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Abstract 

 

Suicide and Self Harm are major global health concerns for adolescents. Safety 

Planning is a step-by-step brief psychological intervention that shows promise in the 

management of risk of self harm with this population. However, there is limited research 

examining the use of safety planning with this age-group. This thesis seeks to address this 

gap. In the first instance, a Scoping Review aimed to explore the components and 

characteristics of safety planning tools and interventions, locating 74 relevant examples from 

across the academic and grey literature. The available literature highlights that although most 

safety plans described appeared to be based on specific interventions, there is a large amount 

of heterogeneity of components and characteristics observed, particularly with regards to 

safety planning within the grey literature. The results of this review subsequently informed 

the first-round questionnaire of a Delphi method study which sought to explore professional 

and parent/ guardian opinion on the components of safety planning interventions deemed 

most important for inclusion with adolescents as well as important considerations for the 

delivery of the intervention. Two iterations of questionnaires were undertaken and consensus 

was obtained. Consensus opinion suggested certain adaptions to the intervention would be 

required for use with the age group, including the more active involvement of parents/ 

guardians in the process. Overall the results of this thesis add to the current literature by 

providing greater insight into the use of the term, as well as insight into how safety planning 

might be adapted for use with this population. Future research might seek to develop these 

findings further, through the involvement of adolescents themselves as well as through 

studies examining the efficacy of the approach with this population.  
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Overview 

 

The aim of this thesis is to explore the use of safety planning tools and interventions 

used to reduce the risk of self harm with young people and their families over four separate 

chapters.  

The first chapter will outline the theoretical underpinning of this work, the Fluid 

Vulnerability Theory of Suicide (Rudd et el., 2006). It will also outline current research with 

regards to the problems of suicide and self harm among adolescents with a view to introducing 

the concept of safety planning and the rationale for its use.  

The second chapter consists of a systematic scoping review which explores the 

available literature to determine the components and characteristics of  interventions referred 

to under the term ‘safety management plan’.   

The third chapter will present findings relating to professional and parent/guardian 

consensus opinion regarding safety planning with adolescents at risk of self harm including 

components of the intervention deemed most important for inclusion as well as important 

considerations for the delivery of the intervention.  

The concluding chapter will summarise the findings of the thesis and discuss how these 

findings contribute to current knowledge within the field as well as clinical practice.  

 

 

 

 

 



 

Chapter One – Introduction  
 

Suicide and Self Harm 

Suicide is a serious global public health concern, being among the top twenty leading 

causes of death worldwide, with more deaths due to suicide than to malaria, breast cancer, or 

war and homicide (World Health Organization, 2019). Up to 78% of deaths by suicide occur 

in low and middle-income countries (WHO, 2017). There are significant gender differences 

with men being more likely to die by suicide than women (male-to-female ratio 1.7 in 2015; 

WHO, 2017). Younger people are more likely to die by suicide than older people with  55% 

of deaths by suicide being among the 15–44 age group and suicide ranked as the second 

leading cause of death among 15–29 year-olds (WHO, 2017).  In Ireland there were 352 

deaths by suicide (282 Male and 70 Female) registered in 2018 (National Office for Suicide 

Prevention, 2019).  

Self harm is correlated with subsequent suicide risk (Hawton et al., 2015; Ribeiro et 

al., 2016) and is defined by National Institute for Health and Care Excellence (NICE) 

guidelines (CG16 and 133), as ‘any act of self-poisoning or self-injury carried out by a 

person, irrespective of motivation’ (NICE, 2014). The concept of self harm refers to direct 

suicide attempts, non-suicidal self-injury as well as behaviours in which the a person harms 

themselves but the level of suicidal intent is unclear or ambiguous. High rates of self-harm 

pose a significant global public health concern (Muehlenkamp, Claes, Havertape, & Plener, 

2012; Swannell, Martin, Page, Hasking, & St John, 2014) with self harm being associated 

with reduced life expectancy (Bergen et al., 2012). The risk of suicide has been shown to 

increase by between 30- and 100-fold in the year following self-harm (Hawton, Zahl & 

Weatherall, 2003) with 1 in 15 people dying by suicide within 9 years following the  incident 

(Owens, Horrocks & House, 2002). Within this cohort, previous episodes of self harm, 
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suicidal intent, poor physical health and male gender are all associated with increased risk 

(Chan et el., 2016). However, research indicates that one of the most commonly reported 

functions of self-harm is coping with or regulating difficult emotional states (Edmondson, 

Brennan, & House, 2016; Taylor et al., 2018). With 71% of those who engage in self harm 

reporting doing so in order to regulate emotional distress as opposed to a motivation to end 

their life  (Taylor, Jomar, et al., 2018).  

Theoretical Background 

A considerable number of theoretical approaches exist for understanding suicidality 

and self harm, including philosophical, psychological, psychiatric, psychodynamic, 

sociological and sociocultural. The predominant psychological theories include the 

Comprehensive Cognitive Model of Suicide (Wenzel & Beck, 2008), the Interpersonal-

Psychological Theory of Suicide (Joiner, 2009), the Functional Model of Suicide (Nock & 

Prinstein, 2004) and the Fluid Vulnerability of Suicide (Rudd, 2006). This thesis will 

conceptualise suicidal and self harm behaviour within the framework offered by the Fluid 

Vulnerability Theory of Suicide.  

 

The Fluid Vulnerability Theory of Suicide  

Fluid Vulnerability Theory (Rudd, 2006) is a theory embedded in cognitive theory and 

therapy, which seeks to understand the process of both short and long term suicide risk and to 

capture the fluid nature of suicide risk over time. The theory addresses questions regarding 

why people become suicidal and engage in self harming behaviour, how long they will stay 

this way, how severe an episode will be, and what the likelihood of another suicidal episode 

is once the initial one has resolved. Within the model, suicide risk is classified across two 

broad dimensions: Baseline risk, which consists of predisposing factors that remain static and 
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differ among individuals (e.g. prior suicide attempts, abuse history, impulsivity, genetic 

vulnerability); and Acute risk, which refers to the activation of the “suicidal mode” (see 

figure 1).  

The suicide mode can be thought of as an active suicidal state or episode and is made up 

of four different components: the suicidal belief (cognitive) system, the affective system, the 

physiological system and the behavioural (motivational) system. These four different systems 

work in synchrony when triggered by either an internal (e.g. thought, feeling, image) or 

external precipitant (e.g., relationship conflict). The systems then work together to elicit a 

specific suicidal mental state or episode that is characterised by distinct cognitive themes 

(i.e.,  thoughts of being unlovable, helpless, unable to tolerate distress, a burden), intense 

negative affective states and related physiological arousal, and associated self harm related 

behaviours. These themes are tied to specific core beliefs, underlying assumptions and related 

automatic thoughts.  

Baseline and acute risk interact with each other meaning that for an individual with more 

underlying vulnerabilities, the suicidal mode may be activated more readily than for someone 

with fewer (Wolfe-Clark & Bryan, 2017). Furthermore, the severity of the suicidal episode is 

dependent on the interaction between baseline risk and the severity of the aggravating factors. 

It is noteworthy that the central pathway for suicidality is cognition, the private meaning 

assigned by the individual to their experiences and not necessarily the experiences 

themselves. It is also hypothesised within this theory that becoming suicidal can become a 

learned response to distress, such that the suicidal mode becomes more easily activated after 

each additional activation. 

One of the assumptions underlying the model is that, as a result of the suicide mode, risk 

is elevated by aggravating factors for only limited periods of time, such as a few hours, days, 

or weeks. This is due to the body’s inability to maintain arousal at the highest level for 
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indefinite periods of time. As such, risk will naturally resolve to some degree over time and it 

follows that if  arousal is diminished to minimal degree, it may be enough to move the 

individual from imminent risk. This process is always accompanied by cognition, that is, the 

suicidal belief system underlying the suicide mode. For example, some reduction in arousal 

may elicit thoughts such as “maybe I can manage this feeling, I don’t need to kill myself after 

all”, which can in turn counteract core beliefs of hopelessness and inability to tolerate 

distress.   

In addition, acute risk (the suicide mode) will abate when aggravating factors are 

effectively targeted. This provides a rationale for the treatment of aggravating factors, not 

baseline (enduring) factors, during periods of crisis and acute risk. The model asserts that if 

an intervention effectively targets acute symptoms (cognitive, affective, and physiological) 

and behaviours, then acute risk will resolve to baseline levels. As such, Fluid Vulnerability 

Theory conceptualises episode duration as lasting only as long as it takes to treat the 

aggravating factors effectively. When suicide risk is conceptualised in this way, there is a 

clinical impetus to deliver short-term meaningful interventions to assist individuals to 

deactivate suicide mode, returning them to their baseline level of risk where they might better 

make use of more long term therapeutic intervention.  
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Figure 1  

Fluid vulnerability theory and the suicide mode (Rudd, 2006) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Adolescent Self Harm 

Up to 75% of all mental health disorders that persist into adulthood emerge before the 

age of 25 years (Kessler et al., 2007) and the effects of mental health difficulties in 

adolescence and young adulthood can be long lasting and may become more severe with age 

(Erskine et al., 2015). Furthermore, suicide is the third leading cause of death in the under-25 

age group worldwide (WHO, 2017), with nearly all of these deaths being considered 

preventable. Due to high rates of self harm and suicide among young people in Ireland, those 
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aged 15–24 years have been identified as a priority target group to reduce suicidal behaviour 

and to improve mental health (Department of Health, 2015).  

Rates of hospital-treated self-harm are strongly correlated with suicide rates in both 

male and female adolescents (Geulayov et al., 2016) and self harm rates appear to be 

increasing. A study by Griffen et al., (2018) which examined trends in rates of self-harm 

among young people in Ireland over a 10-year period (2007 – 2016) found that over that 

period rates of self-harm increased by 22%, with the highest increases being observed for 

females and those aged 10–14 years. There were also increases in methods of self-harm that 

are associated with high lethality. Factors which are hypothesised to contribute to this 

observed increase in suicide risk include greater availability of medication, greater stress and 

the social transmission of suicidal behaviour, including via social media use (Hawton, 

Saunders & O’Connor, 2012; Marchant et al., 2017).  

The complexity of self harm in adolescence is reflected in the multitude of 

psychological, psychosocial and sociodemographic risk factors associated with the behaviour 

(Rahman, Webb & Wittkowski, 2021). Psychological factors which have shown an 

association include psychological distress, low self-esteem, impulsivity and psychiatric 

comorbidity (O'Connor, Rasmussen & Hawton, 2012; Lener et al., 2015;  Rahman, Webb & 

Wittkowski, 2021). Psychosocial variables associated with self harm include a history of 

emotional, physical or sexual abuse (Madge et al., 2011), the experience of bullying 

(Fisher et al., 2012; McMahon et al., 2010), academic stress (Kiekens, 2017) and family 

factors such as poor parental attachment (Glazebrook, Townsend & Sayal, 2015), and family 

dysfunction (Rahman, Webb & Wittkowski, 2021;Valencia-Agudo, et al., 2018;  Webb, 

2002).  Psychosocial variables linked to self harm in adolescents also include exposure to 

self-harm or suicide in peers or family (O'Connor, Rasmussen & Hawton, 2012). Finally, 

sociodemographic risk factors associated with self harm in this age group include gender, 

https://onlinelibrary-wiley-com.ucd.idm.oclc.org/doi/full/10.1111/1467-6427.12119#joft12119-bib-0041
https://onlinelibrary-wiley-com.ucd.idm.oclc.org/doi/full/10.1111/1467-6427.12119#joft12119-bib-0080
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with self-harm rates higher in females (Rahman, Webb & Wittkowski, 2021),  minority 

ethnic status (Schlabach (2013) and LGBTQ+ group membership (Eisenberg et al., 2006). As 

such, there are a large number of factors which may be likely to contribute to an adolescent 

having a higher baseline risk of suicide or self harming behaviours which may effectively 

guide clinical assessment and intervention. In addition, protective factors associated with a 

decreased risk of self harm include social resources such as family and peer connections 

(Ungar, 2013) which may be harnessed in a therapeutic context.  

 

Interventions for Suicide and Self Harm 

A recent review by Mann and Auerbach, (2021) which evaluated suicide prevention 

methods identified the most effective and scalable suicide prevention methods as being:  1) 

educating primary care physicians in depression management and evaluating the expansion of 

such programs to other nonpsychiatric medical specialists; 2) educating high school students 

about mental health; 3) means restriction; and 4) predischarge education and follow-up 

contact and outreach for psychiatric patients discharged from the emergency department or 

hospital and for patients after a suicide crisis. 

However, the clinical management of self harm is an area of much conjecture, due in 

part to the importance of the appropriate treatment and management of clients who present 

clinically with risk of self harm. A Cochrane review which examined the effectiveness of 

pharmacological interventions to reduce repetition of self harm indicated that few 

pharmacological interventions had any statistically significant effect on reducing repetition of 

self harm, with the exception of flupenthixol (although this evidence is of low quality) 

(Hawton et al., 2015). A further review by the same authors found there is some evidence that 

CBT can reduce repetition of self harm, although again they reported that the evidence to 

support this is low quality (Hawton et al., 2016). As such, clinicians often rely on a 

https://onlinelibrary-wiley-com.ucd.idm.oclc.org/doi/full/10.1111/1467-6427.12119#joft12119-bib-0102
https://onlinelibrary-wiley-com.ucd.idm.oclc.org/doi/full/10.1111/1467-6427.12119#joft12119-bib-0033


 

 

8 

combination of clinical experience and locally endorsed methods of treatment in the 

treatment and management of those at risk. 

NICE guidelines for the after-care of individuals who have presented for medical care 

following an episode of self harm recommend that clinicians “consider offering” 3 to 12 

sessions of psychological intervention specifically structured with the aim of reducing self 

harm (NICE, 2011). A number of psychological interventions are suggested for consideration 

in the guidelines including cognitive-behavioural therapy, psychodynamic therapy, dialectical 

behavioural therapy or interventions focused on the development of problem-solving skills.  

However, research into which, if any specific interventions or components of interventions 

might be most effective is of low quality. However, a systematic review, meta- analysis and 

meta-regression by Hetrick et al., (2016) which aimed to examine the efficacy of 

psychological and psychosocial interventions to reduce repeat self-harm in adults, found that 

any kind of psychological or psychosocial intervention had a protective effect. This may be 

attributable to benefits associated with decreases in severity of suicidal ideation, depression 

symptoms and hopelessness scores observed across all psycho-social interventions. However 

the review noted that  that there was currently no strong evidence that the particular type of 

intervention modifies overall efficacy and that instead efficacy is likely related to a number of 

factors related to the experience of receiving any intervention and variables related to the 

therapeutic relationship between client and clinician.   

The evidence base as to the most effective treatments to reduce self harm repetition in 

adolescents is also limited.  A systematic review by Witt et al., (2021) investigated the 

effectiveness of various forms of psychosocial interventions for self harm with adolescents. 

The review included 17 trials with a total of 2280 participants found that there was a lower 

rate of self harm repetition for the DBT group. They did not find any evidence of a difference 

for individual cognitive behavioural therapy (CBT)‐based psychotherapy, mentalisation 
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based therapy for adolescents (MBT‐A), family therapy, group‐based psychotherapy, a 

remote contact intervention (emergency cards) or for therapeutic assessment (Witt et al., 

2021), implying a significant role of direct, skill based emotional regulation work for this 

group.  

Clinician and Service Level Factors  

The lack of scientific consensus on the most effective means of intervention for 

adolescents who engage in self harm creates significant tension against a backdrop of the 

move towards evidence based practice education, training, and service delivery (McNiel et 

al., 2008). The loss of a client to suicide can have potentially devastating personal, 

professional, and legal consequence for clinicians and can understandably create anxiety that 

can interfere with the effective clinical care of an individual (Simon & Gutheil, 2004). 

Maltsberger and Buie  (1974) describe strong clinician reactions to patients at risk of suicide, 

including anger, despair, frustration, and hopelessness. Legal and professional standards have 

established that mental health professionals are expected to have basic competence in 

assessing and managing risk of suicide (Scheiber, Madaan & Wilson, 2008; Simon, 2009). In 

law, it is reasoned in medical negligence cases, that the death or injury of a person following 

an act of self harm would not have occurred were it not for the clinician’s negligence. 

However,  many clinicians report receiving limited formal training in directly managing this 

(Dexter-Mazza & Freeman, 2003). These factors may be further heightened when the 

individual at risk is a minor. Furthermore, specialist mental health treatment is costly to 

provide and many service users at risk of suicide do not attend or drop out of treatment 

prematurely (Monti, Cedereke & Öjehagen, 2003). 

 

Brief Interventions for Suicide and Self Harm 
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Many people who die by suicide have been in contact with healthcare professionals 

before they die. In the U.K., 40% of people who had attempted suicide had attended a 

hospital accident and emergency department in the previous year (Gairin, House, & Owens, 

2003). Evidence from the UK further indicates that a quarter of those who die by suicide have 

been in contact with mental health services the previous year (Appleby et el., 2015) and 45% 

of people were seen in primary care the previous month (Appleby et el., 2015). These 

contacts with health services all represent opportunity for potentially life-saving intervention.  

Brief interventions for risk of self harm can be integrated into routine clinical practice 

without the need for significant additional resources or extensive reconfiguration of existing 

services (McCabe et el., 2018).  Brief effective interventions that could be administered in 

routine care, rather than referring people to another service are of particular utility as they 

could be scaled up to improve patient outcomes. 

As laid out in the Fluid Vulnerability Theory of Suicide (Rudd, 2006), suicidal crises 

are often relatively short-lived, tend to subside over time and have an ebb and flow pattern 

(Rudd, 2006; Daigle, 2005). As such, an intervention that enables individuals to resist or 

decrease suicidal urges for brief periods of time, as they arise, is likely to be particularly 

helpful in decreasing suicidal behaviour (Stanley et al., 2009). The highest risk period for 

suicidal behaviour is shortly after an unsuccessful attempt, as well as immediately after 

discharge from inpatient treatment (Chung et al., 2017).  Safety planning is a technique to 

help patients remain safe and not to engage in further suicidal behaviour, at least until their 

next follow-up appointment (Brown et al., 2005; Stanley & Brown, 2008). The development 

of a safety plan also hopes to convey a sense of a person’s suicidality being serious and 

worthy of immediate attention, whilst also communicating that it can be managed (Stanley et 

al., 2009).  
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Safety Planning Interventions 

The Safety Planning Intervention (SPI) 

The SPI is a systematic and comprehensive approach to maintaining safety in suicidal 

patients (Stanley et al., 2009).  An SPI consists of a stepwise increase in the level of 

intervention from internal (“within self”) strategies to external (“outside self”) strategies 

(Stanley et al., 2009). Internal strategies refer to a list of activities that an individual could do 

without the involvement of other people, in order to cope with suicidal urges or thoughts. 

These are usually behavioural activities that aim to offer distraction from thinking about 

suicide (Stanley et al., 2009).  Individual are advised that in the event of these internal 

strategies not having the desired effect, they should then turn to external strategies. External 

strategies include a range of behaviours from contacting friends or family members to 

attending A&E.  The external strategies may start with people in the individual’s life who can 

help distract them as well as people who may speak to the person in crisis about how they 

feel.  The last external strategy includes a list of the emergency phone numbers and/ or 

locations (such as an A&E department) the patient may go to in the event of an emergency 

(Stanley et al., 2009) .  

 

Other Safety Planning Interventions   

A number of interventions which include similar elements to that of the SPI have also 

been developed. The related crisis response planning intervention (Rudd et el., 2006, Bryan, 

2010) is part of a cognitive behavioural approach aimed at reducing suicide risk. The 

intervention consists of helping an individual at risk to identify what triggers the crisis, to use 

skills to regulate emotion and, if necessary, to access emergency care. This is done in a 

collaborative approach with a clinician. These steps are then written on a small piece of card 

which the individual can take with them to refer to if and when needed. A conceptually 
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similar safety planning approach is described as part of the  Collaborative Assessment and 

Management of Suicidality (CAMS) approach for managing patients at risk of self-harm in 

inpatient and outpatient settings (Jobes, 2006). The CAMS stabilisation plan focuses on what 

an individual can do to cope during a crisis, who an individual should contact during a crisis 

as well as removing items from the environment with which a person could harm themselves. 

It also advises identifying an individual’s reasons for living as well as their reasons for 

wanting to die in the initial stabilisation session.   

Safety Planning Apps 

Individuals who complete safety planning interventions are encouraged to keep a paper 

copy of the plan to hand to refer to in a crisis (Stanley & Brown, 2012; Rudd et el., 2006, 

Bryan, 2010). The use of a mobile phone app facilitates this as an individual is likely to always 

have their phone nearby. Safety planning tools via web or app based platforms have recently 

shown promising results in both the USA and Australia (Melvin et al., 2019). The BeyondNow 

app (Melvin, 2016), based on the Stanley & Brown (2012) intervention, provides a platform 

for individuals to create, edit, access, and share their personalized safety plan. Users are able 

to list warning signs, reasons to live, ways to limit access to lethal means, coping strategies, 

and personal and professional contacts on the app. This review further aims to document the 

diverse literature pertaining to the different safety planning approaches.  

 

Effectiveness of Safety Planning 

Research on the efficacy of specific safety planning interventions with adults shows 

quicker resolution of suicide ideation, reductions in suicidal behaviour, and fewer days in 

inpatient treatment compared to treatment as usual (Bryan et al., 2017). Research also 

suggests that adult patients find safety planning helpful in reducing their risk for attempting 

suicide (Stanley et al., 2016) and decreasing negative emotional states (Bryan et el., 2018). 
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Research indicates that emergency department staff members have found the interventions 

useful for increasing adult patient safety, connection with follow-up services, and staff 

confidence in safe discharge (Chesin et al., 2017). A cohort comparison study of safety 

planning interventions, delivered in the emergency department with follow-up telephone 

contact, produced a 45% reduction in suicidal behaviours compared with treatment as usual 

(Stanley et al., 2018) 

 

Utility of Safety Planning 

Safety planning tools have been proposed as standalone interventions (Erbacher & 

Singer, 2018), and can also complement suicide risk assessments (Stanley & Brown, 2012). 

Such interventions have since been successfully incorporated into other settings, such as 

psychiatric hospitals, military and correctional facilities, and schools (Erbacher, Singer, & 

Poland, 2015; Stanley & Brown, 2012). Additionally, safety planning has been successfully 

integrated within treatment protocols including brief cognitive behavioural therapy (Bryan & 

Rudd, 2018; Rudd et al., 2015) and trauma focused therapies for individuals with 

PTSD  (Rozek & Bryan, 2020).  

 

Safety Planning with Adolescents 

Safety planning has been adopted by many mental health agencies and emergency 

departments as a recommended or even a required intervention for any patient facing suicidal 

crises (Zuckerbrot, Cheung, Jensen, Stein, & Laraque, 2007). However, at the time of writing 

no research has explored the impact of a standalone safety planning intervention on self harm 

repetition, psychological distress or engagement with treatment  in adolescents, although 

safety plans have also been incorporated in multi-component interventions for adolescent at 

risk of suicide (Asarnow et al., 2011;  Asarnow, Hughes, Babeva, & Sugar, 2017; Kennard et 
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al., 2018). Despite the limited research on this topic, many clinicians working with 

adolescents at-risk of self harm are currently required to develop safety plans with these 

patients (Reyes-Portillo et al., 2019).  

The clinical basis for the use of safety planning with adolescents rests on the same 

assumption which underlies their use with adults: that acute suicidal crises tend to be short 

lived (Daigle, 2005). In addition, it has been observed that suicidal adolescents tend to rely on 

less adaptive coping strategies (Evans et al., 2005, Guerreiro et al., 2013) and may engage in 

suicidal behaviour as a way of coping with distress (Kiekens et al., 2015; Wan et al., 2020). 

As such, the use of a safety plan may equip the adolescent to cope with urges to self harm 

long enough for the imminent risk to decrease.  

The Treatment of Adolescent Suicide Attempters Study (TASA) was conducted in the 

USA which included a combined psychosocial and pharmacological treatment protocol and 

tested it in a 6-month trial in 124 adolescent suicide attempters with depression. The trial 

highlighted the importance of early intervention, finding that a significant amount of suicide 

attempts (40%) occurred within 4 weeks of intake and as such it was noted that as this was 

likely before the benefit of any of more long term interventions might become evident, an 

emphasis on safety planning and on increasing the intensity of the therapeutic contact early in 

treatment was warranted (Brent et al., 2009). As such there is a strong rationale for the use of 

safety planning with this group. However, due to the differences between the cognitive, social 

and emotional contexts of an adolescent’s life versus that of an adult, some adaptions may be 

necessary,  

Previous research has indicated that adolescents display a significant lack of 

confidence in their ability to engage in coping behaviours to manage suicidal crises, a key 

aspect of the safety planning process (Czyz et al., 2016). As such, it may be necessary to 

adapt safety planning interventions with this in mind.  In a pilot study of a safety planning 

https://www.sciencedirect.com/science/article/pii/S0165178116302475#bib17
https://www.sciencedirect.com/science/article/pii/S0165178116302475#bib22
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intervention enhanced with motivational interviewing (MI), adolescents who received an MI-

enhanced safety plan were more likely to use their safety plan when experiencing thoughts of 

suicide compared to those who received standard safety planning (Czyz, King & Biermann, 

2019). As such, it is reasonable to assume that adolescents may require a higher level of 

support in order to successfully utilise a safety planning intervention.  

 

Family Involvement in Intervention   

Family and parent-focused involvement in adolescent treatment appears to have a 

positive influence on both parenting practices and treatment outcomes (Carr, 2014). 

Furthermore, research suggests that changes in parenting practices  can serve as an important 

mechanism in adolescent behavioural change (Forehand, Lafko, Parent, & Burt, 2014). A 

RCT by Asarnow et al., (2017) evaluated a psychosocial intervention, Safe Alternatives for 

Teens and Youths (SAFETY), a cognitive-behavioural, dialectical behaviour 

therapy−informed family treatment designed to promote safety. The intervention’s primary 

goal was to strengthen parents' abilities to protect and to support their children, and to 

strengthen the abilities of adolescents to accept this support from their parents. Authors noted 

that although adolescence is a period when adolescents’ focus is primarily on peers, brain 

regions responsible for planning and inhibitory control are still developing, and parents and 

other adults can play key protective roles including restricting access to dangerous methods 

or means of self harm and providing protective monitoring and support (Asarnow et al., 

2017).  

Whilst there is as yet no robust evidence for the effectiveness of any one particular 

therapeutic intervention for adolescents at risk of self harm, the strong evidence of the role of 

family interactional factors in self-harm highlight the necessity of the family involvement in 

therapeutic interventions (Fortune et al., 2016). In a qualitative study by Byrne et al., (2007) 
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which aimed to describe parents' and carers' experiences of self-harm in their child in order to 

identify their support needs, participants expressed the need for support; information about 

suicidal behaviour in young people; skills for parenting an adolescent; and advice on 

managing further incidents. As such, it is likely that interventions which provide these 

components are likely to be experienced as helpful by both the parent and adolescent. The 

results of a qualitative study by Kennard et al., (2015) suggest that although the majority of 

parents believed that a safety plan was generally helpful, the majority had little or no 

involvement in the safety planning development process, knew very little about the content of 

their adolescent’s safety plan and were unaware of the location of the safety plan (Kennard et 

al., (2015). However, almost all of the adolescents in the study reported that some parental 

involvement would be helpful in safety plan development (Kennard et al., 2015.   

Research is therefore needed in order to better understand how best parents might best 

be integrated in the safety planning process and this involvement can be facilitated. 

 

Thesis Aims 

The objective of this thesis is to explore the use of safety planning interventions used to 

reduce the risk of self harm with young people and their families. 

1. What are the components and characteristics of safety planning tools and 

interventions used to reduce the risk of self harm?  

2. What is the current opinion on the delivery of a safety planning intervention with 

young people who are at risk of self-harm and their families. This includes the 

involvement of parents/ guardians in the process as well as which components of the 

intervention are most important for use with this cohort. 
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Chapter Two - The Components and Characteristics of Safety Management Plans 

Used to Reduce the Risk of Self Harm: A PRISMA Scoping Review. 

 

Abstract 

Background: The term “safety management planning” is used to describe a number of 

different intervention types and components which are used across various clinical settings 

and with various populations. This poses a challenge for effective communication among 

clinicians and likely variability in the clinical effectiveness of these interventions.  

Aim: This PRISMA Scoping Review aims to review the literature to ascertain which 

intervention components and characteristics currently fall under this umbrella term, the 

contexts in which the plans are delivered and who is involved in the process.  

Method: To explore this topic the authors searched for published research studies in 

PsycINFO, CINAHL Plus, MEDLINE, Science Direct and Web of Science. Grey literature 

was searched using the databases Base and OpenGrey as well as through the search engine 

Google.  

Results: 2853 abstracts were initially identified for screening and 74 pieces of literature 

informed the final review, with 54 of these being derived from the published academic 

literature and 20 being derived from the grey literature.  

Limitations: The review included only brief safety management planning interventions for 

risk of self-harm referred to under specific titles. It is possible that similar interventions exist 

that were not picked up in the devised search strategy  

Conclusion: Although most safety management plans described appeared to be based on 

specific interventions, there was a large amount of heterogeneity of components and 

characteristics observed. This was particularly the case with regards to safety management 

planning within the grey literature.   
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Suicide and self-harm are major public health concerns with approximately 800,000 

individuals around the world dying by suicide every year (WHO, 2019). Rates of individuals 

who attend hospital following incidents of self-harm have risen in recent years, with some 

evidence suggesting that true rates may be significantly higher than hospital presentation 

rates (Clements et al., 2016; McIntyre et al., 2021). Self-harm is often repeated (Carroll, 

Metcalfe & Gunnell, 2014; Cully et al., 2021) and is indicative not only of an individual’s 

distress, but is also a key risk factor for later completed suicide  (Hawton et al., 2015). Self-

harm is defined by National Institute for Health and Care Excellence (NICE) guidelines 

(CG16 and 133), as ‘any act of self-poisoning or self-injury carried out by a person, 

irrespective of motivation’ (NICE, 2011, p.4).  

There is some evidence to support the use of psychosocial interventions with those at 

risk of self-harm (see Witt et el., 2021 for review) and several approaches to addressing acute 

risk of self-harm have been developed particularly within the cognitive behavioural therapy 

orientation (Rudd et al., 2006; Jobes, 2006; Bryan, 2010; Stanley & Brown, 2012). These 

include stand-alone interventions formed on the assumption that if individuals can be given 

tools or skills which enable them to resist or decrease suicidal urges for brief periods of time, 

risk of is likely to decrease (Daigle, 2005; Rudd 2006). One such stand-alone intervention 

which has shown good clinical utility is that of safety management planning (SMP).  

The Safety Planning Intervention (SPI) is one such SMP intervention. Defined  by 

Stanley and Brown (2012) as “a brief intervention that can lessen the risk of suicide attempts 

and self-harm by identifying potential coping strategies, social support and professional 

contacts that can be utilized during a suicidal crisis” (Stanley & Brown, 2012, p.257), there 

are six steps that are utilized as part of the intervention:  1) identifying personal warning signs 

of an imminent suicidal crisis; 2) identifying internal coping strategies; 3) identifying social 

distractors and social support; 4) identifying people the patient can contact to help resolve a 
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suicidal crisis; 5) identifying professionals and/or agencies who can be  contacted when the 

patient is in crisis and the previous steps have failed to resolve the crisis; (6) identifying ways 

to make the patient’s immediate environment safe through limiting access to potentially lethal 

suicide attempt methods (Stanley & Brown, 2012).  

A number of interventions which are related in structure and content to the SPI have 

also been developed and are referred to within this review as falling under the term of “safety 

management planning interventions (SMPs)”. The crisis response planning intervention 

(Bryan & Rudd, 2017) is part of a cognitive behavioural approach targeted at reducing risk of 

self-harm. The intervention consists of helping an individual to identify what triggers the 

crisis, use skills to regulate emotion and to obtain emergency medical care, if needed. This is 

done through a collaborative approach with a clinician with the steps being written on a small 

piece of card, which the individual then takes with them to refer to when needed. A further 

conceptually similar SMP approach is included within the Collaborative Assessment and 

Management of Suicidality (CAMS) approach for individuals at risk of self-harm (Jobes, 

2006). The CAMS stabilisation plan seeks to identify what an individual could do to cope 

more effectively during a crisis, who they could contact during a crisis, and removing items 

from the environment with which they could harm themselves. It also advises identifying the 

individual’s reasons for living and their reasons for wanting to die. 

SMP interventions are frequently utilized in clinical practice for three key reasons: 1) they are 

effective at reducing self-harm/suicide attempts; 2) they are acceptable to individuals who 

have suicidal ideation or who self-harm; 3) they are relatively easy to incorporate into clinical 

practice. A recent meta-analysis by Nuji and colleagues (2021) which evaluated the 

effectiveness of SMPs in reducing suicidal behaviour and ideation found that SMPs were 

effective at reducing self-harm behaviour in adults although it was noted that there did not 

appear to be a significant effect on suicidal ideation. SMPs appear to be acceptable to both 
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the clients they are delivered to as well as by the clinicians who deliver them, with research 

indicating that adults find SMPs helpful in decreasing their risk of suicide attempts and 

negative emotional states (Bryan et el., 2018; Stanley et al., 2016). In addition, emergency 

department medical staff find the interventions useful for increasing patient safety, 

encouraging connection with follow-up services, and increasing staff confidence in safe 

discharge (Chesin et al., 2017). SMP interventions also can be easily integrated into routine 

clinical practice without the need for significant additional resources or extensive 

reconfiguration of existing services (McCabe et el., 2018) and have been successfully 

incorporated into settings, such as psychiatric inpatient settings, military and correctional 

settings, and schools (Erbacher, Singer, & Poland, 2015; Stanley & Brown, 2012). 

In addition, SMP tools can be integrated within various treatment protocols and 

interventions and has been successfully integrated into approaches including brief cognitive 

behavioural therapy (Bryan & Rudd, 2018; Rudd et al., 2015) and trauma focused therapies 

for individuals with PTSD  (Rozek & Bryan, 2020). For these reasons, SMP has been 

identified as “best practice” by the US Suicide Prevention Resource Centre and is widely 

used in mental health services internationally. 

Since their conception, SMPs have been seen to grow and develop over time 

alongside new technologies. SMP tools via web or app based platforms have shown 

promising results in both the USA and Australia (Melvin et al., 2019). As individuals who 

complete the original SPI are encouraged to keep a paper copy of the plan to hand so that it is 

immediately accessible in the event of a crisis (Stanley & Brown, 2012; Rudd et el., 2006, 

Bryan, 2010), the use of a mobile phone app can facilitate immediate accessibility. For 

example, the The BeyondNow app (Melvin, 2016) is a safety planning app based on the 

Stanley & Brown (2012) intervention which has shown promising engagement from 

stakeholders.  
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Alongside the variation which is seen across conceptually similar approaches, there is 

likely a considerable amount of variation observed within these approaches. Stanley & 

Brown (2012) advised that safety plans should not be completed in a one-size-fits-all 

approach but should be adapted to the individual’s personal circumstances. As such, SMPs by 

necessity are often adapted according to local service guidelines and professional judgement. 

In addition, interventions continue to evolve and grow in response to advances of knowledge 

in the area. For example, a study by Bryan et al., (2018) found that enhanced crisis response 

plans, which included an overt discussion of the client’s reasons for living, included on the 

index card reduced the likelihood of inpatient admission, when compared to a standard crisis 

response plan intervention. The intervention is also likely to be impacted by service and 

clinician level factors with research indicating that those delivering SMP interventions not 

always having had formal training in its delivery, and as such, fidelity to local procedure is 

likely to be variable (Green et al., 2017). A study by Green et al. (2017) found that many of 

the SMPs reviewed in their study lacked particular items and were of poor quality.  

The inherent flexibility of the SMP  approach, alongside considerable variations 

across and within conceptually similar interventions, is a challenge for effective 

communication between clinicians because the components of safety plans may vary 

substantially. This variability is also a challenge for research on the effectiveness of SMPs 

and in particular the value of particular components of these interventions . For example, 

although evidence suggests lethal means restriction (the purposeful removal of items with 

which a person could harm themselves (Yipe ta al., 2012))  can reduce suicide attempts and 

deaths (e.g. Hawton et al., 2012, Yip et al., 2012), there is less evidence suggesting that other 

commonly used components of safety planning interventions (e.g. the use of internal coping 

strategies, disclosing thoughts to supportive friends or family) can do the same (Green et al. 

2017).  
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This review seeks to systematically investigate the use of the term of “safety 

management planning” and related approaches with the aim of developing a greater 

understanding of the components included in these interventions and how they are currently 

conceptualised within the literature. The review also aims to examine how safety 

management planning is currently understood in the grey literature, including through 

published material which may be available for personal use from the internet.  

Method 

A PRISMA-ScR scoping review was conducted to ascertain which intervention 

components currently fall under the umbrella of “safety management planning” and when and 

how SMP intervention components are currently used in practice. A scoping review 

methodology was used in order to capture the scope of the literature available on the topic as 

well as due to the exploratory nature of the research questions (Tricco et al., 2018). The 

methodology for this scoping review is guided by Arksey and O'Malley's (2005) five-stage 

framework which includes the following step: identify the research question, identify articles, 

study selection, extract data, and summarize and report the data. 

Identifying the Research Question  

The review aimed to identify descriptions of SMP in both the published academic 

literature as well as grey literature, including examples of safety planning templates available 

for use by the public online. To ensure that a wide range of literature pertaining to the topic 

was captured, we posed the following research questions:  

1. What information is typically included in the formation of a safety management plan? 

2. Who is involved in the construction and utilisation of a safety management plan? 

3. What context is SMP used and with which specific client groups? 

4. What adjunctive advice or guidance is typically offered alongside a SMP 

intervention? 
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Identifying Relevant Studies  

The review was conducted in line with PRISMA guidelines (2018). The review 

sought to identify any examples from the literature where a SMP intervention was described. 

Searches were performed by the first author using the following electronic bibliographic 

databases: PsycINFO, CINAHL Plus, MEDLINE, Science Direct and Web of Science for 

studies published up to the date the searches are run. The searches were conducted on 

28/06/2020. A review of grey literature, was conducted in order to identify any examples of 

safety management planning tools available outside the academic literature. This 

encompassed information in the public domain available on the internet. The search was 

conducted using the online databases: Base and OpenGrey. A Google search was also 

conducted and the first 50 pages of website results were included (in line with previous 

reviews, e.g. Kelly et al., 2010). Additional literature was identified through the hand-

searching of reference lists of key included studies and reviews.  

Search terms were selected based on previous reviews, from the academic literature 

on the topic and from a search of the thesaurus function on relevant databases. Search terms  

were additionally derived from the Medical Subject Headings (MeSH) index in MEDLINE. 

See appendix A for the search strings used for searching each electronic database. Advice 

was sought from a librarian with expertise in academic reviews.  

References were extracted and imported to the Covidence reference management 

system, where duplicates were removed. In the first instance the first and second author 

screened all retrieved titles and abstracts independently.  Any disagreements were discussed 

between reviewers. Following this, the first author read independently the full texts of all 

literature deemed eligible for inclusion from the first step.  
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Figure 2.  

PRISMA flow chart of the study selection process. Academic and grey literature. 

 

 

Inclusion criteria 

With regards to study selection, the following inclusion criteria were used: (1) 

Articles from all geographical locations and settings; (2) Publications in English; (3) 

Publications published since 2000; (4) All age groups of participants; (5) Literature 

containing information pertaining to the creation, utility or effectiveness of a safety planning 

intervention for individuals or groups at risk of self-harm including peer-reviewed primary 

research studies and reviews (including but not limited to systematic reviews, scoping 

reviews, meta-analyses, and grey literature, encompassing information in the public domain 

available on the internet, such as existing clinical guidelines or websites containing safety 

planning advice). 
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The following exclusion criteria were used: (1) Publications published before 2000; 

(2) Publications focusing on safety planning interventions from outside the risk of self-harm 

space (e.g safety planning for sufferers of domestic violence, safety planning for psychosis);  

 

Data extraction 

A data extraction template was developed in the review management software, 

Covidence (see appendix B). The extraction was completed independently and then 20% of 

the studies were independently extracted by a second reviewer . Any disagreements were 

discussed between the reviewers.  

The characteristics and components of SMP tools and interventions were classified in 

terms of the contexts and client groups with which they are usually used, information 

included, individuals who participated in the creation and utilisation of the plans, adjunct 

advice or guidance offered, and the theoretical models and approaches drawn upon. 

Characteristics of the literature was summarised in tables and described narratively.  

 

Results 

Search results 

As illustrated in Figure 2, search results from 6 databases and a Google search 

retrieved 2853 citations. After removing 17 duplicates, 2835 unique titles and abstracts 

remained. These titles and abstracts were reviewed and following this, 2595 citations were 

excluded (see Figure 1). The full text of 228 citations was then read, with 63 being deemed 

appropriate for inclusion. 11 additional studies were identified through backwards reference 

checking. In total, 74 publications were included in the synthesis. Appendix C shows the full 

list of the included literature.  
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Table 1 

Characteristics of the included literature. 

Characteristics Number of Studies (n) 

Type of Publication Published article: 54, Grey literature: 20 

Of Grey Literature: Safety Plan Template: 12, Presentation: 

3, Smartphone App Print-Out: 2, Standard Operating 

Procedures: 1, Report: 1 

Country USA:46,  UK: 8, Australia: 2, Denmark: 3, Ireland: 4, 

Singapore: 1, India, 1, Belgium: 1, Zambia: 1, Switzerland: 

1, The Netherlands: 1, Scotland: 1, Unavailable, 4 

Year of publication 2000- 2010: 2, 2011 – 2015: 19, 2016 – 2020: 44, 

Unavailable: 9 

Publication Type Journal Article: 56, National Health Service, UK (NHS): 3, 

Health Service Executive, Ireland (HSE), 2; Mental Health 

Charity: 7, Veterans Affairs Organisation: 4, Governmental 

Organisation: 2. 

Setting Clinical Setting Outpatient: 22, Clinical Setting Inpatient: 

15, Emergency Department: 8, GP: 2, Community Setting/ 

Individual use: 13, Other: 4, Not Applicable: 10 

Population Adults: 18, Adolescents/ Young Adults: 14, Veterans: 12, 

Adults AND Adolescents: 2, Active Duty Army Personnel: 

6, Older Adults: 1, Refugees: 1, Adults/ adolescents with 

autism: 1.  

Method of safety management planning 

discussed 

Discussion/ paper based: 34, Discussion and Coping Card: 

6, App based 11, to complete alone: 13, Phone/ text based: 

2, group based: 1, Computer based: 1.  
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Description of included studies and grey literature  

As presented in Table 1, the majority of the literature included were published journal 

articles (n = 54, 73%). Although studies were published in 12 countries, over half of the were 

published in the USA. More than half of the studies were published between 2016 and 2020 

(59%). 30% of the studies reviewed referred to safety management plans carried out within a 

clinical outpatient setting. Nearly a quarter of the literature referred to safety management 

planning conducted with a general adult population (24%) with a smaller percentage referring 

to an adolescent or young adult population (19%) and a veteran population (16%). Just over 

half of the literature (54%) referred to safety planning as a discussion or paper-based activity 

with 15% referring to safety management planning apps.  

Within the grey literature, three quarters of safety planning tools were targeted 

towards individuals themselves who may complete the document without the guidance of a 

mental health professional (75%). The grey literature contained material from a variety of 

sources including mental health charity websites, Veterans’ Affairs organisations and the 

NHS. 

Characteristics of Safety Management Planning  

The included literature assessed 59 different descriptions of SMP tools. 70% of these 

tools were judged to be based on the Stanley and Brown (2012) Safety Planning Intervention. 

All of the literature mentioned that SMP should be a collaborative process involving the 

service user in the creation of the plan either explicitly or in the case of some of the grey 

literature, this was implicit in the design of the document. A small proportion of the academic 

literature made specific reference to sharing a safety management plan with a friend or family 

member (18%). This proportion was similar within the grey literature. Within studies and 
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literature concerning adolescents, this rose to 44% of studies explicitly recommending that 

the plan be shared with a family member or another trusted adult. 

Within the academic literature, 38% of studies indicated that the individual in crisis 

should receive a written copy of their plan or this was implied by the use of a mobile phone 

app. This percentage was substantially higher within the grey literature (80%). A small 

percentage of studies (13.5%) referred to the importance of ensuring the plan was updated in 

the future. Within the grey literature, a similar percentage referred  to the importance of 

revising and following up the plan at a later date. See table 2.  

 

Table 2 

Characteristics of Safety Management Planning  

 Academic  

Literature(%)  

Grey  

Literature (%) 

Total (%) 

Safety Planning based on Stanley & 

Brown Intervention  

40 (74.1%) 9 (45.0%) 52 (70.3%) 

Mention of Client Involvement in 

Process  

54 (100%) 20 (100%) 74 (100%) 

Mention of Family Involvement  

(other than as part of step)  

10 (18.5%) 4 (20.0%) 14 (19.0%) 

Mention of Keeping Hard Copy  21 (38.8%) 16 (80.0%) 37 (68.5%) 

Mention of Following up with Plan / 

Updating  

7 (13.05%) 3 (15.0%) 10 (13.5%) 

*Percentages reflect total number of papers which contained reference to characteristics of safety 

management plans (Total N=74, Academic Literature n= 54, Grey Literature n=20) 
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Table 3 

Components of Safety Management  Planning 

Components Included Academic 

Literature (%) 

Grey 

Literature(%) 

Total (%) 

Warning Signs 37 (92.5%) 15 (78.9%) 52 (88.1%) 

Internal Coping Strategies 33 (82.5%) 16 (84.2%) 49 (83.1%) 

External Coping Strategies 25 (62.5%) 13 (68.4%) 38 (64.4%) 

Social contacts for assistance in resolving 

suicidal crisis 

36 (90.0%) 19 (100.0%) 55 (93.2%) 

Professional and agency contacts to assist in 

resolving suicidal crisis 

38 (95.0%) 16 (84.2%) 54 ((91.5%) 

Means restriction 21 (52.5%) 11 (57.8%) 32 (54.2%) 

Reasons for living 9 (22.5%) 6 (31.6%) 15 (25.4%) 

Hope box 5 (12.5%) 1 (5.3%) 6 (10.2%) 

*Percentages reflect total number of papers which contained reference to components of safety 

management plans (Total N=59, Academic Literature n= 40, Grey Literature n=19) 

 

Components of Safety Management Planning  

The majority of SMP tools contained a section related to identifying warning signs or 

triggers (see table 3). Most safety planning tools also referred to identifying internal coping 

strategies, social contacts for assistance in resolving the suicidal crisis and professional and 

agency contacts to assist in resolving suicidal crises. A smaller percentage of plans referred to 

steps involving the identification of social contacts and social settings for distraction and 

support, with a smaller percentage still referred to steps taken to restrict access to means that 

one may use to self-harm and to keeping the environment safe. Some other components 

included sections related to reasons for living and the creation of a hope box. A hope box is 

defined as a physical representation of an individual’s reasons for living. Items included in an 
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individual's hope box will vary from person to person but typically might include reminders 

of previous successes, positive life experiences, existing coping resources, and current 

reasons for living (Ghahramanlou-Holloway, Cox, & Greene, 2012). Within the grey 

literature, all tools referred to seeking support from social contacts whereas within the 

academic literature only 90% of tools did so. The grey literature also contained fewer tools 

that encouraged help seeking from professionals or agencies (84.2%) and which referenced 

reasons for living when compared to the academic literature.  

 

Discussion 

This scoping review aimed to determine the components and characteristics of safety 

management planning tools and interventions as reported in the empirical and grey literature. 

54 studies were identified that contained descriptions of safety management planning tools 

and interventions and 20 pieces of grey literature were identified.  

The Stanley and Brown (2008) guidelines for the SPI describe six steps as part of 

their safety planning intervention. The majority of safety management plans described 

included reference to three of these steps (identifying personal warning signs, identifying 

internal coping strategies, and identifying people the individual can contact to help resolve a 

suicidal crisis).  A smaller percentage of safety management plans referred to the inclusion of 

external coping strategies, referred to in the Stanley and Brown intervention as “identifying 

social distractors and social support”. These coping strategies refer to strategies employed by 

an individual which involve external influence (for example another person or a social 

situation or calming place) to assist the individual in distracting themselves from the 

distressing thoughts and feelings. External coping strategies often involve the use of another 

person, but unlike subsequent steps, the individual does not need to disclose the function of 

their reaching out in this situation. This may be beneficial for a number of reasons including 
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decreasing perceived burdensomeness. The interpersonal theory of suicide (Van Orde et el., 

2010) proposes that the most dangerous form of suicidal desire is caused by the simultaneous 

presence of two interpersonal constructs—thwarted belongingness and perceived 

burdensomeness (and hopelessness about these states). Therefore the involvement of another 

person, without the disclosure of the suicidal thought, may allow the individual to benefit 

from the short term decrease in suicidal ideation afforded by distraction and socialising 

(Stanley et el., 2021), without increasing their perceived burdensomeness.  Studies evaluating 

SMP interventions generally refer to a named intervention (e.g. SPI or Crisis Response 

Planning) which include overlapping but slightly different components. As such, it is not 

possible to identify which components of the intervention are most effective in decreasing 

risk of self harm.   

It is noteworthy that qualitatively, language used differed between the academic and 

grey literature. The academic literature tended to use more formal language than the grey 

literature and was more likely to explain the terms used. For example, one publication from 

the grey literature describes warning signs as follows: “What warning signs or triggers are 

there that make me feel more out of control?” as opposed to the Stanley and Brown template 

which simply states, “Recognising Warning Signs”. Overall, the plans identified as part of 

the grey literature might be described as being more ‘person-centred’ or ‘non-technical’ but 

might also be described as being more general. For example, what is referred to as ‘internal’ 

and ‘external’ coping strategies in the academic literature has been reduced to the following 

question in one example from the grey literature: “What have I done in the past that helped? 

What ways of coping do I have?”. This difference is most likely related to the expectation in 

the academic literature that SMP will be completed with the support of a mental health 

professional, whereas the grey literature plan assumes no such professional intervention. 

Research indicates that language adapted to the service user group is more likely to facilitate 
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engagement (Aggarwal et el., 2016). However, it is possible that over-simplification of 

language and instruction could lead to reduced efficacy and clarity.  

Over half of both the academic and the grey literature plans referred to the removal of 

items from the person’s environment with which they could harm themselves.  Research 

suggests that suicidal crises are often relatively short-lived, tend to subside over time and 

have an ebb and flow pattern (Daigle, 2005). Evidence from research on near lethal suicide 

attempts suggests that a large proportion of suicide attempts are  an impulsive response that 

would not have occurred if the means had not been readily available (Hawton, 2005). As 

such, lethal means restriction has been shown to have a strong empirical foundation (Mann & 

Auerbach, 2021).  This implies that that SMP is likely to be enhanced by the inclusion of a 

direct prompt related to means restriction.  

It is noteworthy that a large percentage of safety management plans described in the 

grey literature were targeted at individuals who were not necessarily under the care of a 

clinician or linked in with a mental health service. Furthermore, only 15% of the grey 

literature included reference to a step involving identifying professionals and/or agencies who 

could be contacted when the individual is in crisis.  The academic literature describes safety 

management planning as a collaborative process completed by an individual at risk as well as 

a trained mental health professional. As such, SMP completed outside of the realms of such a 

relationship have not been supported by research and therefore the efficacy of such plans is 

unknown. Furthermore, research indicates that individuals in crisis benefit from accessing 

appropriate services (Campo, 2009; Atkinson, 2019), it is thus recommended that agencies 

who distribute SMP tools online or in other formats be aware of this distinction and 

emphasize the importance of an individual linking in with appropriate services should a 

mental health crisis arise.    
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Roughly a quarter of the plans examined included sections related to reasons for 

living (25.4%), with this number even higher amongst the grey literature plans (32%). 

Reasons for living are related to an individual’s perceived meaning in life and might include 

beliefs, memories or people that decrease the individual’s desire for death (Linehan et al., 

1983). Determining reasons for living has been shown to reduce suicidal cognitions (Bakhiyi 

et al., 2016) and many recent empirically-supported interventions shown to reduce suicidality 

directly target identifying and enhancing reasons for living (e.g., Bryan & Rudd, 2018).  This 

includes crisis response planning (Bryan & Rudd, 2018), which has been recommended by 

the USA’s Department of Veterans Affairs and Department of Defence (2019). The inclusion 

within the grey literature of reasons for living in addition to steps typically included in the 

Stanley and Brown (2012) SPI suggest a move among health and non-governmental 

organisations to provide individuals in crisis with a range of strategies which might reduce 

suicidal crises, however it is noteworthy that within the academic literature fewer studies 

have examined the effectiveness of such hybrid interventions and so conclusions may not be 

drawn about the effectiveness or suitability of such plans.  

This scoping review was guided by a rigorous protocol and utilised a search strategy 

that included 6 electronic databases. To ensure a thorough search of the literature, the 

reference lists of 10 studies were searched and google searches were carried out to identify 

any additional relevant grey material. Each title and abstract were reviewed by two 

independent reviewers. The use of the bibliographic manager (Mendeley) in combination 

with systematic review management software (Covidence) ensured that all literature was 

properly accounted for during the process.  However, despite best efforts, this review may not 

have identified all relevant literature. Search terms were devised using the thesaurus feature 

available on each database but it is possible that some publications regarding safety 

management planning used terms that were not included in our searches. The review searched 
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only literature available in the English language and as such literature published in other 

languages has been missed. Furthermore, the search engine ‘Google’ was used in this review 

which although observed to be a useful way to search for supplementary grey literature which 

may not be sourced through other methods (Hagstrom, 2015), there are limitations associated 

with its usage. For example, search results can depend on various elements, such as the 

search engine's page ranking, or the user's habitual search patterns. Although steps were taken 

to minimise these limitations, in line with Hagstrom, (2015), it it is possible that more 

extensive literature could have been retrieved.  

  

Eleven studies referred to mobile phone based SMP. The majority of the SMP apps 

reviewed consisted of a passive format whereby the individual in crisis completed sections of 

the plan in advance and this information was then available to be viewed during times of 

crisis. Recent developments in more interactive type apps for mental health suggest that 

individuals benefit from this more interactive approach with such approaches appearing to be 

a feasible, engaging, and effective way to deliver interventions (Fitzpatrick, Darcy & 

Vierhile, 2017). Furthermore, as 70%  of individuals expressed interest in using mobile apps 

to self-monitor and self-manage their mental health (Torous et al., 2014) future research may 

draw from these findings to create and test a SMP app which a more interactive interface.  
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Introduction to the Experimental Chapter 
 

The preceding chapter consisted of a scoping review which explored the components 

and characteristics of safety planning interventions, used to reduce the risk of self harm. The 

review identified a diverse range of intervention components which fall under the term, as 

well as various intervention procedures. The following chapter will use the results of this 

review to inform the first round of a Delphi Method study, which will seek to explore 

consensus opinion as to which specific intervention components, as well as which 

intervention procedures, might be important for use with adolescents at risk of self harm. As 

adolescence is a time of great cognitive, social and emotional growth, it is likely that the 

intervention may require some adaptations for this age group.  

 The Delphi method draws on the results of multiple rounds of questionnaires sent to a 

panel of experts of a particular topic of interest (Keeney et al., 2006). After each round of 

questionnaires, the experts are presented with a summary of the last round, allowing each 

expert to adjust their answers according to the responses of other group members (Jorm, 

2015). This process combines the benefits of expert analysis with elements of the wisdom of 

the crowds. It has been widely used in recent decades across a variety of disciplines including 

psychology (Neimeyer, Taylor & Rozensky, 2012), education (Armstrong, Peterson & 

Rayner, 2012).) medicine (Humphrey-Murto,2017) and nursing (Wilkes, L. (2015). It is also 

gaining increasing popularity in Mental Health (Jorm, 2015).   

The decision to use the Delphi method was driven by the research question at hand, as 

well as the method’s ability to ethically and feasibly develop guidelines on a topic that is not 

easily researched using other method. As the method can be implemented online, it further 

allowed for the involvement of a diverse group of participants. Participants will be made up 

of both professionals with experiencing working with individuals who self harm and parents 

with experience supporting a young person who self harm. Previous studies which involve 
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the inclusion of both an ‘expert’ (professional) and a consumer panel  (service user or carer) 

and required consensus from both have been shown to have a high level of agreement, in 

spite of the diverse source of expertise and this diversity is thought to enhance the resulting 

findings (Cairns et al., 2015).  

Development of study in the following chapter followed the protocol of similar 

Delphi studies conducted on topics such as mental health first aid guidelines for non-suicidal 

self-injury (Kelly et el., 2008) and assisting Australians with mental health problems and 

financial difficulties (Bond et el., 2015) 
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Chapter Three - Delivering Safety Planning with Adolescents and their Families. 

Results from a Delphi Method Study. 

Abstract  

Objective: Safety Planning is a promising intervention in the management of risk of self 

harm with adolescents. However, there is limited research which examining it’s use with this 

age-group and the involvement of their parents/ guardians. The main aim of this research was 

to explore professional and parent/ guardian opinion on the components of safety planning 

interventions deemed most important for inclusion with adolescents as well as gathering 

opinion on important considerations for the delivery of the intervention with adolescents and 

their families.  

Method: A Delphi methodology was utilised which first included a comprehensive review of 

the literature in order to establish the nature and breadth of interventions characterised as 

‘safety planning’, to collate information regarding the appropriate involvement of parents/ 

guardians in the process and to map how the interventions are typically delivered. Experts 

were identified who were either professionals working in the field or parents with experience 

of supporting an adolescent who has been at risk for self harm.  

Results: Two iterations of questionnaires were undertaken and consensus was obtained in the 

domains of: Components of the Intervention; and General Delivery of the Intervention.  

Conclusions: A range of intervention components were considered important for use with 

adolescents. Adaptions to the intervention which more actively involve parents/ guardians 

were considered important and necessary by both parents/ guardians and professionals.  
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Suicide is the third leading cause of death in the under-25 age group worldwide and 

represents a major public health concern globally (WHO, 2017). Suicide rates among 

adolescents appear to appear to be on the rise (Miron et al., 2019), with research indicating 

that rates of adolescents presenting to hospital following episodes of self harm, rose 

exponentially during the COVID-19 pandemic and associated lockdowns, particularly with 

regards to adolescent girls (Gracia et al., 2021). Self harm is defined by National Institute for 

Health and Care Excellence (NICE) guidelines (CG16 and 133), as ‘any act of self-poisoning 

or self-injury carried out by a person, irrespective of motivation’ (NICE, 2014). The concept 

of self harm therefore can be thought of as referring to direct suicide attempts, non-suicidal 

self-injury as well as behaviours in which the a person harms themselves but the level of 

suicidal intent is unclear. Research indicates that a high percentage of adolescents (22.9%) 

have engaged in self-harm with an estimated prevalence of 13–17% in community samples 

and up to 50–60% in clinical samples in several countries (Swannell et al., 2014; Gillies et 

al., 2018). Furthermore, individuals who engage in self-harm are known to have an increased 

risk of later suicide attempts, regardless of suicidal intent (Ribeiro et al., 2016).   

The adolescent developmental period consists of some of the largest and most 

pronounced psychosocial changes within the human lifespan. The four to six years that 

Western societies refer to as adolescence (usually 13–18 years) includes a broad range of 

physical, cognitive, emotional, and social developmental changes (Rapee et el., 2019). Self 

harm is one of the most common presenting concerns of adolescents and their families 

seeking mental health treatment (Boylan & Conley, 2021). As such, there is a need for 

specific targeted appropriate treatment of self harm and suicide risk in adolescents that take 

into account the unique challenges and needs associated with this developmental period.  

https://www.frontiersin.org/articles/10.3389/fpsyg.2021.543303/full#B54
https://www.frontiersin.org/articles/10.3389/fpsyg.2021.543303/full#B16
https://www.frontiersin.org/articles/10.3389/fpsyg.2021.543303/full#B16
https://link-springer-com.ucd.idm.oclc.org/article/10.1007/s42843-021-00051-4#ref-CR1
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Psychosocial interventions which aim to reducing suicide risk have displayed promising 

results among adults (Brown & Jeger-Hyman, 2014; Hetrick et al., 2016) and adolescents 

(Calear et al., 2016). A safety plan is a brief best-practice intervention designed to decrease 

suicide risk through the construction of a plan which identifies a predetermined set of coping 

strategies and sources of support which an individual may employ in order to avert their 

suicidal urges (Brown et al., 2005; Stanley & Brown, 2012; Bryan et al., 2017). Such plans 

are frequently included as part of treatment protocols for individuals at risk of self harm 

(Asarnow et al., 2017; Brent et al., 2011; Jobes, 2009; Miller et al., 2006; Wenzel et al., 

2009) and have also been used as stand alone interventions (Stanley & Brown, 2012). Several 

versions of safety planning interventions exist, with the most common and empirically 

supported ones being Stanley and Brown’s “Safety Plan Intervention” (Stanley et al., 2012) 

Rudd and Bryan’s “Crisis Response Plan” (Bryan et al., 2017) and Jobes’ and colleagues’ 

(2017) stabilization plan, which is included as part of the CAMS (Collaborative Assessment 

and Management of Suicidality) (Jobes, 2012) framework approach to suicidal risk.  

Safety Plans are known to significantly reduce self-harm behaviour in adults (Nuji et al., 

2021) and appear to be acceptable to both the clients they are delivered to, as well as by the 

clinicians who deliver them, (Chesin et al., 2017; Bryan et el., 2017). Although the evidence 

for the effectiveness of safety planning with adolescents is more limited, studies which have 

been conducted are promising (Drapeau, 2019). Motivational-Interview Enhances Safety 

Planning has been found to lead to greater self-resilience in coping with suicidal thoughts 

(Cryz, King & Biermann, 2018) and adolescent inpatients who completed intervention 

modules on safety planning were found to reduce their rate of readmission and reduce future 

instances of self harm. A study by Kennard et al., (2015) in which adolescents with a history 

of self harm assisted in the development of a safety planning app, found that overall 

adolescents and their parents felt that safety planning would be helpful for them (Kennard et 
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al., 2015).  Drapeau (2019) argued that the theoretical basis of safety planning with 

adolescents was strong enough to warrant the establishment of a research agenda for child 

and adolescent safety planning and highlighted a number of proposed directions for safety 

planning research with adolescents. One of these areas was that the area of parent-

professional collaboration. 

Parent involvement in adolescent mental health intervention appears to have a positive 

impact on treatment outcomes (Dardas, van de Water & Simmons, 2018).  Research has 

highlighted the important role that parents can play in decreasing suicidal risk, including 

reinforcing adaptive behaviour, providing distraction and support, decreasing access to lethal 

means, and prompting new behaviours as an alternative to self harm (Boylan & Conley, 

2021). As such, it is likely that parents and caregivers have an important role to play when it 

comes to safety planning with adolescents. However, a qualitative study which sought to 

gather  adolescent perspectives of safety planning in order to assist the development of a 

safety plan phone application, found that although nearly all adolescents indicated that some 

parental involvement in safety planning would be helpful, the majority of the parents 

interviewed reported had little to no involvement in the development of the safety plan and 

were not aware of the plans content or location (Kennard et al., 2015).  

Micol and colleagues (2021) have proposed more actively involving parents of 

adolescents in the safety planning process, with the use of a specific family session. This 

session, planned collaboratively with the adolescent beforehand, provides an opportunity to 

discuss safety concerns and to share the safety plan with parents or guardians. This session 

seeks to equip parents with information needed to best support their adolescent should a crisis 

arise, including the appropriate removal of lethal means. They advise that parents should also 

be provided with a written copy of the safety plan which includes a reminder about risk 

monitoring and inquiring about thoughts of suicide, crisis contact numbers, and lists of 
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specific and individualized ideas for how the parent could support their adolescent in the 

event of a crisis (Micol et al., 2021).  However, evidence is sparse as to which aspects of 

safety planning parents might be best placed to assist with, and how and at what stage parents 

could be involved in this process.  

 

Aims and Objectives  

 

The main aim of this research is to explore the opinions of relevant professionals and 

parents/ guardians with regards to both which commonly used intervention components are 

most important for use with this age group, as well as to explore considerations for the 

delivery of the safety planning intervention with young people and their families, including 

the involvement of parents/ guardians.  

The objectives of the research are to determine relevant professional and parent/guardian 

opinion using a Delphi study to:  

o Explore which specific components of safety planning interventions are deemed 

important for inclusion with adolescents.  

o Explore how parents/guardians could be involved in the process. 

o Explore key important considerations that should be upheld in the delivery of the 

intervention.  

The Delphi process harnesses the decision-making of a group of experts to establish 

agreement on a topic (Jorm, 2015, Okoli & Pawlowski, 2004).  The decision to use the 

Delphi method is based on our wish to focus on exploring the opinions of a group of experts 

regarding appropriate clinical procedure. The Delphi method requires a panel of experts to 

rate a number of items/statements across two or more occasions. This study employs a two- 

round structure whereby the first-round questionnaire will be formed by an extensive review 

of the literature.  
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Methodology 

 

The development of the study followed the protocol of similar Delphi studies (e.g. 

Bond, Chalmers, Jorm, Kitchener, & Reavley, 2015; Bond et al., 2016; Bond et al., 2017)) 

and involved four steps: (1) expert panel formation, (2) literature search and survey 

development, (3) data collection and analysis and (4) guideline development. 

Participants were recruited into one of two panels: relevant professionals (clinicians 

and researchers); and experts by experience (parents who had experienced supporting an 

adolescent at risk of self harm). Participants were recruited in a number of ways. 

Professionals recruited were those who have experience with the safety planning process or 

the treatment of those at risk of suicide or self-harm.  Emails were sent to professionals 

asking them to participate and to nominate any colleagues they felt would be appropriate for 

inclusion. Emails were also sent to professionals who highlighted an interest in working with 

both adolescents and with self harm on their professional online biographies. Researchers 

who are actively exploring factors associated with suicide or self-harm were also approached 

via email. Parents/ guardians were recruited via self-referral through advertisements on 

relevant social media groups and by advertisement in The National Volunteering Database, 

an Irish database which showcases volunteering opportunities to the general public. An even 

divide between professionals and experts by experience was sought. All panel members were 

recruited from English speaking countries (see table one for participant demographics). 

In the first round, 28 participants were recruited in total, consisting of 13 

professionals and 15 parents/ guardians. The study experienced an 18% attrition rate total; 

which left a total of 23 participants (12 professionals, 11 parents/ guardians) in the second 

round. See table 4 for demographic characteristics of participants.  
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Table 4a 

Demographic Characteristics of Participants – Parents/ Guardians  

Demographic Information Details (n) (%)* 

Relationship to Child Mother 11 100% 

Gender Female 11 100% 

Age 25-44 6 55% 

 45-64 5 45% 

Country of Residence Ireland 5 45% 

 Northern Ireland 1 9% 

 England 4 36% 

 Wales 1 9% 

Age of Child 10-14 2 18% 

 15-18 6 55% 

 18-24 3 27% 

Child Currently Receiving Professional Mental 

Health Support 

Yes 7 64% 

 No 4 36% 

Most Recent Location Child has Sought Support 

for Mental Health 

GP 2 18% 

 Primary Care 2 18% 

 Secondary Care (CAMHS, 

Outpatient Mental Health) 

4 36% 

 Inpatient Mental Health Setting 1 9% 

 Accident and Emergency 2 18% 

Has Child Ever Attended A&E due to a Mental 

Health Problem? 

Yes 8 73% 

 No 3 27% 

Has Child Attempted Suicide? Yes 4 36% 

 No 7 64% 

Has Child Engaged in Self Harming 

Behaviours? 

Yes 11 100% 

*Of total (N)  parent/ guardian panel.  
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Table 4b 

Demographic Characteristics of Participants – Professionals   

Demographic Information  Details (n) (%)* 

Gender Male 7 58% 

 Female 5 42% 

Age 25-44 12 100% 

Country of Residence Ireland 11 92% 

 USA 1 8% 

Profession  Medical Doctor  6 50% 

 Psychiatrist  1 8% 

 Psychologist  4 33% 

 Mental Health Counsellor 1 8% 

Number of Years Post Qualification 0-5 7 58% 

 5-10 4 33% 

 15-20 1 8% 

*Of total (N) Professional Panel  

Literature Search and Initial Questionnaire Development  

A systematic literature search was performed in order to document and describe the 

different components of safety planning with the aim of understanding the nature and breadth 

of interventions used. The search also collated information regarding the involvement of 

family members and information pertaining the delivery of the intervention. The literature 

search was conducted across two domains: peer reviewed publications and grey 

literature. The grey literature searched included policy and clinical guidelines written for use 

of clinicians and services as well as safety planning tools available online for use by the 

general public. Literature pertaining to safety planning with all populations (e.g. adults, 

veterans) was included. The academic literature was accessed through searches of PsycInfo, 
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PubMed, CINAHL Plus, Science Direct and Web of Science (see appendix A for full list of 

search terms used).   

Following the comprehensive search, literature was screened and information 

pertaining to the specific contents, adjunctive advice, persons included and specific protocols 

followed was extracted.  The extraction data was subsequently divided into discrete 

categories. In accordance with guidelines by Jorm (2015), the data in each category was 

divided into paragraphs and transformed into individual statements, where each statement 

contained a single idea. A working group consisting of the authors of this paper met to 

discuss each item in the questionnaire in order to ensure that the questionnaire did not include 

ambiguous or unclear items. Similar or near-identical statements derived from multiple 

sources were not included in the questionnaire, nor were ambiguous statements.  The 

finalised questionnaire contained 74 items. 

Ethics, consent and permissions 

Ethical approval was be granted from Ireland’s Health Service Executive Midlands 

Ethics Committee. An ethical exemption was also granted from the University College 

Dublin Research Ethics Committee (see Appendix D).  Informed consent was obtained from 

all participants, including permission to report individual participants’ anonymous qualitative 

data (see Appendix E). 

Facilitating Participant Responses 

Participants answered the questionnaire via the internet, using specialist delphi 

method software (edelphi) Participants were advised that they could stop completing the 

survey at any time by logging out of the platform. The survey was constructed so that no 

questions could be missed.  
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Data collection and analysis  

The round 1 questionnaire (see Appendix F), derived from the process described 

above, was distributed to participants via email link. The questionnaire included space at the 

end to add any suggestions for new items that participants felt important for inclusion.  The 

importance of each statement for inclusion in the safety planning guidelines was rated  on a 

Likert scale as ‘very important’, ‘important’, ‘don't know’, ‘unimportant’, or ‘should not be 

included’ (Bond et al., 2017).  The suggestions made by participants during the first round 

were reviewed by the authors and used to construct new items for the second round if: i) they 

represented a new idea; ii) could be interpreted unambiguously by the working group, and 

were actions. Suggestions were rejected if they were near-duplicates of items in the 

questionnaire or if they were too specific.  

After participants completed a questionnaire round, the questionnaire items were 

categorised as follows: 

1. Endorsed. The item received a ‘very important’ or ‘important’ rating from at 

least 80% of participants. This meant the item was deemed important for 

inclusion in the final guidelines and did not require re-rating.  

2. Re-rate. The item received an ‘very important’ or ‘important’ rating from 70 

to 79% of participants. This meant that the item was included in the round 2 

questionnaire to be re-rated.  

3. Rejected. The item received a ‘very important’ or ‘important’ rating from less 

than 70% of participants.  This meant that the item was discarded; was not 

included in the final guidelines and was not re-rated in the round 2 

questionnaire.   

The second round of the survey contained a summary of the results of the previous 

round which were to be re-rated. These results were broken down according to results from 
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each panel. When an item was to be re-rated by the participants, they were provided with a 

table outlining what percentage of participants from each panel had endorsed the item. They 

were then asked to re rate the item having considered this information. Items rated above 

80% in round 2 were included in the final guidelines.  

 

Data analysis and Guideline development  

The accepted items of the final round of the questionnaire are reported in table 2  

under thematic headings (Jorm, 2015). These items form the guidelines for the use of 

clinicians working in the field with the original wording being retained insofar as is possible.  

 

 

Results 

Components of Intervention 

Experts reached consensus on 40 items within this domain. 23 items were rated in the 

first round as ‘important’ or ‘very important’ by more than 80% of participants and so did not 

require re rating in the round 2 questionnaire. 6 items required re-rating in the second round 

(see Appendix G) and of these 6, 1 was rated ‘important’ or ‘very important’ by participants 

and were thus included in the guidelines.  

Nine items total were discarded following the round 2 questionnaire. These were 

made up of 6 items which did not meet the criteria for inclusion and a further 4 items that 

were discarded as a result of a being directly related to the component referred to as “Internal 

Coping Strategies” which was did not meet the criteria for inclusion following round 2. As 

the item ‘The clinician should ask the young person to identify Internal coping strategies (a 

list of solitary activities to distract from immediate stressors and prevent escalation of a 

crisis without having to contact anyone else’ was not rated above 80% by participants for 

inclusion, it was decided that items directly related to this component should also be excluded 
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(see Appendix H for excluded items following round 2) as following items were deemed to 

be secondary to this item . Of note, when results of the second round were compared by 

participant panel, 92% of professionals recommended the inclusion of this component, as 

opposed to 64% of parents, indicating that parents view this step as less important than others 

mentioned, but that professionals may not be in agreement. However, due to the inclusion 

criteria stated above the decision was made to remove these items.  

In total 20 items inform the guidelines related to the components of the intervention 

(see table 5).  

 

Table 5 

Guideline Items related to Intervention Components  

Domain 

 

Item 

Warning Signs • The clinician should ask the young person to identify warning 

signs  

• The clinician should ask the young person to identify more than 

one warning sign 

• The clinician should ask the young person to identify warning 

signs specific to their situation (as opposed to general warning 

signs) 

• The clinician should ask the young person to consider what 

warning signs happened before other times they were in crisis 

• The clinician should encourage the young person to recognise their 

own warning signs, without the assistance of their parent 

• The clinician should ask the parent about any warning signs they 

have noticed in their child's behaviour 

 

External Coping Strategies  • The clinician should encourage the young person to identify 

external coping strategies (distracting social situations and people 

that require contacting another person or going to a safe social 

setting, without disclosing one's suicidal thoughts)  

• The clinician should encourage the young person to exclude 

environments in which alcohol or other substances may be present 

as part of this step 

• Parents should be aware of who the young person identifies for 

contacting in this step 

 

Social contacts to help resolve 

suicidal crisis  
• The clinician should encourage the young person to identify 

supportive people with who they can share their thoughts of 

harming themselves with 

• The clinician should encourage the young person/ family to alert 

the people they have chosen for this step before a suicidal crisis 

arises 



 

 

49 

Professionals or agencies I can 

contact during a crisis 
• The clinician should encourage the young person to themselves 

identify professionals and/or agencies who can be contacted when 

they are in crisis and the previous steps have failed to resolve the 

crisis 

• The clinician should discuss going to the nearest emergency 

department as a final step with the young person and parents 

together 

• The clinician should discuss contacting a helpline with the young 

person and family 

• The clinician should provide the family with phone numbers of 

professionals or agencies 

 

Lethal means restriction • The clinician should provide parents with written information 

about means restriction 

• Avoiding using alcohol and drugs should be included as part of 

means restriction 

 

Reasons for living  • The clinician should encourage the young person to identify their 

reasons for living (things that makes them happy in their life and 

things that give life meaning) 

• The clinician should help the family identify reminders of reasons 

for living that can be emphasized in the home (eg, pictures of 

family members posted on the refrigerator) 

 

Hope Box • The clinician should encourage the young person to put some 

things together on their phone including photos, music and quotes 

which elicit hope for the future 

 

 

General Delivery of Intervention 

Experts reached consensus on 40 items within this domain, with 21 items ultimately 

being included in the final guidelines (see table 6).  34 items were rated in the first round 

questionnaire with 23 of these being rated in the first round as ‘important’ or ‘very important’ 

by more than 80% of participants and so not require re rating in the round 2 questionnaire. 6 

items required re-rating in the second round (see Appendix G) and of these 6, 2 were rated 

‘important’ or ‘very important’ by >80% of participants and was thus included in the 

guidelines.  

Several items rerated in round 2 displayed some disagreement between professional 

versus parent/guardian participants. For example, the item ‘The clinician should encourage 

the parents to nominate a support person for themselves who may assist should a crisis arise’ 
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was rated as ‘important’ or ‘very important’ by 92% of professionals, but was similarly 

endorsed by only 65% or parents/ guardians.  

 

Table 6 

Items Related to General Delivery of Safety Planning Intervention 

Domain 

 

Item 

Clinician Items  • The clinician should explore with the young person how likely it is 

that they will use the plan 

• If the young person does not seem to think the plan will work, the 

clinician should help identify the reasons as to why they believe this 

and to problem solve these barriers together 

• The clinician should ask the young person to decide themselves 

what order the strategies should be used in 

• The clinician should always speak to families about the ways in 

which thoughts of self harm come and go and how if the young 

person can stop themselves from self harming for a while, often the 

feelings will become less intense 

• The clinician should discuss with the young person where they will 

keep the safety plan 

 

  

Preparing the family  • The clinician should hold a family session to share the safety plan 

with parents/ guardians 

• Clinicians should determine if the young person's family know what 

their needs are 

• Clinicians should determine if the patients family have thought 

about what might help 

• All guidelines related to parental involvement should be flexible, 

with the individual needs and abilities of the particular family and 

context taken into account* 

 

Addressing Parental 

Concerns  
• The clinician should firstly encourage the parents to reflect on how 

able they feel to support their child in crisis 

• The clinician should encourage the parents to voice their concerns 

relating to the limits of their ability to support their child 

• Clinicians should allow parents an opportunity as part of the process 

to voice any concerns they have about it* 

• Clinicians should make parents aware of the difference between a 

suicide attempt and self harm as a coping strategy where relevant* 

• Signposting should be provided for where parents can go to access 

further support if needed* 

 

Creating a safe home 

environment  
• The clinician should encourage the young person to identify a 

member of their family who could stay by their side in the event of a 

suicidal crisis 

• The clinician should encourage the family to maintain routine as 

much as possible during their crisis with the help of their family 

 

Creating the Safety Plan  • Components of a safety plan may also include a list of persons 

outside of the immediate family who are aware of the adolescents 

issues and will be able to assist if contacted during an acute crisis 
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• Parents should be encouraged to remind their child of the safety plan 

if they notice the child is in crisis 

 

General use of the safety 

plan  
• The clinician should identify the parents role in the safety plan and 

this should be discussed with them 

• Parents should be aware of the whereabouts of the plan 

• The clinician should encourage young people to brainstorm about 

ways in which their parents might help them if they are experiencing 

a crisis 

 

*indicated items included from qualitative feedback derived as part of the round 1 questionnaire.  

 

 

Discussion  

To our knowledge, this is the first study that attempts to achieve consensus opinion 

regarding safety planning with adolescents, including parents’ and clinicians’ views on the 

components of intervention most important for inclusion. A high degree of consensus was 

obtained for a wide range of items defined under two separate domains. The first of these 

domains consisted of “Components of the Intervention”, which included items related to 

common elements described as part of safety planning including: Warning Signs, External 

Coping Strategies, Social Contacts to Help Resolve Suicidal Crisis, Professionals or Agencies 

to Contact During a Crisis, Lethal Means Restriction, Reasons for Living, and the Hope Box. 

A further commonly referred to element, “Internal Coping Strategies’, was deemed not 

important for inclusion with this cohort. The second domain for which consensus opinion was 

sought from participants was that of ‘General Delivery of the Intervention” this included 

items related to clinician involvement, practical considerations, preparing the family, 

addressing parental concerns, creating a safe home environment, creating the safety plan and 

general use of the safety plan.  These recommendations, having been endorsed for inclusion 

by a large number of relevant contributors, are distinct from the information that is currently 

available in the literature. Overall, 41 items will inform the guidelines, consisting of 20 items 
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related to ‘Components of the Intervention” and 21 items related to the ‘General Delivery of 

the Intervention”.  

Although prior research generally compares distinct and specific named safety 

planning interventions, a recent analysis examining the efficacy of safety planning (Nuji et 

al., 2021), included various safety planning examples, necessarily combining several different 

intervention components and strategies under the umbrella term of ‘safety planning’. 

Likewise, this study suggests that in the case of safety planning with adolescents, several 

different intervention components drawn from several safety planning interventions were 

important for inclusion in the process. This included six of the seven components commonly 

included in the Stanley and Brown (2012) intervention as well as two further components: 

Reasons for Living (a component of Bryan et el., (2017)’s Crisis Response Planning 

intervention) and an intervention previously referred to in studies relating to the development 

of safety planning apps (e.g. Pauwels et al., 2017), the Hope Box. This complements prior 

research indicating that more individualised safety plans are more effective (Bryan et al., 

2018).  

Of note was the inclusion of the component related to the Hope Box. The Hope Box 

refers to a physical representation of an individual’s reasons for living, which varies from 

person to person, but typically might include reminders of previous successes, positive life 

experiences, existing coping resources, and current reasons for living (Ghahramanlou-

Holloway, Cox, & Greene, 2012).  The current study made reference to a ‘Virtual Hope Box’ 

wherein, adolescents would be asked to “to put some things together on their phone including 

photos, music and quotes which elicit hope for the future”. The Hope Box has previously 

been endorsed as particularly useful in relation to safety planning alongside components more 

traditionally included (Melvin et al., 2019) and this study highlights it’s possible importance 
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with regards to safety planning with adolescents. For adolescents, eliciting hope for the future 

is thought to work as a buffer against suicidal ideation and self harm through the elicitation of 

positive cognitions about the likelihood of a future full of possibilities (Roswarski & Dunn, 

2009). Furthermore, as adolescents are known to respond particularly well to interventions 

delivered through their mobile phone (Punukollu & Marques, 2019), the use of a virtual Hope 

Box may be of particular use.  

Consensus opinion indicated that the intervention component related to ‘Internal 

Coping Strategies’ was not deemed important for inclusion .“Internal Coping Strategies’ 

relate to strategies that a person can perform alone with the aim of reducing distress (Stanley 

& Brown, 2012) and might include interventions such as breathing techniques, mindfulness 

skills or other emotional regulation strategies. Such strategies are often heavily utilised in 

many therapies targeting suicidal feelings (e.g., DBT) and as such are frequently included in 

safety planning interventions. This lack of inclusion is interesting as not only does it 

potentially reduce the effectiveness of the safety planning intervention, it potentially changes 

the underlying mechanisms of change associated with a safety planning intervention by 

reducing the autonomy and independence afforded by the intervention.  

Over the course of adolescence, a young person undergoes a series of marked changes 

in social, emotional, and cognitive processes that ultimately develops their ability to take on 

adult roles and responsibilities (Choudhury, 2010). The period sees a child dependent on their 

parents progress to a relatively independent young adult who is more responsible for their 

own behaviour and actions (Davey et al., 2008). Consensus opinion indicated that as well as 

being important that the plan was tailored to the individual child and circumstance, it was 

important for parents and guardians to be embedded in the safety planning process, from 

safety plan conception right through to usage. Although in line with parents’ legal right to be 
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involved in the treatment of their child (Paul, Newns, & Creedy, 2006) and backed by 

research suggesting better clinical outcomes across a number of mental health disorders when 

parents are actively engaged in their child’s treatment (see Haine-Schlagel & Walsh, (2015) 

for review), this is a different conceptualisation from that taken with adults, which 

emphasises a high degree of independence throughout the process. One of the hypothesised 

explanations for the mechanism of effect in safety planning lies in the promotion of 

autonomy and the empowerment of the client to keep themselves safe from lethal means and 

to decrease their own distress (Rogers et el., 2021). This autonomy is encouraged from the 

creation of the plan, where the client is encouraged to choose strategies which are meaningful 

to them, right through to utilisation, where the client is encouraged to take predetermined 

steps to themselves decrease their own risk. However, consensus opinion suggesting a 

number of adaptions to this process with adolescents may be conceptualised as reducing the 

inherent autonomy afforded by the intervention. The exclusion of the component related to 

internal coping strategies as well as the exclusion of an item which read ‘The clinician should 

encourage the young person to see that they can cope with their suicidal thoughts on their 

own, even if only for a brief period of time’ suggest that there is a belief that the responsibility 

traditional safety planning affords the individual is inappropriate in the case of adolescents 

and that this responsibility should either be taken by the parent completely or shared between 

the adolescent and their parent. Furthermore, as the degree to which autonomy is appropriate 

and encouraged is likely to continually shift throughout adolescence depending on the child's 

age and developmental stage, future research should seek to explore the issue of autonomy in 

safety planning with adolescents with a view to establishing how to empower the adolescent 

to manage their own distress at a developmentally appropriate level. Future research is also 

required to examine the efficacy of a safety planning approach with adolescents that does not 

make use of steps related to internal coping strategies.  
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There are several strengths and limitations to the present study. Owing to the use of 

social medial for recruitment, recruitment took place across a number of different countries 

(Ireland, UK, USA) meaning that results can tentatively be thought of as being representative 

of a variety of Western geographical areas. Although service users in different areas may 

have access to different types of services and have varying levels of knowledge regarding 

safety planning, results sought to seek a heterogeneous range of views.  This study sought 

consensus opinion on factors associated with safety planning that relevant professionals and 

parents/guardians felt were important for inclusion in guidelines relating to safety planning. 

As such, while the findings may highlight important factors for consideration, it is unknown 

how these might impact the safety, appropriateness and efficacy of such interventions. Future 

research should seek to further understand these considerations with regards to safety 

planning with adolescents. A further limitations includes that although inclusion criteria for 

participants (as having worked with individuals who self harm or are a parent/guardian of a 

young person who has self harmed) seemed to be relatively inclusive, it excluded the voices 

of adolescents themselves. Future research should seek to build on conclusions reached in 

this study with research obtaining consensus views from adolescents regarding treatment.  

Clinical implications of these results include reference to the fact that overall, there 

was a high degree of agreement between professionals and parents as to steps that could be 

taken through the safety planning process to mitigate risk. There was a number of 

intervention components and strategies identified that participants felt could be useful for use 

with this cohort, which combined several tenants of different safety planning interventions 

and included some lesser used components such as a virtual Hope Box and the inclusion of 

steps related to eliciting reasons for living. Furthermore, it also highlighted often included 

components which participants found less helpful. For example, although lethal means 

restriction is often a key component of safety planning interventions, items this was deemed 
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less important for inclusion in this study, with participants instead highlighting the usefulness 

of written information related to lethal means restriction. Overall these findings could be 

useful in the provision of training for professionals in the area of risk reduction for 

adolescents. 
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Chapter Four – Discussion  

Suicide among adolescents and young people is a serious global public health concern 

and is the third leading cause of death in the under-25 age group worldwide (WHO, 2017). 

Nearly all of these deaths are considered preventable (Walter & Pridmore, 2012).The Fluid 

Vulnerability Theory of Suicide (Rudd, 2006) posits that suicidal risk is a result of a 

combination of baseline risk factors (predispositions that increase a person’s likelihood of 

self harm), and acute risk factors (triggering life events and the cognitive appraisal of these 

life events) that combine to increase a person’s risk of suicide and self harm. The theory 

highlights the fluid nature of suicide risk, stating that due to the inability of the human body 

to sustain periods of maximal distress and arousal for extended periods of time, suicide risk is 

not static, but fluctuates over time. As such, if individuals can be given tools or skills which 

enable them to resist or decrease suicidal urges for brief periods of time, risk is likely to 

decrease (Daigle, 2005). One such psychosocial intervention formed on this assumption is 

that of Safety Planning.   

A Safety Plan is a brief best-practice intervention designed to decrease suicide risk 

through the construction of plan which identifies a predetermined set of coping strategies and 

sources of support which an individual may employ in order to avert their suicidal urges 

(Stanley and Brown, 2012; Bryan et al., 2017; Jobes, 2016). Such plans are frequently 

included as part of treatment protocols for individuals at risk of self harm (Asarnow et al., 

2017;  Jobes, 2009; Miller et al., 2006; Wenzel et al., 2009). Although the majority of 

research about safety planning has been conducted with adults, there is emerging evidence to 

support its use with adolescents (Micol, Prouty & Czyz, 2021). 

 The term safety planning  can be thought to encompass a number of different but 

related interventions (Nuij, et el., 2021). In addition, alongside the variation which is seen 
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across conceptually similar approaches and within their delivery, there is likely a 

considerable amount of variation observed within these approaches. It is therefore unknown 

which specific components of safety planning interventions currently fall under this term, and 

by extension, which components might be most appropriate for use with an adolescent 

cohort. Furthermore, as research has highlighted the important role that parents can play in 

decreasing suicidal risk (Boylan & Conley, 2021), it is likely that parents have a key role to 

play in the safety planning process with adolescents. As such, this thesis sought to explore 

which aspects of safety planning parents might be best placed to assist with, and how and at 

what stage parents should be involved in this process 

The objective of this thesis was to first explore the use of the term “safety planning” 

in the literature and to establish what specific intervention components and characteristics 

were referred to within the academic and grey literature under this term.  The second 

objective was to explore the current expert opinion on the appropriate delivery of a safety 

planning interventions at risk adolescents and their families. This includes which components 

of the intervention are most important for use with this cohort as well as the involvement of 

parents/ guardians in the safety planning process.  

The Components and Characteristics of Safety Management Planning Interventions  

 

In chapter two, a PRISMA Scoping Review was conducted in order to ascertain which 

intervention components and characteristics currently fall under the umbrella term of ‘safety 

planning management planning’ (SMP). This term was used so as to avoid confusion with the 

Stanley and Brown (2008) Safety Planning Intervention (SPI). The review also sought to 

explore in which contexts these plans are delivered and who is typically involved in the 

process.  2853 abstracts were initially identified for screening and 74 pieces of literature 

informed the final review, with 54 of these being derived from the published academic 
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literature and 20 being derived from the grey literature. Although most safety management 

plans described appeared to be based on specific interventions, there was a large amount of 

heterogeneity of components and characteristics observed. This was particularly the case with 

regards to safety management planning within the grey literature and suggests a move among 

health and non-governmental organisations to provide individuals in crisis with a range of 

strategies which might reduce suicidal crises. However it is noteworthy that within the 

academic literature fewer studies have examined the effectiveness of such hybrid 

interventions and so conclusions may not be drawn about the effectiveness or suitability of 

such plans. 

Safety Management Plans were found to have been used with a wide variety of 

populations (including adolescents, adults, veterans, military personal, refugees) across a 

wide range of settings (inpatient and outpatient care, college campus, emergency 

departments) and were found to be used both as stand- alone interventions as well as part of 

wider treatment protocols.  

The most well-known safety planning intervention, the Stanley and Brown (2008) Safety 

Planning Intervention (SPI) describes six steps as part of their safety planning process. The 

majority of SMPs described included reference to three of these steps (identifying personal 

warning signs, identifying internal coping strategies, and identifying people the individual 

can contact to help resolve a suicidal crisis).  A smaller percentage referred to the inclusion of 

external coping strategies, referred to in the Stanley & Brown intervention as “identifying 

social distractors and social support”. Over half of plans referred to the removal of items from 

the person’s environment with which they could harm themselves.  Roughly a quarter of the 

plans examined included sections related to reasons for living (25.4%), a step which is not 

typically included in the SPI.   
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Differences were observed between plans described in the academic literature and those 

from the grey literature. Qualitatively, the language used differed between the two, with the 

academic literature tending to use more formal language and being less likely to explain the 

terms that are used. Overall, the plans identified as part of the grey literature might be 

described as being more ‘person-centred’ or ‘non-technical’ but might also be described as 

being more general. Of note, a large percentage of plans described in the grey literature were 

targeted at individuals who were not necessarily under the care of a clinician or linked in with 

a mental health service.  

Overall, results indicated that there is a need within community settings for resources 

used to support individuals in crisis, outside of formal professional channels. However, such 

resources and interventions have often not been empirically validated and as such it is 

unknown what effect, if any they may have on risk of suicide or self harm. Furthermore, 

Studies evaluating SMP interventions generally refer to a named intervention (e.g. SPI or 

Crisis Response Planning) which include overlapping but slightly different components. As 

such, it cannot be concluded which specific components of the intervention are most effective 

in decreasing risk of self harm.   

 

 

Current opinion on the delivery of a safety planning intervention with young people 

who are at risk of self-harm and their families 

Chapter three involved using the descriptions obtained in chapter two of the 

components and characteristics of safety planning interventions, to ascertain which specific 

components of were most important for inclusion for use with adolescents, to identify how 

parents/guardians could be involved in the process and to identify key clinical considerations 

that should be upheld in the delivery of the intervention. A Delphi methodology was utilised 

due to the intention of focusing on exploring the opinions of a group of experts regarding 
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appropriate clinical procedure. The Delphi method requires a panel of experts to rate a 

number of items/statements across two or more occasions. The study employed a two- round 

structure whereby the first-round questionnaire was formed by an extensive review of the 

literature and the second round was informed by the results of round one. Participants were 

recruited into one of two panels: professionals (clinicians and researchers); and Parents/ 

guardians (parents who had experienced supporting a young person who had experienced the 

safety planning process).  

Results indicated that a variety of different intervention components were important 

for inclusion. Consensus opinion also highlighted the importance of interventions being 

personalised and tailored to the individual. With regards to parental involvement in the 

process, results indicated that parents should be firmly embedded in the process, in the 

construction and utilisation of the plan. Consensus opinion was divided as to if adolescents 

should be afforded the same level of autonomy with regards to managing their level of risk 

that might be afforded to an adult. Limitations of the study included that although participants 

of the study were relatively inclusive (professional who has worked with individuals who self 

harm or are a parent/guardian of a young person who as self harmed), it excluded the voices 

of adolescents themselves who have self harmed. Furthermore, results did not provide any 

information as to the efficacy of such interventions.  

Future research should seek to build on conclusions reached in this study with 

research obtaining consensus views from adolescents regarding treatment as well as by 

exploring the efficacy of such interventions.  

 

Safety Planning with Adolescents  

A 2019 paper by Drapeau aimed to establish a research agenda for safety planning 

with children and adolescents. This study sought to address two of the three identified gaps in 
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the literature within the area; parental involvement and parent-professional collaboration, 

and, novel methods for safety planning development, modification and application. Although 

previous research which examined the efficacy of safety planning with this group, included 

an adapted safety planning protocol, including parental involvement (Micol et el., 2021) this 

study adds to the literature regarding what specific intervention components parents and 

clinicians feel should be included in the process as well as how the intervention might best be 

adapted for this cohort.  

Previous qualitative research has highlighted the importance of the involvement of 

close others as part of safety planning. Veterans interviewed expressed a wish that others 

(friends, family members) would note or ask how the veteran was feeling, and to take 

initiative to reach out when they appeared withdrawn. They also expressed a wish that friends 

or family members would call attention to the plan if required (Kayman et al., 2015).  

However, a key finding from this research was that the degree of parental involvement 

indicated this group was large enough to call into question if it might inadvertently interact 

with the mechanisms of change that make the intervention effective.  

A study by Rogers et el., (2021) which sought to explore what makes safety planning 

effective, highlighted that one potential causal mechanism of change afforded by the process 

was through the creation of a process in which which individuals independently felt 

empowered to keep themselves safe from lethal means and to reduce their own distress. It 

was posited that this was the case throughout the initial plan conception through to its 

utilisation during which individuals are helped to view treatment largely in terms of their 

own, relatively familiar, coping mechanisms. However, results of this study indicate that 

parental involvement may be warranted throughout this process, thus reducing the degree of 

autonomy and self-efficacy afforded to the adolescent to alone.   
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Coping is defined as a “conscious and volitional effort to regulate emotion, cognition, 

behaviour, physiology, and the environment in response to stressful events or circumstances” 

(Compas, Connor-Smith, Saltzman, Thomsen, & Wadsworth, 2001, p. 89). The use of an 

emotion-focused coping style, and in particular avoidant coping strategies, has been 

consistently associated with self harm in adolescents (Guerreiro et el., 2013). Safety Planning 

can be thought of as aiming to enhance emotion-focused coping through the identification of 

adaptive emotion focused and practical coping skills to be used in the event of a crisis. 

During adolescence, parents must balance supporting adolescents’ coping, without providing 

excessive support that might undermine autonomy or convey a sense of doubt in the 

adolescent’s coping abilities (Simpson et al. 2018; Seiffge-Krenke and Pakalniskiene 2011). 

As such, the line between helpful parental involvement and involvement which may 

undermine an adolescent’s ability to cope must be carefully considered. Future research 

might seek to explore the effect of safety planning on adolescent coping ability with a view to 

determining how and when parental involvement in the safety planning process might be 

considered most helpful with regards to coping.  

 

Practice Implications  

Although the literature regarding the use of safety planning interventions with adolescents 

is currently in its infancy, this research does lend itself to several implications which may be 

important for consideration in clinical practice. The scoping review highlighted the diversity 

of components and characteristics referred to under the umbrella term of ‘safety planning’ as 

well as the wide range of population groups and settings that the intervention is used across. 

As such, the use of safety planning in clinical practice and the associated development of 

guidelines to support this needs to be mindful of the different understandings and usages 

associated with the term. Furthermore, flexibility inherent within and across safety planning 

https://onlinelibrary.wiley.com/doi/full/10.1111/jora.12468?casa_token=dYa99VOh1UAAAAAA%3AbsO6UGf2X1j2tJt5E8JmUd7pxvS__marAZKNSxSs5f2uwifSIJ9G885yFIVocR-TECialOlhDy5XRAzl0g#jora12468-bib-0010
https://link-springer-com.ucd.idm.oclc.org/article/10.1007/s10826-019-01572-9#ref-CR57
https://link-springer-com.ucd.idm.oclc.org/article/10.1007/s10826-019-01572-9#ref-CR55
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approaches appears to be a fundamental component of such interventions and thus should be 

explicitly addressed in the formation of clinical guidelines, staff training programs and within 

individual clinician’s intervention approaches. It is noteworthy that confidence to apply 

flexibility in the delivery of interventions is likely to be a by-product of adequate clinician 

training, experience and supervision and thus clinically, safety planning interventions are not 

likely to be suitable for delivery by clinicians lacking the experience to be able to support 

suicidal clients outside of the limits of the intervention.  

The second study, highlighted the need for such an intervention in clinical practice for 

adolescents according to the consensus of a group of professionals and parents/ guardians, 

who reported finding the intervention helpful. This is important as research suggests that 

parents often report feeling isolated in supporting their at-risk adolescent and report seeking 

meaningful interventions which address risk directly (Byrne et el., 2008). The study 

highlighted professional and parent consensus on the need for significant adaptations to the 

intervention for use with adolescents their families in order to provide an intervention which 

was more inclusive of the whole family. This is in contrast to safety planning with adults 

which is less inclusive of others outside of the person at risk. Although research indicating 

that safety planning with adolescents is promising, clinicians and services which seek to use 

the intervention should be aware of the limits of its usage, including the current lack of 

research into the efficacy of the approach.  

Conclusion  

 

This thesis sought first to explore the components and characteristics of safety 

planning interventions in the form of a PRISMA scoping review. The review highlighted the 

breadth of interventions which fall under the umbrella term of ‘safety planning’ and 

identified the numerous settings and populations across which this approach has been used. It 
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then used data derived from this review to inform the first round of a Delphi study which 

sought to explore consensus opinion on the delivery of safety planning interventions with 

adolescents and their families, including the involvement of parents/ guardians in the process 

as well as components perceived most important for use with this cohort. Adolescent suicide 

and self harm are topics of vital importance for which clinically scalable interventions are 

urgently required. This thesis adds to the current literature on the topic of safety planning as 

well as providing greater insight into how it might be adapted for use with an adolescent 

population. Future research might seek to develop these findings further, through the 

involvement of adolescents themselves in research involving safety planning as well as 

through studies examining the efficacy of the approach with this age group.  
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Appendices 

 

Appendix A 

Search terms for each database  

Table A (i) 

Search  Terms per Database (peer-reviewed literature 

Database Search Terms 

Psycinfo ("safety plan*" OR "safety management plan*" OR "crisis plan*" OR "crisis 

response plan*" OR "crisis management plan*" OR "crisis intervention" OR 

"suicide prevention plan*")AND (suicid* OR self-harm OR self harm OR 

non-suicidal self injury) go to thesaurus combine terms eg suicide prevention 

and suicide 

CINAHL 

Plus 

Safety plan* OR safety management plan* OR crisis plan* OR crisis 

response plan* OR crisis management plan* OR suicide prevention 

plan*  AND suicid* OR self harm* (in abstract) 

MEDLINE (((safety plan*[Title/Abstract]) OR (suicide prevention 

plan*[Title/Abstract])) OR (crisis plan*[Title/Abstract])) AND 

(suicid*[Title/Abstract]) - in title/abstract 

Science 

Direct  

("safety plan" OR "safety management plan" OR "crisis plan" OR "crisis 

response plan" OR "crisis management plan" OR "crisis intervention" OR 

"suicide prevention plan" ) AND (suicide OR self-harm OR self harm OR 

non-suicidal self injury 

Web of 

Science 

1. AB=”safety plan” 

2. AB=” safety management plan*” 

3. AB= ”crisis plan*” 

4. AB= ”crisis response plan*”  

5. AB= ”crisis management plan*” 

6. AB= ”suicide prevention plan*” 

 

 

  

https://search-proquest-com.ucd.idm.oclc.org/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/938B1D33709148D2PQ/None?site=psycinfo&t:ac=RecentSearches
https://search-proquest-com.ucd.idm.oclc.org/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/938B1D33709148D2PQ/None?site=psycinfo&t:ac=RecentSearches
https://search-proquest-com.ucd.idm.oclc.org/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/938B1D33709148D2PQ/None?site=psycinfo&t:ac=RecentSearches
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Table A.2 

Search terms for each database (grey literature ) 

Database Search Terms 

Base 
1. Suicide safety plan 

2. Suicide crisis plan 

Opengrey 

1. "safety plan*" 

2. “Crisis plan” 

3. “Crisis response plan” 

Trip 1. “Safety plan*” AND suicide 

Google 

1. Safety plan 

2. Safety management plan  

3. Crisis plan 

4. Crisis response plan  

5. Stabilisation plan  

6. Crisis management plan  

7. Suicide prevention plan  

 

  



 

 

88 

 

Appendix B 

List of data extracted 

A. Author (s)  

B. Year of publication  

C. Origin (where the study was published/conducted)  

D. Aims/purpose  

E. Study population and sample size (if applicable)  

F. Information pertaining to the context in which the safety plan is developed (e.g. GP 

surgery, hospital ER). 

G. Information pertaining to theoretical underpinning of intervention and models drawn 

upon 

H. Information pertaining to data that was gathered as part of the safety plan  

I. Information pertaining to who completed the safety plan with the target individual 

J. Information pertaining to the collaboration between client and clinician during the 

safety planning process.  

K. Information pertaining to the personalisation of the safety planning intervention and 

to the level of detail contained in the safety plan.  

L. Information pertaining to adjunctive advice offered by clinician about the safety 

planning tool.  

M. Information pertaining to the follow-up/ editing of the safety plan at any point after 

it’s initial creation 

N. Information pertaining to clinician training in safety planning.  

O. Information pertaining to acceptability/ feasibility of the intervention 
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Appendix C 

Full List of all Literature Included for Extraction 

Table C(i) 

All Literature Included for Extraction – Peer reviewed 

 

Study Title 
Country 

of Origin 
Population 

Stand-

alone 

interventio

n? 

Setting 

Andreasson, K., 

Krogh, J., Bech, P., 

Frandsen, H., Buus, 

N., Stanley, B., ... & 

Erlangsen, A. (2017).   

MYPLAN -mobile phone 

application to manage crisis 

of persons at risk of 

suicide: Study protocol for 

a randomized controlled 

trial 

Denmark 

Adults and 

adolescent

s 

no 

Clinical 

Setting - 

Outpatient  

Bhar, S. S., & Brown, 

G. K. (2012).  

Treatment of Depression 

and Suicide in Older Adults 
USA 

Older 

Adults  
no 

Clinical 

Setting - 

Inpatient  

Borschmann, R., 

Barrett, B., Hellier, J. 

M., Byford, S., 

Henderson, C., Rose, 

D., ... & Moran, P. 

(2013).  

Joint crisis plans for people 

with borderline personality 

disorder: Feasibility and 

outcomes in a randomised 

controlled trial 

UK 

Adults 

with 

borderline 

personalit

y disorder 

yes 

Clinical 

Setting - 

Outpatient  

Breslin, K., Balaban, 

J., & Shubkin, C. D. 

(2020).   

Adolescent suicide: what 

can pediatricians do? 
USA 

Adolescen

ts  
- 

Primary 

Care 

Brovelli, S., Dorogi, 

Y., Feiner, A. S., 

Golay, P., Stiefel, F., 

Bonsack, C., & 

Michaud, L. (2017).  

Multicomponent 

Intervention for Patients 

Admitted to an Emergency 

Unit for Suicide Attempt: 

An Exploratory Study 

Switzerla

nd 
Adults no 

Emergency 

Department  

Bryan, C. J. (2019).  

Cognitive behavioral 

therapy for suicide 

prevention (CBT-SP): 

Implications for meeting 

standard of care 

expectations with suicidal 

patients 

USA Adults no 

Clinical 

Setting - 

Outpatient  

Bryan, C. J., May, A. 

M., Rozek, D. C., 

Williams, S. R., 

Clemans, T. A., Mintz, 

J., ... & Burch, T. S. 

(2018).  

Use of crisis management 

interventions among 

suicidal patients: Results of 

a randomized controlled 

trial 

USA 

active-

duty US 

army 

personnel 

yes 

Clinical 

Setting - 

Outpatient  
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Bryan, C. J., Mintz, J., 

Clemans, T. A., Burch, 

T. S., Leeson, B., 

Williams, S., & Rudd, 

M. D. (2018).  

Effect of crisis response 

planning on patient mood 

and clinician decision 

making: A clinical trial 

with suicidal U.S. soldiers 

USA 

Active 

service 

personal  

yes 

Clinical 

Setting - 

Outpatient  

Bryan, C. J., Mintz, J., 

Clemans, T. A., 

Leeson, B., Burch, T. 

S., Williams, S. R., ... 

& Rudd, M. D. (2017).  

Effect of crisis response 

planning vs. contracts for 

safety on suicide risk in 

U.S. Army Soldiers: A 

randomized clinical trial 

USA 

Active 

duty army 

soldiers 

yes 

Clinical 

Setting - 

Outpatient  

Buus, N., Erlangsen, 

A., River, J., 

Andreasson, K., 

Frandsen, H., Larsen, 

J. L. S., ... & Juel, A. 

(2018).  

Stakeholder Perspectives 

on Using and Developing 

the MYPLAN Suicide 

Prevention Mobile Phone 

Application: A Focus 

Group Study 

Denmark 

young 

users (14-

17), adult 

users, 

relatives, 

and 

clinicians 

yes 

Clinical 

Setting - 

Outpatient  

Buus, N., Juel, A., 

Haskelberg, H., 

Frandsen, H., Larsen, 

J. L. S., River, J., ... & 

Erlangsen, A. (2019).  

User involvement in 

developing the MYPLAN 

mobile phone safety plan 

app: Case study 

Denmark 

and 

Australia 

Young 

adults (14-

17), 

Adults, 

relatives 

and 

clinicians 

yes 

Clinical 

Setting - 

Outpatient  

Currier, G. W., Brown, 

G. K., Brenner, L. A., 

Chesin, M., Knox, K. 

L., Ghahramanlou-

Holloway, M., & 

Stanley, B. (2015).   

Rationale and study 

protocol for a two-part 

intervention: Safety 

planning and structured 

follow-up among veterans 

at risk for suicide and 

discharged from the 

emergency department 

USA Veterans  yes 
Emergency 

Department 

Czyz, E. K., Arango, 

A., Healy, N., King, C. 

A., & Walton, M. 

(2020).  

Augmenting Safety 

Planning With Text 

Messaging Support for 

Adolescents at Elevated 

Suicide Risk: Development 

and Acceptability Study 

USA 
Adolescen

ts  
yes 

Clinical 

Setting - 

Inpatient  

Czyz, E. K., Horwitz, 

A. G., Arango, A., 

Cole-Lewis, Y., 

Berona, J., & King, C. 

A. (2016).  

Coping with suicidal urges 

among youth seen in a 

psychiatric emergency 

department 

USA 

Emerging 

adults and 

adolescent

s (13-25 

years) 

yes 
Emergency 

Department  

Czyz, E. K., King, C. 

A., & Biermann, B. J. 

(2019).  

Motivational Interviewing-

Enhanced Safety Planning 

for Adolescents at High 

Suicide Risk: A Pilot 

Randomized Controlled 

Trial 

USA 
Adolescen

ts  
yes 

Clinical 

Setting – 

Inpatient  
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Drapeau, C. W. 

(2019).  

Establishing a research 

agenda for child and 

adolescent safety planning 

USA 
Adolescen

ts  
yes n/a 

Gamarra, J. M., 

Luciano, M. T., 

Gradus, J. L., & 

Stirman, S. W. (2015).  

Assessing variability and 

implementation fidelity of 

suicide prevention safety 

planning in a regional VA 

Healthcare System 

USA Veterans  yes 

Clinical 

Setting - 

Inpatient  

Ghahramanlou-

Holloway, M., Brown, 

G. K., Currier, G. W., 

Brenner, L., Knox, K. 

L., Grammer, G., ... & 

Stanley, B. (2014).   

Safety planning for military 

(SAFE MIL): Rationale, 

design, and safety 

considerations of a 

randomized controlled trial 

to reduce suicide risk 

among psychiatric 

inpatients 

USA 

Military 

Personnel 

or adult 

family 

member of 

military 

personnel 

-  

yes 

Clinical 

Setting - 

Inpatient  

Ghahramanlou-

Holloway, M., Brown, 

G. K., Currier, G. W., 

Brenner, L., Knox, K. 

L., Grammer, G., ... & 

Stanley, B. (2014).   

Safety planning for military 

(SAFE MIL): Rationale, 

design, and safety 

considerations of a 

randomized controlled trial 

to reduce suicide risk 

among psychiatric 

inpatients 

USA 
Military 

Personnel 
yes 

Clinical 

Setting - 

Inpatient  

Goodman, M., Brown, 

G. K., Galfalvy, H. C., 

Spears, A. P., Sullivan, 

S. R., Kapil-Pair, K. 

N., ... & Stanley, B. 

(2020).  

Group ({''}Project Life 

Force{''}) versus individual 

suicide safety planning: A 

randomized clinical trial 

USA Veterans  no 

Clinical 

Setting - 

Inpatient  

Green, J. D., Kearns, J. 

C., Rosen, R. C., 

Keane, T. M., & Marx, 

B. P. (2018).   

Evaluating the 

Effectiveness of Safety 

Plans for Military Veterans: 

Do Safety Plans Tailored to 

Veteran Characteristics 

Decrease Suicide Risk? 

USA Veterans  yes 

Clinical 

Setting - 

Outpatient 

Higgins, A., Doyle, L., 

Downes, C., 

Morrissey, J., Costello, 

P., Brennan, M., & 

Nash, M. (2016).  

There is more to risk and 

safety planning than 

dramatic risks: Mental 

health nurses' risk 

assessment and safety-

management practice 

Ireland  

Mental 

Health 

Nurses 

no 

Clinical 

setting – 

Inpatient  

Higgins, A., Doyle, L., 

Morrissey, J., Downes, 

C., Gill, A., & Bailey, 

S. (2016).  

Documentary analysis of 

risk-assessment and safety-

planning policies and tools 

in a mental health context 

Ireland Adults no 

Clinical 

Setting - 

Inpatient  

Holliday, R., Rozek, 

D. C., Smith, N. B., 

McGarity, S., 

Safety planning to prevent 

suicidal self-directed 

violence among veterans 

with posttraumatic stress 

USA 

Veterans 

with 

PTSD 

Yes 
Clinical 

Setting  
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Jankovsky, M., & 

Monteith, L. L. (2019).  

disorder: Clinical 

considerations 

Jager-Hyman, S., 

Maddox, B. B., 

Crabbe, S. R., & 

Mandell, D. S. (2020).  

Mental Health Clinicians 

Screening and Intervention 

Practices to Reduce Suicide 

Risk in Autistic 

Adolescents and Adults 

USA 

Autistic 

Adolescen

ts and 

Adults 

no 

Clinical 

Setting – 

Inpatient  

Jobes, D. A. (2012).   

The collaborative 

assessment and 

management of suicidality 

(cams): An evolving 

evidence-based clinical 

approach to suicidal risk 

USA - yes - 

Kayman, D. J., 

Goldstein, M. F., 

Dixon, L., & 

Goodman, M. (2015).  

Perspectives of suicidal 

veterans on safety planning 
USA Veterans  yes 

Clinical 

Setting - 

Outpatient 

Kennard, B. D., 

Biernesser, C., Wolfe, 

K. L., Foxwell, A. A., 

Craddock Lee, S. J., 

Rial, K. V., ... & Brent, 

D. A. (2015).   

Developing a Brief Suicide 

Prevention Intervention and 

Mobile Phone Application: 

A Qualitative Report 

USA 

Clinicians, 

parents, 

and 

adolescent 

no n/a 

Kennard, B. D., 

Goldstein, T., Foxwell, 

A. A., McMakin, D. 

L., Wolfe, K., 

Biernesser, C., ... & 

Brent, D. (2018).  

As safe as possible 

(ASAP): A brief app-

supported inpatient 

intervention to prevent post 

discharge suicidal behavior 

in Hospitalized, Suicidal 

Adolescents 

USA 
Adolescen

ts  
no 

Clinical 

Setting - 

Inpatient  

Labouliere, C. D., 

Stanley, B., Lake, A. 

M., & Gould, M. S. 

(2020).  

Safety Planning on Crisis 

Lines: Feasibility, 

Acceptability, and 

Perceived Helpfulness of a 

Brief Intervention to 

Mitigate Future Suicide 

Risk 

USA 

Counsellor

s on crisis 

phone 

lines  

yes Community  

Larsen, J. L. S., 

Frandsen, H., & 

Erlangsen, A. (2016).  

MYPLAN - A Mobile 

Phone Application for 

Supporting People at Risk 

of Suicide. 

Denmark Adults yes n/a 

Larsen, M. E., 

Nicholas, J., & 

Christensen, H. (2016).  

A systematic assessment of 

smartphone tools for 

suicide prevention 

Australia n/a no n/a 

Little, V., Neufeld, J., 

& Cole, A. R. (2018).  

Integrating safety plans for 

suicidal patients into patient 

portals: Challenges and 

opportunities 

USA Adults yes 
Clinical 

Setting  
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Martinengo, L., Van 

Galen, L., Lum, E., 

Kowalski, M., 

Subramaniam, M., & 

Car, J. (2019).  

Suicide prevention and 

depression apps' suicide 

risk assessment and 

management: A systematic 

assessment of adherence to 

clinical guidelines 

- -  no - 

Moscardini, E. H., 

Hill, R. M., Dodd, C. 

G., Do, C., Kaplow, J. 

B., & Tucker, R. P. 

(2020).  

Suicide safety planning: 

Clinician training, comfort, 

and safety plan utilization 

USA Clinicians  yes n/a 

Murray, L. K., 

Skavenski, S., Bass, J., 

Wilcox, H., Bolton, P., 

Imasiku, M., & 

Mayeya, J. (2014).  

Implementing evidence-

based mental health care in 

low-resource settings: A 

focus on safety planning 

procedures 

USA and 

Zambia 
- - - 

O’Connor, R. C., 

Lundy, J. M., Stewart, 

C., Smillie, S., 

McClelland, H., Syrett, 

S., ... & Simpson, S. A. 

(2019).  

SAFETEL randomised 

controlled feasibility trial of 

a safety planning 

intervention with follow-up 

telephone contact to reduce 

suicidal behaviour: Study 

protocol 

UK Adults yes 

Clinical 

Setting - 

Inpatient  

Pauwels, K., Aerts, S., 

Muijzers, E., De 

Jaegere, E., Van 

Heeringen, K., & 

Portzky, G. (2017).  

BackUp: Development and 

evaluation of a smart-phone 

application for coping with 

suicidal crises 

Belgium Adults yes n/a 

Pruitt, L. D., Mcintosh, 

L. S., & Reger, G. 

(2020). Suicide safety 

planning during a 

pandemic: The 

implications of 

COVID‐19 on coping 

with a crisis.  

Suicide Safety Planning 

During a Pandemic: The 

Implications of COVID-19 

on Coping with a Crisis 

USA Adults yes n/a 

Reyes-Portillo, J. A., 

Chin, E. M., Toso-

Salman, J., Blake 

Turner, J., Vawdrey, 

D., & Mufson, L. 

(2018, June).  

Using Electronic Health 

Record Alerts to Increase 

Safety Planning with Youth 

At-Risk for Suicide: A 

Non-randomized Trial 

USA Clinicians  yes 

Clinical 

Setting - 

Outpatient  

Rings, J., Alexander, 

P., Silvers, V., & 

Gutierrez, P. (2012).  

Adapting the Safety 

Planning Intervention for 

use in a veterans 

psychiatric inpatient group 

setting 

USA Veterans  yes 

Clinical 

Setting - 

Inpatient  

Rozek, D. C., Keane, 

C., Sippel, L. M., 

Stein, J. Y., Rollo‐

Short-term effects of crisis 

response planning on 
USA 

Active 

duty army 

soldiers 

yes 

Clinical 

Setting - 

Outpatient  
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Carlson, C., & Bryan, 

C. J. (2019).  

optimism in a U.S. Army 

sample 

Sher, L., & LaBode, V. 

(2011).  

Teaching health care 

professionals about suicide 

safety planning. 

USA Clinicians yes - 

Sisler, S. M., Schapiro, 

N. A., Nakaishi, M., & 

Steinbuchel, P. (2020).  

Suicide assessment and 

treatment in pediatric 

primary care settings 

USA 
Adolescen

ts  
no 

Primary 

Care 

Slovak, K., & Singer, 

J. B. (2012). Engaging 

parents of suicidal 

youth in a rural 

environment. Child & 

Family Social 

Work, 17(2), 212-221.  

Engaging parents of 

suicidal youth in a rural 

environment 

USA Parents no 

Clinical 

setting - 

Outpatient 

Stallman, H. M. 

(2018).  

Coping planning: a patient-

centred and strengths-

focused approach to suicide 

prevention training 

Australia Adults no - 

Stanley, B., & Brown, 

G. K. (2012).  

Safety Planning 

Intervention: A Brief 

Intervention to Mitigate 

Suicide Risk 

USA Adults yes 
Emergency 

Department  

Stanley, B., Brown, G. 

K., Brenner, L. A., 

Galfalvy, H. C., 

Currier, G. W., Knox, 

K. L., ... & Green, K. 

L. (2018).   

Comparison of the safety 

planning intervention with 

follow-up vs usual care of 

suicidal patients treated in 

the emergency department 

USA Veterans  yes 
Emergency 

Department  

Stanley, B., Brown, G. 

K., Currier, G. W., 

Lyons, C., Chesin, M., 

& Knox, K. L. (2015).   

Brief Intervention and 

Follow-Up for Suicidal 

Patients With Repeat 

Emergency Department 

Visits Enhances Treatment 

Engagement. 

  

USA Veterans  no 
Emergency 

Department  

Stanley, B., Brown, G., 

Brent, D. A., Wells, 

K., Poling, K., Curry, 

J., ... & Hughes, J. 

(2009).  

Cognitive-Behavioral 

Therapy for Suicide 

Prevention (CBT-SP): 

Treatment Model, 

Feasibility, and 

Acceptability 

USA 
Adolescen

ts  
no 

Clinical 

Setting – 

Outpatient  

Stanley, B., 

Chaudhury, S. R., 

Chesin, M., Pontoski, 

K., Bush, A. M., Knox, 

K. L., & Brown, G. K. 

(2016).  

An emergency department 

intervention and follow-up 

to reduce suicide risk in the 

va: Acceptability and 

effectiveness 

USA Veterans  no 
Emergency 

Department 
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Stanley, Ian H., et al. 

"A pilot randomized 

clinical trial of a lethal 

means safety 

intervention for young 

adults with firearm 

familiarity at risk for 

suicide."  

A pilot randomized clinical 

trial of a lethal means 

safety intervention for 

young adults with firearm 

familiarity at risk for 

suicide 

USA 

College-

enrolled 

young 

adults  

no 

Clinical 

Setting - 

Outpatient 

Stewart, K. L., 

Darling, E. V., Yen, S., 

Stanley, B., Brown, G. 

K., & Weinstock, L. 

M. (2020).   

Dissemination of the Safety 

Planning Intervention (SPI) 

to University Counseling 

Center Clinicians to Reduce 

Suicide Risk Among 

College Students 

USA Clinicians  yes Other 

Vijayakumar, L., 

Mohanraj, R., Kumar, 

S., Jeyaseelan, V., 

Sriram, S., & 

Shanmugam, M. 

(2017).  

CASP - An intervention by 

community volunteers to 

reduce suicidal behaviour 

among refugees 

South 

India 

Refugees 

from Sri 

Lanka in 

displacem

ent camps 

in south 

India 

yes Community 

Zuckerbrot, R. A., 

Cheung, A., Jensen, P. 

S., Stein, R. E., 

Laraque, D., Levitt, A., 

... & GLAD-PC 

STEERING GROUP. 

(2018).  

Guidelines for Adolescent 

Depression in Primary Care 

(GLAD-PC): Part I. 

Practice Preparation, 

Identification, Assessment, 

and Initial Management 

USA 

Youth age 

10 to 21 

years 

no 
Primary 

Care 

  

 

  



 

 

96 

Table C(ii) 

All Literature Included for Extraction – Grey Literature  

 

Authors(s) and year Title 

Publishin

g 

Organisa

tion 

Type 

Publicati

on Type 

Countr

y of 

Origin 

Target 

Populatio

n 

Target 

Setting 

- Stay Alive App 

Governm

ental 

Organisa

tion  

App 

print out  
- Adults Other 

19 Beaumont Street 

Surgery  (2016) 
Safety Plan  Charity 

Safety 

Plan 

Template 

UK Adults 

Community 

Setting/ 

Individual 

use 

Boudreaux, E D.; 

Brown, G K.; 

Stanley, B; 

Sadasivam,  S.; 

Camargo, C A.; 

Miller, I W (2017) 

Computer 

administered safety 

planning for 

individuals at risk 

for suicide: 

Development and 

usability testing 

Journal 
App 

print out  
- Adults 

Clinical 

Setting - 

Inpatient  

Bridgewater 

Community 

Healthcare NHS 

Foundation Trust 

Keep Safe Plan NHS 

Safety 

Plan 

Template 

UK Adults 

Clinical 

Setting - 

Outpatient  

Centre for Suicide 

Prevention 

Safety plans to 

prevent suicide 
Charity 

Safety 

Plan 

Template 

USA Adults 

Community 

Setting/ 

Individual 

use 

Cusack, E. - Health 

Service Executive - 

Clinical Strategy 

and programmes 

Division (2015) 

Risk Assessment 

and Safety 

Planning in Mental 

Health Nursing 

Services An 

exploration of 

practices , policies 

and processes 

HSE Report Ireland  Adults 

Clinical 

Setting - 

Inpatient  

Department of 

Veterans Affairs 

and Department of 

Defence 

Safety Plan 

Worksheet 

Veterans 

Affairs 

Safety 

Plan 

Template 

USA Adults  

Community 

Setting/ 

Individual 

use 

Dr Olivia 

Edmondson 

Highly Specialist 

Clinical 

Psychologist  

Adolescents with 

Complex and 

Working with 

young people who 

self-harm. 

NHS 
Presentat

ion 
UK 

Adolesce

nts  

Clinical 

Setting - 

Outpatient  
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Additional Needs 

Team 

Greenwich 

CAMHS - Oxleas 

NHS  (2015) 

getselfhelp.org 

(2011) 
Safety Plan Charity 

Safety 

Plan 

Template 

- Adults 

Community 

Setting/ 

Individual 

use 

Leap - Connecting 

with People  
My Safety Plan Charity 

Safety 

Plan 

Template 

UK Adults  

Community 

Setting/ 

Individual 

use 

Loudnoise.com 
Personal Safety 

Plan 
Charity 

Safety 

Plan 

Template 

- Adults  

Community 

Setting/ 

Individual 

use 

Mind (2020) Mind plan Charity 

Safety 

Plan 

Template 

UK 

Family/ 

Friends/ 

Carers 

Community 

Setting/ 

Individual 

use 

National Clinical 

Advisor and Group 

Lead ¬± Mental 

Health HSE Mental 

Health Services 

(2018) 

National Clinical 

Programme for the 

e Assessment and 

Management of 

Patients who 

Present to 

Emergency 

HSE 

(Health 

Service 

Excutive, 

Ireland). 

Standard 

Operatin

g 

Procedur

es 

Docume

nt  

Ireland Adults 
Emergency 

Department  

NHS - Rotherham 

Doncaster and 

South Humber 

NHS Foundation 

Trust 

Safety and Coping 

Plan 
NHS 

Safety 

Plan 

Template 

UK Adults 

Community 

Setting/ 

Individual 

use 

Presentation by - 

Faith Kelley, MD 

Children’s National 

Medical Center, 

Director at 

Anacostia and 

THEARC 

Safety Planning 

around Suicidal 

Ideation  Keep 

calm and Have a 

plan 

Governm

ental 

Organisa

tion  

Presentat

ion 
USA 

Adolesce

nts  

Community 

Setting/ 

Individual 

use 

Stanley, B and 

Brown, G K (2008) 

Patient Safety Plan 

Template 

Veterans 

Affairs 

Safety 

Plan 

Template 

USA Adults 

Community 

Setting/ 

Individual 

use 

Stanley, B and 

Brown, G K (2011) 
Safety Plan  

Veterans 

Affairs 

Safety 

Plan 

Template 

USA Veterans  

Community 

Setting/ 

Individual 

use 
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Suicide Help.co.uk 
Safety Plan 

Introduction 
Charity 

Safety 

Plan 

Template 

UK Adults  

Community 

Setting/ 

Individual 

use 

VISN 19 Mental 

Illness, Research, 

Education and 

Clinical Center 

(MIRECC). 

Department of 

Veteran affairs 

(2012). 

Suicide Risk 

Assessment & 

Safety Planning as 

a Stand Alone 

Intervention 

Veterans 

Affairs 

Presentat

ion 
USA Veterans 

Clinical 

Setting - 

Inpatient 
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Appendix D 

HSE Ethical Approval Letter 

 

 

 

 

11th November 2020      Ref: 141020MOC 

 

Ms Maeve O’Connor 

103 Fairways 

Rathfarnham 

Dublin 14 

D14F448 

 

Re: Facilitating collaborative and effective development, implementation and utilisation 

of safety planning for young people, their carers and clinicians, who present to Irish 

services at risk of self-harm 

 

Dear Ms O’Connor, 

 

I wish to pass on my sincere apologies for the delay in reviewing your research ethics 

application. As explained previously this was due to the involvement of REC members in the 

Covid-19 response and it was not possible to convene the REC during this time.  

 

The above research proposal was reviewed by the Research Ethics Committee (REC) on the 

11th of November 2020. 

 

The REC has provided a Favourable Opinion. 

 

Best wishes with your study. 

 

 

Yours Sincerely, 

 

__________________ 

Paul Marsden 

Secretary – Research Ethics Committee 

On behalf of 

Dr Una Fallon MCRN 014313 

Chairperson – Research Ethics Committee 

 

Research Ethics Committee 
HSE – Midland Area 

HSE Area Offices 
Arden Road 

Tullamore 
Co. Offaly 

 
Telephone: 057 9359894 Fax: 057 9359906 
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Appendix E 

Informed Consent Documentation  

Appendix E (i)  

Sample Information Sheet 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Facilitating collaborative and effective safety planning for young people who present to 

Irish services. 

 

INFORMATION SHEET 

 

 

My name is Maeve O’Connor and I am a Psychologist in Clinical Training currently 

conducting a doctoral research study under the supervision of Professor Eilis Hennessy.  

The study aims to develop the first comprehensive guidelines in Ireland on how to positively 

and effectively deliver a safety planning intervention with young people at risk of self harm. 

A safety plan is a plan which details actions that should be taken in the event that a person 

feels an urge to harm themselves. These actions might include removing means of harming 

oneself from the environment, employing coping strategies to distract oneself from the crisis 

at hand or seeking professional support if needed. In the event of a person being under 18, 

parents/guardians are often called upon to assist the young person in creating and using their 

safety plan as well as following the steps within it.  

Although best practice suggests a safety plan is completed whenever a young person tells 

someone that they have thoughts of harming themselves, there is no official guidance on what 

should typically be included in a safety plan, who should be involved in its creation and how 

best the young person can be supported to use their safety plan to help get through the crisis.  

This study seeks to combine the expertise of professionals and experts by experience 

(parents/guardians of young people who have experienced thoughts of harming themselves) 

to establish comprehensive guidelines for safety planning with young people.  

 

 

UCD School of Psychology 

 

Newman Building 

University College Dublin  

Belfield, Dublin 4, Ireland 

 

T: +353 1 7168369/8363 

F: +353 1 7161181 
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Who has been asked to take part? 

We are asking individuals from two groups of people to take part in this research;  

- Professionals with knowledge of safety planning; This includes mental health and 

medical professionals who have experienced supporting young people who self harm 

through the use of safety planning and academic researchers specialising in the area of 

suicide and self-harm prevention for young people.  

- Experts by experience; These are parents and/or guardians of young people who have 

attended Mental health services in Ireland with thoughts of harming themselves.  

 

What will happen if you choose to volunteer to take part? 

Participation is entirely voluntary. If you agree to participate you will be requested to 

complete three online surveys which will be drawn together from an extensive search of the 

scientific literature about how best to support young people and their families during the 

safety planning process.  

 

The surveys will consist of several sections which correspond to areas that are important 

components of safety planning procedure. You will be asked to rate items according to how 

important you feel it is for inclusion. There will also be a free text box where you will be 

asked to provide suggested items for inclusion that you feel are important based on your own 

experience and knowledge of the subject matter.  

 

Your responses will be collected by the researcher and you will then be sent a report detailing 

the list of items, how you responded to each item and how others surveyed  (experts by 

experience and professionals) answered each item and asked if you would like to change the 

rating that you have given that item based on how others have rated it. No one will be able to 

see how any individual has rated items, with the exception of the researcher.  

 

When these responses are collected, the researcher will then use a calculation to determine 

which items will be included in the next round of the questionnaire, along with suggested 

items written in the free text boxes in the first questionnaire and each participant will again be 

asked to rate how important they feel it is for each item to be included in the final guidelines 

which will be emailed to participants following completion. These ratings will then be used 

to determine which items are included in the final guidelines. Participants will thus be asked 

to complete 3 different surveys over the course of several months. Each survey should take 

no longer than 45 minutes to complete.  

 

 Are there any benefits to the participant? 

Although there are no direct benefits to taking part, participants will contribute to the effort to 

improve the way they are supported in Irish mental health services.   

 

Are there any risks involved in participating? 

The risks with participation are low, however some participants may find the topics sensitive 

and upsetting. Participants are reminded that participation is completely voluntary and the 

decision can be made at any point prior to the completion of the second survey to withdraw 

your consent to participate. Following the submission of the third survey the data will be 

anonymised and so cannot be withdrawn. 

 

Use of Data 
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All individual information collected as part of the study is confidential and will be accessible 

only by the researcher. At no point will any participant be asked to provide information 

containing detailed description of their own personal experience or that of anyone else's. The 

online surveys will be stored in an encrypted folder only accessible to the research team. Data 

will be anonymised and archived following the completion of the study.  

 

 

If you are happy to participate in this survey, please follow the link below: 

 

www.LinkToQuestionnaire.com 

 

 

Thank you sincerely for your time, 

Maeve O’Connor 

Psychologist in Clinical Training  

University College Dublin. 

 

 

 

Contact details: 

If you have any further questions about the research you can contact: 

Maeve O’Connor at Maeve.o-connor@ucdconnect.ie 
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Appendix E(ii) 

Sample Consent Form 

 

UCD School of Psychology 

 

Newman Building 

University College Dublin  

Belfield, Dublin 4, Ireland 

 

T: +353 1 7168369/8363 

F: +353 1 7161181 

 

 

Facilitating collaborative and effective safety planning for young people who present to 

Irish services. 

 

Consent Form 

 

Researcher: Maeve O’Connor (Psychologist in Clinical Training), School of Psychology, 

University College Dublin;  

Supervisor: Prof. Eilis Hennessy, School of Psychology, University College Dublin. 

 

Instructions for completing the questionnaire: 

The survey consists of 2 sections. The first section is to collect general information on you 

and your experience with the topic under study. This information is confidential and will not 

be shared with anyone other than the researcher. The second section contains a list of likert 

scale items pertaining to the safety planning process.  

 

Please indicate your thoughts about each item by clicking the response that best represents 

your views. Please indicate any further thoughts or opinions you have in the blank spaces 

provided.  

 

 

Please note that by completing and returning the questionnaire, you are confirming: 

 

 I have read the information sheet describing the above study and the consent form, 

and know what I will be expected to do if I take part. 

 I have had time to consider whether to take part in the study.  

 I understand that my participation is VOLUNTARY and that I can stop taking part in 

the research at any time. 
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 I understand that findings from the research may be published in the future, but that 

no names will be included in any reports. 

 I agree to my data being anonymised and securely archived at University College 

Dublin to be reused for research purposes.  

 

 

Please click as appropriate:       

      

Yes, I agree to take part in this research. 

 

 

No I do not agree to take part in this research. 
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Appendix F 

Items rated for round 1 Questionnaire 

Table F(i) 

Items rated in round 1 questionnaire. Components of the Intervention  

 

Component of 

Intervention 

 

Item 

Warning Signs • The clinician should ask the young person to identify 

warning signs  

• The clinician should ask the young person to identify more 

than one warning sign 

• The clinician should ask the young person to identify 

warning signs specific to their situation (as opposed to 

general warning signs) 

• The clinician should ask the young person to consider what 

warning signs happened before other times they were in 

crisis 

• The clinician should encourage the young person to 

recognise their own warning signs, without the assistance of 

their parent 

• The clinician should ask the parent about any warning signs 

they have noticed in their child’s behaviour 

• The clinician should offer the young person a tick box list 

of suggested warning signs 

 

Internal Coping 

Strategies  
• The clinician should ask the young person to identify 

Internal coping strategies (a list of solitary activities to 

distract from immediate stressors and prevent escalation of 

a crisis without having to contact anyone else  

• The clinician should ask the young person what skills they 

already have which could help them cope 

• The clinician should ask the young person to identify 

strategies should include strategies that can be done 

anywhere (eg. Breathing exercises) 

• The clinician should encourage the young person to see that 

they can cope with their suicidal thoughts on their own, 

even if only for a brief period of time 

• The clinician should advice the young person to 

immediately alert someone else if they feel like harming 

themselves 

• The clinician should suggest coping strategies (breathing 

exercises, taking medication etc.) 

 

External Coping 

Strategies  
• The clinician should encourage the young person to identify 

external coping strategies (distracting social situations and 

people that require contacting another person or going to a 
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safe social setting, without disclosing one’s suicidal 

thoughts) 

• The clinician should discuss with the young person the 

potential of seeking support from friends through social 

media 

• Parents/ guardians should always be included in this step 

• The clinician should encourage the young person to exclude 

environments in which alcohol or other substances may be 

present as part of this step 

• Parents should be aware of who the young person identifies 

for contacting in this step 

• Parents should allow the young person to meet with friends 

without the young person having to disclose with whom 

they will meet 

 

Social contacts to 

help resolve suicidal 

crisis  

• The clinician should encourage the young person to identify 

supportive people with who they can share their thoughts of 

harming themselves with 

• The clinician should never encourage the young person to 

name other adolescents in this step 

• The clinician should ensure the young person names a 

parent/ guardian in this step 

• The clinician should encourage the young person to name 

an adult outside their immediate family in this step 

• The clinician should encourage the young person/ family to 

alert the people they have chosen for this step before a 

suicidal crisis arises 

Professionals or 

agencies I can 

contact during a 

crisis 

• The clinician should encourage the young person to 

themselves identify professionals and/or agencies who can 

be contacted when they are in crisis and the previous steps 

have failed to resolve the crisis 

• The clinician should discuss going to the nearest emergency 

department as a final step with the young person and parents 

together 

• The clinician should discuss contacting a helpline with the 

young person and family 

• The clinician should provide directions to the nearest 

emergency department 

• The clinician should provide the family with phone 

numbers of professionals or agencies 

 

Lethal means 

restriction 
• The clinician should ask the young person to identify ways 

make their immediate environment safe through limiting 

access to potentially lethal suicide attempt methods 

• The clinician should speak to parents alone about restricting 

access to lethal means 

• The clinician should encourage the young person to be 

involved in removing lethal means from the home 
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• The clinician should encourage the family to remove 

common means of harming oneself including locking 

medications away, locking away knives and locking upstairs 

windows 

• The clinician should encourage the family not to keep 

alcohol in the house 

• The clinician should ask the young person how they would 

harm themselves if they were to do so 

• The clinician should provide parents with written 

information about means restriction 

• Avoiding using alcohol and drugs should be included as 

part of means restriction 

 

Reasons for living  • The clinician should encourage the young person to identify 

their reasons for living (things that makes them happy in 

their life and things that give life meaning) 

• The clinician should help the family identify reminders of 

reasons for living that can be emphasized in the home (eg, 

pictures of family members posted on the refrigerator) 

 

Hope Box • The clinician should encourage the young person to put 

some things together on their phone including photos, music 

and quotes which elicit hope for the future 
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Table F(ii) 

Items rated in round 1 of the questionnaire . General Delivery of the Intervention   

 

General Delivery of Intervention        Item 

 

Clinician Items  • The clinician should explore with the young person how 

likely it is that they will use the plan 

• If the young person does not seem to think the plan will 

work, the clinician should help identify the reasons as to 

why they believe this and to problem solve these barriers 

together 

• The clinician should ask the young person to decide 

themselves what order the strategies should be used in 

• The clinician should always speak to families about the 

ways in which thoughts of self harm come and go and how 

if the young person can stop themselves from self harming 

for a while, often the feelings will become less intense 

• The clinician should discuss with the young person where 

they will keep the safety plan 

 

Practical 

Considerations   
• The clinician should encourage the young person to 

handwrite the plan 

• The clinician should encourage the young person to take a 

photo of the plan on their phone 

• The young person should have access to a safety planning 

app if possible 

• The clinician should encourage the young person to keep 

the safety plan in a private place 

• Safety plans are the property of the young person but should 

be visible to all providers within the network of care (eg 

other doctors and therapists working with them) 

 

Preparing the family  • The clinician should hold a family session to share the 

safety plan with parents/ guardians 

• Safety planning should take place at the same time the 

parent is told of the suicidal risk 

• Clinicians should determine how the young person's family 

reacted to prior crises - what was done well and wasn’t to 

guide what could be done in the future 

• Clinicians should determine if the young person's family 

know what their needs are 

• Clinicians should determine if the patients family have 

thought about what might help 

• Clinicians should ensure that a session of at least an hour is 

held to discuss the safety plan 
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Addressing Parental 

Concerns  
• The clinician should firstly encourage the parents to reflect 

on how able they feel to support their child in crisis 

• The clinician should encourage the parents to voice their 

concerns relating to the limits of their ability to support 

their child 

• The clinician should allow the parents the option of opting 

out of supporting their child in crisis if they do not feel 

equipped to do so - family should be offered info about 

fluctuating nature 

• The clinician should ask the parents to give an opinion on if 

they think the plan is helpful or no 

 

Creating a safe home 

environment  
• The clinician should encourage the young person to identify 

a member of their family who could stay by their side in the 

event of a suicidal crisis 

• The clinician should encourage the family to maintain 

routine as much as possible during their crisis with the help 

of their family 

• The clinician should encourage families to abstain from any 

kind of conflict during the period of crises 

• The clinician should encourage parents to regularly ask their 

teen directly if they are thinking about suicide 

 

Creating the Safety 

Plan  
• The safety plan should be used to educate the persons 

friends or family about what to do in a crisis 

• The parent/guardian should be involved in the creation of 

the safety plan 

• Components of a safety plan may also include a list of 

persons outside of the immediate family who are aware of 

the adolescents issues and will be able to assist if contacted 

during an acute crisis 

• Parents should be encouraged to remind their child of the 

safety plan if they notice the child is in crisis 

 

General use of the 

safety plan  
• The clinician should physically hand the safety plan to the 

patient's family 

• The clinician should speak to parents about the importance 

of their child abstaining from drugs and alcohol due to it's 

disinhibiting effect 

• The clinician should encourage the parents to nominate a 

support person for themselves who may assist should a 

crisis arise 

• The clinician should identify the parents role in the safety 

plan and this be discussed with them 

• Parents should be aware of the wherabouts of the plan 

• The clinician should encourage young people to brainstorm 

about ways in which their parents might help them if they 

are experiencing a crisis 
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Table F (iii) 

Items excluded in round 1 of the questionnaire . General Delivery of the Intervention   

 

Components of Intervention 

 

Item 

Warning Signs • The clinician should offer the young person a tick 

box list of suggested warning signs 

 

Internal Coping Strategies  • The clinician should encourage the young person to 

see that they can cope with their suicidal thoughts on 

their own, even if only for a brief period of time 

 

External Coping Strategies  • The clinician should discuss with the young person 

the potential of seeking support from friends through 

social media 

• Parents/ guardians should always be included in this 

step 

• Parents should allow the young person to meet with 

friends without the young person having to disclose 

with whom they will meet 

 

Social contacts to help 

resolve suicidal crisis  
• The clinician should never encourage the young 

person to name other adolescents in this step 

• The clinician should encourage the young person to 

name an adult outside their immediate family in this 

step 

 

Professionals or agencies I 

can contact during a crisis 
• The clinician should provide directions to the nearest 

emergency department 

 

Lethal means restriction • The clinician should encourage the family to remove 

common means of harming oneself including 

locking medications away, locking away knives and 

locking upstairs windows 

• The clinician should encourage the family not to 

keep alcohol in the house 

• The clinician should ask the young person how they 

would harm themselves if they were to do so 
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Table F(iv) 

Items excluded following round 1 questionnaire. General Delivery of the Intervention   

 

General Delivery of 

Intervention 

Item  

 

 

Practical Considerations   • The clinician should encourage the young person to 

handwrite the plan 

• The young person should have access to a safety 

planning app if possible 

• The clinician should encourage the young person to 

keep the safety plan in a private place 

 

Preparing the family  • Clinicians should ensure that a session of at least an 

hour is held to discuss the safety plan 

 

Addressing Parental 

Concerns  
• The clinician should allow the parents the option of 

opting out of supporting their child in crisis if they 

do not feel equipped to do so - family should be 

offered info about fluctuating nature of suicide risk 

 

Creating a safe home 

environment  
• The clinician should encourage families to abstain 

from any kind of conflict during the period of crises 

• The clinician should encourage parents to regularly 

ask their teen directly if they are thinking about 

suicide 

 

General use of the safety 

plan  
• The clinician should physically hand the safety plan 

to the patient's family 
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Appendix G 

Round 2 Questionnaire 

Table G(i) 

Items included in round 2 questionnaire. Components of Intervention    

 

Components of 

Intervention 

 

Item 

Warning Signs  

Internal Coping Strategies  • The clinician should ask the young person to identify 

Internal coping strategies (a list of solitary activities to 

distract from immediate stressors and prevent 

escalation of a crisis without having to contact anyone 

else  

 

External Coping Strategies  • The clinician should encourage the young person to 

identify external coping strategies (distracting social 

situations and people that require contacting another 

person or going to a safe social setting, without 

disclosing one's suicidal thoughts) 

 

Social contacts to help 

resolve suicidal crisis  
• The clinician should ensure the young person names a 

parent/ guardian in this step 

 

Professionals or agencies I 

can contact during a crisis 

 

Lethal means restriction • The clinician should ask the young person to identify 

ways make their immediate environment safe through 

limiting access to potentially lethal suicide attempt 

methods 

• The clinician should speak to parents alone about 

restricting access to lethal means 

• The clinician should encourage the young person to 

be involved in removing lethal means from the home 

 

Reasons for living   

Hope Box  
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Table G(ii) 

Items included in round 2 questionnaire. General Delivery of Intervention     

 

General Delivery of 

Intervention 

 

Item  

Practical Considerations   • The clinician should encourage the young person to 

take a photo of the plan on their phone 

• Safety plans are the property of the young person but 

should be visible to all providers within the network 

of care (eg other doctors and therapists working with 

them) 

 

Preparing the family  • Safety planning should take place at the same time 

the parent is told of the suicidal risk 

 

Addressing Parental 

Concerns  
• The clinician should ask the parents to give an 

opinion on if they think the plan is helpful or no 

 

Creating the Safety Plan  • The safety plan should be used to educate the 

persons friends or family about what to do in a crisis 

• The parent/guardian should be involved in the 

creation of the safety plan 

 

General use of the safety 

plan  
• The clinician should speak to parents about the 

importance of their child abstaining from drugs and 

alcohol due to its disinhibiting effect 

• The clinician should encourage the parents to 

nominate a support person for themselves who may 

assist should a crisis arise 
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Appendix H 

Items Excluded Following Round 2 Questionnaire  

Table H (i) 

Items excluded following round 2 questionnaire. Components of Intervention 

 

Components of Intervention 

 

Item 

Warning Signs  

Internal Coping Strategies  • The clinician should ask the young person to 

identify Internal coping strategies (a list of 

solitary activities to distract from immediate 

stressors and prevent escalation of a crisis without 

having to contact anyone else  

• The clinician should ask the young person what 

skills they already have which could help them 

cope 

• The clinician should ask the young person to 

identify strategies should include strategies that 

can be done anywhere (eg. breathing exercises) 

• The clinician should encourage the young person 

to see that they can cope with their suicidal 

thoughts on their own, even if only for a brief 

period of time 

• The clinician should advice the young person to 

immediately alert someone else if they feel like 

harming themselves 

• The clinician should suggest coping strategies 

(breathing exercises, taking medication etc.) 

 

External Coping Strategies   

Social contacts to help resolve 

suicidal crisis  
• The clinician should ensure the young person 

names a parent/ guardian in this step 

 

Professionals or agencies I can 

contact during a crisis 

 

Lethal means restriction • The clinician should ask the young person to 

identify ways make their immediate environment 

safe through limiting access to potentially lethal 

suicide attempt methods 

• The clinician should speak to parents alone about 

restricting access to lethal means 

• The clinician should encourage the young person 

to be involved in removing lethal means from the 

home 

Reasons for living   

Hope Box  
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General Delivery of Intervention  Item 

 

Clinician Items   

Practical Considerations   • Safety plans are the property of the young person 

but should be visible to all providers within the 

network of care (eg other doctors and therapists 

working with them) 

 

Preparing the family  • Safety planning should take place at the same 

time the parent is told of the suicidal risk 

 

Addressing Parental Concerns  • The clinician should ask the parents to give an 

opinion on if they think the plan is helpful or no 

 

Creating a safe home 

environment  

 

Creating the Safety Plan  • The parent/guardian should be involved in the 

creation of the safety plan 

General use of the safety plan  • The clinician should speak to parents about the 

importance of their child abstaining from drugs 

and alcohol due to it's disinhibiting effect 

• The clinician should encourage the parents to 

nominate a support person for themselves who 

may assist should a crisis arise 
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Appendix I 

Additional Items Suggested for Inclusion in Round 1 Questionnaire, Included in Round 

2 Questionnaire. 

 

Item for Inclusion 

1. All guidelines related to parental involvement should be flexible, with the 

individual needs and abilities of the particular family and context taken into account  

2. Distinction should be made between private messaging of friends/ family on social 

media versus public posting and specific guidance given on the pros/ cons 

associated with each. 

3. Clinician's should make parents aware of the difference between a suicide attempt 

and self harm as a coping strategy.  

4. Clinician's should allow parents an opportunity as part of the process to voice any 

concerns they have about it.  

5. Clinician's should allow time to speak privately to the parent about any concerns 

without the child present.  

6. Signposting should be provided for where parents can go to access further support if 

needed.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


