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Chapter 8
After Screening: A Developmentally 
Informed Approach to Safety Planning 
and Stabilization 

Lucas Zullo, Tamar Kodish, and Joan Asarnow

This chapter focuses on clinical interventions after a youth has been evaluated as 
showing signs of suicide risk. We build on evidence-based approaches for identify-
ing youth at risk for suicide (see Mournet et al., Chap. 7, this volume) and focus on 
Safe Alternatives for Teens and Youths-Acute (SAFETY-A, also known as the 
Family Intervention for Suicide Prevention, FISP), a brief therapeutic assessment 
and intervention that emphasizes stability, safety, and linkage. This approach has 
potential for preventing unnecessary and costly hospitalizations, which have vari-
able effectiveness compared to intensive community-based outpatient services 
(Giles et al., 2021; Hutcherson et al., 2021; Coyle et al., 2018; Hughes et al., 2017). 
Such brief interventions aim to elicit behaviors and protective factors that mitigate 
the risk of suicidal behavior and allow for transition to outpatient care for youth who 
might otherwise require extended hospitalization or acute behavioral healthcare to 
maintain safety. 

 State of the Evidence: What Have We Learned?

Currently, there are several interventions that have shown promise for reducing sui-
cide attempts and suicide attempt risk in randomized controlled trials (RCTs) with 
youth. Three interventions have shown efficacy for reducing suicide attempts in 
single RCTs relative to comparison conditions: Integrated Cognitive Behavior 
Therapy for Suicidality and Substance Abuse (Esposito-Smythers et al., 2011); the 
12-week SAFETY treatment, a DBT-informed cognitive behavioral and family 
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treatment (Asarnow et  al., 2017); and Dialectical Behavior Therapy (DBT, 
McCauley et al., 2018). DBT has also been classified as a “well-established” inter-
vention for self-harm, inclusive of both suicidal and non-suicidal self-injurious 
behavior, based on evidence from three independent RCTs (Mehlum et al., 2019; 
McCauley et al., 2018; Santamarina-Perez et al., 2020). Five “probably efficacious” 
interventions for self-injurious thoughts and behaviors have also been identified. 
These include cognitive behavioral therapy with individual and family components, 
interpersonal therapy for adolescents, psychodynamic therapy with individual and 
family components, integrated family therapy, and parent training (for review, see 
Glenn et  al., 2019). Additional promising suicide-specific interventions include 
attachment-based family therapy (Diamond et  al., 2010), as well as Cognitive 
Behavioral Therapy for Suicide Prevention (CBT-SP) (Stanley et al., 2009) and the 
Collaborative Assessment and Management of Suicidality (CAMS) (Jobes et  al., 
2019), both of which have been tested primarily in adults. Because successful rep-
lication of benefits for reducing self-harm in youth was identified only for DBT, and 
there have been failures to replicate benefits, continued research to replicate and 
extend these findings is needed. Research is also needed to test interventions among 
youth from diverse backgrounds (e.g., racial and ethnic minority youth, LGBTQ+ 
youth, urban vs. rural, youth in foster care) to determine the degree to which treat-
ment benefits extend to heterogeneous groups of youth presenting with suicide and 
self-harm risk. 

Despite emerging data pointing to effective treatments for suicidality and self-
harm, the majority of youth at risk for suicide do not receive care, and racial/ethnic 
minority youth are less likely to receive evidence-based treatments (EBTs) relative 
to nonminority youth (Wu et al., 2010; Asarnow & Miranda, 2014). Racial and eth-
nic minority youth may be particularly likely to benefit from EBTs (Ngo et  al., 
2009; Adrian et al., 2019), underscoring the value that integrating evidence-based 
suicide prevention into community care may have in reducing racial disparities in 
mental health. To accomplish this goal, barriers such as systematic racism and struc-
tural inequity within our healthcare systems must be addressed through policy ini-
tiatives. In addition, interventions designed to enhance continuity of care for suicidal 
youth should be implemented in routine care settings, and strategies that support 
sustainability of these programs are needed.  

 SAFETY-A

In this section, we illustrate one promising suicide-specific care model used with 
adolescents with initial evidence of effectiveness. SAFETY-A is a therapeutic 
assessment approach which aims to achieve three primary aims: (1) provide crisis 
intervention for youth presenting with suicidal episodes; (2) enhance youth safety; 
and (3) improve linkage to follow-up care and continuity of care. Results of a two-
site RCT indicate that SAFETY-A is effective in improving rates of linkage to fol-
low-up treatment after an emergency department (ED) visit for suicidal ideation or 
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behavior (Asarnow et al., 2011). This is an important outcome and treatment goal, 
as rates of follow-up treatment are low in this population and receiving follow-up 
care is a necessary condition for receiving effective treatment. Of note, improving 
continuity of care is listed as Objective 8.4 of our National Strategy for Suicide 
Prevention (United States Department of Health and Human Services, 2012). 

Figure 8.1 illustrates how SAFETY-A fits into a care process model for treating 
youth presenting with elevated risk for suicide. Following initial identification of 
suicide or self-harm risk, and medical clearance, SAFETY-A provides additional 
evaluation and brief therapeutic intervention. Initially developed for use in the ED 
and based on an earlier specialized ED intervention (Rotheram-Borus et al., 1996), 
SAFETY-A can be completed in 20–90 minutes depending on available time, allow-
ing for adjustments based on youth and parent/caregiver response and practical con-
siderations (Asarnow et al., 2009, 2020).

This strengths-based, developmentally nuanced approach includes five key youth 
tasks and three parent/caregiver (hereafter referred to as parents) tasks. These 
“tasks” aim to assess whether the clinician can elicit behaviors that are incompatible 
with suicidal thoughts and self-harm. Youth tasks include (1) identifying three 
strengths in the youth and family/environment; (2) understanding the youth’s emo-
tional reactions using an “emotional thermometer”; (3) participating in safety plan-
ning in which the youth identifies skills/strategies that can be used instead of 
self-harm; (4) identifying a minimum of three people the youth can go to for support 
in staying safe (emphasizing responsible adults); and (5) making a commitment to 
using the safety plan instead of resorting to self-harm behavior. The clinician also 
provides some counseling on means restriction and the potential disinhibiting 
effects of substance use. 

By leading with a focus on strengths, a clinician disrupts the emphasis on prob-
lem behavior and provides an opportunity for the youth to focus on content that is 
associated with feelings of self-worth, hopeful thoughts, and reasons for living. 
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Changing the tone of crisis care in this way allows the clinician to build rapport with 
the youth, shift the focus to thoughts and behaviors that are incompatible with sui-
cide/suicide attempts, and gather key information that can be used in safety plan-
ning. Conversely, if a youth is unable to identify strengths in themselves or the 
environment, this may be an indicator that additional evaluation and intensive sup-
port is needed prior to discharge to home or a lower level of care. 

Parent tasks feature the following elements: (1) identifying three strengths in the 
youth and family/environment; (2) committing to and developing a plan for restrict-
ing access to dangerous self-harm methods (e.g., firearms) and increasing support-
ive monitoring and protective supervision; and (3) enhancing caregiver ability to 
support youth in using the safety plan instead of self-harm. When a parent is unavail-
able, parent involvement is contraindicated (e.g., abuse), and/or there are other key 
caregivers; this work can also include or substitute significant others in the youth’s 
life. Safety planning should attend to the youth’s current social environment (e.g., 
outreach to noncustodial parent and adults with whom the youth may reside). 

Several promising findings have emerged using this model. After an average of 
2 months, youth receiving SAFETY-A were significantly more likely to attend out-
patient treatment; receive psychotherapy; and had more psychotherapy visits. 
However, analyses (adjusting for selection biases in receipt of treatment) did not 
result in benefits of linkage to community treatment as usual (Asarnow et al., 2011). 
While this trial did not indicate SAFETY-A led to improved clinical outcomes, the 
assessment approximately 2 months after hospital discharge may have been too late 
to detect clinical response. This is suggested by results from the earlier/first-gener-
ation ED intervention which indicated decreased suicidal ideation at an immediate 
post-discharge evaluation (Rotheram-Borus et al., 1996). In addition, open trial data 
of response to SAFETY-A in an outpatient crisis clinic indicated that after delivery 
of SAFETY-A, youth and parents reported significant improvements in their confi-
dence that they could keep themselves or their children safe (Zullo et al., 2020). 
Significant reductions were also seen from pre- to post-intervention in youths’ urges 
to self-harm, intent to end their lives by suicide, and level of misery/unhappiness. 

Importantly, both an earlier trial with the early/first-generation version of 
SAFETY-A and a later trial that incorporated the emergency/SAFETY-A interven-
tion as the first session of a more extended yet still brief follow-up treatment found 
reduced suicidality relative to comparison conditions (Rotheram-Borus et al., 2000; 
Asarnow et al., 2017). These studies support the benefits of the SAFETY-A approach 
for reducing suicide attempt risk when combined with a suicide-focused evidence-
informed intervention. Specifically, the data support SAFETY-A is an effective first 
step during the transition to evidence-based programs such as DBT or longer-term 
treatments such as SAFETY or Integrated CBT. Moreover, SAFETY-A has some 
key overlap with longer-term treatments and sets the groundwork for an initial fol-
low-up session by establishing safety through the creation of a developmentally 
informed safety plan. SAFETY-A complements these evidence-based modalities by 
targeting the critical component of safety before follow-up care is administered. 
Typical recommended courses of action following SAFETY-A are supporting the 
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rapid linkage to evidence-based care and protective action from caregivers as needed 
during this transition period.  

 Conclusions and Policy Implications

It is critical that healthcare settings offer evidence-based suicide-specific interven-
tions to youth at risk for suicide. In addition to outpatient treatment modalities such 
as DBT, CBT-SP, CAMS, and other interpersonal, dynamic, and cognitive behav-
ioral treatments with support, brief targeted emergency department intervention can 
have a positive impact. SAFETY-A fills a critical gap in the clinical pathway for 
treating suicidal youth (Fig. 8.1). After a youth screens positive for elevated suicide 
risk, a brief therapeutic intervention to further assess risk and enhance safety for 
youth who can be safely discharged home is an important next step. Use of 
SAFETY-A to further assess risk and offer a brief intervention allows for improved 
access to evidence-based suicide prevention care, with the potential for especially 
large benefits for racial and ethnic minority youth who often lack access to such care 
(Asarnow & Miranda, 2014). 

Suicide-specific care models have the potential to drive improved intervention 
outcomes among vulnerable youth. We highlighted how one such evidence-based 
approach, SAFETY-A, contributes to enhanced evaluation, safety planning, and 
linkage after a positive screen for suicide risk. SAFETY-A represents a critical next 
step as screening without effective therapeutic intervention may contribute to poor 
outcomes (e.g., elevated readmission and suicide rates) and increase burden on the 
healthcare system and families. Early results suggest integrated mental health and 
medical care can help reduce the financial burden of mental health problems emerg-
ing after a suicide loss (Perrin et  al., 2019). Now that strong evidence-based 
approaches to screening have been developed (Mournet et al., Chap. 7, this volume), 
research and quality improvement efforts should consider how to best augment 
screening by increasing the availability of effective therapeutic assessments and 
follow-up care. 

One such initiative to increase access to evidence-based care for youth suicide 
prevention is through the UCLA-Duke Center for Trauma-Informed Suicide, Self-
Harm & Substance Abuse Treatment & Prevention ASAP Center (SAMHSA 
U79SM08004). Given the strong association between suicide/self-harm risk and 
trauma exposure, the ASAP Center advances the dissemination and implementation 
of evidence-based interventions for youth mental health by offering resources and 
trainings on trauma-informed care, SAFETY-A, and the 12-week SAFETY pro-
gram and integrating effective strategies for evaluating and reducing suicide and 
self-harm risk in primary care, emergency, school, and other key service settings 
(Goldston & Asarnow, 2021). More information on the ASAP Center resources and 
programs can be found at https://asapnctsn.org/. 

SAFETY-A and other promising suicide-specific intervention approaches have 
the potential to increase the chances that youth at risk for suicide receive care that 
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meets their individual needs for safety, stability, family support, and ongoing thera-
peutic care. Ultimately, this type of work is highly complementary of existing sui-
cide prevention efforts. It is our hope that clinicians and policy makers will use this 
information to enhance suicide care in their communities and prevent premature 
deaths and suffering among our youth.     
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