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RESPONSIBILITIES: 

 

Patient Sitter (CNAs, ERTs, Patient Couriers) – Initiate and intervene on the actions that 

maintain safety for a client’s placement under suicidal precautions. Patient Sitter will provide the 

continued monitoring (1:1) of the patient and will actively communicate the individual needs of 

the patient to the licensed nursing staff .  
 

Attending Physician – Place the order for suicidal precautions and specific interventions needs 

of the patient. The physician will determine the initial and continued need of suicidal precautions 

and will determine the level of suicidal precautions to be taken with a client. Physicians will 

initiate the psychiatric consult to be taken and to complete the medical clearing process for the 

patient to receive an out-sources psychiatric evaluation.   

  

Licensed nurse/Licensed clinical staff (Primary and Charge Nurse) – Perform the initial and 

continued assessment for the patient requiring suicidal precautions. The licensed nurse will 

maintain communication between the client, clinical staff, security and facilities maintenance 

personnel, and the physician. The nurse will bring and report the condition of the patient to other 

clinical staff and to the physician. The nurse will address the need of the patient to have had a 

behavioral health consult by reporting criteria of the patient that may warrant behavioral health 

consultation to the attending physician.   

  

Security officer – Will contribute to the safe maintenance of the environment of the patient to 

include searching belongings of visitors – if allowed by the physician and nursing staff, and to 

directly control visitors under the management of the primary and charge nurse.  

  

Facilities Maintenance Staff/Boiler Room Staff (After Hours) – Will complete the environment 

assessment for the client under suicidal precautions. Staff will assist in modifying the 

environment to fit the safety and medical needs of the patient. The security officer will complete 

the environmental assessment with Boiler room Staff during afterhours. 

  

DEFINITIONS:  

  

Suicide: Self-inflicted death with either implicit or explicit evidence of the intention of the 

individual  

  

Self-Harm (deliberate): Willful self-inflicting of painful, destructive or injurious acts without 

intent to die. 

  

Suicidal Ideation: Thoughts of serving as the agent of one’s own death. Suicidal ideation may 

vary in seriousness depending on the specificity of suicide plans and the degree of suicidal intent. 

   

Suicidal Attempt: Self-injurious behavior with a nonfatal outcome accompanied by evidence 

(either explicit or implicit) that the person intended to die. 

  

Client: Term to indicate individual receiving clinical care in the GMHA facility – may be used 

interchangeably with ‘patient.’ 

 

PROCEDURE:  

  

I.  PATIENT MONITORING AND CARE 
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A. Procedure  

1. Upon admission/ED triage, licensed personnel will determine the need to 

implement interventions to decrease and prevent a means of suicide 

based on the presenting case of the client and the risk for suicidal 

ideation. (Refer to Attachment II, Suicide Risk Screening Tool)   

 

2. When a client is found to need interventions for suicidal precautions, the 

licensed staff will ensure the immediate safety of the client and clinical 

personnel and will initiate interventions and level of monitoring based on 

the criteria of the two-level system. The initiation of the steps to ensure 

the immediate safety of the client and personnel is the priority before the 

evaluation of the attending physician.  

  

3. Continuation of suicide precautions in the in-patient unit will be done 

through a daily re-assessment by the attending physician.   

  

4. Discontinuation of suicide precautions will be done by a face-to-face 

evaluation by the attending physician in consultation with the proper 

psychiatric personnel, if applicable.   

  

5. Documentation in the Progress Notes will indicate the assessment 

findings and the indication for implementing suicidal precautions.   

  

6. Two-Tier/Two Level Suicide Precautions will be used to address the 

intervention need for the client at risk:  

  

a. LEVEL I (Minimal Suicide Precautions) Implemented for 

patients with active thoughts/ideation and no plan; assessed by 

the attending physician as having significant risk for suicidal 

attempt or self-harm. 

  

i. Attending Physician will conduct a face-to-face 

assessment and evaluation for continuation and 

discontinuation of precautions measures.  

ii. Clinical Licensed Staff will make visual contact with the 

patient at 15 minute intervals and will document that 

visual contact was made in the patient observation sheet. 

iii. Behavioral/ Suicide assessment by the licensed clinical 

staff will be completed once every nursing shift change, 

upon unit transfer, or upon the assessed need for the 

client by a licensed clinical staff.  

iv. Client will be placed near the nursing station of the unit 

or within clear un-obstructed view in the out-patient 

unit. Client’s door will remain open at all times unless 

situations warrant client privacy (bedside procedures, 

physician examination) with clinical support/ licensed 

clinical staff/ clinical practitioner present in the room.  

v. Client will be accompanied out of the monitoring area or 

will be transported with one clinical support staff until 

client is returned to the monitoring area or care is 

transferred to an accepting facility.  
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vi. Security personnel will conduct searches of all items 

brought to the patient’s room and will not allow items 

which can be used to facilitate self-harm.  

vii. Nursing staff will assess the room for items that may be 

of facilitative use for self-harm and will arrange for the 

movement and removal of items. Nursing staff will 

control the reception of visitors into the patient’s room 

and will inform security personnel of any restrictions to 

visitation based on clinical judgement or upon physician 

orders.  

viii. Facilities maintenance personnel will work with clinical 

and security staff to ensure the maintenance of a safe 

environment and will designate a liaison department 

during nonoperating hours to address the environmental 

and facilities needs of the client under suicidal 

precautions.   (Refer to Attachments V and VI—Suicide 

Environment Checklist and Emergency Department Unit 

Specific Suicidal Patient Safety Needs to Consider in the 

Physical Environment Checklists) 

 

b. LEVEL II (Strict Suicide Precautions) Implemented for 

clients who have presented with active thoughts and a plan; 

clients who have presented with an existing suicidal attempt or 

attempted self-harm. 

  

i. Attending Physician will conduct a face-to-face 

assessment and evaluation for continuation and 

discontinuation of precautions measures.  

 

ii. Clients will have a 1:1 observer that will remain in the 

constant presence of the patient. Observers will be 

assigned by the unit or by the nursing supervisor based 

on staff availability and unit patient-to-staff load.   

 

iii. Clinical Licensed Staff will make visual contact with the 

patient at 30 minute intervals and will document that 

visual contact was made in the patient observation sheet. 

 

 Behavioral/ Suicide assessment by the licensed 

clinical staff will be completed once every two 

hours while the patient is awake, during nursing 

shift change, upon unit transfer, or upon the 

assessed need for the client by a licensed clinical 

staff. If the patient is asleep, the licensed nursing 

staff will document that the patient is asleep, 

calm, with maintained safety and under a 1:1 

observation instead of the scheduled assessment.   

 

 Client will be placed near the nursing station of 

the unit or within clear un-obstructed view in the 

outpatient unit. Client’s door will remain open at 

all times unless situations warrant client privacy 
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(bedside procedures, physician examination) 

with clinical support/ licensed clinical staff/ 

attending physician present in the room.  

 

 Client will be accompanied out of the 

monitoring area or will be transported with one 

clinical support staff as the observer and one 

licensed clinical personnel at minimum until the 

client is returned to the monitoring area or care 

is transferred to an accepting facility. Clients 

who need restroom facilities must be 

accompanied by clinical support staff and 

returned immediately to the monitoring area.  

 

vii.     Security personnel will conduct searches of all items 

brought to the patient’s room and will not allow items 

which can be used to facilitate self-harm. 

 

 Nursing staff will assess the room for items that 

may be of facilitative use for self-harm and will 

arrange for the movement and removal of items. 

Nursing staff will control the reception of 

visitors into the patient’s room and will inform 

security personnel of any restrictions to 

visitation based on clinical judgement or upon 

physician orders. 

  

viii.       Facilities maintenance personnel will work with clinical 

and security staff to ensure the maintenance of a safe 

environment and will designate a liaison department 

during nonoperating hours to address the environmental 

and facilities needs of the client under suicidal 

precautions.   (Refer to Attachment V, Suicide 

Environment Checklist) 

 

B. Food Trays  

Food trays will be prepared by the dietary department. Nursing units are to order 

isolation trays for high risk suicidal patients.  If outside food is allowed by the 

physician, security and nursing staff will inspect food items and will not allow 

items that may increase the risk of suicidal attempt or attempted self-harm.  

  

C. Special Considerations:  Frequency in monitoring and Behavioral 

Assessment  

For clients who present to the in-patient/out-patient unit meeting criteria 

requiring suicidal precautions but with considerations due to clinical status 

(sustained altered mental status, comatose state, continuous sedation under life 

support measures), frequency and applicability of consistent patient observation 

may be determined non-applicable or may be specifically altered and must be 

explicitly documented and ordered by the clinical practitioner after a face-to-face 

evaluation.   
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II.  DOCUMENTATION  

 

Documentation for the client under suicidal precautions include the Patient Observation 

Sheet (Refer to Attachment I, Patient Observation Sheet) which will indicate the time a 

licensed clinical staff member visually observed the patient, that the patient was observed 

as calm, the presence of a 1:1 observer – if applicable, notation that the patient had 

required no further assessment other than a routine visual inspection. Progress notes will 

reflect the patient’s need for suicidal precautions at the initial initiation of suicidal 

precautions, the indications for discontinuing suicide precautions, communication with 

the physician regarding the care and monitoring of the patient, and additional 

interventions that were taken. 

 

The Behavioral Activity Assessment will be completed upon admission and evaluation 

into the clinical patient area, as indicated based on the suicide level of the patient, and 

upon need based on the clinical judgment of the licensed clinical staff. 

 

An environmental checklist will be completed and endorsed by the security, facilities 

maintenance staff, and nursing staff upon the initiation of suicide precautions, deeming 

the environment as appropriate for the patient with ordered. (Refer to Attachment III, 

Behavior and Activity Assessment) 

 

III.  OUTPATIENT UNIT GUIDELINES 

  

A. Patients in the Emergency Department who present with a singular or concurrent 

finding requiring suicidal precautions but are not disposed for admission, will 

require a psychiatric evaluation following medical interventions. Psychiatric 

Evaluation may be delayed until all medical clearance and required interventions 

are met as determined by the Emergency Department Physician.   

  

B. The transfer of patients to the consulting psychiatric facility will require the 

specified escort personnel as for patients admitted.  

  

C. Patients who require medical clearance prior to acceptance for psychiatric 

evaluation, but do not require intensive cardio-pulmonary interventions and 

monitoring, need only be placed in clear view of nursing personnel but must be 

assigned a licensed clinical staff to comply with patient observation while under 

the care of the Emergency department. Level II patients will require a 1:1 

observer in the Emergency department and may be escorted from the monitoring 

area to diagnostic study and to restroom facilities and back under constant 

observation of clinical support staff. Unit and facility transfers require licensed 

clinical staff in addition to patient sitters.   

  

IV.  FAMILY/PATIENT EDUCATION – Family/Patient Education to Include:  

  

A. Knowledge on the process of managing patients under suicidal precautions and 

the proper channels for psychiatric evaluation referral.  

  

B. Safety measures to be maintained and enforced while the patient is under in-

patient care.  

  

C. Warning signs and risk factors to suicidal attempts and acts of self-harm. 
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 V.  DISCHARGE PLANNING   

  

A. For Emergency Department patients who do not meet inpatient admission 

requirement, ensure that patient is transferred directly to the behavioral 
health/psychiatric evaluation with a staff escort, as specified based on the ordered 

suicide precaution level. In-patients requiring further psychiatric evaluation may 
be transported after medical requirement have been met.  

 

B. For all discharged patients (Emergency Department and Inpatient Discharges):  

Provide patient/family teaching on suicide prevention (Refer to Attachment VII, 

Discharge Instructions - Suicide Risk) which includes the Crisis Hotline and 

other community resources are provided. If available, provide the patient with 

“Focus on Life:  Stop Suicide on Guam” and “Focus on Life:  A Guide on 

Surviving and Coping from Suicide Loss” (Refer to Attachments VIII & IX). 

 

C. Should there be an identified means of access (i.e. guns, pills, rope), discharge 

instructions to patient/family members should emphasize the removal or 
reduction of these access.  

  

D. Social Services may be consulted for in-patient discharge planning.  

 

REFERENCES: 

 

Lewis L.M. No Harm Contracts – A review of what we know. Suicide Life Threatening Behavior. 

2007 Feb;37(1):50-7 

 

McMyler C. Do No-Suicide Contracts Work. Journal of Mental Health Nursing. 2008 

Aug;15(6):512-22. 

 

Sakinofsky I. Preventing Suicide Among Inpatients. Canadian Journal of Psychiatry Revue 

Canadienne de Psychiatrie. 2014; 59(3):131-140. 

 

RESCISSIONS: 

 

6301-II A-8, Suicide Precautions, of the Nursing Services Manual made effective October 13, 

2013. 

 

ATTACHMENTS: 

 

I. Patient Observation Flowsheet 

II. Suicide Risk Screening Tool 

III. Behavior and Activity Assessment 

IV. Suicide Precautions Order 

V. Suicide Environmental Assessment 

VI. Emergency Department Unit Specific Suicidal Patient Needs to Consider in the Physical 

Environment 

VII. Discharge Instructions - Suicide Risk 

VIII. “Focus on Life:  Stop Suicide on Guam” 

IX. “Focus on Life:  A Guide on Surviving and Coping from Suicide Loss” 
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ATTACHMENT I 
 

GUAM MEMORIAL HOSPITAL  

PATIENT OBSERVATION SHEET 
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ATTACHMENT II 
 

SUICIDE RISK SCREENING TOOL 

 

Date Time 

QUESTIONS TO ASSESS THOUGHTS OF SUICIDE 

Has the patient had any 

thoughts of self-harm in 

the past week? 

 

Not Applicable Yes No  

If Yes, does the patient 

have a plan for self-

harm? Or has the patient 

followed through on 

his/her plan of self-

harm? 

 

 

 

Not Applicable Yes No 

MAJOR RISK FACTORS FOR SUICIDE 

Please choose what risk 

factors apply 

Hopelessness/Depression Substance Abuse  

Life Changing Event with Poor Coping Skills Access to Means   

Psychosis/Behavioral Health Conditions Terminal Illness    

Previous Attempts of Suicide        

ASSESSMENT OF SUICIDE RISK 

Suicide Risk Level: 

LEVEL 1 (MINIMAL 

SUICIDE 

PRECAUTIONS 

LEVEL 2 (STRICT 

SUICIDE 

PRECAUTIONS) 

None – No current thoughts, no plans, no risk factors                        

LEVEL 1 – Has active thoughts, no plan, assessed as having significant risk 

for suicidal attempt of self- harm.  

LEVEL 2 – Has active thoughts, with plans, has presented with an existing 

suicidal attempt or attempted self-harm. 

ATTENDING PHYSICIAN NOTIFICATION 

IF PATIENT IS ASSESSED TO BE POSITIVE FOR SUICIDE RISK, THE FOLLOWING 

PHYSICIAN WAS NOTIFIED 

Physician Name  

NAME AND SIGNATURE 

Licensed Practical 

Nurse’s Name and 

Signature 

 

Registered Nurse’s 

Name and Signature 

 

 

 

User’s Name and 

Signature 

 

 

 

 

 

 

 

 

SUICIDE SCREENING TOOL   Patient ID Label 
Guam Memorial Hospital Authority  

Revised: September 2017 Approved: NM: ______, HIMC: ___________ 

Form #: iMed 16 - 029 
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ATTACHMENT III 
 

BEHAVIOR AND ACTIVITY ASSESSMENT 

 

Date Time 

Reason for completing assessment:  Not Applicable Suicide Risk Restraint Use                        

Hourly Rounds Wound Management 

(Positioning)                 Other (Specify) 

 

 

Suicide Risk Level 

Level 1: Has active thoughts, no plan, 

assed as having significant risk for 

suicidal attempt of self-harm.  

Level 2: Has active thoughts, with 

plans, has presented with an existing 

suicidal attempt or attempted self-harm   

Any changes in the patient’s level must 

have a detailed assessment 

documentation in the patient’s notes 

feature.  

 Not applicable 

 Level 1: Minimal Suicide Precautions – visual 

contact every 15 minutes 

 Level 2: Strict Suicide Precautions – visual contact 

every 30 minutes  

NOTE: SOCIAL SERVICES TO BE CONTACTED FOR SUICIDE RISK LEVEL 1 OR 2 

Has Social Services been notified?  Yes No 

Call button within reach: Yes No (Indicate corrective actions) 

 

 

Privacy maintained: Yes No (Indicate corrective actions) 

 

 

Bed in lowest position: Yes No (Indicate corrective actions) 

 

 

Level of consciousness: Alert Awake Asleep Sedated Lethargic                       

Comatose Other (Specify) 

 

 

Behavior Cooperative Calm Communicative 

Uncooperative Combative/Destructive Angry   

Anxious/Agitated  

Uncommunicative/Flat affect   Crying 

Laughing  

Yelling Suicide ideation present  

Other (Specify) 

 

 

Patient’s behavior for continued 

restraint use: 
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Pain expressed: Yes (Document in Pain Assessment Flowsheet)  

No 

Hygiene offered (If on suicide 

precautions, need to be supervised. If 

assisted, indicate in notes.) 

Not applicable Oral care Shower Shave       

Bed bath  Offered, declined 

Elimination:  Not applicable Urinated Bowel movement       

Foley catheter Urinary Incontinent  Offered, 

declined 

Repositioning –  

For patients with limited movement, or 

bed-bound 

Not applicable: Patient with Independent activity 

Supine Right lateral Left lateral 

Range of motion done Not applicable: Patient with independent activity 

Active ROM: Restraint released and reapplied 

Passive ROM (Specify) 

 

 

What changes occurred with the 

restraint use order? Restraint ordered 

renewed = Restraint Use Justification 

Assessment New Restraint Order 

Obtained = Restraint Use Justification 

Assessment None = Restraint Order is 

CURRENT Restraint removed, patient 

met release criteria (ensure that 

patient’s behavior is documented).   

Not Applicable 

Renewed, Restraint Order  

Obtained, New Restraint Order 

None (Order is Current) 

Terminated, Restraint Removed 

Restraint Use: 

BM reasons: Assess every 15 minutes. 

MS reasons: Assess every 2 hours 

Not Applicable 

For Behavioral Management Reasons  

For Medical Surgical Reasons   

Extremity on Restraint: Not applicable Right Wrist Right Ankle  

Right Hand Left Wrist Left Ankle Left 

Hand 

Chest Pelvic 

Restraint Type:  Not Applicable Limb Holder  

Hand Restraint (Twice as Tough) Vest Mitten 

Belt Pelvic 

Restraint Status: Not Applicable Applied Intact Released     

Released and Reapplied 

Circulation:  Not Applicable Brisk (<3 seconds)  

Sluggish (>3 seconds) 

Skin Color:  Not Applicable Normal Pale Cyanotic         

Other (Specify) 

 

 

Sensation:  Not Applicable Normal Tingling Numb      

Other (Specify) 

 

 

Respiratory Status:  Not Applicable Normal Shallow Labored    

On Ventilator  
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Skin Integrity – Indicate further 

assessment in notes for any 

abnormalities 

Not Applicable Intact Open Lesion 

Abrasion 

Redness Other (Specify) 

 

 

Release Criteria (Based on physician 

order form)  

Not Applicable Meets Release Criteria Not 

Met 

COMPLETED BY: 

 

User’s Name and Signature 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

BEHAVIORAL ACTIVITY ASSESSMENT                     Patient ID Label 

Guam Memorial Hospital Authority  
Revised: September 2017 Approved: NM: _____ HIMC: _______ 

Form #: iMed 16 - 004 
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ATTACHMENT IV 
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ATTACHMENT V 

 
Date Time 

DIRECTION: This assessment should be conducted with representatives from Nursing, Security, Safety, 

and Facilities Maintenance prior to the patient’s entry into the room. 

ACCESS TO MEANS OF HANGING, SUFFOCATION, AND STRANGULATION 

Are there fixtures from 

which something heavy 

can be suspended? 

 

Yes (Specify in Notes) No         

Types of Fixtures Shower Heads Light Fixtures Curtain Rods Closet Doors    

Door Knobs         

Do showers and closets 

have break away rods? 

 

Yes (Specify in Notes) No  

Does the patient’s care 

require any medical 

equipment such as 

intravenous lines or 

oxygen? 

 

 

Yes No Not Applicable        

Specify  

 

Are there any trash cans 

with liners present in the 

room? 

 

Yes No Not Applicable        

Do showers have plastic 

curtains? 

Yes No Not Applicable        

Is the call light cord 

longer than 12 inches? 

Yes No Not Applicable        

Is there a bed with sheets 

in the room? 

Yes No Not Applicable        

ACCESS TO MEANS OF JUMPING 

Is the unit located at 

higher than ground 

level? 

Yes No Not Applicable        

Does the patient have 

access to windows, glass 

doors, balconies, any 

places from which he or 

she could jump? 

 

 

Yes No Not Applicable        

Specify  

Is the window(s) and/or 

glass door able to be 

opened or broken? 

 

Yes No Not Applicable        

ACCESS TO MEANS OF JUMPING 

Is the unit locked? Yes No Not Applicable        

Are items brought in by 

visitors searched? 

Yes No Not Applicable        

Are items such as belts, 

shoelaces, drawstrings, 

glass, sharps, lighters, 

etc. taken from patient? 

 

 

Yes No Not Applicable        

Are there electrical 

outlets in the bathroom? 

 

Yes No Not Applicable        
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Are cleaning supplies 

closely monitored by 

staff or locked when not 

in use? 

 

Yes No Not Applicable        

Are there electrical 

equipment within the 

patient’s room? 

 

Yes No Not Applicable        

REMOVE ANY HAZARDS IN THE PATIENT’S ROOM THAT CAN BE REMOVED AND 

REMAIN AWARE OF EXISTING HAZARDS THAT REMAIN 

BE COGNIZANT OF THESE WHEN CONDUCTING PATIENT OBSERVATIONS 

Please write each 

individual’s names 

responsible for the 

completion of this 

assessment: 

 

Completed By: Security Safety Facilities Maintenance Nursing 

User’s Name and 

Signature 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SUICIDE ENVIRONMENTAL ASSESSMENT  Patient ID Label 
Guam Memorial Hospital Authority  

Revised: 09/2017  

Approved: NM: ______ HIMC: ________ 
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ATTACHMENT VI 

 

Emergency Department Unit Specific Suicidal Patient Safety Needs to Consider in the 

Physical Environment 
 

The most common method of suicide in hospitals are hanging, suffocation, and jumping. 

 

This checklist should be conducted with representatives from Nursing, Security/Safety, and Facilities 

Maintenance/Boiler Room Prior to the patient’s entry into the room. 

 

I. Access to means of hanging, suffocation, and strangulation 
 YES   NO Are there fixtures (shower heads, light fixtures, curtain rods, closet doors, door 

knobs) from which something heavy could be suspended? 

 YES   NO Does the patient’s care require any medical equipment such as intravenous lines or 

oxygen? 

 YES   NO Are there any trash cans with liners present in the room? 

 YES   NO Are the medical equipment cords longer than 12 inches? 

 YES   NO Is there a bed with sheets in the room? 

 

II. Access to means of jumping  
 YES   NO Is the unit located at higher than ground levels? 

 YES   NO Does the patient have access to windows, glass doors, balconies, any place from 

which he/she could jump? 

 YES   NO Is the window(s) and/or glass doors able to be opened or broken? 

 

III. Access to other potential harmful items 
 YES   NO Is the unit locked? 

 YES   NO Are items brought in by visitors searched 

 YES   NO Are items such as belts, shoelaces, drawstrings, glass, sharps, lighters, etc taken 

from patient? 

 YES   NO Are cleaning supplies closely monitored by staff or locked when not in use 

 YES   NO Is there electrical equipment within patient’s room? 

 YES   NO Are hazardous items removed from the patient? 

Corrective actions to deficiencies noted:   
 

 

 
 

Completed By:   

_____________________________________________ _________________ _______________ 

RN Name/Title & Signature    Date   Time 
 

_____________________________________________ _________________ _______________ 

Security Dept Staff or Safety Officer    Date   Time 

Name/Title & Signature  

 

_____________________________________________ _________________ _______________ 

Facilities Maint. /Boiler Rm. Name/Title & Signature Date   Time 

 

 

 

 

 

Suicide Environment Checklist      PATIENT ID LABEL 
GMHS FORM #_____   STOCK# _______ 

FORM REVISED: _______ 

APPROVED DATE: NM ____, PSC ____, MEC ____, EMC ____, HIMC ____ ______ 
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ATTACHMENT VII 

 
Date Time 

DISCHARGE INSTRUCTIONS FOR A SUICIDE RISK PATIENT 

As you are discharged from the Guam Memorial Hospital, it is important to learn about how to keep safe 

from harming yourself. 

RECOGNIZE THE WARNING SIGNS 

- Abrupt changes in personality 

- Giving away possessions 

- Use of drugs and/or alcohol 

- Change in eating patterns – major weight changes 

- Change in sleeping patterns – all the time/unable to 

- Unwillingness/inability to communicate 

- Depression 

- Unusual sadness, discouragement/loneliness 

- Talk of wanting to die 

- Neglect of personal appearance 

- Rebelliousness – reckless behavior 

- Withdrawal from people/activities they love 

- Confusion – inability to concentrate 

IF YOU OR A LOVED ONE OBSERVES ANY OF THESE BEHAVIORS OR HAS CONCERNS 

ABOUT SELF-HARM, HERE’S WHAT YOU CAN DO 

- Talk about your feelings 

- Talk about reasons for harming yourself 

- Remove any means of hurting yourself (e.g.: Pills, Rope, Extension Cords, Firearm) 

- Professional help by the Guam Behavioral Health and Wellness Center, Psychological Counseling, 

etc. 

- Do not be alone, call your “safe contact”. Someone whom you trust and who will be there for you 

- Call your local CRISIS HOTLINE: 647-8833 or call the toll free National Suicide Prevention 

Hotlines: 

o National Suicide Prevention Lifeline: 1-800-273-TALK (8255) 

o National Hope Line Network: 1-800-SUICIDE (784-2433) 

Educational/Teachings 

Materials provided to the 

Patient. 

 

Yes No Not Applicable        

Other 

Educational/Teachings 

Materials provided to the 

Patient 

 

FOLLOWING THIS DISCHARGE, YOU HAVE AN APPOINTMENT WITH (INDICATE 

PHYSICIAN NAME, CLINIC NAME, AND CONTACT NUMBER) 

Physician Name Clinic Name Contact No. 

   

UNDERSTANDING OF DISCHARGE INSTRUCTIONS 

I and/or my family 

member understand the 

warning signs of suicide 

 

Yes No Not Applicable        

I and/or my family 

member understands 

what to do when 

thoughts of suicide are 

present 

 

 

Yes No Not Applicable        
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I and/or my family 

member have been given 

contact numbers to the 

Crisis Hotline and other 

toll-free suicide hotlines 

 

 

Yes No Not Applicable        

I and/or my family 

member understand the 

discharge instructions 

that were provided to 

me/the patient 

 

 

 

Yes No Not Applicable        

SIGNATURE(S) 

Signature of 

Patient/Family Member 

 

NAME AND SIGNATURE 

Licensed Practical 

Nurse’s Name and 

Signature 

 

Registered Nurse’s 

Name and Signature 

 

 

 

User’s Name and 

Signature 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SUICIDE DISCHARGE INSTRUCTIONS  Patient ID Label 
Guam Memorial Hospital Authority  

Revised: 09/2017 

Approved: NM: ____, HIMC: ____ 
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ATTACHMENT VIII 
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ATTACHMENT IX 

 


