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Licensed Psychologists with Expertise with Suicidal Individuals 

Dr. Marie-C. Geoffroy         Dr. Sylvie Corbeil Dr. Karina Béland Dr. David Michaliszyn



Frame of mind before we start
1. We believe that each therapist has the professional responsibility to deepen their 

knowledge and skills in suicide prevention with the clientele they serve. Being 
presented this tool is not sufficient to assess suicide risk. 

2. No apparent conflict of interest
3. Language

1. I am a francophone applying a French grammar structure to the English language. 
2. Part of your mission if you accept it: monitor any improper language about suicide on my part. 

Write the incorrect language about suicide in the chat. We will be scoring me at the end of the 
presentation.

4. Rules for questions!?
5. Apologies for the last-minute changes in slides
6. Our objective today: Assessing the level of suicide risk with the help of a guide
7. This presentation may not be recorded
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Suicide Assessment for Evaluating Risk 

Protective 
factors

Additional
factorsLethality

Urgency

SAFER(GERIS)



SAFER

• WHY (historical perspective)
• Reducing the number of suicides is one of the priorities of the 2015-2025 National 

Public Health Program and the 2015-2020 Mental Health Action Plan (MSSS, 2015a)

• 20% to 50% of adults who have had suicidal thoughts, a plan or attempted suicide received 
mental health services in the previous year. So it is very likely that professionals have to work 
with people with suicidal thoughts.

• SAM was less compatible with a population presenting psychiatric issues.  A collaboration 
was attempted but failed

• The Montreal West Island Integrated University Health and Social Services Centre 
(MWI IUHSSC) has decided to develop a user-friendly and easy to use evaluation guide
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Suicide Assessment for Evaluating Risk



SAFER

• WHY (functional perspective)
• A guide can help interveners better define their clinical judgement

• Risk assessment is a complex multifactorial process
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SAFER

• HOW: Criterion for building the SAFER:
• Must be 

• evidenced based
• User friendly
• Allow for a daily follow up
• Usable for an interdisciplinary team

• Promoting common language for 1st, 2nd and 3rd line
• Accounting for the specificities and symptoms of 

mental health disorders
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• MWI IUHSSC
• QNSMA (Quebec Network on 

Suicide, Mood Disorders and 
related Disorders

WHAT
• Several guides and scientific 

articles were consulted
• GEDPAS
• Columbia Assessment Scale 

(Posner and al., 2009)
• SAD PERSONS (Patterson, 1983)
• Patente health Questionnaire 

(Spitzer, 1999)
• RUD (Séguin, 2001)
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SAFER
Suicide Assessment for Evaluating Risk

WHOM



SAFER

• RESULT

• A first version of the SAFER was developed
• The SAFER was field tested and modified according to pertinent comments

• SAFER is still undergoing validation
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Question break 1
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Using SAFER with John
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Presenting Information:
John, a 46-year-old male from Calgary comes for evaluation of 
“depression.” He reports a variety of current stressors. He and his wife 
are separated since 2017, he has been unemployed for the past 5 years, 
and his visitation with his two children has been limited two months 
ago. He has been tense, sad, and unable to sleep, eat or relax everyday 
for the past 3 weeks. He reports weekly periods of racing, occasional 
suicidal, thoughts. He says these thoughts linger for about an hour. He 
tries to get it out of his  head because it makes him uncomfortable. He 
denies manic and psychotic symptoms. He expresses a desire to feel 
better and reconcile with his wife stating “I’m nothing without her.” He 
regularly finds himself pacing at home muttering to himself that he is a 
“screw-up” and his “family would be better off if I were dead.”  When 
feeling depressed or engaging in self-criticism, he often consumes more 
than five beers in order to “feel better.”
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John denies any previous history of suicide attempts, but noted he “cut 
himself” a few times “over the years” to feel better. He remembers a 
bad up break in his early twenties that really got him down. In order to 
numb the pain he would scar himself with a pocket knife.  He failed to 
provide further information about this. He has been treated for 
depression and aggressive behavior in the past as well. He did not 
tolerate a recent trial of SSRIs (specifically Lexapro) due to sexual side 
effects.  He also reports a brief stint in psychotherapy ten years ago.  He 
stopped seeing the therapist after about ten sessions because he 
“wasn’t connecting with the shrink.”
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Previous Psychiatric History and Treatment:



The patient describes his father as overbearing and himself as a weak, 
unpopular, and socially inept child. He acknowledges a long history of 
infidelity and, on more than one occasion, he has engaged in physical 
domestic violence against his wife. He has assaulted his mother (first at 
age 16), wife, and others in the past (as an adolescent and as an adult). 
He owns a variety of guns as hunting has always been part of the family 
culture and frequently carries them in the house. He currently lives 
alone and spends his days surfing the internet and pacing in the home.  
He notes little current motivation or effort to seek a new job.  He 
reports having “four or five” close friends, but only one knows what is 
going on with him.  He is not close with any family, with the exception 
of his younger sister who lives two hours away.
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Psychosocial History



The patient is a medium built  man, observably struggling with physical 
health problems. He is polite and cooperative, but appears tense –
frequently rubbing his hands up and down his legs.  He describes 
himself as “depressed and alone.”  The content of his periodic suicidal 
thinking is “wanting to die” in order to escape life’s problems. He 
reports knowing he can be impulsive and rash if he gets angry and 
knows he has the means to kill himself with all these guns in the house. 
However, he states he “fears the idea of no longer being alive” and he 
denies having a suicidal plan or intent. His thoughts are organized in a 
linear and goal directed manner. He denies experiencing hallucinations, 
delusions, and current homicidal ideation.
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Mental Health Status



Evaluating Urgency and Lethality with SAFER

Protective 
factors

Additionnal
factorsLethality

Urgency
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Reminder for the validity of the gathered information

Evaluation/
Intervention

Alliance



Question break 2
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Risk and Protective Factors organized in the SAFER

Protective 
factors

Additionnal
factorsLethality

Urgency



Risk and Protective Factors organized in the SAFER
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Risk and Protective Factors organized in the SAFER
History of suicide attempts and associated level of risk

The most common factors associated with death by 
suicide

(Notredame et coll.,2017; Sakinofsky, 2000 dans Galynker, 
2017)

100% higher risk of death by suicide 

Increased risk

(Department of Veterans Affairs, 2013; Schreiber, 2014). 

• First Level
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Risk and Protective Factors organized in the SAFER
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• Scoring must tend towards the here and now.
• Tend towards the current situation and context

• For all parameters of  urgency and lethality it is possible  to score between two levels of 
risk (e.g. yellow-orange).For the final scoring you must choose single level of risk.

• If there is a discrepancy between what you perceive and what the person tells you, rate 
the individual parameters according to what the person is saying for all parameters 
except for the global quote.

SAFER – Rules for scoring

« Never substitute your clinical judgement to the guide SAFER »



E.3 When missing information for overall rating

SAFER – Rules for scoring

At a following assessment, a colleague  can  attempt to complete the missing 
information

0

0 When information is unclear or 
withheld, as a precaution, write 0  and 
give the highest level of risk

X
X

X
X

X

X
X

X



• Scoring the SAFER: SurveyMonkey…

ACTIVITY: Determine a level of risk for John



A phone call from John 
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Group discussion 

You call John, but no answer. 

You call John, and he says: “I am better”. 

You call, and  he says  that he feels suicidal and now he 
is at step 5 on the plan. 
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Emergency Lines

911: Immediate risk

811: For psychosocial help

Suicide action Montreal or 1-866-277-3553 or 1-866-APPELLE


