Cannabis Abuse 
Disorder

• Senior in High School

• Recently Discharged from inpatient facility 

• Changing Mood Stabilizers

• Father has cancer and is undergoing 
treatment out of state/Ali is staying with 
grandparents

Pages 66-69
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SAFETY 
PLANNING 

INTERVENTION

Recognize Warning Signs

Using your own coping strategies

Contacting others to distract from suicidal thoughts

Contacting family members or others who might 
help resolve a crisis

Contacting Mental Health Professionals or Agencies

Reducing the Availability of Means

SAFETY 
PLANNING 

INTERVENTION 
(SPI)

https://suicidesafetyplan.com/forms/

App available for Apple & 
Android!
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PATIENT SAFETY PLAN

• Jimmy is a 19 year-old college student

• Major Depression & Autism Spectrum 
Disorder (Level 1)

• Recently came out  to group as bisexual 
and fears coming out to parents

• Parents recently divorced and he’s in his 
first year of college

• Lots of suicidal ideation last semester

• Agreed to complete the Plan with his 
college counseling center therapist

Pages 70-71

TREATING NSSI & SUICIDALITY
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MANAGING 
ACUTE CRISES

Both NSSI and 
Suicidality have periods 
of crisis that must be 

managed

Each crisis takes the 
clinician back to an 

assessment mindset as 
a way of determining 

the risk present

MANAGING TIMES OF CRISIS

• Clinicians need the knowledge, skills and 
tools to guide clients through times of crisis

• Knowledge-provides a backdrop of 
understanding of the issues

• Skills-apply that knowledge to the crisis at 
hand

• Tools-enable the clinician to make the best 
decisions under the circumstances

NON-SUICIDAL SELF-INJURY

• Assess the level of risk 
associated with the self-harm

• Assess the risk of suicide

• Manage distress

• Encourage the use of positive 
coping strategies

• Consider the need to inform 
others

• Assess the level of risk 
associated with suicidality

• Assess the need for a higher 
level of care

• Manage distress

• Encourage the use of positive 
coping strategies

• Consider the need to inform 
others

SUICIDALITY

MANAGING ACUTE CRISIS
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NEW RESOURCE

• Active as of July 16, 2022

• Call or Text

• Lifeline Phone Number WILL Remain Active

• Accepts calls from anyone who has a suicide, 
mental health or substance abuse crisis

• Questions can be e-mailed to: 
988Team@samhsa.hhs.gov

988

• Proven to work – Lifeline studies 

have shown that after speaking with 

a trained crisis counselor, most 

callers are significantly more likely to 

feel

 less depressed

 less suicidal

 less overwhelmed  

 more hopeful

RESOURCES IN CANADA

• Talk Suicide Canada

• If you or someone you know is thinking about suicide, call Talk Suicide Canada at 1-833-456-4566 (24/7) or text 45645 (4 PM - 12 AM ET).

• For residents of Québec, call 1 866 APPELLE (1-866-277-3553) (24/7) or visit suicide.ca.

• Visit Talk Suicide Canada for the distress centres and crisis organizations nearest you.

• Kids Help Phone

• Call 1-800-668-6868 (toll-free) or text CONNECT to 686868.

• Available 24 hours a day to Canadians aged 5 to 29 who want confidential and anonymous care from professional counsellors.

• Download the Always There app for additional support or access the Kids Help Phone website.

• Hope for Wellness Help Line

• Call 1-855-242-3310 (toll-free) or connect to the online Hope for Wellness chat.

• Available to all Indigenous peoples across Canada who need immediate crisis intervention. Experienced and culturally sensitive help 
line counsellors can help if you want to talk or are distressed.

• Telephone and online counselling are available in English and French. On request, telephone counselling is also available in Cree, 
Ojibway and Inuktitut.
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SAMHSA 988 PARTNER TOOLKIT

• PARTNER TOOLKIT ASSETS AS OF APRIL (2022)

 FACT SHEET (English and Spanish)

 KEY MESSAGES

 FAQS (Adding others as needed over time)

 E-NEWSLETTER TEMPLATE

 LOGOS & BRAND GUIDANCE

 SAMPLE RADIO PSA SCRIPTS

 988 SLIDE DECK

MANAGING 
CRISIS WITH NSSI

Consider readiness for change

Encourage  and support

Promote positive coping

Encourage utilization of support 
persons/skills

Hospitalization is typically considered only 
when the person has suicidal intent

TOOLS FOR 
MANAGING NSSI

Assessment 
measures

Coping skills 
handouts

Coping Plan 

Support Person 
Consent Form

Page 93 Pages 99-101
And
Pages 81-84
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S IGNIFICAN T 
OTHER CONSENT 

FORM

ALTERNATIVES 
TO SELF-HARM

IMPORTANT 
POINT

Acute suicidal crises are 
time-limited.

Most people spend more 
time NOT being suicidal 

than being suicidal.
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TREATMENT

With both self-harm and suicide the 
periods between crises is time best 

spent on development of coping skills 

COPING 
SKILLS 

HANDOUT

SELF-CARE SKILLS 
HANDOUT
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CARING CONTACTS

• Phone calls, text messages or e-mail messages to patients

• Within 48 hours of a contact

• Primary Care Clinic

• Emergency Department

• Outpatient Behavioral Care Clinic

• Have been shown to be effective in reducing self-harm and 
suicide when used

• Frequently used for other medical conditions such as after 
outpatient surgeries

A MULTI-SYSTEMIC 
APPROACH

• A Common theme across 
treatment approaches is 
the need to work with 
multiple systems within 

which a client lives, works, 
and plays.

DEFINING A 
MULTI-SYSTEMIC 

APPROACH

Home
Family 

(Immediate & 
Extended)

School

Friends
Online 

Communities
Work

Religious 
Community

Mental Health 
Professionals

Medical

Case 
Management
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DEFINING A MULTI-SYSTEMIC 
APPROACH

Those from the various 
systems are brought in 
as it is relevant to the 

individual client.

STEPPED CARE MODELS

Outpatient 
Treatment

IOP/PHP

Inpatient

Residential 
Treatment

STEPPED CARE 
MODELS

Interventions of 
different levels of 
intensity available

Client’s needs are 
matched to the 
appropriate level

Outcomes carefully 
monitored so that 
treatment can be 

“stepped up or down”

Clients often move 
through less intensive 

treatment before 
receiving more 

intensive

Moving up steps is 
usually associated with 
increasing risk, intensity, 

and expense
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MULTI-SYSTEMIC APPROACH

Working with Parents & Guardians

INFORMING PARENTS/GUARDIANS

• Agency or Organization Policies
• Laws in your jurisdiction
• Clinical Judgment
• Considerations:

• Severity of the injury or injuries

• Level of Suicide Risk

• Need for monitoring outside the agency or 
organization

• Documentation

DEALING WITH INITIAL REACTIONS-
NSSI

“We just don’t understand this 
at all”

“We don’t want our child to 
die”

“We have no idea where this is 
coming from”

“We’re terrified that this is 
practice for suicide”

• Parents may be feeling any 
or all of these:
• Shock & Denial
• Anger & Frustration
• Empathy, Sympathy & 

Sadness
• Guilt
• Fear & Panic
• Loss of Control
• A sense of isolation

148
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PROVIDING 
EDUCATION-NSSI

Education through consultation & 
appropriate educational materials 
(Cornell Handout for NSSI)

Help them to understand the 
function/s this behavior serves for 
their child

Guide them past the emotions of the 
situation so that they can make 
informed decisions

Develop a Treatment Plan

Assist them in opening 
communication channels and keeping 
them open

Pages 73-80

PARENT 
EDUCATION-

SUICIDE

Resources for 
Parents

• More than Sad from 
AFSP

• Suicide Awareness 
Voices of Education 
(SAVE)

It is important 
for parents to 
understand 

depression and 
suicide

They need to 
know how to 
help and to 

keep their child 
safe

ONGOING 
CONSULTATION 

WITH PARENTS-NSSI

Manage feelings 
of frustration, 

guilt, anger, etc.

Keep healthy 
communication 
channels open 
with their child

• Episodes of self-harm
• Child’s attempts at controlling 

relationships through NSSI

Respond 
appropriately to:

Understand the 
Stages of 
Change
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ONGOING 
CONSULTATION 
WITH PARENTS-

SUICIDE

Facilitate 
Communication

Monitor their 
child 

appropriately

Manage their 
own reactions

Ongoing Safety 
Planning

Means 
restriction

Support

SAFETY 
CONTRACTS-

NSSI

Offer clinicians MINIMAL protection from 
liability

Little Evidence Supporting their Efficacy

Can comfort parents

Could offer some clients comfort

Best when they include replacement 
behaviors

Should Include a HOLD HARMLESS 
Provision!

SAFETY 
CONTRACTS-

SUICIDE
Offer clinicians 
MINIMAL 
protection from 
liability

1

Little 
Evidence 
Supporting 
their Efficacy

2

Give a false sense 
of control and do 
NOT hold up in 
court or protect 
clinicians from 
liability

3
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NSSI

• Help client make a list of replacement 
behaviors
• Make it on the computer and 

decorate it
• Turn it into an art project/Get 

creative!
• Provide a Handout or Other 

resource to your client
• Offer a Handout or Other resource 

to your client

• Collaborate with those in the child’s life in 
this process

• Safety Planning Intervention (SPI) tool

• Helps client feel that they have a plan in 
facing suicidal thoughts, plans, behaviors

• Less formal intervention planning

• Discussion of coping strategies

• Listing of resources

• Collaborate with those in the child’s life in 
this process

SUICIDALITY

SAFETY PLANNING

SAFETY PLANNING
SUIC IDALITY

• Safety Planning Intervention (SPI) tool

• Helps client feel that they have a plan in 
facing suicidal thoughts, plans, behaviors

• Less formal intervention planning

• Discussion of coping strategies

• Listing of resources

• Collaborate with those in the child’s life in 
this process

SUICIDE 
PLANNING 

INTERVENTION

https://www.sprc.org/resourc
es-programs/patient-safety-
plan-template
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C.A.L.M.
COUNSELING ON ACCESS TO LETHAL 

MEANS

CALM Training Enables the Clinician to:

(1) Identify people who could benefit from lethal means counseling

(2) Ask about their access to lethal methods

(3) Work with them—and their families—to reduce access

https://www.sprc.org/resources-programs/calm-counseling-access-lethal-means

COLLABORATIVE PLANNING

Collaboration with parents and guardians in safety 
planning is encouraged when appropriate.

This serves to:

• Allay parental fears 

• Teach parents how to be available in an 
appropriate and non-judgmental manner

COLLABORATIVE PLANNING

Collaboration with parents and guardians in safety 
planning is encouraged when appropriate.

This serves to:

• Allay parental fears 

• Teach parents how to be available in an 
appropriate and non-judgmental manner
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PARENTAL 
MONITORING-

NSSI

Parents need guidance about 
how to monitor the youth.

The following can do more 
harm than good:

• Room Searches

• Strip Searches

• Offering incentives for “No-Harm”

• Punishing NSSI or Suicidal Behavior

• Threats & Ultimatums

CREATING SAFE 
ENVIRONMENTS-
SUICIDE & MEANS 

RESTRICTION

People tend NOT to substitute a 
different method when a highly 

lethal method is unavailable 
(CDC)

Research shows that the interval 
between deciding to act and 

attempting suicide can be as short 
as 5-10 minutes (CDC)

INDIVIDUAL LEVEL

• Locking firearms

• Limiting quantities of medications 
that are available

• Restricting access to sharp 
objects

• Restricting access to harmful 
household products

• Bridge barriers (91% 
reduction)

• Signs on bridges/cliffs (61% 
reduction)

• Patrolling of suicide hotspots 
by police

SOCIETAL LEVEL

MEANS RESTRICTION

https://www.hsph.harvard.edu/means-matter/
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NSSI

• Not always recommended

• Removal of sharp objects and 
other implements often 
triggers control issues

• The youth will likely obtain 
these items through other 
channels

• This can create a false sense of 
safety in families

• Typically recommended

• The episodic nature of suicide 
attempts makes restriction 
more effective in some cases

• Can actually enhance safety of 
the youth

SUICIDE

MEANS RESTRICTION

HEALTHY 
MONITORING

Adolescents report that having non-judgmental 
adults to talk to can help curb NSSI and suicidal 
behavior

The Best Monitoring is done through direct, honest 
communication

“Respectful Curiosity”

In some cases, searches might be necessary

• These must be done with sensitivity and respect for privacy

• Power & control struggles must be avoided

THE ISSUE OF CONTROL

• Parents will have an innate desire 
to control 

• Teens will have an innate resistance 
to being controlled

• Frequently, professional help is 
needed in navigating this balance

• Developmental frame on this…

• “Teens want more and more 
freedom & Parents want to hang 
onto control.”

Teens 
Parents

166

167

168

56



57

MULTI-SYSTEMIC APPROACH

The Role of the School

SCHOOL 
PROTOCOLS FOR 

NSSI

Staff Education 
about NSSI

Clarification of 
Roles & 

Responsibilities

Offers 
resources and 

referrals

Guidelines for 
Management of 

“Contagion 
Effects”

SCHOOL PROTOCOLS 
FOR SUICIDE 
PREVENTION

Help for students 
who are at-risk of 

suicide

Staff Education & 
Training on Suicide 

including 
assessment

Parent Education Student Education

Screening for 
Suicidality

Protocols for 
Responding to a 
Death by Suicide
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MONITORING 
IN SCHOOLS Minimizing 

opportunities 
for engaging in 
self-harm

1
Monitoring overall 
functioning/Mental 
Health problems 
negatively impact 
school performance

2

Maintaining 
Contact with 
other 
Stakeholders

3

SUPPORT IN THE 
SCHOOL Safe Adult 

with whom 
to talk

1

Modification 
of Workload

2

Support in 
Practicing 
Healthy 
Coping Skills

3

Protecting 
Self-Esteem

4

MULTI-SYSTEMIC APPROACH

The Role of Peers
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EDUCATING 
PEERS

It is important to educate all youth 
about suicide 

Peers can be a source of immense 
support

Youth must know their limits with 
each other in this regard

A Friend Asks app from The Jason 
Foundation

KNOWING THE 
LIMITS

Never promise to 
keep a secret

Telling a trusted 
adult is not a bad 

thing

Never take on 
responsibility for 
someone else’s 

life

Tell a Trusted 
Adult

Encourage your 
friend to tell 

someone

Get Help/Call a 
Helpline

Page 86

SUPPORTING A 
FRIEND

Don’t be afraid to 
ask

Never 
underestimate the 

power of a 
friendship

Encourage
Share healthy 

resources
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SEIZE THE AWKWARD

• www.seizetheawkward.org

• Partnership between JED Foundation 
(www.jedfoundation.org), Ad Council & 
AFSP

• Having Conversations about Mental 
Health

• Conversation Starters

• Celebrity Stories about Mental Health

MUSIC VIDEO BY LOGIC FEATURING ALESSIA 
CARA & KHALID

SOCIAL CIRCLES 
ACTIV ITY 

HANDOUT
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SOCIAL CIRCLES 
ACTIV ITY 

COMPLETED

MULTI-SYSTEMIC APPROACH

The Role of Online Communities & Social Media

ONLINE 
SUPPORT

It is very difficult to determine which 
groups are safe and reputable

Self-Harm support groups on Social 
Media

Facebook Instagram Twitter
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TIK TOK

• Tik Tok contains many mental health related 
videos that are quite popular

• In 2021 the platform introduced new 
mental health supports

• In-app resource list of crisis hotlines around 
the world

• Information on how to safely engage with 
someone who might be in crisis

• Resources when someone search for #suicide

PITFALLS OF 
ONLINE SUPPORT

Unhealthy relationships can form

Misinformation

Triggering images or content

Some sites glorify and/or condone self 
harm and suicide

Unmonitored sites can lead to injuries or 
death

THINGS TO 
CONSIDER ABOUT 

ANY ONLINE 
SUPPORT

Is the site moderated?

By Whom?

Does it have Trigger Alerts?

What are the Community Rules?

It is for support and encouragement?

Is pro-NSSI or Suicide content allowed?
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SOCIAL MEDIA

Contact with others

Social support

Encouragement

Sense of not being alone

Connections for those in rural areas

RECOMMENDED 
WEBSITES

To Write Love on Her 
Arms

www.twloha.com

American Foundation for 
Suicide Prevention

www.afsp.org

The Jason Foundation www.jasonfoundation.com

SAVE: Suicide Awareness 
Voices of Education

www.save.org

The Trevor Project www.thetrevorproject.org

Page 85

Pages 
90-91

SOURCES OF 
STRENGTH

• Peer Leaders Spreading Hope, 
Health & Strength

• www.sourcesofstrength.org

• #sourcesofstrength
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SOURCES OF 
STRENGTH

• Focuses on

• Family Support

• Positive Friends

• Mentors

• Healthy Activities

• Generosity

• Spirituality

• Physical Health

• Mental Health

HEALTHY LIMITS WITH SOCIAL 
MEDIA

• Setting healthy boundaries and limits

• Find things to do that don’t involve social media

• Interact with people ‘In Real Life’ (IRL)

• Get involved in clubs/activities/sports

• Recognize cyber-bullying for what it is

• Keep a good perspective

• Nobody’s life is perfect

• People put their best foot forward on social media

NEGATIVE REPLACEMENT BEHAVIORS 
FOR NSSI

• Using a red marker or paint to simulate blood on the body

• Applying ice packs or holding frozen objects for the pain sensation

• Applying a temporary tattoo and scratching it off with fingernails

• Writing in detail about a self-injury episode

• Applying cooling cream to the skin

• Snapping a rubber band on your wrist

• Eating hot or spicy foods

• Attaching movie make up scars to the skin
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RESEARCH RELATED 
TO NEGATIVE 
REPLACEMENT 

BEHAVIORS

fMRI Studies suggest 
that some of the same 
neurological processes 
that occur during self-
harm episodes also 
occur when a person 
simulates or thinks 
about self-harm.

NEGATIVE 
REPLACEMENT 

BEHAVIORS FOR NSSI

Offer alternative forms of 
“harm”

Can serve a transitional 
purpose early in therapy

Can help transition away 
from more serious harm 

following relapse

Use with Discretion

Inform guardians

Teach caution

Monitor closely

APPLY ING THE  STAGES OF 
CHANGE  MODEL &  

MOTIVATIONAL 
INTERVIEWING PR INCIPLES

Framing 
Expectations of 

Change

Prochaska, 
DiClemente & 

Norcross

Stages of Change 
or Transtheoretical 

Model

Miller & Rollnick
Motivational 
Interviewing
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LEARNING FROM 
MOTIVATIONAL 
INTERVIEWING

We must consider readiness for change

Our low tolerance for self-harm can cause us to rush 
the client

• Righting Reflex

Parents and others are ready for change NOW!

The client will change (stop the behavior) when they 
are ready

It is our job to get them ready…not to change them

We can treat NSSI and suicidal ideation AND manage 
our risk

STAGES OF CHANGE MODEL-
APPLICATION

• The Stages of Change Model can be 
applied to:

• Readiness to engage in treatment

• Readiness to change self-harm 
behavior

• Readiness to change substance 
use/abuse patterns

• Readiness to reduce time spent 
on social media

THE STAGES OF 
CHANGE

Precontemplation

Contemplation

Preparation

Action

Maintenance, Relapse & Recycling
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PRECONTEMPLATION

Unaware of problem 
behavior OR unwilling 

regarding change

Perception of the 
problem has not 

shifted from positive 
to negative

There is no intention 
to change behavior in 
the forseeable future

“It isn’t that they can’t 
see the solution. It is 

that they can’t see the 
problem” (G.K. 
Chesterson)

CONTEMPLATION

Aware that a 
problem 
exists

Thinking 
about 

overcoming it

Open to 
information 
about the 
behavior

No 
commitment to 

take action

Open to exploring the 
Decisional Balance with 

regard to the behavior

Exploration of the pros 
and cons of the problem 

and the solution/s

PREPARATION

Intends to take 
action soon

Some reductions 
in the behavior 
might have been 

made

Criteria for 
effective action 

have not been met

‘Early stirrings’ of 
action stage
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ACTION

Not always equivalent to change 

Maintenance is most indicative of real change

Changes made are most visible to others 
and get recognition

Make the move and implement the plan 
they’ve been contemplating

MAINTENANCE, 
RELAPSE & 

RECYCLING

Consolidation of the 
change

Active Stage

Model recognizes that 
relapse is not only 

possible, but even likely

People often ‘recycle’ 
through the stages 

numerous times before 
attaining lasting change

Relapse typically 
produces better success 

on subsequent cycles 
through the stages

THE LADDER OF CHANGE
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SIX KEY COMPONENTS OF TREATMENT

NSSI & Suicide

SIX KEY COMPONENTS OF TREATMENT

Addressing 
Underlying 
Mental Health 
Issues

1

Building 
Coping 
Skills

2

Enhancing 
Self-Esteem 
and Self-
Acceptance

3

Improving 
Relationships & 
Communication 
Skills

4

Addressing 
Trauma

5

Developing 
Problem 
Solving Skills

6

ADDRESSING 
UNDERLYING MENTAL 

HEALTH ISSUES

Mood Disorders

Attention & 
Executive 

Functioning 
Disorders

Substance Abuse
PTSD/Trauma-

Related Disorders

Personality 
Disorders

Anxiety 
Disorders
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BUILDING COPING SKILLS

Maintaining a Positive Focus

Developing Resilience

Learning Stress Management

Improving Distress Tolerance

Increasing Self-Regulation Skills

POSITIVITY

The positivity 
meter

Positive 
emotion jars

Sharing a small 
victory or a 
high point

“What’s going 
right”?

Solution-
Focused Brief 

Therapy Scaling

Thought 
Flipping

POSITIVE EMOTION JARS
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THE POSITIVITY METER

Pretty 
Negative

Getting 
There

Positivity!

THOUGHT 
FLIPPING

I’m ugly

Nobody likes me

My teacher hates me

I hate school

Today is going to be awful

I hate myself

I’m a bad kid

RESILIENCE: COMMON FACTORS

Facilitating 
supportive 
adult-child 
relationships

1

Building a 
sense of self-
efficacy and 
perceived 
control

2

Providing 
opportunities to 
strengthen 
adaptive skills and 
self-regulatory 
capacities

3

Mobilizing 
traditions of 
faith, hope, and 
culture

4
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TEACHING SELF-
REGULATION

In the language of 
Interpersonal 
Neurobiology: 
Developing 
integration 
between emotion 
and cognition

DBT WISE MIND

•Self-
Regulation

FEELINGS 
THERMOMETERS
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ANXIETY THERMOMETER

SADNESS 
THERMOMETER

HAPPINESS 
THERMOMETER
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BRAIN IN THE PALM 
OF YOUR HAND 

Dr. Dan Siegel

DISCUSSION & 
BRAINSTORMING

•How do you 
teach self-
regulation to 
your clients?

ENHANCING SELF-ESTEEM AND SELF-
ACCEPTANCE

Enhancing 
Body 
Image

1

Improving 
Self-
Acceptance

2

Acknowledging 
one’s own 
strengths and 
weaknesses

3

Hearing from 
others what 
they like 
about you

4
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ACKNOWLEDGING STRENGTHS 
AND WEAKNESSES

• Normalizing the idea that not 
everyone is good at everything

• Self-Disclosure of our own 
strengths and weaknesses

• Having clients share what they 
are good at vs. what they’re “not 
so good at”

WALSH’S SIX 
DIMENSIONS OF 

BODY SELF-CONCEPT

• Feeling attractive and receiving 
feedback from others to support thatAttractiveness

• Coordination, athleticism, staminaEffectiveness

• Objective & Subjective sense of 
physical well-beingHealth

• Comfort with the body following 
puberty

Sexual 
Characteristics

• Comfort with sexual activity with 
oneself and othersSexual Behavior

• Feeling that one owns and occupies 
one’s bodyBody Integrity

IMPROVING 
RELATIONSHIPS AND 

COMMUNICATION 
SKILLS

Improving family relationships

• Better communication
• Increased openness
• Improved emotion regulation

Family

Improving peer relationships

• Positive support
• Improved emotion regulation
• Reading accurately
• Accurately conveying one’s own feelings

Peers
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ADDRESSING 
TRAUMA

Bullying

Rape

Sexual Harassment

Racism

Physical Abuse

Emotional Abuse

Community 
Violence

Suicide & Self-
Harm

Pages 
88-89

EVIDENCE-BASED 
PROGRAMS FOR 

TREATING TRAUMA

Trauma-
Focused 
Cognitive 
Behavioral 

Therapy (TF-
CBT)

Cognitive-
Behavioral 

Intervention 
for Trauma in 

Schools 
(CBITS)

Eye Movement 
Desensitization 

and 
Reprocessing 

(EMDR)

Parent-Child 
Interaction 

Therapy 
(PCIT)

TRAUMA-FOCUSED 
CBT

BASIC COMPONENTS

P-Psychoeducation and Parenting Skills

R-Relaxation Skills

A-Affective Expression and Modulation Skills

C-Cognitive Coping and Processing Skills

T-Trauma Narration and Processing

I-In vivo Mastery of Trauma Reminders

C-Conjoint Child-Parent Sessions

E-Enhancing Safety and Future Developmental Trajectory

226
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TREATING TRAUMA IN YOUTH: 
THE BASICS

• Teaching stress management & relaxation 
skills

• Using Exposure strategies or talking about 
the traumatic event

• Creating a coherent “narrative” or story 
about what happened and why

• Correcting untrue or distorted ideas about 
what happened and why

National Child Traumatic Stress 
Network

DEVELOPING A SENSE OF 
BELONGING

• Enhancing School Engagement

• Reducing Bullying/Alienation

• Reducing Felt Burdensomeness

• Improving Family Relationships

• A Safe Adult with Whom to Talk

THE ROLE OF 
ADJUNCTIVE 
THERAPIES

Family Therapy Group Therapy

Psychiatric 
Treatment

Pediatrician/Medical 
Providers

229
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FAMILY THERAPY

Improving 
communication

01
Supporting 
parents

02
Improving 
problem 
solving

03
Healing 
Relationships

04
Working 
through 
Conflict

05
Teaching Skills

06

GROUP 
THERAPY

Decreases 
Social Isolation

Learning 
Coping Skills 
with Peers

Problem Solving

Self-Regulation

Communication
Development of 

Self-Esteem

Management of 
Contagion is 
important

CONVERSATION 
BASICS 

HANDOUT

232
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TEEN GOALS 
MENU

KIDS GOALS 
MENU

PSYCHIATRIC 
TREATMENT

Management of underlying Mental Illness

Management of Symptoms

• Depression

• Anxiety

• Impulsivity

Psychiatry is a critical part of any multi-
disciplinary team

• Psychiatrist

• Psychiatric Nurse Practitioner

• Physician’s Assistant

235
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MEDIC AL 
PROVIDERS /PEDIATRICIANS

Often the first line of contact

Very important to educate and 
provide resources and tools

Treatment coordination is 
critical

POSTVENTION

Guidance for Schools in the Aftermath of a Suicide

CONTINUUM MODEL OF SUICIDE 
EXPOSURE

• Four Tiers of impact depending upon the 
person’s reaction to the death

1) Suicide Exposed

2) Suicide Affected

3) Suicide Bereaved Short-Term

4) Suicide Bereaved Long-Term

238
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CONTINUUM MODEL OF SUICIDE 
EXPOSURE

Suicide Exposed

Suicide Affected

Suicide Bereaved 
Short-Term

Suicide Bereaved 
Long-Term

SUICIDE EXPOSED

• Includes absolutely anyone whose life or 
activities in any way intersect with a 
particular suicide fatality

• Everyone who has any connection to the 
deceased or to the death itself, including 
witnesses

• Examples include: 

• Neighbors

• Peers/Fellow Students

• Faith Leaders/Funeral Directors

• Members of Faith and Other Communities

• Many people in this category have little to 
no problematic reaction

• Some may experience immediate but 
transitory shock, curiosity about the event

• Short-term, low-level sadness

• Research has shown that almost half the 
U.S. population has some lifetime exposure 
to suicide

SUICIDE AFFECTED

• Includes those who were exposed and 
also have a palpable reaction to the 
suicide

• Examples include:

• Person who discovered the body

• Fellow students/Classmates

• Anyone triggered/Experiencing Depression 
or Suicidal Ideation in response

• Will likely benefit from some kind of 
assistance or support

• The effects of the exposure may be mildy
troublesome or more severe, short-term 
or even longer-term BUT these effects 
are not related to grief over the loss of 
the personal relationship with the 
deceased

241
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SUICIDE BEREAVED SHORT-TERM

• Consists of people who have been 
exposed, affected and in addition are 
having grief reactions to the loss

• Examples:

• Members of the deceased’s immediate 
family

• Close friends

• Longtime Teachers

• Those in this category whose grief 
follows a course that is typical for a loss 
to suicide would be able to integrate 
their experience of this loss into their life

• Those in this category may need a great 
deal of assistance and support including 
professional counseling

SUICIDE BEREAVED LONG-TERM

• Those who continue to suffer significant 
aftereffects from the exposure for an 
extended period of time and who are 
unable to experience a reasonable return 
to their normal functioning

• Examples:

• Parents

• Best Friends

• Siblings

POSTVENTION 
FOR SCHOOLS

244
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CRISIS RESPONSE

• Upon confirming the death of a student

• Effectively manage the situation

• Provide opportunities for grief support

• Maintain and environment focused on normal educational 
activities

• Help students cope with their feelings

• Minimize the risk of suicide contagion

• Schools must balance the need to be truthful with the need 
to be sensitive to the family’s wishes

SHARING THE NEWS WITH THE 
SCHOOL COMMUNITY

• Separate communications to school staff and parents and 
the student community

• Avoid idealizing the person and glorifying suicide

• Talk about the person in a balanced manner

• Address cultural diversity

• Some cultures still see suicide as a moral failing

• Be sensitive to beliefs and customs of the family and community

• Use interpreters and translators if necessary

HELPING STUDENTS COPE

• Schedule meetings with students in small groups

• Help students identify and express their feelings

• Offer practical coping strategies

• Reach out to Parents

• Maintain routines and the educational focus of the 
classroom

247
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TIPS FOR TALKING ABOUT SUICIDE

• Give accurate information about suicide

• Talk about mental health conditions

• Reassure that mental health problems are treatable

• Reassure that help is available

• Talking about suicide in a calm and straightforward way does 
not put the idea into people’s minds

• Avoid Blaming and Scapegoating

• Don’t focus on the method

• Focus should be on how to cope with feelings of sadness, loss, anger, 
etc. 

TIPS FOR TALKING ABOUT SUICIDE

• Address Anger

• It’s OK to feel angry toward the deceased

• Address Feelings of Responsibility

• Help students understand they are not responsible for the 
person’s death

• Reassure those who feel they could have done something to 
save the deceased

• Promote Help-Seeking

• Encourage students to seek help from a trusted adult if they or 
a friend are feeling depressed, distressed or suicidal

CASE EXAMPLES
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CASE EXAMPLE ONE

• 14 year old male

• Currently engaging in NSSI

• Using an exacto knife to make cuts on his inner thighs and 
burning himself with cigarettes on his arms

• Primary motivation is to “stop feeling numb”

• Secondary motivation is to keep his girlfriend from leaving

• Last suicidal ideation was during the last school year

• Thoughts of hanging himself from the rafters in his house

• “Practiced” one night last year when he got high on marijuana

CASE EXAMPLE ONE

• His parents know about the self harm. They have taken his 
car keys until he stops.

• His girlfriend also self harms. They both contend that “self-
harm is a valid coping skill” and don’t want to stop.

• His swimming coach has suspended him from the team due 
to concerns about the open cuts.

• He’s been using marijuana much more frequently in the 
past 2 months.

CASE EXAMPLE TWO

• 17 year old female

• Currently engaging in NSSI

• Using an razor blade to make cuts on her arms, shoulders, and 
breasts. She also carved “slut” on her right hip.

• Primary motivation is to punish herself

• Secondary motivation is to “make my parents suffer” 

• Current suicidal ideation with a vague plan and no intent

• Thoughts of wanting to die to “make my parents sorry”

• Some thoughts of jumping from a suspension bridge, but afraid 
of heights

253
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CASE EXAMPLE TWO

• Her parents know about the self harm and suicidal ideation. 
They have grounded her until she stops cutting.

• She has thoughts about a “dream” in which she was raped. 
In the dream she is about 10 years old.

• She was recently fired from her job due to visible cuts on 
her arms. She worked in food service and liked her job.

• She’s been drinking alcohol a lot lately. Her parents have an 
extensive liquor collection and don’t seem to miss entire 
bottles from their “closet”.

CASE EXAMPLE THREE

• 11 year old male

• Currently engaging in NSSI (Relapse after no NSSI 
for 3 months)

• Shoving items under his fingernails and using an eraser 
to cause severe burns on his arms and legs. Sometimes 
bangs his head against a wall when he doesn’t do well 
in his video game

• Primary motivation is to punish himself

• Secondary motivation is to “feel pain”

• Current suicidal ideation with a plan, but no intent

• Wants to go to heaven “where I won’t feel bad 
anymore”

• Plans to “use my daddy’s gun to shoot myself in the 
chest”

CASE EXAMPLE THREE

• Parents are divorced and there is joint 
custody. Mother is very attentive but father 
is inconsistent.

• He has a reading disorder that makes 
school very difficult.  An IEP is under 
development.

• Paternal grandmother, with whom he is 
very close, is very ill with cancer.

• Father has a new girlfriend who has moved 
into his house.
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THANK YOU

• www.groupworksky.com

• tsheppard@groupworksky.com
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OTTAWA  SELF-INJURY  INVENTORY 

Mary Kay Nixon, M.D. & Paula Cloutier, M.A. 
Copyright 2005 

 
Researchers and clinicians working in non-profit or publicly owned settings (including universities, non-profit hospitals, and government institutions) may make single copies of the OSI 

instrument for their own clinical and research use.   

  
  

OSI v3.1 English 

O S I 
Name: ______________________________       Sex:         Male                               Female 
 
Today’s Date: ____ DD ____ MM ____ YY      Date of Birth:____ DD ____ MM ____YY      Age:  ____ 

How often in the past month have you: 
 
circle  “0” if not at all and circle “3” if daily 

   n
o
t 

a
t 

a
ll
 

        a
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        w
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e
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ly

 
      d
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y
 

        

Thought about injuring yourself without the intention to kill yourself?          0               1               2           3            

Actually injured yourself, without the intention to kill yourself?         0               1               2           3        

How often in the past 6 months have you: 
 
circle  “0” if not at all and circle “4” if daily 

   n
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t 

a
t 
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        1
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o
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Thought about injuring yourself without the intention to kill yourself?           0               1             2           3          4 

Actually injured yourself, without the intention to kill yourself?          0               1             2           3          4 

How often in the past year have you: 
 
circle  “0” if not at all and circle “4” if daily 

   n
o
t 

a
t 

a
ll
 

        1
 t

o
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m
e
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      m
o
n

th
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      w

e
e
k
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      d
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Thought about taking your life (killing yourself)?            0               1             2           3          4 

Have you ever made an actual attempt to take your life?               no   yes 

                                                                                                 
If yes, then please indicate the number of times:  
 
 
in the past month:  ____      in the past 6 months:  ____     in the past year:  ____     prior to one year ago: ____ 
 

Have you ever been treated by a doctor after injuring yourself on purpose? (e.g., stitches, wound 
dressings, etc.) 
      
 
 
If yes,  how often did a doctor treat you in the past year for hurting yourself on purpose?____________________ time(s)  

1. 

2. 

3. 

4. 

5. 

Have you been kept in hospital because of hurting yourself on purpose?  
            
         no   yes 
 

 If yes, how many times in the past year did you stay overnight in emergency? __________________________________ 

 

If yes, how many times in the past year did you get admitted to a hospital unit?_________________________________ 

6. 

1 

no yes 

88



OSI v3.1 English S I O 

Nixon & Cloutier, 2005  

OSI v3.1 English OTTAWA  SELF-INJURY  INVENTORY 

If you indicated that you had thought about or actually injured yourself in questions 1-4: 

How old were you when you started to self-injure?  ___________________________________ (years old) 

 
 

The first time you hurt yourself, where did you get the idea? (please   √   only one) 
 

          I read about it on an internet website 

          I read about it on a Web Blog 

          I read about it in a book or magazine 

          I saw it happen in a movie or on television 

          I saw other people do it in a non-hospital setting 

          I heard about it from other people in a non-hospital setting 

          I heard about it from other people in a hospital setting  

          I saw other people do it in a hospital setting 

          It was my own idea  

          Other (please list)__________________________________ 

  
When you get the urge to hurt yourself: 
 
circle “0” if not at all and circle “4” if extremely 

  
        Not at all               somewhat            extremely 

The urge is distressing / upsetting                0             1             2            3             4 

The urge is comforting               0             1             2            3             4 

The urge is intrusive / invasive                0             1             2            3             4 

 
Do you only harm yourself after taking drugs or alcohol?                no                yes 

 
 
 
 
Do you let other people know that you harm yourself? 

 

          no one      

          some people       who do you tell?   

          most people     

          friend(s)                                              family member(s) 

          psychologist/psychiatrist                       family doctor 

          other Mental Health Professional              school counsellor  

          telephone helpline    other (specify) 

       

7. 

8. 

9. 

10. 

11. 

2 
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OSI v3.1 English S I O 

Nixon & Cloutier, 2005  

OSI v3.1 English OTTAWA  SELF-INJURY  INVENTORY 

      
WHEN 
YOU 

FIRST 
STARTED 

 
CURRENTLY 
(past month 
if still self-
injuring) 

Scalp 

Eye(s) 

Ear(s) 

Face 

Nose  

Lips 

Inside of mouth  

Neck/throat 

Chest 

Breast(s) 

Back 

Shoulder(s) 

Abdomen  

Hips/buttock(s) 

Genitals 

Rectum 

Upper arm/elbow 

Lower arm/wrist  

Hand/fingers 

Thigh/knee 

Lower leg/ankle  

Foot/toes 

 
Other (specify): 
 
 

      
WHEN 
YOU 

FIRST 
STARTED 

 
CURRENTLY 
(past month 
if still self-
injuring) 

Cutting 

Scratching 

Interfering with wound healing 

Burning 

Biting  

Hitting 

Hair pulling 

Severe nail biting and/or nail injuries 

Piercing skin with sharp pointy objects 

Piercing of body parts 

Excessive use of street drugs 

Excessive use of alcohol 

Trying to break  
bones  

Headbanging 

Taking too much medication 

Taking too little medication 

Eating or drinking things that are not 
food 
 
Other (specify): 
 
 

What areas of your body did/do 

you injure?   

Please (√) all that apply 

How did/do you injure yourself 

(without meaning to kill yourself)? 

Please (√) all that apply 

12. 13. a) a) 

b) 

b) 

3 

Above, please   circle   the part that 

you currently injure the most 

Above, please    circle    the method that 

you currently use the most 
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OSI v3.1 English S I O 

Nixon & Cloutier, 2005  

OSI v3.1 English OTTAWA  SELF-INJURY  INVENTORY 
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1. to release unbearable tension 0    1    2    3    4 0    1    2    3    4 

2. to experience a “high” that feels like a drug high 0    1    2    3    4 0    1    2    3    4 

3. to stop my parents from being angry with me 0    1    2    3    4 0    1    2    3    4 

4. to stop feeling alone and empty 0    1    2    3    4 0    1    2    3    4 

5. to get care or attention from other people 0    1    2    3    4 0    1    2    3    4 

6. to punish myself  0    1    2    3    4 0    1    2    3    4 

7. to provide a sense of excitement that feels exhilarating 0    1    2    3    4 0    1    2    3    4 

8. to avoid getting into trouble for something I did  0    1    2    3    4 0    1    2    3    4 

9. to distract me from unpleasant memories 0    1    2    3    4 0    1    2    3    4 

10. to change my body image and/or appearance 0    1    2    3    4 0    1    2    3    4 

11. to belong to a group 0    1    2    3    4 0    1    2    3    4 

12. to release anger 0    1    2    3    4 0    1    2    3    4 

13. to show others how hurt or damaged I am 0    1    2    3    4 0    1    2    3    4 

14. to experience physical pain in one area, when the other pain I feel is unbearable 0    1    2    3    4 0    1    2    3    4 

15. to stop people from expecting so much from me 0    1    2    3    4 0    1    2    3    4 

16. to relieve feelings of sadness or feeling “down” 0    1    2    3    4 0    1    2    3    4 

17. to stop me from thinking about  ideas of killing myself 0    1    2    3    4 0    1    2    3    4 

18. to stop me from acting out ideas of killing myself  0    1    2    3    4 0    1    2    3    4 

19. to produce a sense of being real when I feel numb and  “unreal” 0    1    2    3    4 0    1    2    3    4 

20. to release frustration 0    1    2    3    4 0    1    2    3    4 

21. to get out of doing something that I don’t want to do 0    1    2    3    4 0    1    2    3    4 

22. to prove to myself how much I can take 0    1    2    3    4 0    1    2    3    4 

23. for sexual excitement 0    1    2    3    4 0    1    2    3    4 

24. to diminish feeling of sexual arousal 0    1    2    3    4 0    1    2    3    4 

25. other (please specify): 0    1    2    3    4 0    1    2    3    4 

Why do you think you started and if you continue, why do you still 
self-injure (without meaning to kill yourself)?  
 
Please circle the number that best represents how much your self-injury is due to that 
reason. Circle “0” if it has never been a reason that you self-injure and “4” if it has 
always been a reason that you self-injure. 

14. Why did you start? 

 

If you continue,  
why do you continue? 

 

4 
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OSI v3.1 English S I O 

Nixon & Cloutier, 2005  

OSI v3.1 English OTTAWA  SELF-INJURY  INVENTORY 

When you hurt yourself on purpose, on average, how much time goes by between thinking about it and 

doing it?  (Please (√) 1 item only) 

 

          less than 1 minute             over 30 minutes but less than 1 hour 

          1 minute to 5 minutes             hours 

          6 minutes to 30 minutes                                    days 

  
Do you feel physical pain when you harm yourself? 

 Never                 Sometimes             Always 

       0            1           2          3           4 circle “0” if never and circle “4” if always 

Once you think about harming yourself, do you always do it?            yes               no 16. 

17. 

18. 

19. 

5 

  
Do you hurt or think about hurting yourself after stressful things 
happen?   

  Never                Sometimes             Always 

       0            1           2          3           4 

If you indicated that you thought about or actually injured yourself in questions 1-4, what kinds of stressful 

situation(s) typically led to self-injury? 

    
         abandonment (please specify)_________________________________________________________ 
  
         failure (please specify)_______________________________________________________________ 
 
         loss (please specify)_________________________________________________________________ 
  
         rejection (please specify)_____________________________________________________________ 
 
         other (please specify)________________________________________________________________ 

circle “0” if never and circle “4” if always 

  
If you indicated that you had thought about or actually 
injured yourself in questions 1-4, do you feel relief (better) 
after  harming yourself? 

 
 Never               Sometimes           Always 

       0             1             2           3           4       circle  “0” if never and circle “4” if always  
 
If you feel relief, how long does the relief last?  (please (√) only one)      

 
           less than 1minute             1 to 5 minutes                6 to 30 minutes      
 
           31 to 60 minutes               hours                 days 

15. 
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OSI v3.1 English S I O 

Nixon & Cloutier, 2005  

OSI v3.1 English OTTAWA  SELF-INJURY  INVENTORY 

  
Since you started to self-injure, have you found that: 
 

 Never                Sometimes             Always 

1.The self-injurious behaviour occurs more often than intended?     0            1           2          3           4 

2. The severity in which the self-injurious behaviour occurs has 
increased (e.g., deeper cuts, more extensive parts of your body)? 

    0            1           2          3           4 

3. If the self-injurious behaviour produced an effect when started, you 
now need to self-injure more frequently or with greater intensity to 
produce the same effect? 

    0            1           2          3           4 

4. This behaviour or thinking about it consumes a significant amount 
of your time (e.g., planning and thinking about it, collecting and hiding 
sharp objects, doing it and recovering from it)? 

    0            1           2          3           4 

5. Despite a desire to cut down or control this behaviour, you are 
unable to do so? 

    0            1           2          3           4 

6. You continue this behaviour despite recognizing that it is harmful to 
you physically and/or emotionally?  

    0            1           2          3           4 

7. Important social, family, academic or recreational activities are 
given up or reduced because of this behaviour? 

    0            1           2          3           4 

circle “0” if never and circle “4” if always 

 
If you are trying to resist hurting yourself, what do 
you do instead? Please (√) all that apply 

 

Never try to resist 

Talk with someone 

Exercise / sports 

Reading writing, music, dance 

Watch television, play video or computer games 

Do things to relax (e.g., hot bath, yoga, deep breathing) 

Use alcohol and or street drugs 

Do anything to keep hands busy 

 
Other (specify):  

20. 

21. 

6 

b) For question 21, please   circle   the most helpful thing you do to resist hurting yourself. 
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Nixon & Cloutier, 2005  

OSI v3.1 English OTTAWA  SELF-INJURY  INVENTORY 

  
How motivated are you at this time to stop self-injuring? 

 Not at all          Somewhat          Extremely 
Motivated          Motivated           Motivated 

          0            1           2          3           4 

What treatment(s) if any, have you received with the goal of reducing and/or eliminating your self-
harm?  

 (Please (√) all items that apply) 

  

          I have not had treatment           I declined treatment           Self help (e.g., self-help books, internet) 

          individual therapy           school counselling           group therapy 

          family therapy                                medication (please specify)    ______________________________________ 

 

other (please specify)_______________________________________________________________________________  
 
What treatment(s) if any, have you found the most helpful in reducing and/or eliminating your self-
harm?  

 (Please (√) all items that apply) 

  

         I have not had treatment            I declined treatment             Self help (e.g., self-help books, internet)       

         individual therapy                       school counselling                group therapy 

         family therapy                           medication (please specify)     _________________________________________  

 

other (please specify) _______________________________________________________________________________ 

 
  
I feel that this questionnaire has fully described my 
experience of Self-Injury 

Strongly            Somewhat          Strongly 
Disagree               Agree                Agree        

        0            1           2          3           4 

Is there anything else you would like to share with us regarding your self-injury behaviour? 

 ___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________ 

22. 

23. 

24. 

25. 

26. 

7 
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Adapted from: Whitlock, J., Lader, W., & Conterio, K. (2007). The internet and self‐injury: What psychotherapists 

should know. Journal of Clinical Psychology, 63(11), 1135-1143. 

 

Helpful questions to assess sharing about self-injury practices online 

 How often do you visit the Internet to get or share health information? 

 Have you ever made friends over the Internet? 

 Have you ever visited a Web site to find out about or to talk about self-injury? 

• Are there places you regularly go to find out about or to talk about self-injury? 

• How often do you visit this/these site(s)? 

• What do you like to do most while there? 

• Do you like to post messages (or videos) or do you like to just see what is happening? 

• What type of site(s) do you visit? 

• Can you tell me the name of the sites you like the best? 

 How close do you consider your Internet friends to be? 

• Have you ever met with friends you made online? 

• How comfortable do you feel hearing stories from others who self-injure? 

• Have you shared your own story? How did this feel? 

• What do you like most about having friends that you only really know through the 

Internet? 

• How honest are you when you share information on the Web? (Do you minimize or tend 

to embellish?) 

• Do you tend to remain anonymous, or do you share your name and contact information? 

• Do you have Internet friends with whom you talk about self-injury? 

• Do you ever take their advice? 

• Can you provide examples of advice you got from an Internet friend that you used? 
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Alexian Brothers Urge to Self-Injure Scale (ABUSI) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

3. How much time have you spent thinking about injuring yourself or about how you want to injure yourself? 
       

                None.       Less than 20 min.     21-45 min.      46-90 min.       90 min to 3 hrs.       3-6 hrs.       More than 6 hrs. 

The questions below apply to the last week. Place an “X” in the box next to the most appropriate statement 

2. At the most severe point, how strong was your urge to self-injure in the last week? 

None at all. 

Slight, that is, a very mild urge. 

Mild Urge. 

Moderate Urge. 

Strong Urge, but easily controlled. 

Strong Urge, but difficult to control. 

Strong Urge and would have self-injured if able to. 

 

5. Keeping in mind your responses to the previous questions, please rate your overall average urge or desire to 
injure yourself in the last week.  

 
Never thought about it and never had the urge to self-injure. 

Rarely thought about it and rarely had the urge to self-injure. 

Occasionally thought about it and occasionally had the urge to self-injure. 

Sometimes thought about it and sometimes had the urge to self-injure. 

Often thought about it and often had the urge to self-injure. 

Thought about self-injury most of the time and had the urge to do it most of the time.  

Thought about self-injury nearly all the time and had the urge to do it nearly all the time. 

4.    How difficult was it to resist injuring yourself in the last week?  
 

            
   Not difficult 

at all 
Very mildly 

difficult 
Mildly 

difficult 
Moderately 

difficult 
Very 

difficult 
Extremely 
difficult 

Was not able 
to resist 

1. How often have you thought about injuring yourself or about how you want to injure yourself? 
Never, 0 times in the last week 

Rarely, 1 -2 times in the last week 

Occasionally, 3 – 4 times in the last week 

Sometimes, 5 – 10 times in the last week, or 1 -2 times a day 

Often, 11 – 20 times in the last week, or 2 – 3 times a day 

Most of the time, 20 – 40 times in the last week, or 3 – 6 times a day 

Nearly all of the time, more that 40 times in the last week, or more than 6 times a day 
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A
lexian B

rothers Level of C
are C

riteria for Patients w
ith N

on-Suicidal Self-Injury

Level 1 
Level 2

Level 3 
Level 4 

Level 5  
O

utpatient 
Intensive O

utpatient
Partial H

ospitalization 
R

esidential Treatm
ent C

enter 
Inpatient H

ospitalization 
Ideation
Plan

W
ith plan; O

R
…

Intent to 
A

ct
W

illing, but not able to keep self 
alive 

N
ot w

illing or not able to keep 
self alive 

B
ehavior

A
ctual or interrupted attem

pt 
(past w

eek)
Lethality

Frequency 
&

 Severity
E

pisodic, superficial injuries

M
ultiple tim

es per w
eek of 

superficial injuries O
R

 
Interm

ittent injuries requiring 
substantial m

edical attention

M
ultiple tim

es per day of 
superficial injuries; O

R
 

Interm
ittent injuries requiring 

substantial m
edical attention; 

O
R

 A
ny ingestion or insertion of 

objects that m
ay result in 

internal injury

U
rge to 

N
o

urges,O
R

A
ble

and
w

illing
U

rges,butable
and

w
illing

to
M

oderate urges and not alw
ays 

bl
illi

t
i

t
ti

S
trong

urges
and

notable
or

S
trong urges and not able or 

w
illing to resist acting on urges; 

O
R

A
t

i
t

i
t

C
ontributing 
Factors 

Suicidality

W
ish to be dead or suicidal thoughts

W
ithout  plan; O

R
…

W
ithout plan; O

R
 W

ith plan A
N

D
…

A
ble and w

illing to keep self alive 

N
o attem

pt or history of attem
pt (> 1 m

onth)
A

borted or self-interrupted attem
pt (past w

eek); O
R

 actual or 
interrupted attem

pt (past m
onth)

M
ultiple tim

es per w
eek of superficial injuries A

N
D

/O
R

 
Interm

ittent injuries requiring som
e m

edical attention

N
one or m

inor
M

oderate or higher

NSSI

©
A
lexian Brothers Behavioral H

ealth H
ospital ‐ 2011

p. 1

U
rge to 

Self-Injure
N

o urges, O
R

 A
ble and w

illing 
to resist acting on urges

U
rges, but able and w

illing to 
resist acting on urges

able or w
illing to resist acting on 

urges

S
trong urges and not able or 

w
illing to resist acting on urges

O
R

 A
ny urge to ingest or insert 

objects that m
ay result in 

internal injury

Fair to good 
Fair 

P
artial m

otivation 
P

oor to fair 
V

ery poor to poor 

O
nly adherent in a highly 

structured environm
ent 

N
ot adherent; O

R
 only adherent 

in a highly structured 
envrionm

ent

S
elf sufficient in com

m
unity

N
eeds interm

ittent m
onitoring 

and structure to function 
N

eeds daily m
onitoring and 

structure to function 

M
otivation

Treatm
ent 

A
dherence

A
dheres to Treatm

ent P
lan

Functional 
Im

pairm
ent

Environm
ental 

Support 
Fam

ily or significant others able to provide m
inim

ally adequate em
otional support and structure 

Fam
ily or significant others unable to provide m

inim
ally adequate 

em
otional support and structure 

Treatm
ent 

availability 
W

ithin driving distance or able to stay at hotel near treatm
ent center 

Too far to drive or not safe to stay in hotel near treatm
ent center 

N
eeds 24 hour supervision for functioning 

©
A
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A
lexian B

rothers Level of C
are C

riteria for Patients w
ith N

on-Suicidal Self-Injury

W
illing = P

atient chooses or intends to choose to use skills or resources to keep self safe/resist urges

U
rge to S

elf Injure = can be m
easured by the A

lexian B
rothers U

rge to S
elf-Injure scale

Level 1: D
oes not require m

onitoring, significant structure, or intervention to interrupt N
S

S
I or to m

aintain safety outside of program
. 

Level 2: R
equires m

inim
al m

onitoring, structure, and intrevention to interrupt N
S

S
I.  Is generally able to m

aintain safety outside of program
. 

Level 3: R
equires m

onitoring (generally daily), increased structure, and intervention to interrupt N
S

S
I and to m

aintain safety outside of program
.

Level 4: R
equires significant m

onitoring, externally im
posed structure, and interventions to interrupt N

S
S

I and to m
aintain safety outside of program

. 

Level 5: R
equires 24-hour intensive m

onitoring, structured support, or constant intervention to interrupt N
S

S
I or to m

aintain safety outside of program
. 

D
efinitions

A
ble = P

atient has the necessary skills and resources necessary to keep self safe/resist urges

N
S

S
I frequency &

 severity = m
ultiple m

easures available (e.g., A
lexian B

rothers A
ssessm

ent of S
elf-Injury, Inventory of S

tatem
ents about S

elf-Injury, 
O

ttaw
a S

elf-Injury Inventory, S
elf-Injurious Thoughts and B

ehaviors)

S
uicidality  = best m

easured by the C
olum

bia S
uicide S

everity S
cale (C

-S
S

R
S

)

©
A
lexian Brothers Behavioral H
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p. 2
©
A
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NSSI Case Example One 
 
Marcus is a 9 year old male. He is diagnosed with ADHD and Disruptive 
Mood Dysregulation Disorder. He bangs his head on the bleachers at 
school when he doesn’t play well on the basketball team. 

He has recently started burning himself with erasers in his room at night. 
He is clear that he doesn’t want to die. 

 
 
 
 

© 2018 Groupworks, Inc. 
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Celine S.* 
 
14 year old Female 
 
Celine is being seen in an outpatient clinic setting. She is coming in following an NSSI relapse 
that was triggered by arguments with her girlfriend of 3 months. This is Celine’s longest 
relationship. She was successful in stopping NSSI in her previous course of therapy. 
 
 
*This is a fictional profile. No Private Health Information is revealed in this case example or any 
of the supporting materials. 

© 2018 Groupworks, Inc. 

NSSI Case Example Two
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ResouRces

n 

n 

n 

n

 Download this card and additional resources at http://wwww.sprc.org

   Resource for implementing The Joint Commission 2007 Patient 
Safety Goals on Suicide http://www.sprc.org/library/jcsafetygoals.pdf

     sAFe-T drew upon the American Psychiatric Association 
Practice Guidelines for the Assessment and Treatment of 
Patients with Suicidal Behaviors http://www.psychiatryonline.com/
pracGuide/pracGuideTopic_14.aspx

    Practice Parameter for the Assessment and Treatment of Children and 
Adolescents with Suicidal Behavior.  Journal of the American Academy 
of Child and Adolescent Psychiatry, 2001, 40 (7 Supplement): 24s-51s

AcKNoWLeDGMeNTs

n  Originally conceived by Douglas Jacobs, MD, and developed as 
a collaboration between Screening for Mental Health, Inc. and 
the Suicide Prevention Resource Center.

n  This material is based upon work supported by the Substance 
Abuse and Mental Health Services Administration (SAMHSA) under 
Grant No. 1U79SM57392. Any opinions/findings/conclusions/
recommendations expressed in this material are those of the 
author and do not necessarily reflect the views of SAMHSA.

National Suicide Prevention Lifeline

1-800-273-TALK (8255)

http://www.sprc.org

HHS Publication No. (SMA) 09-4432 • CMHS-NSP-0193
Printed 2009

SAFE-T
Suicide Assessment Five-step 

Evaluation and Triage

1
IDeNTIFY RIsK FAcToRs

Note those that can be  
modified to reduce risk

2
IDeNTIFY PRoTecTIVe FAcToRs

Note those that can be enhanced

3
coNDucT suIcIDe INQuIRY

Suicidal thoughts, plans,
behavior, and intent

4
DeTeRMINe RIsK LeVeL/INTeRVeNTIoN

Determine risk. Choose appropriate
intervention to address and reduce risk

5
DocuMeNT

Assessment of risk, rationale,
intervention, and follow-up

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
www.samhsa.gov
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Suicide assessments should be conducted at first contact, with any subsequent suicidal behavior, increased ideation, or pertinent clinical 
change; for inpatients, prior to increasing privileges and at discharge.

1.  RISK FACTORS   
 3 suicidal behavior: history of prior suicide attempts, aborted suicide attempts, or self-injurious behavior

 3  current/past psychiatric disorders: especially mood disorders, psychotic disorders, alcohol/substance abuse, ADHD, TBI, PTSD, Cluster B personality 
disorders, conduct disorders (antisocial behavior, aggression, impulsivity)      
Co-morbidity and recent onset of illness increase risk

 3 Key symptoms: anhedonia, impulsivity, hopelessness, anxiety/panic, global insomnia, command hallucinations

 3 

 3  Precipitants/stressors/Interpersonal: triggering events leading to humiliation, shame, or despair (e.g, loss of relationship, financial or health status—real 
or anticipated). Ongoing medical illness (esp. CNS disorders, pain). Intoxication. Family turmoil/chaos. History of physical or sexual abuse. Social isolation

 3 change in treatment: discharge from psychiatric hospital, provider or treatment change  

 3 Access to firearms

Family history: of suicide, attempts, or Axis 1 psychiatric disorders requiring hospitalization

2. PROTECTIVE FACTORS  Protective factors, even if present, may not counteract significant acute risk

Internal: ability to cope with stress, religious beliefs, frustration tolerance

external: responsibility to children or beloved pets, positive therapeutic relationships, social supports

3. SUICIDE INQUIRY  Specific questioning about thoughts, plans, behaviors, intent 

 Ideation: frequency, intensity, duration—in last 48 hours, past month, and worst ever

 Plan: timing, location, lethality, availability, preparatory acts

 Behaviors: past attempts, aborted attempts, rehearsals (tying noose, loading gun) vs. non-suicidal self injurious actions

  Intent: extent to which the patient (1) expects to carry out the plan and (2) believes the plan/act to be lethal vs. self-injurious.  
Explore ambivalence: reasons to die vs. reasons to live

 

 3 

 3 

 3

 3

 3

 3

 * For Youths: ask parent/guardian about evidence of suicidal thoughts, plans, or behaviors, and changes in mood, behaviors, or disposition

 *   Homicide Inquiry: when indicated, esp. in character disordered or paranoid males dealing with loss or humiliation. Inquire in four areas listed above

 3 

 3 

 

4. RISK LEVEL/INTERVENTION

Assessment of risk level is based on clinical judgment, after completing steps 1–3

Reassess as patient or environmental circumstances change

RISK LEVEL RISK/PROTECTIVE FACTOR SUICIDALITY POSSIBLE INTERVENTIONS

High
Psychiatric diagnoses with severe 
symptoms or acute precipitating event; 
protective factors not relevant

Potentially lethal suicide attempt or 
persistent ideation with strong intent or 
suicide rehearsal

Admission generally indicated unless a significant 
change reduces risk. Suicide precautions

Moderate Multiple risk factors, few protective 
factors

Suicidal ideation with plan, but no intent 
or behavior

Admission may be necessary depending on risk 
factors. Develop crisis plan. Give emergency/crisis 
numbers

Low Modifiable risk factors, strong protective 
factors

Thoughts of death, no plan, intent, or 
behavior

Outpatient referral, symptom reduction.  
Give emergency/crisis numbers

(This chart is intended to represent a range of risk levels and interventions, not actual determinations.)

5.  DOCUMENT Risk level and rationale; treatment plan to address/reduce current risk (e.g., medication, setting, psychotherapy, E.C.T., contact with significant 
others, consultation); firearms instructions, if relevant; follow-up plan. For youths, treatment plan should include roles for parent/guardian.

110



S
afety Planning  

G
uide

A Q
uick G

uide for Clinicians 
m

ay be used in conjunction w
ith the “Safety Plan Tem

plate”

W
estern Interstate C

om
m

ission for H
igher Education

S
afety Plan FAQ

s?
W

H
AT IS

 A
 S

A
FETY P

LA
N

?
A Safety Plan is a prioritized w

ritten list of coping strategies and 
sources of support patients can use w

ho have been deem
ed to be at 

high risk for suicide. Patients can use these strategies before or during 
a suicidal crisis. The plan is brief, is in the patient’s ow

n w
ords, and is 

easy to read. 

W
H

O
 S

H
O

U
LD

 H
A

V
E A

 S
A

FETY P
LA

N
?

Any patient w
ho has a suicidal crisis should have a com

prehensive 
suicide risk assessm

ent. Clinicians should then collaborate w
ith the 

patient on developing a safety plan.

H
O

W
 S

H
O

U
LD

 A
 S

A
FETY P

LA
N

 B
E D

O
N

E?
Safety Planning is a clinical process. Listening to, em

pathizing w
ith, 

and engaging the patient in the process can prom
ote the developm

ent 
of the Safety Plan and the likelihood of its use.

IM
P

LEM
EN

TIN
G

 TH
E S

A
FETY P

LA
N

There are 6 Steps involved in the developm
ent of a Safety Plan.

f
f

For m
ethods w

ith low
 lethality, clinicians m

ay ask patients to rem
ove 

or lim
it their access to these m

ethods them
selves.

f
f

Restricting the patient’s access to a highly lethal m
ethod, such as 

a firearm
, should be done by a designated, responsible person –

 
usually a fam

ily m
em

ber or close friend, or the police.

r
em

em
b

er: th
e s

a
fe

t
y p

la
n is a to

o
l to en

g
a

g
e th

e p
a

tien
t a

n
d  

is o
n

ly o
n

e p
a

r
t o

f a c
o

m
p

r
eh

en
s

iv
e s

u
ic

id
e c

a
r

e p
la

n

A
SS

ESS the likelihood that the overall safety plan w
ill be used 

and problem
 solve w

ith the patient to identify barriers or 
obstacles to using the plan.

D
IS

CU
SS w

here the patient w
ill keep the safety plan and how

 it 
w

ill be located during a crisis.

EVA
LU

ATE if the form
at is appropriate for patient’s capacity and 

circum
stances.

R
EVIEW

 the plan periodically w
hen patient’s circum

stances or 
needs change.

W
H

AT A
R

E TH
E S

TEP
S

 A
FTER

 TH
E P

LA
N

 IS
 D

EV
ELO

P
ED

?

TH
E W

ICH
E Center for Rural M

ental H
ealth Research is supported by the Federal O

ffice 
of Rural H

ealth Policy, H
ealth Resources and Services Adm

inistration (H
RSA),  

Public H
ealth Services, G

rant Aw
ard, U

1CRH
03713

W
estern Interstate Com

m
ission for H

igher Education
3035 Center G

reen D
rive, S

uite 200     B
oulder, CO

 8
0301-2204

303.541.0200 (ph)   303.541.0291 (fax)
w

w
w

.w
iche.edu/m

entalhealth/

Safety Planning Guide ©
2008 Barbara Stanley and Gregory K. Brow

n, is reprinted w
ith the express perm

ission 
of the authors. N

o portion of the Safety Planning Guide m
ay be reproduced w

ithout their express, w
ritten 

perm
ission. You can contact the authors at bhs2@

colum
bia.edu or gregbrow

@
m

ail.m
ed.upenn.edu.

111



Im
plem

enting the S
afety Plan:

6 S
tep Process

S
tep

 1: W
arn

in
g

 S
ig

n
s

f
f

A
sk: “H

ow
 w

ill you know
 w

hen the safety plan should be used?”
f

f
A

sk: “W
hat do you experience w

hen you start to think about suicide 
or feel extrem

ely depressed?”
f

f
List w

arning signs (thoughts, im
ages, thinking processes, m

ood, and/
or behaviors) using the patient’s ow

n w
ords. 

S
tep

 2
: In

tern
al C

o
p

in
g

 S
trateg

ies
f

f
A

sk: “W
hat can you do, on your ow

n, if you becom
e suididal again, to 

help yourself not to act on your thoughts or urges?”
f

f
A

ssess likelihood of use: A
sk: “H

ow
 likely do you think you w

ould be 
able to do this step during a tim

e of crisis?”
f

f
If doubt about use is expressed, ask: “W

hat m
ight stand in the w

ay of 
you thinking of these activities or doing them

 if you think of them
?” 

f
f

U
se a collaborative, problem

 solving approach to address potential 
roadblocks and ID

 alternative coping strategies.

S
tep

 3
: S

o
cial C

o
n

tacts W
h

o
 M

ay D
istract fro

m
 th

e C
risis

f
f

Instruct patients to use S
tep 3 if S

tep 2 does not resolve the crisis or 
low

er risk.
f

f
A

sk: “W
ho or w

hat social settings help you take your m
ind off your 

problem
s at least for a little w

hile?” “W
ho helps you feel better w

hen 
you socialize w

ith them
?”

f
f

A
sk for safe places they can go to be around people (i.e. coffee shop).

f
f

A
sk patient to list several people and social settings in case the first 

option is unavailable.
f

f
Rem

em
ber, in this step, the goal is distraction from

 suicidal thoughts 
and feelings.

f
f

A
ssess likelihood that patient w

ill engage in this step; ID
 potential 

obstacles, and problem
 solve, as appropriate.

S
tep

 4
: Fam

ily M
em

b
ers o

r Frien
d

s W
h

o
 M

ay O
ffer H

elp
f

f
Instruct patients to use S

tep 4 if S
tep 3 does not resolve crisis or low

er 
risk.

f
f

A
sk: “A

m
ong your fam

ily or friends, w
ho do you think you could 

contact for help during a crisis?” or “W
ho is supportive of you and 

w
ho do you feel that you can talk w

ith w
hen you’re under stress?”

f
f

A
sk patients to list several people, in case one contact is unreachable. 

Prioritize the list. In this step, unlike the previous step, patients reveal 
they are in crisis to others.

f
f

A
ssess likelihood patient w

ill engage in this step; ID
 potential 

obstacles, and problem
 solve.

f
f

Role play and rehearsal can be very useful in this step.

S
tep

 5: P
ro

fessio
n

als an
d

 A
g

en
cies to

 C
o

n
tact fo

r H
elp

f
f

Instruct the patients to use S
tep 5 if S

tep 4 does not resolve the crisis 
or low

er risk.
f

f
A

sk: “W
ho are the m

ental health professionals that w
e should 

identify to be on your safety plan?” and “A
re there other health care 

providers?”
f

f
List nam

es, num
bers and/or locations of clinicians, local urgent care 

services.
f

f
A

ssess likelihood patient w
ill engage in this step; ID

 potential 
obstacles, and problem

 solve.
f

f
Role play and rehearsal can be very useful in this step.

S
tep

 6
: M

akin
g

 th
e En

viro
n

m
en

t S
afe

f
f

A
sk patients w

hich m
eans they w

ould consider using during a suicidal 
crisis.

f
f

A
sk: “D

o you ow
n a firearm

, such as a gun or rifle??” and “W
hat 

other m
eans do you have access to and m

ay use to attem
pt to kill 

yourself?”
f

f
Collaboratively identify w

ays to secure or lim
it access to lethal m

eans: 
A

sk: “H
ow

 can w
e go about developing a plan to lim

it your access to 
these m

eans?”
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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)  Wish to be Dead:  
Person 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?  

  

2)  Suicidal Thoughts:  
General non-specific thoughts of wanting to end one’s life/die by suicide, “I’ve thought about 
killing myself” without general thoughts of ways to kill oneself/associated methods, intent, or 

plan.  

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)  Suicidal Thoughts with Method (without Specific Plan or Intent to Act):  
Person endorses thoughts of suicide and has thought of a least one method during the 

assessment period. This is different than a specific plan with time, place or method details 
worked out. “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?  

  

4)  Suicidal Intent (without Specific Plan):  
Active suicidal thoughts of killing oneself and patient 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?  

  

5)  Suicide Intent with Specific Plan:  
Thoughts of killing oneself with details of plan fully or partially worked out and person 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?  

  

6)  Suicide Behavior Question:  

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: Were any of these in the past 3 months?  

Lifetime 

  

Past 3 
Months 

  

     Low Risk 

     Moderate Risk 
     High Risk 
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COLUMBIA-SUICIDE SEVERITY 

RATING SCALE 

(C-SSRS) 

Pediatric/Cognitively Impaired – Lifetime Recent 

Version 6/23/10 m6/29/17 

 

 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 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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SAFETY PLAN 

Step 1: Warning signs: 
1. _____________________________________________________________ 

2. _____________________________________________________________ 

3. _____________________________________________________________ 

Step 2: Internal coping strategies - Things I can do to take my mind off my problems 
without contacting another person: 

1.  _____________________________________________________________ 

2. _____________________________________________________________ 

3. _____________________________________________________________ 

Step 3: People and social settings that provide distraction:   
1. Name_________________________________ Phone__________________ 

2. Name_________________________________ Phone__________________ 

3. Place_________________________________________________________ 

4. Place  ________________________________________________________ 

Step 4: People whom I can ask for help:  
1. Name_________________________________ Phone___________________ 

2. Name_________________________________ Phone___________________ 

3. Name_________________________________ Phone___________________ 

Step 5:Professionals or agencies I can contact during a crisis:  
1. Clinician Name__________________________ Phone____________________ 

 Clinician Pager or Emergency Contact #________________________________ 

2. Clinician Name__________________________ Phone____________________ 

 Clinician Pager or Emergency Contact #________________________________ 

3. Suicide Prevention Lifeline: 1-800-273-TALK (8255) 

4. Local Emergency Service __________________________________________ 

 Emergency Services  Address_______________________________________ 

 Emergency Services  Phone ________________________________________ 

Making the environment safe: 
1.  _______________________________________________________________ 

2. _______________________________________________________________ 
From Stanley, B. & Brown, G.K. (2011). Safety planning intervention: A brief intervention 

to mitigate suicide risk. Cognitive and Behavioral Practice. 19, 256–264 
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Parent Information-NSSI 
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www.twloha.com 

It started with a story. 

Our founder, Jamie Tworkowski, didn’t set out to start a nonprofit organization. All he wanted to 

do was help a friend and tell her story. When Jamie met Renee Yohe, she was struggling with 

addiction, depression, self-injury, and suicidal thoughts. He wrote about the five days he spent 

with her before she entered a treatment center, and he sold T-shirts to help cover the cost. When 

she entered treatment, he posted the story on MySpace to give it a home. The name of the story 

was “To Write Love on Her Arms.” 
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A Friend Asks

Youth Suicide has been declared a National
Health Issue by the U. S. Surgeon General’s office.  

Suicide is:
•For middle and high school age youth (ages

12-18), suicide is the 2nd leading cause of
death. (2011 CDC WISQARS)

•For college age youth (ages 18-22), suicide is
the 2nd leading cause of death. (2011 CDC WISQARS)

•Over-all, suicide is the 2nd leading cause of
death for our youth ages 10-24. (2011 CDC WISQARS)

Suicide is not only a leading cause of death for
our youth… It is a leading cause of
PREVENTABLE death! 

Four out of Five young people who will attempt
suicide will give clear “Warning Signs”

A “Friend”…especially an “informed friend”…
can help make a difference to someone who
may be struggling with thoughts of suicide.

Apple Android

Nationally…
Over 1 out of 6 young people
“seriously considered suicide” 

in the past 12 months 
(*) CDC 2013 Youth Risk Behavioral Survey

www.jasonfoundation.com 

Available on Apple
App Store, Android
Market Store, The
Jason Foundation
website or Scan

QR codes

“A Friend Asks” is a free smart-phone app to
help provide the information, tools, and
resources to help a friend (or yourself) who
may be struggling with thoughts of suicide.

“WARNING SIGNS” and “HOW TO HELP A
FRIEND” along with other resources are
provided as well as the “GET HELP NOW”
instant connectivity to the National Suicide
Prevention “Lifeline” are provided on this free
downloadable app.

A Free Smart-Phone App from
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Suicide Safe:
A New Suicide Prevention App from SAMHSA
Almost half of individuals who die by suicide have visited a primary 
care provider in the month prior to their death, and 20% have had 
contact with mental health services.

Suicide Safe is a new, free mobile app that helps providers integrate suicide 
prevention strategies into their practice and address suicide risk among their patients. 

Suicide Safe is based on the nationally recognized Suicide Assessment Five-step 
Evaluation and Triage (SAFE-T) card and helps providers:

• Confidently assist patients who present with suicidal ideation.

• Communicate effectively with patients and their families.

• Determine appropriate next steps.

• Make referrals to treatment and community resources.

Suicide Safe is available for Apple© and AndroidTM mobile devices. 

Visit bit.ly/suicide_safe to learn more and download the app. 

BLOG blog.samhsa.gov facebook.com/samhsa

@samhsagov youtube.com/samhsa

SAMHSA’s mission is to reduce the impact of substance abuse and mental illness on America’s communities.
http://www.samhsa.gov/     1-877-SAMHSA-7 (1-877-726-4727) 134

http://blog.samhsa.gov/
https://www.facebook.com/samhsa
https://twitter.com/SAMHSAgov
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http://store.samhsa.gov/apps/suicidesafe/?WT.mc_id=EM_20140916_SUICIDESAFE_00
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Get the free app that 
can prevent bullying. 
How can I help a child affected by bullying?

Talking with your child every day is an easy way to stay connected.  Research shows that spending 
at least 15 minutes a day talking with your child will increase self-esteem and encourage him/her to 
come to you with a problem. This will help your child face bullying—whether being bullied, engaging 
in bullying, or witnessing bullying. 

How can the KnowBullying app help prevent bullying?

The KnowBullying app helps you make the most of each opportunity to talk by giving helpful 
reminders and conversation starters. It provides information on bullying including how to know if your 
child is being affected and how to stop it. KnowBullying by SAMHSA also provides strategies for 
educators and school administrators.

Put the power to 
prevent bullying  
in your hand.

Free for iPhone® and Android.™ 

Visit http://bit.ly/KnowBullying
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Start a conversation your child 
will remember when it counts. 
KnowBullying by SAMHSA includes: 

• Conversation Starters:
Start meaningful discussions
with your child.

• Tips: Learn ways to prevent
bullying for ages 3–6, 7–13,
and teens.

• Warning Signs:
Recognize if your child is
affected by bullying.

• Reminders: Find the right time to connect with your child.

• Social Media: Share successful strategies and useful advice.

• Section for Educators: Prevent bullying in the classroom and support
children who are being bullied.

KnowBullying is a free resource for mobile devices provided by the Substance Abuse and Mental Health 
Services Administration (SAMHSA), in conjunction with the StopBullying.gov Federal partnership.

Free for iPhone® and Android. ™ 

Visit http://bit.ly/KnowBullying

http://www.samhsa.gov 
1-877-SAMHSA-7 (1-877-726-4727)

SAMHSA’s mission is to reduce the impact of substance abuse and mental illness on America’s communities.
Printed 2014 • PEP14-KNOWBULLYPC
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Gary LeVox, Jay DeMarcus
and Joe Don Rooney, the
members who make up the
country group, Rascal
Flatts, have been involved

in many philanthropic and charitable endeavors
throughout their career and believe in the gi of
giving back.  Rascal Flatts and e Jason
Foundation, Inc. decided to come together to
fight for a cause that Rascal Flatts truly believe
needs attention—youth suicide prevention.  In
addition to their roles as celebrity ambassadors
and participation in public service
announcements, public awareness programs,
and fundraising, Rascal Flatts promotes the B1
Project. 

www.rascalflatts.com

e Jason Foundation, Inc. (JFI) is
an educational organization
dedicated to the awareness and
prevention of youth suicide. JFI
provides tools and resources for
students, parents and

teachers/youth workers to help them identify
and assist at-risk youth. is is accomplished
through a series of programs including the B1
Project. 

www.jasonfoundation.com

Someone you 
know may need 

a friend...

Let Rascal Flatts
know you will

B1 for a friend at
www.rascalflattsB1.com

18 Volunteer Drive
Hendersonville, TN 37075

1.888.881.2323
www.jasonfoundation.com

Jason C. flatt
March 20th, 1981– July 16th, 1997

Disclaimer: 
Although e Jason Foundation, Inc. and our partners make every effort to insure
our programs professionally address the problem of youth suicide, no one program
can guarantee to prevent youth suicide. Our program’s goal is to provide
educational materials that will help equip you to recognize “signs of concern”.
Professional help should always be sought whenever there is a possibility of
suicidal ideation.

Never try to solve this type of problem 
without obtaiNiNg professioNal help.

Fight Against 
Youth SuicideWho is B1?

Rascal Flatts

Join the

with
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Rascal Flatts and The Jason Foundation are 
working together to prevent youth suicide.

What is
the B1 Project?

The purpose of the B1 Project is to educate
youth, students, youth workers, and parents on
recognizing the warning signs of youth suicide
and how to help a friend, family member, or loved
one.

B1 is designed to be quick, informative, and target
the most important aspects of youth suicide
prevention.

ink about it . . . the 2nd most likely thing to
take a young person is suicide. Yet, no one ever
talks about it until a tragedy occurs. at’s why
e Jason Foundation and Rascal Flatts call youth
suicide “e Silent Epidemic”.

Who can 
take the B1 Pledge?

e B1 Pledge is for anyone and everyone.

You may have a brother or sister, a son or
daughter, a player on your athletic team, a student,
or a neighbor who is at-risk for suicide.

If a young person looks to you for help – are you
ready to B1 for them?

Participating in the B1 Pledge is a proactive step
towards taking some of the silence out of the
“Silent Epidemic”.  B1 will help you to recognize
warning signs and develop a plan of action to help
someone who may be struggling.

Learn How YOU Can 
B1 for a Friend 

Take the B1 Pledge!

The 3 B’s 
BE AWARE
Be aware and understand the problem of youth
suicide. It is the 2nd leading cause of death for
ages 10-24. (2013 CDC WISQARS) Suicide is preventable!

BE ABLE
Be able to identify signs of concern in a friend who
may be struggling. 

• Suicide threats 
• Depression 
• Anger, increased irritability 
• Lack of interest in activities they once enjoyed 
• Sudden increase/decrease in appetite
• Sudden changes in appearance 
• Dwindling academic performance
• Preoccupation with death and suicide
• Previous suicide attempts

BE PREPARED
You should never be afraid to talk to someone
who may be depressed or at-risk.  At the very
least, they will know there is someone who cares
for them. You should also have an action plan in
case a friend or family member shows signs of
suicidal ideation. Taking the B1 pledge will help
you to “Be Prepared”.   www.rascalflattsB1.com
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Clinical Tools & Activities 
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Significant Other Consent Form 

My therapist has permission to include the following support people 

in my treatment. They are aware of my self-harm and/or suicidal 

thoughts and have agreed to support me in my recovery. 

1. ____________________________________ 

2. ____________________________________ 

3. ____________________________________ 

4. ____________________________________ 

5. ____________________________________ 

I understand that a Release of Information (ROI) form must be 

signed by my legal guardian for each of these individuals. 

_________________________  ______________ 

Signature of Client    Date 

_________________________  ______________ 

Signature of Therapist    Date 
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My Name: 
 

When I’m alone, I like to: 

The think I like to do with my 
friends the most: 

Me2 

Something I’m good at: 

Three most important people in my 
life (real): 

My best friend: 

Where I feel the best (location): 

My best relationship: 

Where I feel 
the worst: 

Draw yourself as these others see 
you: 
 
Your parents… 
 
 
 
 
 
 
 
 
 
 
Others in this group… 

Three most important people in my 
life (fictional): 

When I feel the worst: 

When I feel the 
best: 

Something that makes me feel best about myself: 

What makes me feel worst about myself: 

©Copyright, 2015 Groupworks, Inc. 
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My Name: 
 
A Name I’d Like to have: 

The famous person who would play me in a 
movie about my life: 

My favorite song: 

Me 
Something I wish my mom wouldn’t say: 

Something I like about my dad: 

The coolest 
thing in my 
bedroom: 

One Food I Know How to Cook: 

My greatest fear: 

The coolest 
person I know: 

Draw your own personal symbol: 
Favorite Drink: 

Something that makes 
me Happy: 

Favorite Place 
to go on 
Vacation: 

If I were a food, I’d be… 

The best day of my life: 

The funnest 
thing I’ve 
done in the 
last year: 
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  Teen Group Goals Menu 

 

Name__________________________ Date______________________ 

 
Place a check-mark beside the things you’d like to get better at in this group. After you do that, please circle your top three 

goals. Those three things are the ones you want the most and would like to start with. 
 

___Make Better Choices 
 
___Learn to Focus Better When People are Talking 
 
___Think Before I Do & Say Things 
 
___Control My Anger 

 
___Learn to Make New Friends 
 
___Cut Down on My Use of Drugs and/or Alcohol 
 
___Feel Better About Myself 
 
___Become a More Positive Person 
 
___Get Along Better with My Parents 

 
___Get Better Grades in School 
 
___Learn to Control my Worries better 
 
___Talk with Others More/Overcome Shyness 
 
___Talk to the group about something that has been bothering me 
 
___Work Through some difficult things from my past 
 
___Stop Hurting Myself 
 
___Feel Suicidal Less 
 
___Become More Patient with Others 
 
___Make Some Decisions about my Future Plans 
 
___Develop Healthy Habits (Healthy Eating, Get More Sleep, Get More Exercise) 
 
___ ______________________________________ (Write your own goal) 

www.drtlsheppard.com Rev. 1/14 

© Copyright 2018, Groupworks, Inc. 
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Conversation Basics! 
 
Face the Person 
 

Eye Contact 
 

Stay on Topic 
 

Make Comments:  
“Cool” 
“Wow” 
“Uh Huh” 
“Really?” 
“I Know How that Feels” 
“That Must Have Been Funny” 
“That Must Have Been Scary” 
“That Sounds Really Cool” 
 

Ask Questions: 
“Then What Happened?” 
“What Did you Do?” 
“What Was Your Favorite Part?” 
© Copyright 2018 Groupworks, Inc. 
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My Alternatives to Self-Harm List 
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My Favorite Coping Skills 
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My Favorite Self-Care Skills 
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Social Circles Activity 

Use this sheet to write in the names of the people around you. Draw arrows to indicate people you’d like to move farther away from you. This might include 

friends or acquaintances who are a bad influence on you. Draw arrows to indicate people you’d like to move closer to you. This might include someone in 

your class that you like and want to make into a friend. 
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People I see at School             People I See in the Neighborhood 

Me 

Best Friends 

Close Friends 

Acquaintances 

People I Don’t Like 
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Case Example One 
 
Clarissa Sanchez* 
 
16 year old Female 
 

 
*This is a fictional profile. No Private Health Information is revealed in this case example or any 
of the supporting materials. 

© 2018 Groupworks, Inc. 
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Name:___________________________________Date:________________  

Page 1 of 3 

Family/Living Situation (Genogram): 

Reason for Referral Why did you come for the appt? Did you want to come? Y N 

Previous Therapy/Evaluation Changes in Treatment/School?

School
Where do you go to school?  Grade:  

Like school? Y  N Grades: Strengths:  

Weaknesses: 
IEP? 

Behavior Problems: 
Detention/Suspensions/Expulsion?

Current Medications 
Interpersonal 

Friends: 

Safety/Well-Being 

Suicidal Thoughts Plan  Intent  Attempts Y N 

Homicidal Thoughts Plan  Intent  Attempts Y N

NSSI  Current Y N History Y N  Location?   

Abuse/Neglect/Trauma 

Prescribed by: 

1/3/2018
Clarissa  Sanchez

-Depression was diagnosed in 9th grade (2 years ago)
-She was hospitalized in 9th grade following a suicide attempt in which she took an overdose of Benadryl and then called her 
maternal aunt
-Clarissa was bullied severely in Middle School/Her perception is that her school didn't care and didn't do enough about it
-Non-suicidal self-injury started in 6th grade and resumed recently
-Sister with whom Clarissa is very close moved to Atlanta to begin college in September of last year/this has been really hard on her
-Clarissa doesn't get along well with either parent/she and her mother argue over "everything"/they are both highly emotional and
"controlling"
-Father travels alot with his job and Clarissa describes him as an "old school dad"/he's a "workaholic" and "kind of sexist"

Psychological testing in 7th grade showed depression
and some emerging histrionic traitsClarissa saw Dr. Jenn Reynolds

for Individual Therapy in 8th & 9th grades Grades have dropped this year

Clarissa often does her schoolwork
but doesn't turn it in

East High School     11th

Art

Math
No/No learning issues noted in her testing

None

Clarissa has some friends/not as many as she'd like. She indicated and her parents
confirmed that her friend group has "lots of drama". Mother is worried about social
media "addiction".

-Father is less worried about Clarissa. He claims that "she's just like her mother" and that "her mother grew out of it and she will too"

Celexa 30 mg
Melatonin OTC 5mg PRN for sleep

Cuts on inner thighs
Carved on her forearm in the
past

Abusive (verbal & emotional) boyfriend in 8th grade
Bullying by peers throughout Middle School

Dr. Ellie Valencia
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Page 2 of 3 

MSE 

Appearance N/A or OK Slight Moderate Severe 

Unkempt, disheveled (  ) (  ) (  ) (  ) 

Clothing, dirty, atypical (  ) (  ) (  ) (  ) 

Odd phys. characteristics (  ) (  ) (  ) (  ) 

Body odor (  ) (  ) (  ) (  ) 

Appears unhealthy (  ) (  ) (  ) (  ) 

Posture N/A or OK Slight Moderate Severe 

Slumped (  ) (  ) (  ) (  ) 

Rigid, tense (  ) (  ) (  ) (  ) 

Body Movements N/A or OK Slight Moderate Severe 

Accelerated, quick (  ) (  ) (  ) (  ) 

Decreased, slowed (  ) (  ) (  ) (  ) 

Restlessness, fidgety (  ) (  ) (  ) (  ) 

Atypical, unusual (  ) (  ) (  ) (  ) 

Speech N/A or OK Slight Moderate Severe 

Rapid (  ) (  ) (  ) (  ) 

Slow (  ) (  ) (  ) (  ) 

Loud (  ) (  ) (  ) (  ) 

Soft (  ) (  ) (  ) (  ) 

Mute (  ) (  ) (  ) (  ) 

Atypical (e.g., slurring) (  ) (  ) (  ) (  ) 

Attitude N/A or OK Slight Moderate Severe 

Domineering, controlling (  ) (  ) (  ) (  ) 

Submissive, dependent (  ) (  ) (  ) (  ) 

Hostile, challenging (  ) (  ) (  ) (  ) 

Guarded, suspicious (  ) (  ) (  ) (  ) 

Uncooperative (  ) (  ) (  ) (  ) 

Affect N/A or OK Slight Moderate Severe 

Inappropriate to thought (  ) (  ) (  ) (  ) 

Increased lability (  ) (  ) (  ) (  ) 

Blunted, dull, flat (  ) (  ) (  ) (  ) 

Euphoria, elation (  ) (  ) (  ) (  ) 

Anger, hostility (  ) (  ) (  ) (  ) 

Depression, sadness (  ) (  ) (  ) (  ) 

Anxiety (  ) (  ) (  ) (  ) 

Irritability (  ) (  ) (  ) (___)  

Perception N/A or OK Slight  Moderate        Severe 

Illusions (  ) (  ) (  ) (  ) 

Auditory hallucinations (  ) (  ) (  ) (  ) 

Visual hallucinations (  ) (  ) (  ) (  ) 

Other hallucinations (  ) (  ) (  ) (  ) 
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Page 3 of 3 

Cognitive N/A or OK Slight Moderate Severe 

Alertness (  ) (  ) (  ) (  ) 

Attn. span, distractibility (  ) (  ) (  ) (  ) 

Short-term memory (  ) (  ) (  ) (  ) 

Long-term memory (  ) (  ) (  ) (  ) 

Judgment N/A or OK Slight Moderate Severe 

Decision making (  ) (  ) (  ) (  ) 

Impulsivity (  ) (  ) (  ) (  ) 

Thought Content N/A or OK Slight Moderate Severe 

Obsessions/compulsions (  ) (  ) (  ) (  ) 

Phobic (  ) (  ) (  ) (  ) 

Depersonalization (  ) (  ) (  ) (  ) 

Delusions (  ) (  ) (  ) (  ) 

Orientation:     Time  __   Place ______ Person 

Eye contact: WNL Poor  Variable  Odd __________________

Worry:  Y/N     Depression: Y/N 

Appetite: WNL Poor Variable Overeating Weight Loss/Gain

Sleep Problems: Y N Initiation  Maintenance  Hypersomnolence  Difficulty Awakening 

How Many Hours of Sleep per Day  Quality? 

Insomnia Cause? Restlessness/Thoughts/Worry/Unknown

Nightmares/Bad Dreams? 

Substance Use/Abuse 

Family Hx? Y  N 

Behavior Observations/Examiner Notes: 

Rev. 7/10 

How would you rate the following on a 0-
10 scale? 

Self Confidence: 

Overall Happiness: 

Feelings About the Future: 

Relationships-Family: 

Relationships-Peers: 

Goals for Treatment? 

1.  

2.  

3. 
C/A Office Interview 
Revised 4/17 
___Scanned to Therapy Notes 
Save As “Intake Interview Form” 

About school, friends and "what
people are saying about me on 
Instagram"

Feels depressed most days/feels like her medication
is not working

Has lost about 5 pounds since school started

Melatonin helps

4   Poor

Nightmares about losing all of her Instagram
followers and her posts "getting zero likes"

Tried marijuana with a friend the other day/her parents don't know

2

1

6

1

5

Clarissa feels very little connection to her parents. They seem to care, but
either fight with her or are distant. She misses her sister alot and cried when 
talking about her. They have weekly Skype sessions on Sunday evenings. Stop worrying about social media so much

Don't hate my mom so much

Eat better and do more healthy things
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Alexian Brothers Urge to Self-Injure Scale (ABUSI) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

3. How much time have you spent thinking about injuring yourself or about how you want to injure yourself? 
       

                None.       Less than 20 min.     21-45 min.      46-90 min.       90 min to 3 hrs.       3-6 hrs.       More than 6 hrs. 

The questions below apply to the last week. Place an “X” in the box next to the most appropriate statement 

2. At the most severe point, how strong was your urge to self-injure in the last week? 

None at all. 

Slight, that is, a very mild urge. 

Mild Urge. 

Moderate Urge. 

Strong Urge, but easily controlled. 

Strong Urge, but difficult to control. 

Strong Urge and would have self-injured if able to. 

 

5. Keeping in mind your responses to the previous questions, please rate your overall average urge or desire to 
injure yourself in the last week.  

 
Never thought about it and never had the urge to self-injure. 

Rarely thought about it and rarely had the urge to self-injure. 

Occasionally thought about it and occasionally had the urge to self-injure. 

Sometimes thought about it and sometimes had the urge to self-injure. 

Often thought about it and often had the urge to self-injure. 

Thought about self-injury most of the time and had the urge to do it most of the time.  

Thought about self-injury nearly all the time and had the urge to do it nearly all the time. 

4.    How difficult was it to resist injuring yourself in the last week?  
 

            
   Not difficult 

at all 
Very mildly 

difficult 
Mildly 

difficult 
Moderately 

difficult 
Very 

difficult 
Extremely 
difficult 

Was not able 
to resist 

1. How often have you thought about injuring yourself or about how you want to injure yourself? 
Never, 0 times in the last week 

Rarely, 1 -2 times in the last week 

Occasionally, 3 – 4 times in the last week 

Sometimes, 5 – 10 times in the last week, or 1 -2 times a day 

Often, 11 – 20 times in the last week, or 2 – 3 times a day 

Most of the time, 20 – 40 times in the last week, or 3 – 6 times a day 

Nearly all of the time, more that 40 times in the last week, or more than 6 times a day 

Clarissa Sanchez 1/3/2018
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OTTAWA  SELF-INJURY  INVENTORY 

Mary Kay Nixon, M.D. & Paula Cloutier, M.A. 
Copyright 2005 

 
Researchers and clinicians working in non-profit or publicly owned settings (including universities, non-profit hospitals, and government institutions) may make single copies of the OSI 

instrument for their own clinical and research use.   

  
  

OSI v3.1 English 

O S I 
Name: ______________________________       Sex:         Male                               Female 
 
Today’s Date: ____ DD ____ MM ____ YY      Date of Birth:____ DD ____ MM ____YY      Age:  ____ 

How often in the past month have you: 
 
circle  “0” if not at all and circle “3” if daily 

   n
o
t 

a
t 

a
ll
 

        a
t 

le
a
s
t 

o
n

c
e
 

        w
e
e
k
ly

 
      d

a
il
y
 

        

Thought about injuring yourself without the intention to kill yourself?          0               1               2           3            

Actually injured yourself, without the intention to kill yourself?         0               1               2           3        

How often in the past 6 months have you: 
 
circle  “0” if not at all and circle “4” if daily 

   n
o
t 

a
t 

a
ll
 

        1
 t

o
 5

 
ti

m
e
s
 

      m
o
n

th
ly

 
      w

e
e
k
ly

 
      d

a
il
y
 

Thought about injuring yourself without the intention to kill yourself?           0               1             2           3          4 

Actually injured yourself, without the intention to kill yourself?          0               1             2           3          4 

How often in the past year have you: 
 
circle  “0” if not at all and circle “4” if daily 

   n
o
t 

a
t 

a
ll
 

        1
 t

o
 5

 
ti

m
e
s
 

      m
o
n

th
ly

 
      w

e
e
k
ly

 
      d

a
il
y
 

Thought about taking your life (killing yourself)?            0               1             2           3          4 

Have you ever made an actual attempt to take your life?               no   yes 

                                                                                                 
If yes, then please indicate the number of times:  
 
 
in the past month:  ____      in the past 6 months:  ____     in the past year:  ____     prior to one year ago: ____ 
 

Have you ever been treated by a doctor after injuring yourself on purpose? (e.g., stitches, wound 
dressings, etc.) 
      
 
 
If yes,  how often did a doctor treat you in the past year for hurting yourself on purpose?____________________ time(s)  

1. 

2. 

3. 

4. 

5. 

Have you been kept in hospital because of hurting yourself on purpose?  
            
         no   yes 
 

 If yes, how many times in the past year did you stay overnight in emergency? __________________________________ 

 

If yes, how many times in the past year did you get admitted to a hospital unit?_________________________________ 

6. 

1 

no yes 

Clarissa Sanchez

03  01  
18

16

0    0   0   1

No

No
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OSI v3.1 English S I O 

Nixon & Cloutier, 2005  

OSI v3.1 English OTTAWA  SELF-INJURY  INVENTORY 

If you indicated that you had thought about or actually injured yourself in questions 1-4: 

How old were you when you started to self-injure?  ___________________________________ (years old) 

 
 

The first time you hurt yourself, where did you get the idea? (please   √   only one) 
 

          I read about it on an internet website 

          I read about it on a Web Blog 

          I read about it in a book or magazine 

          I saw it happen in a movie or on television 

          I saw other people do it in a non-hospital setting 

          I heard about it from other people in a non-hospital setting 

          I heard about it from other people in a hospital setting  

          I saw other people do it in a hospital setting 

          It was my own idea  

          Other (please list)__________________________________ 

  
When you get the urge to hurt yourself: 
 
circle “0” if not at all and circle “4” if extremely 

  
        Not at all               somewhat            extremely 

The urge is distressing / upsetting                0             1             2            3             4 

The urge is comforting               0             1             2            3             4 

The urge is intrusive / invasive                0             1             2            3             4 

 
Do you only harm yourself after taking drugs or alcohol?                no                yes 

 
 
 
 
Do you let other people know that you harm yourself? 

 

          no one      

          some people       who do you tell?   

          most people     

          friend(s)                                              family member(s) 

          psychologist/psychiatrist                       family doctor 

          other Mental Health Professional              school counsellor  

          telephone helpline    other (specify) 

       

7. 

8. 

9. 

10. 

11. 

2 

12
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OSI v3.1 English S I O 

Nixon & Cloutier, 2005  

OSI v3.1 English OTTAWA  SELF-INJURY  INVENTORY 

      
WHEN 
YOU 

FIRST 
STARTED 

 
CURRENTLY 
(past month 
if still self-
injuring) 

Scalp 

Eye(s) 

Ear(s) 

Face 

Nose  

Lips 

Inside of mouth  

Neck/throat 

Chest 

Breast(s) 

Back 

Shoulder(s) 

Abdomen  

Hips/buttock(s) 

Genitals 

Rectum 

Upper arm/elbow 

Lower arm/wrist  

Hand/fingers 

Thigh/knee 

Lower leg/ankle  

Foot/toes 

 
Other (specify): 
 
 

      
WHEN 
YOU 

FIRST 
STARTED 

 
CURRENTLY 
(past month 
if still self-
injuring) 

Cutting 

Scratching 

Interfering with wound healing 

Burning 

Biting  

Hitting 

Hair pulling 

Severe nail biting and/or nail injuries 

Piercing skin with sharp pointy objects 

Piercing of body parts 

Excessive use of street drugs 

Excessive use of alcohol 

Trying to break  
bones  

Headbanging 

Taking too much medication 

Taking too little medication 

Eating or drinking things that are not 
food 
 
Other (specify): 
 
 

What areas of your body did/do 

you injure?   

Please (√) all that apply 

How did/do you injure yourself 

(without meaning to kill yourself)? 

Please (√) all that apply 

12. 13. a) a) 

b) 

b) 

3 

Above, please   circle   the part that 

you currently injure the most 

Above, please    circle    the method that 

you currently use the most 

Carving words
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OSI v3.1 English S I O 

Nixon & Cloutier, 2005  

OSI v3.1 English OTTAWA  SELF-INJURY  INVENTORY 

  

  
 N

e
v
e
r 

a
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e
a
s
o
n

 
    
 S

o
m

e
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e
s
 a

 r
e
a
s
o
n

 
     
 A
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y
s
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e
a
s
o
n

 

  
 N

e
v
e
r 

a
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e
a
s
o
n
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o
m
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s
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 r
e
a
s
o
n

 
     
 A
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y
s
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e
a
s
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1. to release unbearable tension 0    1    2    3    4 0    1    2    3    4 

2. to experience a “high” that feels like a drug high 0    1    2    3    4 0    1    2    3    4 

3. to stop my parents from being angry with me 0    1    2    3    4 0    1    2    3    4 

4. to stop feeling alone and empty 0    1    2    3    4 0    1    2    3    4 

5. to get care or attention from other people 0    1    2    3    4 0    1    2    3    4 

6. to punish myself  0    1    2    3    4 0    1    2    3    4 

7. to provide a sense of excitement that feels exhilarating 0    1    2    3    4 0    1    2    3    4 

8. to avoid getting into trouble for something I did  0    1    2    3    4 0    1    2    3    4 

9. to distract me from unpleasant memories 0    1    2    3    4 0    1    2    3    4 

10. to change my body image and/or appearance 0    1    2    3    4 0    1    2    3    4 

11. to belong to a group 0    1    2    3    4 0    1    2    3    4 

12. to release anger 0    1    2    3    4 0    1    2    3    4 

13. to show others how hurt or damaged I am 0    1    2    3    4 0    1    2    3    4 

14. to experience physical pain in one area, when the other pain I feel is unbearable 0    1    2    3    4 0    1    2    3    4 

15. to stop people from expecting so much from me 0    1    2    3    4 0    1    2    3    4 

16. to relieve feelings of sadness or feeling “down” 0    1    2    3    4 0    1    2    3    4 

17. to stop me from thinking about  ideas of killing myself 0    1    2    3    4 0    1    2    3    4 

18. to stop me from acting out ideas of killing myself  0    1    2    3    4 0    1    2    3    4 

19. to produce a sense of being real when I feel numb and  “unreal” 0    1    2    3    4 0    1    2    3    4 

20. to release frustration 0    1    2    3    4 0    1    2    3    4 

21. to get out of doing something that I don’t want to do 0    1    2    3    4 0    1    2    3    4 

22. to prove to myself how much I can take 0    1    2    3    4 0    1    2    3    4 

23. for sexual excitement 0    1    2    3    4 0    1    2    3    4 

24. to diminish feeling of sexual arousal 0    1    2    3    4 0    1    2    3    4 

25. other (please specify): 0    1    2    3    4 0    1    2    3    4 

Why do you think you started and if you continue, why do you still 
self-injure (without meaning to kill yourself)?  
 
Please circle the number that best represents how much your self-injury is due to that 
reason. Circle “0” if it has never been a reason that you self-injure and “4” if it has 
always been a reason that you self-injure. 

14. Why did you start? 

 

If you continue,  
why do you continue? 

 

4 
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OSI v3.1 English S I O 

Nixon & Cloutier, 2005  

OSI v3.1 English OTTAWA  SELF-INJURY  INVENTORY 

When you hurt yourself on purpose, on average, how much time goes by between thinking about it and 

doing it?  (Please (√) 1 item only) 

 

          less than 1 minute             over 30 minutes but less than 1 hour 

          1 minute to 5 minutes             hours 

          6 minutes to 30 minutes                                    days 

  
Do you feel physical pain when you harm yourself? 

 Never                 Sometimes             Always 

       0            1           2          3           4 circle “0” if never and circle “4” if always 

Once you think about harming yourself, do you always do it?            yes               no 16. 

17. 

18. 

19. 

5 

  
Do you hurt or think about hurting yourself after stressful things 
happen?   

  Never                Sometimes             Always 

       0            1           2          3           4 

If you indicated that you thought about or actually injured yourself in questions 1-4, what kinds of stressful 

situation(s) typically led to self-injury? 

    
         abandonment (please specify)_________________________________________________________ 
  
         failure (please specify)_______________________________________________________________ 
 
         loss (please specify)_________________________________________________________________ 
  
         rejection (please specify)_____________________________________________________________ 
 
         other (please specify)________________________________________________________________ 

circle “0” if never and circle “4” if always 

  
If you indicated that you had thought about or actually 
injured yourself in questions 1-4, do you feel relief (better) 
after  harming yourself? 

 
 Never               Sometimes           Always 

       0             1             2           3           4       circle  “0” if never and circle “4” if always  
 
If you feel relief, how long does the relief last?  (please (√) only one)      

 
           less than 1minute             1 to 5 minutes                6 to 30 minutes      
 
           31 to 60 minutes               hours                 days 

15. 
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OSI v3.1 English S I O 

Nixon & Cloutier, 2005  

OSI v3.1 English OTTAWA  SELF-INJURY  INVENTORY 

  
Since you started to self-injure, have you found that: 
 

 Never                Sometimes             Always 

1.The self-injurious behaviour occurs more often than intended?     0            1           2          3           4 

2. The severity in which the self-injurious behaviour occurs has 
increased (e.g., deeper cuts, more extensive parts of your body)? 

    0            1           2          3           4 

3. If the self-injurious behaviour produced an effect when started, you 
now need to self-injure more frequently or with greater intensity to 
produce the same effect? 

    0            1           2          3           4 

4. This behaviour or thinking about it consumes a significant amount 
of your time (e.g., planning and thinking about it, collecting and hiding 
sharp objects, doing it and recovering from it)? 

    0            1           2          3           4 

5. Despite a desire to cut down or control this behaviour, you are 
unable to do so? 

    0            1           2          3           4 

6. You continue this behaviour despite recognizing that it is harmful to 
you physically and/or emotionally?  

    0            1           2          3           4 

7. Important social, family, academic or recreational activities are 
given up or reduced because of this behaviour? 

    0            1           2          3           4 

circle “0” if never and circle “4” if always 

 
If you are trying to resist hurting yourself, what do 
you do instead? Please (√) all that apply 

 

Never try to resist 

Talk with someone 

Exercise / sports 

Reading writing, music, dance 

Watch television, play video or computer games 

Do things to relax (e.g., hot bath, yoga, deep breathing) 

Use alcohol and or street drugs 

Do anything to keep hands busy 

 
Other (specify):  

20. 

21. 

6 

b) For question 21, please   circle   the most helpful thing you do to resist hurting yourself. 

161



OSI v3.1 English S I O 

Nixon & Cloutier, 2005  

OSI v3.1 English OTTAWA  SELF-INJURY  INVENTORY 

  
How motivated are you at this time to stop self-injuring? 

 Not at all          Somewhat          Extremely 
Motivated          Motivated           Motivated 

          0            1           2          3           4 

What treatment(s) if any, have you received with the goal of reducing and/or eliminating your self-
harm?  

 (Please (√) all items that apply) 

  

          I have not had treatment           I declined treatment           Self help (e.g., self-help books, internet) 

          individual therapy           school counselling           group therapy 

          family therapy                                medication (please specify)    ______________________________________ 

 

other (please specify)_______________________________________________________________________________  
 
What treatment(s) if any, have you found the most helpful in reducing and/or eliminating your self-
harm?  

 (Please (√) all items that apply) 

  

         I have not had treatment            I declined treatment             Self help (e.g., self-help books, internet)       

         individual therapy                       school counselling                group therapy 

         family therapy                           medication (please specify)     _________________________________________  

 

other (please specify) _______________________________________________________________________________ 

 
  
I feel that this questionnaire has fully described my 
experience of Self-Injury 

Strongly            Somewhat          Strongly 
Disagree               Agree                Agree        

        0            1           2          3           4 

Is there anything else you would like to share with us regarding your self-injury behaviour? 

 ___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________ 

22. 

23. 

24. 

25. 

26. 

7 

162



 
 

Case Example Two 
 
Kohl McKenna* 
 
14 year old Male 
 

 
 
 
*This is a fictional profile. No Private Health Information is revealed in this case example or any 
of the supporting materials. 

© 2018 Groupworks, Inc. 
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Name:___________________________________Date:________________  

Page 1 of 3 

Family/Living Situation (Genogram): 

Reason for Referral Why did you come for the appt? Did you want to come? Y N 

Previous Therapy/Evaluation Changes in Treatment/School?

School
Where do you go to school?  Grade:  

Like school? Y  N Grades: Strengths:  

Weaknesses: 
IEP? 

Behavior Problems: 
Detention/Suspensions/Expulsion?

Current Medications 
Interpersonal 

Friends: 

Safety/Well-Being 

Suicidal Thoughts Plan  Intent  Attempts Y N 

Homicidal Thoughts Plan  Intent  Attempts Y N

NSSI  Current Y N History Y N  Location?   

Abuse/Neglect/Trauma 

Prescribed by: 

Kohl McKenna      12/28/2017

-Kohl is adopted (at birth)/little is known about his birth mother except that she was very young and the pregnancy was accidental
-Kohl's fathers are separated, although they are in marital counseling/They shared that parenting disagreements are part of the reason
they have separated. They have not shared this with Kohl.
-He has alot of anger, irritability, and depression/diagnosed with Disruptive Mood Disregulation Disorder and ADHD, Hyperactive-
Impulsive Type
-Kohl has always been manipulative with his parents/He frequently gives them ultimatums
-He has told them he will not stop harming himself until they get back together
-Kohl has emotional outbursts (mostly at home) and is very verbally abusive toward his friends. He has alienated all of his friends 
mostly due to raging toward them when they are playing video games

Kohl was seeing a school-based therapist who recently
left her position due to taking another job. This has been 
hard for him.

Currently in honors classes

Central Middle 8th

Nobody likes me anymore

-While Kohl's behavior at school is generally good; teachers say that he has alienated most peers due to being condescending and rude

math

social studies

There is a class trip to Mexico coming 
up in 6 weeks. Kohl has been looking
forward to the trip for more than a year
He was the top seller in a fund-raiser
for the trip in the fall.

No

None-other than his rudeness, which has not resulted in detention or suspension

"None anymore" because "I'm a jerk"
Lexapro 10 mg

Last school year

Cutting on his arms
Dr. Sidi Abdellah
PediatricianKohl was bullied in 7th & 8th grade/he was called "gay" because his fathers are gay.

He was also beaten up twice after school.

�
�

����
���

�

Kohl states he's very close to both parents
He said that his brothers "live in their own
little world". Father (Clayton) moved in with
his mother and Kohl misses him being at home.
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Page 2 of 3 

MSE 

Appearance N/A or OK Slight Moderate Severe 

Unkempt, disheveled (  ) (  ) (  ) (  ) 

Clothing, dirty, atypical (  ) (  ) (  ) (  ) 

Odd phys. characteristics (  ) (  ) (  ) (  ) 

Body odor (  ) (  ) (  ) (  ) 

Appears unhealthy (  ) (  ) (  ) (  ) 

Posture N/A or OK Slight Moderate Severe 

Slumped (  ) (  ) (  ) (  ) 

Rigid, tense (  ) (  ) (  ) (  ) 

Body Movements N/A or OK Slight Moderate Severe 

Accelerated, quick (  ) (  ) (  ) (  ) 

Decreased, slowed (  ) (  ) (  ) (  ) 

Restlessness, fidgety (  ) (  ) (  ) (  ) 

Atypical, unusual (  ) (  ) (  ) (  ) 

Speech N/A or OK Slight Moderate Severe 

Rapid (  ) (  ) (  ) (  ) 

Slow (  ) (  ) (  ) (  ) 

Loud (  ) (  ) (  ) (  ) 

Soft (  ) (  ) (  ) (  ) 

Mute (  ) (  ) (  ) (  ) 

Atypical (e.g., slurring) (  ) (  ) (  ) (  ) 

Attitude N/A or OK Slight Moderate Severe 

Domineering, controlling (  ) (  ) (  ) (  ) 

Submissive, dependent (  ) (  ) (  ) (  ) 

Hostile, challenging (  ) (  ) (  ) (  ) 

Guarded, suspicious (  ) (  ) (  ) (  ) 

Uncooperative (  ) (  ) (  ) (  ) 

Affect N/A or OK Slight Moderate Severe 

Inappropriate to thought (  ) (  ) (  ) (  ) 

Increased lability (  ) (  ) (  ) (  ) 

Blunted, dull, flat (  ) (  ) (  ) (  ) 

Euphoria, elation (  ) (  ) (  ) (  ) 

Anger, hostility (  ) (  ) (  ) (  ) 

Depression, sadness (  ) (  ) (  ) (  ) 

Anxiety (  ) (  ) (  ) (  ) 

Irritability (  ) (  ) (  ) (___)  

Perception N/A or OK Slight  Moderate        Severe 

Illusions (  ) (  ) (  ) (  ) 

Auditory hallucinations (  ) (  ) (  ) (  ) 

Visual hallucinations (  ) (  ) (  ) (  ) 

Other hallucinations (  ) (  ) (  ) (  ) 
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Page 3 of 3 

Cognitive N/A or OK Slight Moderate Severe 

Alertness (  ) (  ) (  ) (  ) 

Attn. span, distractibility (  ) (  ) (  ) (  ) 

Short-term memory (  ) (  ) (  ) (  ) 

Long-term memory (  ) (  ) (  ) (  ) 

Judgment N/A or OK Slight Moderate Severe 

Decision making (  ) (  ) (  ) (  ) 

Impulsivity (  ) (  ) (  ) (  ) 

Thought Content N/A or OK Slight Moderate Severe 

Obsessions/compulsions (  ) (  ) (  ) (  ) 

Phobic (  ) (  ) (  ) (  ) 

Depersonalization (  ) (  ) (  ) (  ) 

Delusions (  ) (  ) (  ) (  ) 

Orientation:     Time  __   Place ______ Person 

Eye contact: WNL Poor  Variable  Odd __________________

Worry:  Y/N     Depression: Y/N 

Appetite: WNL Poor Variable Overeating Weight Loss/Gain

Sleep Problems: Y N Initiation  Maintenance  Hypersomnolence  Difficulty Awakening 

How Many Hours of Sleep per Day  Quality? 

Insomnia Cause? Restlessness/Thoughts/Worry/Unknown

Nightmares/Bad Dreams? 

Substance Use/Abuse 

Family Hx? Y  N 

Behavior Observations/Examiner Notes: 

Rev. 7/10 

How would you rate the following on a 0-
10 scale? 

Self Confidence: 

Overall Happiness: 

Feelings About the Future: 

Relationships-Family: 

Relationships-Peers: 

Goals for Treatment? 

1.  

2.  

3. 
C/A Office Interview 
Revised 4/17 
___Scanned to Therapy Notes 
Save As “Intake Interview Form” 

About parents/sees them cry    Bad sometimes/thinks about dying so he won't feel bad
Thinks they split up because of him

None

Sometimes Kohl cries himself to sleep at night

5.5   Poor

Dreamed that dad died about a week ago 2

2

4

10

0

Smokes marijuana once a week with a friend/parents know

Suspected with both biological parents

Cried when talking about parental separation. He really didn't talk about his
twin brothers at all.

Get parents back together

Go to Mexico

Stop cutting (He doesn't want parents to know he 
wants to stop because it's the only thing he has to get 
them back together)
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Alexian Brothers Urge to Self-Injure Scale (ABUSI) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

3. How much time have you spent thinking about injuring yourself or about how you want to injure yourself? 
       

                None.       Less than 20 min.     21-45 min.      46-90 min.       90 min to 3 hrs.       3-6 hrs.       More than 6 hrs. 

The questions below apply to the last week. Place an “X” in the box next to the most appropriate statement 

2. At the most severe point, how strong was your urge to self-injure in the last week? 

None at all. 

Slight, that is, a very mild urge. 

Mild Urge. 

Moderate Urge. 

Strong Urge, but easily controlled. 

Strong Urge, but difficult to control. 

Strong Urge and would have self-injured if able to. 

 

5. Keeping in mind your responses to the previous questions, please rate your overall average urge or desire to 
injure yourself in the last week.  

 
Never thought about it and never had the urge to self-injure. 

Rarely thought about it and rarely had the urge to self-injure. 

Occasionally thought about it and occasionally had the urge to self-injure. 

Sometimes thought about it and sometimes had the urge to self-injure. 

Often thought about it and often had the urge to self-injure. 

Thought about self-injury most of the time and had the urge to do it most of the time.  

Thought about self-injury nearly all the time and had the urge to do it nearly all the time. 

4.    How difficult was it to resist injuring yourself in the last week?  
 

            
   Not difficult 

at all 
Very mildly 

difficult 
Mildly 

difficult 
Moderately 

difficult 
Very 

difficult 
Extremely 
difficult 

Was not able 
to resist 

1. How often have you thought about injuring yourself or about how you want to injure yourself? 
Never, 0 times in the last week 

Rarely, 1 -2 times in the last week 

Occasionally, 3 – 4 times in the last week 

Sometimes, 5 – 10 times in the last week, or 1 -2 times a day 

Often, 11 – 20 times in the last week, or 2 – 3 times a day 

Most of the time, 20 – 40 times in the last week, or 3 – 6 times a day 

Nearly all of the time, more that 40 times in the last week, or more than 6 times a day 

Kohl McKenna 12/28/2017
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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)  Wish to be Dead:  
Person 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?  

  

2)  Suicidal Thoughts:  
General non-specific thoughts of wanting to end one’s life/die by suicide, “I’ve thought about 
killing myself” without general thoughts of ways to kill oneself/associated methods, intent, or 

plan.  

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)  Suicidal Thoughts with Method (without Specific Plan or Intent to Act):  
Person endorses thoughts of suicide and has thought of a least one method during the 

assessment period. This is different than a specific plan with time, place or method details 
worked out. “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?  

  

4)  Suicidal Intent (without Specific Plan):  
Active suicidal thoughts of killing oneself and patient 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?  

  

5)  Suicide Intent with Specific Plan:  
Thoughts of killing oneself with details of plan fully or partially worked out and person 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?  

  

6)  Suicide Behavior Question:  

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: Were any of these in the past 3 months?  

Lifetime 

  

Past 3 
Months 

  

     Low Risk 

     Moderate Risk 
     High Risk 
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Case Example Three 
 
Allie Taylor* 
 
16 year old Female 
 
Allie is being seen at a local youth shelter. She was removed from her grandparents’ home 
following an altercation in which her grandfather’s arm was broken. She spent last night in a 
juvenile detention center and is being evaluated after being sent to the youth shelter. Her 
guardians were not able to come to this evaluation. Very little information is available about her 
history.  
 
 
*This is a fictional profile. No Private Health Information is revealed in this case example or any 
of the supporting materials. 

© 2018 Groupworks, Inc. 
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Page 1 of 4 
Revised 5/17 

Open Door Youth Services 
Assessment Interview Form-Child/Adolescent (Youth Services 
Version)

Name:_______________________________________ Date:_________________ 

Examiner:____________________________________ 

Family/Living Situation (Genogram): 

With whom do you live? Tell me about your closest relationships? Are there people in your family you 
don’t get along with? 

Treatment/Placement History 

Have you been in placements outside your home (e.g. Detention, Residential Treatment, Youth Shelter)? 

Have you been to a psychiatric hospital? 

Are you currently seeing a therapist/counselor?  

Counselor Facility Frequency Goals

Facility Dates Reason

Facility Dates Reason

Allie Taylor 12/15/2017

Tony L. Sheppard

Currently placed at the Youth Shelter after being removed from her maternal grandparents' home.

��
Biological parents are both incarcerated on drug charges. She has visitation once
a month with them. 
Allie is aggressive with grandparents. She was placed in the shelter after being 
arrested and charged with assault after she knocked her grandfather down when
he was trying to get her to stop arguing with her grandmother. His arm was broken.
She is now on probation. 

Jones Co. Juvenile Detention Cntr  12/13/17-12/14/17  Arrested for assault

Open Door Youth Shelter   12/14/17-Present   Court ordered

Open Door Youth Shelter   11/22/16-2/2/2017  Altercation with grandmother

Wellstone Regional Hospital  12/2014    Threatened to kill teacher

Wellstone Regional Hospital  5/2015    Depression & Self-Harm

Wellstone Regional Hospital  12/2015    Depression & Sel-Harm

Felicia Forester, LCSW  New Horizons Center Twice Weekly
Self-control & coping skills
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Legal Status/History 

Have you been arrested?        YES  NO   Tell me what happened? 

Are you on probation?           YES NO 

School

Where do you go to school? 

School Grade Grades

What do you like about school? _______________________Dislike?____________________________ 

Have you had Behavior Problems? 

Detention/Suspensions/Expulsion (circle if yes)? Reasons?______________________________ 

Interpersonal 

Do you have as many friends as you’d like?         YES   NO 

What do you do with your friends?

My Friends Are (Rate)… 

Good Influence 1 2 3 4 5 Bad Influence 

Safety/Well-Being 

Thoughts Plan Intent Previous 
Attempts

Suicide 

Homicide 

Notes 

NSSI Type Location Frequency
History 

Current 

Do you have a history of Abuse/Neglect?

Type By Whom When
Abuse 

Neglect 

I tackled my grandad because he was "being a dick".
My grandma started it and he put his hands on me.

Sunnyside High    11th    Failing all subjects

Art class
Just about everything

Fighting and backtalking

Make art and smoke (marijuana)

Yes, I think it would be
better for everybody if Yes, hang myself  Yes  Yes. Took pills
I die.
I thought about killing
my grandpa  No   No  No

Burning    Hands & Feet  2-3 times a week

Cutting/Carving   Arms & Thighs  Everyday

Physical abuse/beating    Bio dad   Ages 11-12

None      N/A   N/A
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Page 3 of 4 
Revised 5/17 

MSE 

Appearance N/A or OK Slight Moderate Severe 

Unkempt, disheveled (  ) (  ) (  ) (  ) 

Clothing, dirty, atypical (  ) (  ) (  ) (  ) 

Odd phys. characteristics (  ) (  ) (  ) (  ) 

Body odor (  ) (  ) (  ) (  ) 

Appears unhealthy (  ) (  ) (  ) (  ) 

Posture N/A or OK Slight Moderate Severe 

Slumped (  ) (  ) (  ) (  ) 

Rigid, tense (  ) (  ) (  ) (  ) 

Body Movements N/A or OK Slight Moderate Severe 

Accelerated, quick (  ) (  ) (  ) (  ) 

Decreased, slowed (  ) (  ) (  ) (  ) 

Restlessness, fidgety (  ) (  ) (  ) (  ) 

Atypical, unusual (  ) (  ) (  ) (  ) 

Speech N/A or OK Slight Moderate Severe 

Rapid (  ) (  ) (  ) (  ) 

Slow (  ) (  ) (  ) (  ) 

Loud (  ) (  ) (  ) (  ) 

Soft (  ) (  ) (  ) (  ) 

Mute (  ) (  ) (  ) (  ) 

Atypical (e.g., slurring) (  ) (  ) (  ) (  ) 

Attitude N/A or OK Slight Moderate Severe 

Domineering, controlling (  ) (  ) (  ) (  ) 

Submissive, dependent (  ) (  ) (  ) (  ) 

Hostile, challenging (  ) (  ) (  ) (  ) 

Guarded, suspicious (  ) (  ) (  ) (  ) 

Uncooperative (  ) (  ) (  ) (  ) 

Affect N/A or OK Slight Moderate Severe 

Inappropriate to thought (  ) (  ) (  ) (  ) 

Increased lability (  ) (  ) (  ) (  ) 

Blunted, dull, flat (  ) (  ) (  ) (  ) 

Euphoria, elation (  ) (  ) (  ) (  ) 

Anger, hostility (  ) (  ) (  ) (  ) 

Depression, sadness (  ) (  ) (  ) (  ) 

Anxiety (  ) (  ) (  ) (  ) 

Irritability (  ) (  ) (  ) (___)  

Perception N/A or OK Slight  Moderate        Severe 

Illusions (  ) (  ) (  ) (  ) 

Auditory hallucinations (  ) (  ) (  ) (  ) 

Visual hallucinations (  ) (  ) (  ) (  )  

Otherhallucinations (  ) (  ) (  ) (  ) 
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Page 4 of 4 
Revised 5/17 

Cognitive N/A or OK Slight Moderate Severe 

Alertness (  ) (  ) (  ) (  ) 

Attn. span, distractibility (  ) (  ) (  ) (  ) 

Short-term memory (  ) (  ) (  ) (  ) 

Long-term memory (  ) (  ) (  ) (  ) 

Judgment N/A or OK Slight Moderate Severe 

Decision making (  ) (  ) (  ) (  ) 

Impulsivity (  ) (  ) (  ) (  ) 

Thought Content N/A or OK Slight Moderate Severe 

Obsessions/compulsions (  ) (  ) (  ) (  ) 

Phobic (  ) (  ) (  ) (  ) 

Depersonalization (  ) (  ) (  ) (  ) 

Delusions (  ) (  ) (  ) (  ) 

Orientation (Circle):   

Time Place Person Situation 

Eye contact (Circle):  

WNL Variable Poor Odd

Do you… About What/Symptoms Triggers 

Worry? Yes/No 

Feel Depressed? Yes/No

Have Problems with 
Anger? 

Yes/No

Appetite:  WNL Poor Variable Overeats

Sleep Problems: Y N  Initiation Maintenance  Hypersomnolence
Reason/s for insomnia_______________________________________________ 

Do you use drugs or alcohol?
Substance Current? Method Frequency Age of 1st Use 

Behavioral Observations/Examiner Notes: 

My mom/will she die in jail When I don't hear from her

Really sad alot   Going to bed/nighttime

I "wild out"  Grandparents

Marijuana  No   Smoke/Edibles Daily   9

Gin   Sometimes after school Drink  once a week  12

Sad and hopeless. She worries about her mom and hasn't been seeing her regularly lately. She blames grandparents.
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NSSI Only Case Examples 
 
The following case examples involve NSSI only. They can be used for training and practice 
purposes by workshop participants. 

© 2018 Groupworks, Inc. 
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Case Example 1​­You are seeing Valencia, age 16, for an intake appointment. This client has been brought 
in by her parents at the urging of her school counselor. Her grades have declined and some of her peers 
have come to the counselor stating she is depressed. They told the counselor that she’s been posting 
“morbid” things on Instagram and Twitter. Valencia is wearing a short skirt and you can clearly see scars on 
her upper thighs. These appear to be scars that have healed over and not fresh wounds. They are equally 
spaced in rows going across the top of her thigh. They vary in length from ½” to 2”. When you ask her about 
NSSI, she quietly denies it. When you ask her about the scars on her leg, she states, “Oh, my kitty did that”. 
She denies suicidality. 
 
Questions for Discussion: 

1) Do you inquire more with Valencia about the apparent NSSI? 
2) Do you inform her parents? 
3) What are the factors that would influence your decisions? 
4) How would you proceed with her treatment? What ethical/legal issues would you pay attention to? 

 
Case Example 2​­You have been seeing Ronnie, age 15, weekly for the past two months. He was referred 
to you by his probation officer for chronic theft and staying out past curfew. Ronnie lives with his parents in a 
low­income mobile home park. While they are good parents, there have been concerns about cleanliness of 
the home. Ronnie often comes in not having bathed in several days. You have been working with him on 
hygiene and cleanliness in addition to his other presenting issues. Ronnie complains of stomach pain. As 
you discuss this, he lifts up his shirt and shows you a row of burns on his torso. Two of these burns are 
showing signs of infection. They are very red and swollen. He tells you that he’s been burning himself with 
cigarettes at night. He says that only his “best friend” knows about this.  
 
Questions for Discussion: 

1) What course of action do you take with Ronnie? 
2) Do you inform his parents? 
3) What are the factors that would influence your decisions? 
4) How would you proceed with his treatment? What ethical/legal issues would you pay attention to? 

 
Case Example 3​­You are leading an outpatient group for adolescents that focuses on depression, anxiety, 
substance use, and self­harm. Some of the group members engage in self­harm and others do not. The 
rules of the group allow for members to contact each other outside the group, but the expectation is that they 
discuss this contact in the group. You were contacted by a member of this group who stated that they are 
worried about a fellow group member. That member just sent them a picture of her arm with several small 
cut marks. The caption under the picture says, “I’m so f$#*&ing depressed”. The group member who sends 
you the picture asks that you not tell the person who alerted you. 
 
Questions for Discussion: 

1) What course of action do you take in this situation? 
2) Who do you inform of the NSSI (if anyone)? 
3) What are the factors that would influence your decision? 
4) How would you proceed with treatment? 
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Case Example 4​­You are a school counselor who is meeting with Taylor, a 13 year old girl. Taylor has been 
referred to you because her teacher noticed cuts on her arms. As you talk to Taylor you learn that she’s in 
treatment with a local psychologist. She takes a piece of paper out of her pocket and shows it to you. It is a 
“no­harm” contract written by her psychologist. The first thing you notice is that it has no “hold harmless” 
provision. Taylor tells you that her therapist told her she had to sign this or she would stop treatment 
immediately. Taylor said that she has stopped talking with anyone about the self­harm out of fear that her 
therapist will “leave me”. As you read the contract, you notice some disturbing things including the following 
statements: “I agree that harming myself is an expression of personal weakness. I am not weak. I am strong! 
I agree that I am letting people down who love me if I self harm. I agree not to engage in this behavior ever 
again.” 
 
Questions for Discussion: 

1) What course of action do you take in this situation? 
2) Do you inform parents of the NSSI? Do you talk with them about the psychologist? 
3) What are the factors that would influence your decision? 
4) How would you proceed with this student? 

 
Case Example 5​­You are currently treating a 17 year old  female college student in a student counseling 
center setting. The student was referred by a professor who noticed that the student had been withdrawing 
from others in classroom, not participating in class activities. The professor thought she noticed some cuts 
on the student’s arm. The student was wearing long sleeves even though it was late summer. The professor 
confronted the student after class and the student disclosed that she recently broke up with her girlfriend of 
three months. She has been sitting alone in her dorm room at night while her roommate is in the library 
scraping her forearm with a fork. She reported that she is very close with her roommate. The professor 
walked the student over to the counseling center after class.  
 
The student readily admits to NSSI and indicates that she wants help. She pleads with you not to tell her 
parents because “they are perfect people” who won’t understand. Her mother competes at a very high level 
as a professional fitness model and her father is a clinical psychologist. She was awarded a very competitive 
scholarship that requires her to maintain a 3.5 GPA. She skipped her last year of high school for early entry 
into college. She fears failure and is afraid of losing her scholarship. 
 
Questions for Discussion: 

● Do you notify the student’s parents? 
● Do you involve others in her treatment? 
● How would you proceed with her treatment?  
● What ethical/legal issues would you pay attention to? 
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Case Example 6​­You are a psychologist in private practice seeing a 15 year old male who is a member of a 
fight club. He and several other boys get together on the weekends and fist fight each other for sport. They 
also burn each other with cigarettes on various parts of their bodies. Often, there is a competitive element to 
this and videos are frequently posted on social media. During the current session, he reveals that he has 
been “training at home” to increase his pain tolerance. This has involved him burning himself, putting fish 
hooks in his skin, and touching the heating element of the stove. He shows you several burn marks and 
scars.  
 
The client was brought in by both of his parents who are distraught over what he’s doing. His father is a 
police officer and his mother is the principal of his school. Their relationship is characterized by a great deal 
of verbal conflict. Dad is not home much and it was just discovered that he was having a long­term affair. 
The client indicates that his NSSI is a “lifestyle choice” and that nobody can stop him from doing it.  
 
Questions for Discussion: 

● Do you accept this youth as a client (he’s not willing to work on the NSSI)? 
● How would you proceed with her treatment? 
● Would you make any referrals or bring anyone else into treatment?  
● What ethical/legal issues would you pay attention to? 
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