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Abstract: As health care trends toward a system of care approach, providers from various 

disciplines strive to collaborate to provide optimal care for their patients. While a multidisci-

plinary approach to suicide risk assessment and management has been identified as important 

for reducing suicidality, standardized clinical guidelines for such an approach do not yet exist. In 

this article, the authors propose the adoption of the therapeutic risk management of the suicidal 

patient (TRMSP) to improve suicide risk assessment and management within multidisciplinary 

systems of care. The TRMSP, which has been fully articulated in previous articles, involves 

augmenting clinical risk assessment with structured instruments, stratifying risk in terms of both 

severity and temporality, and developing and documenting a safety plan. Augmenting clinical risk 

assessments with reliable and valid structured instruments serves several functions, including 

ensuring important aspects of suicide are addressed, establishing a baseline for suicidal thoughts 

and behaviors, facilitating interprofessional communication, and mitigating risk. Similarly, a two-

dimensional risk stratification qualifying suicide risk in terms of both severity and temporality 

can enhance communication across providers and settings and improve understanding of acute 

crises in the context of chronic risk. Finally, safety planning interventions allow providers and 

patients to collaboratively create a personally meaningful plan for managing a suicidal crisis 

that can be continually modified across time with multiple providers in different care settings. 

In a busy care environment, the TRMSP can provide concrete guidance on conducting clini-

cally and medicolegally sound suicide risk assessment and management. This collaborative and 

comprehensive process would potentially improve care of patients with suicidality, optimize 

clinical resources, decrease unnecessary and costly admissions, and mitigate medicolegal risk. 

The TRMSP may serve as a foundation for building a standardized, collaborative, stepped-care 

approach that patients, individual providers, and the health care system can all benefit from.
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Introduction
Providing care for patients at risk for suicide is best accomplished collaboratively with 

cooperation of professionals across health care disciplines and settings. Given that all 

health care professionals may encounter patients at risk for suicide in their clinical 

work, collaborative suicide risk management is relevant to a variety of providers and 

health care settings. A multidisciplinary process transcends silos in care, facilitating 

fluid risk assessment and management. Consistent with this approach, Simon and 

Gutheil penned the phrase, “never worry alone”,1 to emphasize the importance of a 

multidisciplinary approach to suicide.

Therapeutic risk management of the suicidal patient (TRMSP)2 is an approach for 

working with patients at risk for suicide that was devised by clinicians and researchers 
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at the Rocky Mountain Mental Illness Research, Education 

and Clinical Center in Denver, CO, USA based on clinical–

legal concepts described by Simon and Shuman.3 Therapeutic 

risk management ensures that the role and competence of 

the clinician is aligned with legal concerns surrounding 

suicide risk in psychiatric practice.3 The TRMSP model 

involves a three-tiered approach to managing a patient at 

risk for suicide, which includes the use of objective mea-

sures in risk assessment, acute and chronic risk stratifica-

tion, and safety planning. This model, which has been fully 

articulated elsewhere,2,4–6 was originally described for use 

by individual practitioners in psychiatry. The current paper 

discusses how the model can be applied to multidisciplinary 

health care. Systems of care may strategically deploy multi-

disciplinary assets to apply the TRMSP model in a manner 

that enhances patient treatment and safety, is medicolegally 

sound, and optimizes limited and valuable clinical resources. 

Readers are referred to the original publications describing 

each component for detailed descriptions and theoretical 

underpinnings.

The value of a multidisciplinary  
approach to TRMSP
The National Institute of Health defines multidisciplinary 

care as an approach to health care that brings individual 

disciplines together to address a common problem.7 One 

well-documented benefit of a multidisciplinary approach 

to health care is that it ensures that all bio-psycho-social-

cultural aspects of care are provided.8 While a system of 

care approach is not a new concept to health care,9–11 it has 

not been explicitly applied to TRMSP. As suicide risk has 

bio-psycho-social-cultural components,12 systems of care can 

utilize a multidisciplinary approach to provide comprehen-

sive assessment and management of individuals at risk for 

suicide. All providers involved should share a commitment 

to prioritize suicide risk assessment, an appreciation for each 

discipline’s contributions to patient care, and an awareness 

of the interdependency of practice.13

In addition to providing comprehensive care, multidis-

ciplinary approaches offer an opportunity to ensure care is 

delivered in ways that optimize patient safety and minimize 

liability for both the system of care and the individual pro-

viders comprising it. The TRMSP approach permits systems 

of care to share responsibility for the treatment of patients 

at risk for suicide and allows providers to incorporate the 

totality of available clinical data. This in turn diffuses risk 

management of high-risk patients, thereby mitigating anxi-

ety at the individual provider level, minimizing defensive 

practices born of anxiety, and facilitating optimal clinical 

decision-making.

Despite its importance, there exists a paucity of both 

research and clinical guidelines to multidisciplinary suicide 

risk assessment and management. In a seminal text of sui-

cidology, Maris et al wrote, “While suicidologists give lip 

service to the multidisciplinary study of suicide, in actual 

fact most of us have very narrow and specialized domain 

assumption – usually those related to our professional training  

and subdisciplinary paradigms”.14 That said, the Department 

of Health and Human Services at the National Institute of 

Mental Health recommends collaborative care as a best prac-

tice for reducing suicidality.15 They describe a model in which 

a nurse, social worker, or other appropriately trained staff 

obtains information about suicide risk via screening, which 

then facilitates an initial treatment plan and follow-up care. 

This can be followed by consultation with a mental health 

professional such as a psychiatrist who serves an advisory 

role to primary care teams. The strength of this stepped-care 

approach is in its maximization of the effectiveness of col-

laborative care, with the aim of cost-effectiveness in mind by 

starting with low-intensity interventions that may progress 

to more intensive interventions.

Multidisciplinary approach to TRMSP  
in primary care, the emergency  
department, and mental health
The value in adopting the TRMSP approach is not only 

to combat the propensity to worry alone, as Simon and 

Gutheil noted,1 but also to utilize the various strengths 

that multidisciplinary team members bring, since not 

every provider will be able (due to training and/or time 

constraints) to carry out all the components of TRMSP. 

Ultimately, it is our belief that providers in the settings of 

primary care, the emergency department (ED), and mental 

health outpatient can offer a unique perspective that will 

collectively result in a clearer picture of suicide risk, which 

can subsequently facilitate a better risk management plan. 

Figure 1 displays the interconnectedness of the system of 

care approach to TRMSP as an alternative to each discipline 

operating as a silo.

The majority of mental health care in the United States 

is provided in outpatient primary care settings by non-psy-

chiatrist physicians and nurse practitioners.16,17 Additionally, 

between 75% and 90% of individuals who die by suicide had 

contact with a primary care provider in 90 days preceding 

their death.18,19 Physician education related to screening 

for mental health issues has been identified as a primary 
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method to prevent suicide,20 yet licensing and accrediting 

bodies have not recognized specific tools or procedures 

for assessment or management of suicide risk in primary 

care settings.21 Similarly, there is little formal education 

regarding suicide risk assessment in nursing programs both 

in the United States or internationally,22,23 with evidence 

suggesting that neither primary care physicians24,25 nor 

nurses26 are well prepared to assess and treat a person who 

is at risk for suicide.

EDs are often used as an important safety net for persons 

at risk for suicide in the community, often bridging the gap 

between outpatient services and inpatient settings. There are 

approximately 3.7 million ED visits in the United States each 

year for suicides or suicide attempts, a number that comprises 

nearly 7% of all ED visits.27 EDs typically employ physi-

cians, nurses, and social workers. Such providers report some 

confidence in screening for suicide risk.28 The purpose of a 

screening is to evaluate the possible presence of suicide risk 

to determine if a person needs assessment. Screening for sui-

cide risk involves asking specific questions designed to deter-

mine whether a more detailed evaluation is needed. However, 

once screening for suicide risk has occurred, demands on 

provider time and limited resources are frequently a barrier to 

more thorough suicide risk assessment and management in a 

high-volume ED setting.28 The assessment process, involving 

defining the scope of a problem and recommending treatment 

interventions to address the problem, remains highly variable 

across practice settings.29,30

In addition to professionals working in traditional medical 

settings, mental health systems could benefit from a con-

crete roadmap delineating a clinically and medicolegally 

sound process for suicide risk assessment and management. 

Training in suicide risk assessment is a core competency 

requirement in psychiatric residency and for other provid-

ers employed in mental health settings. In the United States, 

there is a recent push for state legislation to require qualified 

professionals in primary care, ED, and mental health settings 

to complete training in suicide risk assessment, treatment, 

and management.31 However, psychiatrists consistently report 

the need for increased training on the care of patients who 

are suicidal.32–34 Furthermore, while multidisciplinary mental 

health practitioners (eg, social workers, psychologists, case 

managers, counselors, psychiatrists, and psychiatric nurses) 

are often trained in suicide prevention and intervention tech-

niques, many have not been provided with the specific train-

ing and/or experience to adequately apply such knowledge to 

clinical practice. This can become particularly challenging 

in acute crises wherein the anxiety attendant in working 

with a suicidal patient and making difficult clinical calls – as 

well as fear regarding potential medicolegal consequences 

stemming from poor outcomes – may interfere with optimal 

skill deployment.

Individual providers have their own beliefs, theoretical 

orientations, and limited resources related to suicide risk 

assessments, many of which do not optimally align with the 

complex needs of the patient at risk for suicide.35 In some 

cases, the electronic health record in use at a particular setting 

dictates the suicide screening and assessment tools to be used. 

Yet systems of care can strive to correct for idiosyncratic indi-

vidual practices or the limited suicide risk tools available at a 

practice location. A multidisciplinary approach aims to offer 

sound clinical care and cogent risk management practices by 

drawing on resources from a network of providers.

Implementing TRMSP as a 
multidisciplinary process
Structured instruments
All patients entering into a system of care should be screened 

for mental illness and suicide risk. Patients who present at risk 

for suicide will require additional suicide risk  assessment. 

One strategy for risk assessment involves the use of formal 

self-report measures.36 Providers across disciplines often 

experience disdain for the use of structured instruments, 

favoring their own personalized clinical  interview.37 However, 

vital information regarding suicide risk may be missed during 

the course of an unstructured clinical interview. This potential 
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Figure 1 Multidisciplinary use of TRMSP.
Abbreviations: eD, emergency department; TRMSP, therapeutic risk management 
of the suicidal patient.
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may be minimized when reliable and valid structured tools 

or self-report measures are used as supplements to the 

clinical interview. Examples of suicide-specific structured 

instruments include the Columbia Suicide Severity Rating 

Scale (C-SSRS),38 Beck Scale for Suicide Ideation (BSS),39 

the Beck Hopelessness Scale (BHS),40 and the Reasons for 

Living Inventory (RFL).41

The use of structured instruments offers several potential 

advantages to a system of care. First, standardized use of 

suicide risk assessment measures helps establish consistent 

documentation, communication, tracking, and standards of 

care across treatment settings and disciplines, facilitating 

informed care, regardless of how familiar a provider may be 

with a patient. Second, such tools can be deployed by a wide 

array of clinicians. There are very few restrictions by disci-

pline associated with the administration of the C-SSRS, the 

BSS, the BHS, or the RFL; each is relatively easy and takes 

little time to administer. Furthermore, use of these measures 

will help standardize statements regarding risk, as providers 

may have widely different experiences and knowledge of sui-

cide risk assessment. Also, the use of structured instruments 

in primary care or ED settings may allow for providers who 

are less comfortable directly asking about suicidal thoughts 

or behaviors to begin a conversation with a patient.

Finally, the use of structured instruments can improve 

documentation, all while saving costly higher level provider 

time. For instance, intake personnel might administer struc-

tured instruments or self-report measures, the results of which 

would then be available for review by higher-level clinicians 

for incorporation into their formulations regarding the level of 

risk. Such a process might simultaneously yield more robust 

and nuanced risk assessments, while minimizing the chance 

of omitting important inquiries.

One disadvantage to using structured instruments in a 

system of care is the need for caution among practitioners 

who rely solely on numerical results generated by structured 

instruments to determine suicide risk. While the C-SSRS is 

an especially rich tool that offers descriptive detail about ide-

ation, attempts, and behaviors that can be used qualitatively, 

this is less the case with the numerical scores generated by 

the BSS, the BHS, or the RFL. Interpreting a number out of 

context is too simplistic a response for a highly complex, 

volatile situation. Therefore, it is important for providers 

using structured instruments to receive training in assessment 

and develop a keen understanding of how to interpret results 

in the context of other qualitative, subjective, and historical 

information about a patient. For example, an ED social 

worker with some assessment background who administers 

the BSS might identify suicidal ideation and risk at baseline 

levels based upon similar responses to the same instru-

ment during mental health sessions in the preceding weeks. 

However, for this patient, comparison with a baseline score 

might reveal significant elevation in suicide risk.

When combined with clinical risk assessment, the incor-

poration of suicide-specific structured instruments offers 

a nuanced approach to suicide risk assessment, with risk 

assessment as a process as opposed to an event. Importantly, 

structured assessment tools must be met with great clinical 

understanding within a system of care to avoid unnecessary 

and costly admissions, while also minimizing the chance 

that an acute crisis requiring hospitalization goes missed. 

From the medicolegal perspective, these instruments can and 

should populate the medical record, but must be balanced 

with individualized narratives of the patient’s situation.

Stratification of risk by severity  
and temporality
Risk assessment is intended to guide formulations regarding 

the level of suicide risk. Therapeutic risk assessment of the 

suicidal patient requires moving beyond a one-dimensional 

stratification of suicide risk that has traditionally been 

predicated upon terms such as low, moderate, or high.2,42 

Such one-dimensional formulations (and documentation) 

fail to capture the dynamic nature of suicidal ideation. Poor 

communication between providers spanning different treat-

ment settings is likely to result, and may create untenable 

medicolegal risk in the unfortunate event of a patient’s death 

by suicide or suicide attempt.

For example, an outpatient psychiatrist might designate 

his or her patient to be at low risk for suicide, thereby justify-

ing the appropriateness of continued outpatient care and the 

lack of requirement for admission. But what if that patient 

actually carries numerous risk factors for suicide and fre-

quently becomes acutely suicidal in the face of psychosocial 

stressors? Might that low risk designation mislead another 

provider – especially a non-mental health clinician – who 

subsequently encounters the patient during crisis? Such a 

provider might underappreciate the patient’s actual risk for 

suicide. A two-dimensional designation of risk, addressing 

both acute and chronic risk, can circumvent clinical docu-

mentation dilemmas and enhance communications across 

providers and settings. In this example, the psychiatrist 

should designate the patient as of low acute risk and high 

chronic risk, thereby offering a more nuanced and accurate 

depiction of suicide risk that better communicates the risk and 

safety needs to other providers. The low acute designation 
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justifies the decision to continue care on an outpatient basis. 

The high chronic designation reflects the patient’s tendency 

to become acutely suicidal in the face of distressing life cir-

cumstances, the occurrence of which is difficult to predict. 

The high chronic designation more effectively communicates 

this circumstance to other evaluators, indicating a need for 

routine suicide risk assessment and substantial potential for 

future self-directed violent behaviors.

Ideally, the language used to describe risk should be 

uniform so that providers across disciplines and treatment 

settings may accurately discern the meaning of one another’s 

risk formulations. Hence, a multidisciplinary approach to 

TRMSP requires a standardized nomenclature that facili-

tates consistent documentation and communication between 

providers and creates a cohesive medical record. Table 1 

provides suggested criteria to guide each level of stratifica-

tion in this two-dimensional scheme, based directly on the 

work of Wortzel et al.5

Safety planning
The third component of the TRMSP model involves the safety 

planning intervention (SPI). Historically, many providers have 

been taught to use no-suicide contracts with their patients.43,44 

These contracts are meant to formalize and document an 

agreement between a provider and a patient that the patient 

has agreed not to harm himself or herself. However, there 

is no empirical support for the effectiveness of no-suicide 

contracts,45,46 and the document offers no legal protection from 

malpractice claims.47 In a system of care spanning providers 

from various disciplines, the presence of such a contract 

might inadvertently diminish the collective level of vigilance 

required to maintain the ongoing risk assessment process that 

optimizes safety for high-risk individuals.

The SPI is an alternative approach to no-suicide contracts 

developed by Stanley and Brown that is rooted in empirically 

supported treatments and suicide prevention theory.48 The SPI 

has been identified as the best practice by the Suicide Pre-

vention Resource Center/American Foundation for Suicide 

Prevention.49 It is a collaborative tool, mutually developed by 

both patient and provider, and is based upon the most up-to-

date content obtained from a patient during risk assessment. 

The safety plan consists of six steps derived from the Safety 

Plan Treatment Manual to Reduce Suicide Risk.50 Table 2 

outlines the rationale and instructions for each step.

Just as suicide risk assessment is an ongoing process, so 

is the SPI; a safety plan should be a living document that is 

regularly updated to reflect changes in the individual patient’s 

circumstances.6 Safety plans are the property of the patient, 

Table 1 Stratified suicide risk assessment

Temporality

Acute Chronic

Severity
High
  Suicidal ideation with  

intent to die by suicide
Recurring or chronic suicidal 
ideation

  Inability to maintain safety 
independent of external  
supports or help

May have a history of suicide 
attempt(s)

Limited coping skills related to 
unpredictable, situational stressors
Limited ability to identify reasons 
for living
Presence of addition risk factors such 
as chronic severe mental illness and/
or personality disorder, substance 
abuse, chronic pain, unstable or 
turbulent psychosocial status

intermediate
  Suicidal ideation Similar risk factors present as above 

with recurring suicidal ideation
  Patient perceives his or  

her ability to maintain  
safety independent of external 
support or help

Presence of protective factors, such 
as coping skills, reasons for living, 
and relative psychosocial stability 
suggesting the ability to endure crises 
without engaging in suicidal behaviors

  May or may not have intent to 
die by suicide

  Patient should be able to follow 
a safety plan

Low
  No current suicidal intent
  No plan for suicide

Broad category that may include 
patient with significant mental 
health or substance abuse issues, 
but who maintain good coping skills 
and strengths; category may also 
include patient with few mental 
health problems

  No preparatory behaviors Ability to endure stressors with 
little or no suicidal ideation

  Confidence (by provider,  
patient, family, etc) in the  
ability of the patient to 
independently maintain  
safety

Patient typically has no history 
of self-directed violence, lacks 
impulsive or risky behavior, does 
not have severe or persistent 
mental illness; stable psychosocial 
functioning is likely present

Note: Data from wortzel et al.5

but should be visible to all providers within the network of 

care so that they can be reinforced across treatment set-

tings and enacted in the event of a suicidal crisis. Utilizing 

the same SPI at each point of contact within the system of 

care may allow a cohesive and collaborative approach to 

caring for these patients. Such shared implementation and 

reinforcement of the SPI may help systems of care achieve 

TRMSP in a manner that is, at present, seldom realized.
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Conclusion
The multidisciplinary systems approach addresses economic 

realities of health care systems, enabling components of 

TRMSP to be shifted toward less costly provider time by 

expanding their use beyond psychiatry. Simultaneously, pro-

viders work in concert to collectively yield comprehensive 

TRMSP. While each member of the multidisciplinary team 

may have specific roles in the assessment/treatment process, 

the ability of team members to overlap and reinforce TRMSP 

tenants across the system of care enhances safety and hope-

fully improves outcomes. Finally, a multidisciplinary systems 

approach to TRMSP (documented in the medical record 

wherein collaboration is apparent) should yield cohesive care, 

offering emotional and medicolegal comfort to providers and 

systems of care in the unfortunate event of a poor outcome.

Perhaps, the lack of progress reducing morbidity and mor-

tality from suicide stems in part from an ongoing tendency to 

pass the baton of responsibility as quickly as possible as suicidal 

individuals move across treatment settings. Multidisciplinary 

TRMSP affords the opportunity to reinvent this process as one 

whereby providers spanning professions and settings collectively 

and collaboratively share responsibility within the patient’s sys-

tem of care. It is neither in patients’ nor providers’ best interest 

to approach the management of suicidal patients as one that 

should be passed to a different silo within the system. Instead, 

we need a system that encourages cooperative engagement by 

providers across disciplines and treatment settings, sharing clini-

cal information, responsibility, and medicolegal risk.

In creating the multidisciplinary approach to TRMSP for 

systems of care, the goal will be to surround suicidal patients 

with a network of providers who cooperatively optimize care 

and mitigate risk as shown in Figure 1. A multidisciplinary 

approach to TRMSP for systems of care will potentially yield 

better medical care and enhance patient safety and more 

sound medicolegal practices. Patients, individual provid-

ers, and the health care system all stand to benefit from this 

collective process. The model offered herein may serve as a 

foundation for implementing a collaborative process between 

and across disciplines and treatment settings constituting a 

network of care.
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