
 

 

 

 

 

COLUMBIA - SUICIDE SEVERITY RATING SCALE 

 

Introduction  

 
A significant proportion of individuals who commit suicide have seen a health professional 

within a few days prior to their suicide attempt. This means that accurate detection and 

management of suicidal and self- harm risk by health professionals is important in helping to save 

lives. 
 

The Columbia Suicide Severity Rating Scale (C-SSRS) is a risk scoring system that 

can be used to assist clinicians with their evaluation of patients in the Emergency 

Department in predicting overall risk and the need for hospital admission. 

 

The Columbia Suicide Severity Rating Scale (CSSRS) is designed to provide a measure 

of immediate risk, (and so the situation can change).  

 

It is (currently) the best validated system for emergency settings and also has limited 

validation in the outpatient psychiatry setting. 

 

It has been validated in a range of patient populations, including adolescents and children 

(as young as five years old). 

 

It is often based entirely on patient-reported items, however it also allows for integration 

of information from other sources (e.g. family / friends / healthcare professionals, 

hospital records).  

 

Note there are a number of different versions of the C-SSRS; for different settings, 2 

including a screening tool for use in Emergency Departments.  

 

History 

 

The Columbia Suicide Severity Rating Scale (C-SSRS) was originally derived by 

researchers (Posner et al) at Columbia University, the University of Pennsylvania, and the 

University of Pittsburgh in 2011. 

 

While suicidal ideation and behaviour had previously been conceived one-dimensionally, 

with passive ideation progressing to active intent and then suicidal behaviour, the C-

SSRS attempted to separate the two (ideation and behaviour) by using four constructs:  

 

1. Ideation:  

 

 ● Severity of ideation 

 



 ● Intensity of ideation 

 

3. Behaviour 

 

 ● The act 

 

 ● Lethality.  

 

These constructs were based on factors identified in previous studies found to be 

predictive of suicide attempts and completed suicide. 

 

Structure of Full Assessment 

 

It should be noted that there is no evidence to suggest that asking about suicidal ideation 

makes a person more suicidal. 

 

The Columbia Suicide Severity Rating Scale (CSSRS) is designed to provide a measure 

of immediate risk, (and so the situation can change).  

 

Four domains are explored, summarized as follows:  

 

IDEATION (Severity): 

 

1.  Is there a wish to be dead. 

 

2. Are there any non-specific active suicidal thoughts. 

 

If yes to 2; then qualify with the following:  

 

3. Method  

 

 ● How would you kill yourself. 

 

4 Intent  

 

 ● Do you intend to do this? 

 

5. Plan  

 

 ● Do you have a plan worked out to do this? 

 

IDEATION (Intensity): 

 

For intensity of ideation, risk is greater when: 

  

1. Thoughts are more frequent  

 

 ● How many times have you had these thoughts? 



 

2. Thoughts are of longer duration:  

 

 ● When you have the thoughts how long do they last? 

 

3. Thoughts are not controllable:  

 

 ● Could/can you stop thinking about killing yourself or wanting to die if you 

  want to? 

 

4. There are no/few deterrents:  

 

● Are there things - anyone or anything (e.g., family, religion, pain of death) 

 - that stopped you from wanting to die or acting on thoughts of 

 committing suicide? 

 

5.      Is it to stop or end pain? 

 

● What sort of reasons did you have for thinking about wanting to die or 

 killing yourself?  

 

♥ Was it to end the pain or stop the way you were feeling (in other 

 words you couldn’t go on living with this pain or how you were 

 feeling)  

 

Or  

 

♥ Was it to get attention, revenge or a reaction from others?  

 

Or  

 

♥ Was it both? 

 

SUICIDAL BEHAVIOUR (life time or last 1 month) 

 

1. Actual Attempt: 

 

● A potentially (there doesn’t have to be actual injury or harm) self-

 injurious act committed with at least some wish to die, as a result of act.  

 

Behaviour was in part thought of as method to kill oneself.  

 

Intent does not have to be 100%. If there is any intent/desire to die 

associated with the act, then it can be considered an actual suicide attempt.  

 

Inferring Intent: Even if an individual denies intent/wish to die, it may be 

inferred clinically from the behaviour or circumstances. For example, a 

highly lethal act that is clearly not an accident so no other intent but 



suicide can be inferred (e.g., gunshot to head, jumping from window of a 

high floor/story).  

 

Also, if someone denies intent to die, but they thought that what they 

did could be lethal, intent may be inferred. 

 

2. Interrupted Attempt: 

 

● When the person is interrupted (by an outside circumstance) from starting 

 the potentially self-injurious act (if not for that, actual attempt would have 

 occurred).  

 

Overdose: Person has pills in hand but is stopped from ingesting. Once 

they ingest any pills, this becomes an attempt rather than an interrupted 

attempt.  

 

Shooting: Person has gun pointed toward self, gun is taken away by 

someone else, or is somehow prevented from pulling trigger. Once they 

pull the trigger, even if the gun fails to fire, it is an attempt.  

 

Jumping: Person is poised to jump, is grabbed and taken down from 

ledge.  

 

Hanging: Person has noose around neck but has not yet started to hang - is 

stopped from doing so. 

 

3. Self-Interrupted (or aborted) Attempt: 

 

● When person begins to take steps toward making a suicide attempt, but 

 stops themselves before they actually have engaged in any self-destructive 

 behaviour.  

 

Examples are similar to interrupted attempts, except that the individual 

stops him/herself, instead of being stopped by something else. 

 

4. Preparatory Acts or Behaviour 

 

● Acts or preparation towards imminently making a suicide attempt.  

 

This can include anything beyond a verbalization or thought, such as 

assembling a specific method (e.g., buying pills, purchasing a gun) or 

preparing for one’s death by suicide (e.g., giving things away, writing a 

suicide note). 

 

LETHALITY: 

 

1. Actual Lethality/Medical Damage: 

 



2. Potential Lethality. 

 
Consent and Confidentiality 
 

It is essential to be transparent and to engage the patient in honest communication.  

 

Ask for consent to discuss the patient’s potential thoughts and intentions of hurting 

themselves.  

 

Clinicians need to be aware of the limitations of confidentiality: if the patient is judged to 

be at risk then the clinician has a duty of care to inform other health professionals to 

ensure the patients’ safety. 

 

Inform the patient that you are concerned and explain what you are doing at each stage of 

the process.  

 

Be sensitive to the cultural and religious views of the patient.  

 

Ask permission to involve family and/or carers in the process and engage them in the 

management plan. 

 

C-SSRS Screening for Emergency Departments 

 

Note there are a number of different versions of the C-SSRS; for different settings.  

 

There is the screener version, which is an abbreviated version of the full scale intended 

for emergency settings - (see Appendix 1 below).  

 

Interpretation  

 
High & Moderate Risk:  

 

● All must be referred to Psychiatry for further mental health assessment and 

 management  

 

Low Risk:  
 

● These may be suitable for outpatient follow-up  

 

Low risk patients will need support and monitoring.  

 

Ongoing screening will need to be undertaken if the patient continues to exhibit 

indicators of suicide or self- harm.  

 

It is important to note that as the CSSRS is a measure of immediate risk, the 

patient’s status may change quickly and reassessment may be necessary. 

 

 



Appendix 1  
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