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Abstract
	Safety planning is one of the most ubiquitous clinical interventions for individuals at elevated suicide risk. Although safety planning interventions are often discussed as a standalone clinical strategy and considered comparable by many clinicians, not all safety planning interventions are equivalent. Unique and important differences exist across safety planning strategies routinely used in clinical practice and carry potentially important implications for how we conceptualize and respond to suicide risk, identify treatment targets, and tailor subsequent interventions in clinical care. This article clarifies conceptual, theoretical, and clinical distinctions between two frequently used safety planning interventions: crisis response planning and the Safety Planning Intervention. The existing empirical foundation for both interventions is reviewed, including their identified clinical purpose, theoretical foundation, intervention structure or format, associated clinical strategies, and application with individuals at elevated suicide risk and potentially other clinical populations. In particular, the unique elements and potential advantages of crisis response planning are emphasized and discussed, with a clinical example provided. Implications for clinical care and future research using crisis response planning are also discussed. 



Differentiating Crisis Response Planning from the Safety Planning Intervention:
Unique Elements and Clinical Applications of the CRP
	Brief interventions for suicide prevention have been shown to effectively stabilize individuals in acute crisis and reduce future risk for suicidal behavior. Meta-analytic evidence suggests single-encounter interventions are associated with fewer subsequent suicide attempts, reductions in suicidal thoughts, and greater linkage to ongoing care, particularly when safety planning, care coordination, and follow-up contact are all included (Doupnik et al., 2020). Two of the most widely used interventions, crisis response planning (CRP) and the Safety Planning Intervention (SPI), have each been associated with significant reductions in a range of suicide-related outcomes (Bryan et al., 2017; Stanley et al., 2018). Although many brief interventions like CRP and SPI share common elements, there are important conceptual, theoretical, and clinical distinctions critical to appropriate use across the full spectrum of clinical settings and identified presenting problems. This article differentiates the CRP and SPI and explores the unique elements and potential advantages of crisis response planning, with a clinical example provided. 
	 CRP for suicide prevention was originally introduced nearly four decades ago as part of a randomized clinical trial (RCT) examining an early iteration of a cognitive-behavioral treatment for suicidality which would later become known as Brief Cognitive Behavioral Therapy for Suicide Prevention (BCBT-SP) (Rudd et al., 1996; Rudd et al., 2001; Rudd et al., 2015; Bryan & Rudd, 2018). Since the initial RCT, five subsequent BCBT-SP RCTs have included CRP as a specific component of the overall treatment protocol. These clinical trials uniformly support the efficacy of the full BCBT-SP protocol, all consistently demonstrating reductions in post-treatment suicide attempt rates and suicidal ideation when compared to both treatment-as-usual (TAU) and active treatment controls (see supplemental materials for a summary table of BCBT-SP RCTs that includes specific treatment controls). Despite serving as a foundational component of the BCBT-SP, the clinical rationale, clinical applications, integrated clinical strategies, and potential mechanisms of action of the CRP are seldom discussed. This is particularly true outside of the scope of use specific to individuals experiencing elevated suicide risk. 
 Three of the BCBT-SP RCTs used the SPI (Stanley & Brown, 2012) as both a component of TAU and active control groups (e.g., person-centered therapy). This reflects the extent to which the SPI has increasingly become an expected element in the standard of care for individuals at elevated suicidal risk (Diefenbach et al., 2024; Baker et al., 2024; Bryan et al., 2025; Stanley & Brown, 2012).  An additional RCT used the CRP as a standalone intervention and compared it directly to “usual crisis management procedures”, including the SPI, with the CRP reducing suicide attempts by up to 76% relative to the SPI comparison condition (Bryan et al., 2017). This is the only RCT that has utilized the CRP as a standalone clinical intervention; all others have utilized the CRP as part of a multi-component, integrated BCBT-SP treatment protocol, making it difficult to tease out impact unique to the CRP. 
The SPI was first published as a standalone intervention for elevated suicide risk by Stanley & Brown (2012). The standard SPI form is publicly available on the Stanley-Brown safety planning intervention website (https://suicidesafetyplan.com/), a copy of which is included in the supplemental materials.  The original version of the SPI was used in a landmark psychotherapy study demonstrating the efficacy of cognitive therapy for suicidality by Brown et al. (2005). Subsequent versions of the SPI were included in Stanley & Brown (2006), Stanley & Brown (2008), and Stanley et al. (2009), with modifications for use with both veterans and adolescents struggling with elevated suicide risk. As the SPI usage across clinical settings has increased dramatically over the past two decades, so has research examining its efficacy. While several systematic reviews have described the SPI as efficacious at improving outcomes such as suicidal ideation, suicidal behavior, deaths, hospital admissions, and treatment engagement (Ferguson et al., 2022; Rainbow et al., 2025), concerns have been raised regarding variability in methodology, specific outcomes, and treatment modalities across studies. Concerns have also been raised about these limitations in SPI meta-analyses and subsequent interpretations about efficacy and clinical application in day-to-day practice (Ferguson et al., 2022; Rainbow et al., 2025). 
A large percentage of the research with the SPI has been either cross-sectional or quasi-experimental, with many studies integrating the SPI into other interventions or psychotherapies, making it difficult to isolate the impact of the safety plan alone. The CRP has faced a similar challenge, particularly with use of the CRP as an integrated component of BCBT-SP and not a standalone, single-encounter intervention. Accordingly, care should be taken when generalizing findings across the existing literature for both interventions, an issue compounded by assumed clinical equivalence for these types of interventions, an issue discussed in more detail below. However, several RCTs examining the efficacy of the SPI have been published, with positive and compelling results. Interpretation, however, is limited by brief follow-up periods. As summarized in the table included in the supplemental materials, both Stanley et al. (2018) and Kearns et al. (2025) found significant reductions in post-intervention suicide attempts over six-month follow-up periods. Modifications to the standard SPI have also shown positive results. An RCT examining a dyadic approach to the SPI where study participants completed a joint safety plan with a supporting partner found that suicidal ideation decreased at a sharper rate among those in the dyad group in comparison to those completing the standard-form SPI (Goodman et al., 2022). In studies that also included comparisons with the CRP, Lohani, Baker et al. (2024) and Lohani, Bryan et al. (2024) observed reductions in suicidal ideation in those completing both a self-directed version of the SPI and the CRP, across both digital and in-person delivery. Most recently, Goodman et al. (2026) did not find a significant difference between participants receiving a group intervention with SPI and skills training as compared to participants receiving TAU in subsequent time to suicidal behavior (i.e., a survival analysis of “time to attempt” in days post-intervention). Secondary analyses, however, showed a lower hazard of actual suicide attempts over one year and improved suicide-related coping among SPI and CRP intervention participants.
	Several studies have also assessed elements of the SPI in clinical practice, such as feasibility, acceptability, and fidelity. In an RCT comparing clinician-delivered and peer-delivered safety planning, Wilson et al. (2022) found that the SPI was feasible to implement across both groups and an acceptable intervention for the unique demands of the emergency room setting. Stewart et al. (2020) observed similar results in a university counseling center sample. In a qualitative review of charts among veterans marked as high risk for suicide, Gamarra et al. (2015) found that completed safety plans contained only a limited degree of personalization with marginal specificity in individual responses and ultimately found that those with what they characterized as “higher quality plans” experienced less frequent hospitalization in the year following the completion of the intervention. However, they also emphasized that nearly half of the charts reviewed showed no evidence that the safety plan was used or reviewed following the initial intervention and only 11% of charts indicated that the safety plan underwent its required annual update, suggesting that intervention fidelity may be a concern in certain treatment settings. 
The Error of Assumed Clinical Equivalence
Since its initial publication as a standalone, single-encounter clinical intervention, the SPI and subsequent “safety planning type interventions” (SPTIs; Nuij et al., 2021) have become the most ubiquitous clinical interventions for addressing elevated suicide risk, cutting across a range of settings including emergency departments, inpatient care, partial hospital settings, and outpatient clinics. A meta-analysis by Nuij et al. (2021) concluded that “results support the use of SPTIs to help prevent suicidal behavior and the inclusion of SPTIs in clinical guidelines for suicide prevention,” but found “no evidence for an effect of SPTIs on suicidal ideation”. They argued that supplemental clinical interventions may be needed to reduce suicidal ideation. Of particular importance, the meta-analysis completed by Nuij et al. (2021) grouped SPI, CRP, and “coping cards” within a single clinical intervention category, referring to them collectively as “safety planning type interventions.” Ultimately, they concluded that “in essence they all cover the same psychological technique,” an error of assumed clinical equivalence.  
Intimately familiar with the original CRP implemented in Rudd et al. (1996; 2001), the iteration used in Rudd et al. (2015) and the subsequent version used BCBT-SP RCTs (Bryan et al., 2025), the conclusion that CRP “covers the same psychological techniques” as SPI is inaccurate. Although both the SPI and CRP were originally developed for use with individuals experiencing elevated suicide risk and have conceptual and clinical overlap, there are important differences. The underlying theoretical rationales, technical characteristics, clinical strategies, and related implications for clinical care diverge in significant ways. Despite broad use of safety planning interventions overall, clarity in differentiating the CRP and its unique elements and clinical applications has yet to be provided. This significant gap in the literature may be partially attributed to the error of assumed clinical equivalence. 
Original Development and Purpose of the SPI
	Stanley & Brown (2012) originally introduced the SPI as a standalone intervention that could be completed within a single patient contact, with a stated purpose of “enhanced individual safety for those with elevated suicidality”. The specific rationale included that: (a) a large percentage of suicidal individuals do not seek emergency care in the midst of a crisis, (b) there are routine delays in available care following discharge from either an emergency department or inpatient stay, and (c) the recognized “ebb and flow” of suicide risk and the probable utility of the SPI to enhance safety for these brief windows of elevated risk. They also added that the effectiveness of means restriction is likely secondary to “inhibiting suicidal acts” during these discrete, time-limited periods of elevated risk. Ultimately, they concluded “the SPI is unique in that it is a systematic and comprehensive approach to maintaining safety in suicidal patients” and a standalone intervention that can be completed in a single patient contact. They also identified the core clinical purpose of the SPI is to enhance safety for those with elevated suicide risk, with the theoretical foundation embedded in recognition of the discrete and time-limited nature of acute suicidal crises (Stanley & Brown, 2012). Finally, there is evidence that the SPI can be successfully completed and implemented with the assistance of a non-clinician, for example, by a supportive partner (Goodman et al., 2022).
How is the Crisis Response Plan Different?
	 In contrast to the SPI focus on enhancing patient safety (Stanley & Brown, 2010), the CRP was originally developed as a flexible emotional regulation tool, one with application across a broad range of symptomatic and syndrome presentations and not developed specifically to enhance patient safety during a suicidal crisis. Improved safety, however, is believed to be a natural consequence of improved emotional self-management and available BCBT-SP RCTs offer considerable support regarding enhanced safety using the CRP. Table 1 provides a summary of the theoretical, technical, and clinical characteristics or features of both the CRP and SPI. The original clinical purpose of the CRP was to create what is referred to as “strategic inconvenience” through reciprocal emotional inhibition (REI)—a clinical strategy originally developed by behaviorist Wolpe (1958). The goal of REI is to induce an emotional response that is physiologically and psychologically incompatible with suicidality or severe emotional upset and an escalating motivation to die (Rudd, 2000; Rudd, 2006). Induction of a calming emotional response and associated hopeful future expectancies that lowers overall autonomic arousal and subjective distress is achieved through several CRP-specific clinical strategies. Integration of the reasons for living (RFL) list, use of the survival kit, and an individualized emotion regulation activity (e.g., deep breathing, mindfulness) are all early steps in the CRP and diverge from the SPI. 
	Structurally, the SPI is a standardized, six-step intervention, designed to be completed in a single patient contact and does not necessarily require the assistance of a clinician. In contrast, CRP is intentionally flexible, does not used a standardized form, is personalized, and allows the clinician to develop a simple and targeted CRP initially (see Table 1). Although the CRP can be completed in a single session, integration of RFL and a survival kit often take more than a single session. Additionally, the CRP was developed to be completed with the assistance of a trained clinician. The instructions for the SPI are included in each step on the standardized form, allowing the SPI to be completed with or without clinician input and assistance. The individual steps identified in the initial CRP will likely change and evolve over the course of clinical care as the patient makes clinical progress. The SPI does not. The initial version of the CRP aims to disrupt proximal processes believed to contribute to elevated suicide risk, including emotional escalation, cognitive constriction, impaired problem solving and decision making, and reduced positive future expectancies. The intervention focuses on helping the patient recognize early signs of emotional upset, generate time and alternatives through emotional self-management strategies, contacting professional support if unsuccessful, and increasing motivation to live through reconnecting to emotionally salient RFL (Bryan & Rudd, 2011; Bryan et al., 2017). This flexibility allows the CRP to be personalized and expanded in subsequent sessions as the individual’s emotional self-management skills develop and greater clinical clarity is achieved regarding their individual risk conceptualization, suicide cognitions are identified, and motivation to die clarified. This personalization is believed to enhance emotional salience, as defined and discussed below.
The distinction between SPI and the CRP is not merely semantic; it reflects differences in conceptual foundations, clinical purposes, and intervention structures, despite the reality that they both coalesce around use with suicidal individuals. In brief, the SPI was developed to enhance patient safety, whereas the CRP was developed to enhance emotional self-management during periods of crisis and emotional upset, broadly defined. The threshold of what constitutes a crisis for use of the CRP is defined collaboratively by the patient and clinician and does not have to be specific to suicidality.  The CRP also creates the opportunity to relate developing emotional self-management skills directly to suicide cognitions revolving around central themes of identity and agency (Rudd et al., 2025). Integration of suicide cognitions is believed critical to ongoing psychotherapy and issues of enduring vulnerability to episodes of elevated suicide risk, critical to the goal of suicide prevention. 
Given the original foundation in emotional reciprocal inhibition (Wolpe, 1958), a unique clinical characteristic of the CRP is emotional salience and is accomplished by integrating clinical strategies like RFL and the survival kit early in the intervention, both of which are described below. Outside of Wolpe’s (1958) original behavioral approach, emotional salience is a construct used most often in cognitive neuroscience. Emotional salience refers to “the importance or prominence of an emotional experience in influencing memory encoding, storage, and retrieval” (Berenbaum et al., 2009). According to Berenbaum (2009), an emotionally salient memory is emotionally charged, more likely to be remembered, and will be more accessible in the future. Foundational to emotional salience theory is that emotional intensity can facilitate the brain's ability to process, store, and eventually recover information. With respect to the impact of emotional salience on memory and recall, converging evidence suggests that positive emotion can enhance memory through repeated exposure (Pan et al., 2025), for example, the repeated daily exposure used to the RFL identified and included in the CRP.
One of the distinctive findings about the clinical utility of the CRP is the central role and importance of RFL. Earlier research has found limited evidence supporting the clinical utility or efficacy of assessing RFL alone with suicidal individuals, although predefined RFL were used, not personalized ones as with the CRP (Tsypes et al., 2022). It may be that RFL and associated emotional salience generated through both identifying reasons with meaning unique and specific to the respondent is important for clinical impact and a potential mechanism of action. 
Enhanced Emotional Salience in the CRP
 A defining clinical feature of the CRP, and BCBT-SP in general, is enhanced emotional salience. This is accomplished early in the CRP intervention sequence through RFL and use of the survival kit. As mentioned above, identifying RFL is not unique to the CRP and is sometimes integrated into the SPI and other safety planning-type interventions. The CRP integrates RFL in conjunction with a targeted effort by the clinician to enhance emotional salience (Rudd & Kratholm, 2026). In day-to-day clinical practice, RFL most often is a simple list of people, relationships, interests, or activities (e.g., my mother, my kids, my friends, my hobbies, my family, my job, my dog, running, reading, painting, playing music), without any detailed elaboration or personalization. Emotional salience requires a more detailed clinical exploration that generates personalization and evokes a positive emotional response critical to encoding, memory, improved accessibility, and eventual recall. It is important for the clinician to work with the patient to strategically expand elements of the RFL to generate emotional salience. For example, if someone names their partner as a reason for living, emotional salience can be expanded and enhanced by using simple questions like the following:
a) Can you tell me a little about (name)?
b) What kind of things do you like to do together?
c) What do you appreciate/like/love about (name)?
d) What does (name) appreciate/like/love about you? 
e) How do they show you support?
f) What motivates them to be there for you?
If someone names an activity (e.g., hiking) as an RFL, the clinician can ask similar questions to enhance emotional salience and expand the RFL list:
a) Where do you like to hike? 
b) What do you like about that area?
c) What do you like most about hiking?
d) What does having the discipline to routinely hike say about you as a person?
Each one of the answers to the questions listed above can be included on the RFL list as a separate item, expanding the RFL list profoundly. We encourage clinicians to write these RFL down during the clinical interaction, either on a dry-erase board, tablet, or notepad visible to the respondent. This creates a visual image that also helps positive emotional activation. We routinely have patients take a photo of the new and expanded list with their phone, which allows them to start compiling a treatment log using images that can easily be collected, accessed, and protected on their phone. The impact of a dramatically expanded and emotionally salient RFL list cannot be overstated. Socratic questioning is essential to successful development and use of a CRP and is a common clinical strategy in cognitive behavioral therapies (Tolin, 2024). Ultimately, the RFL is an evolving document and can be continuously changed throughout the course of treatment. This is true even well after an acute suicidal crisis has abated. Patients are encouraged to review their RFL daily for a few minutes prior to each meal, creating frequent and predictable exposure, facilitating not only accessibility but potential impact.
Integration of the Survival Kit
 	Another clinical strategy that generates enhanced emotional salience in the CRP is use of the survival kit; originally called a hope box in the first RCT and subsequent trials of BCBT-SP (Rudd et al., 1996; Rudd et al., 2015). As with the RFL, the survival kit is based on the idea of emotional reciprocal inhibition. What differentiates the survival kit from the RFL is that it includes tangible, personal objects or mementos tied to positive individual memories. Patients are encouraged to include items in the survival kit/hope box that help them feel hopeful and encouraged during periods of acute emotional upset and hopelessness. The goal is to use tangible objects, but increasingly, patients have opted to include digital images. An important caveat that warrants mention is that the clinician needs to review any and all items included, as individuals with suicidality often identify items that activate the suicidal mode (Rudd, 2000) without being consciously aware of the iatrogenic nature of these items (e.g., a picture of a parent that was abusive or a personal loss that provokes unresolved grief). Items that are often included in the survival kit/hope box are song lyrics, comforting images (e.g., landscapes), and letters or screen captures of text messages from friends or loved ones. 
Similar to the RFL, emotional salience is enhanced when assisting patients in building their survival kits by inquiring about items and the meaning patients assign to the items. For example, if a patient includes specific pictures, lyrics, or mementos, the clinician may ask, “What makes this (item) special to you?” or “I wonder what it says about you that (name) took time to write you this letter.” In addition, this strategy can help the clinician identify which items may evoke negative emotions or memories that may not be initially apparent and potentially implicated in previous episodes of elevated suicide risk.
There are occasions when a patient has struggled to name items for the survival kit. In these instances, it is important for the clinician to be prepared. For example, clinicians have previously compiled a list of reasons that are deemed hopeful about the patient’s future and the efficacy of therapy, signed it, and included it in the survival kit/hope box. Additionally, the clinician and client may create something together to place in the survival kit such as positive affirmations/coping cards that resonate with the patient, a rewritten RFL, or a drawing that symbolizes recovery and hope. Again, it is critical for the clinician to review with the patient each item included in the survival kit/hope box to ensure it has the intended positive emotional impact. Some items can be removed early in use of the survival kit and later included after potentially problematic issues are addressed in treatment. For example, an item that activates unresolved grief can be reintroduced once there has been time to address grief issues in psychotherapy.  
Flexible Structure of the CRP, Lethal Means Discussion, and Implications for Suicide Cognitions

	Table 2 includes an example of a simple five-step CRP, integrating RFL, the survival kit, and a targeted emotional self-management activity (i.e., deep breathing) as the first three steps. In sharp contrast to the SPI (which uses strategic distraction), the RFL, survival kit, and emotional self-management steps can be used to identify associated suicide cognitions and themes believed to be fueling the suicidal crisis (i.e., Unlovability, Unbearability, Unsolvability; Rudd, 2000, Rudd, 2006). In short, these first three steps serve the dual functions of emotional recovery (through the mechanism of emotional reciprocal inhibition) and provide a foundation to influence suicidal ambivalence and the underlying suicide cognitions believed related to motivation to die and related suicide risk. For example, following repeated episodes of successful self-management using the CRP, the clinician might inquire: “You’ve been managing your upset extremely well the last few weeks. What does that say about thoughts you expressed earlier that you couldn’t bear your emotional pain and couldn’t develop the skills to deal with your problems?”
	An additional element that differentiates the CRP from the SPI is that the CRP does not integrate external social support in initial iterations. In our RCTs, we have found that external social support can prove to be a complex and potentially problematic intervention, particularly without strategic role playing and some limited review with those providing support during suicidal crises. It is important to carefully and thoughtfully review what is helpful and supportive during a period of acute crisis, particularly given that interpersonal conflicts are the most common precipitants to episodes of elevated suicide risk (Hawton et al., 2012). A final structural and clinical difference between the CRP and SPI is the use of lethal means counseling. Step six in the SPI is “a plan for lethal means safety,” providing an area for the patient to write specific steps being taken to limit the availability of lethal means. The CRP, on the other hand, does not include a section addressing lethal means and it is not included as a step in the CRP sequence. However, lethal means counseling is always completed as part of the broader BCBT-SP intervention. Subsequent iterations of the CRP can be modified to include a lethal means step if the clinician believes it critical to patient safety. 
	BCBT-SP approaches lethal means counseling from a motivational interviewing and risk reduction framework (Miller & Rollnick, 2013), with the goal of influencing suicidal ambivalence and generating strategic inconvenience (i.e., additional time) for use of the CRP. The aim is not necessarily to remove the potentially lethal means altogether, as there are countless clinical scenarios where that is not realistic or possible. Rather, the goals include: (a) broadening the idea of safety to include not just the patient, but others in their life; (b) creating additional time or strategic inconvenience so the CRP can be used (e.g., with safe storage); (c) increasing suicidal ambivalence and wish to live that serves a protective purpose; and (d) engaging in behavior that is congruent with recovery and living—behavior that can ultimately be connected to suicide cognitions, motivation to die, and positively influence suicidal ambivalence. 
Implications for Clinical Care with Suicidal Individuals
	The distinctions between CRP and SPI have important implications for clinical care with individuals at elevated suicide risk. Although both interventions are brief, collaborative, and oriented toward reducing suicide-related risk, they differ in their conceptual foundation, clinical purpose, and general intervention structure (Bryan et al., 2017; Stanley et al., 2018). Meta-analytic studies support the use of brief suicide prevention interventions (Doupnik et al., 2020; Nuij et al., 2021). However, as evidenced by these meta-analyses, these interventions are often grouped together and considered clinically equivalent despite meaningful differences. As we have established, CRP, SPI, and other safety planning interventions should not be treated as equivalent or used interchangeably without attention to clinical context, underlying conceptual foundation, and potential mechanisms of action. Instead, intervention selection should be guided by clinical formulation, the patient’s clinical presentation and associated risk factors, the treatment setting, and the intended target of intervention. When patient safety is paramount and the primary focus, the SPI may be especially appropriate (Stanley & Brown, 2012; Stanley et al., 2018). In contrast, when clinicians need a flexible tool focused on emotional self-management and emotional recovery during periods of acute emotional upset, the CRP may be particularly useful (Bryan et al., 2017; Bryan & Rudd, 2018). The CRP has accumulated considerable support and can evolve with the patient’s needs throughout treatment and well after initial concerns about elevated suicide risk have abated. In addition, the CRP incorporates clinical strategies to help patients develop behaviors that can be useful with subsequent cognitive strategies targeting suicide cognitions and related motivation to die. More detailed discussion of those clinical strategies is available elsewhere (Bryan & Rudd, 2018). 
Crisis Response Planning with Ruben: A Clinical Example of Creating a Foundation for Ongoing Therapy
To facilitate understanding and use of the CRP in daily clinical practice, we now walk through a de-identified case example, with a focus on how a CRP can be used to support a patient’s immediate safety while also creating a foundation for emotional self-management and subsequent psychotherapy. 
Ruben is a 26-year-old, separated, straight Hispanic male and active-duty U.S. servicemember.  He voluntarily presented to the Troop Medical Clinic, a primary care clinic, reporting depressive symptoms and difficulty sleeping (terminal insomnia) that were impairing his ability to meet daily work demands. During an interview with a physician’s assistant (PA), Ruben endorsed a constellation of depressive symptoms, including low mood, fatigue, difficulty concentrating, anhedonia, and feeling “worthless and useless” because of his inability to perform at work as a mechanic. He reported “making a ton of mistakes”. He also reported that his symptoms had persisted for more than a month and appeared to be “getting worse.” He identified his recent separation from his wife of three years and a pending divorce as the precipitant. As part of routine intake paperwork, Ruben completed the Columbia-Suicide Severity Rating Scale (C-SSRS) Screener (Bjureberg et al., 2022), endorsing items 4-6, which indicated active suicidal ideation with some specificity of thinking and planning, including evidence of intent and a previous suicide attempt during high school. When questioned about the previous attempt, Ruben noted that it was following the dissolution of a relationship with his “first love.” He was 16 years old at the time.
The PA confirmed a diagnosis of major depressive disorder and explored Ruben’s suicidal thoughts and behaviors in more depth. Ruben confirmed active ideation approximately every other day with some specificity (i.e., reasons for dying and use of a personal firearm) but denied active intent and emphasized that he was willing to actively engage in treatment and take safety precautions. Treatment alternatives were discussed with Ruben, including medication and a referral to Behavioral Health for psychotherapy. Ruben was agreeable to both options. As is standard practice in the clinic, the PA completed two additional steps with Ruben prior to referral, including counseling regarding lethal means and safe storage to limit access to his personal firearm, as well as development of an initial CRP. The PA emphasized that this was only an initial step and that both the lethal means discussion and CRP would ultimately be reviewed and updated by the Behavioral Health therapist. Ruben’s initial CRP provides a useful example of how the CRP not only improves patient safety and helps stabilize the immediate crisis, but also diverges from the SPI by: a) laying a foundation for the use of a range of emotional self-management strategies in therapy, b) a focus on motivation to die and suicide intent by integrating reasons for living (with enhanced emotional salience), c) potentially influencing suicidal ambivalence (i.e., wish to live and wish to die) through use of both RFL and the survival kit, and d) creating an opportunity to impact suicide cognitions revolving around both identity (unlovability) and agency (unbearability and unsolvability). 
In collaboration with Ruben, the PA developed the initial CRP detailed in Table 3 with the understanding that it would be reviewed and potentially modified by the Behavioral Health therapist. One of the distinctive characteristics of the CRP is that it is an evolving intervention, routinely modified as skills develop and treatment progress is made. The most frequent modifications include changes in the identified threshold for use, expansion of the RFL, additions to the survival kit, potential inclusion of social support later on if clinically appropriate, and development of additional emotional self-management strategies. Ruben’s CRP was written on a dry-erase board, and at the end of the session Ruben took a photo of it with his phone to make it easy to access while preserving security and confidentiality. Given the nature of the suicidal thinking endorsed by Ruben (i.e., occurring every couple of days), Ruben and the PA agreed that a good threshold for CRP use would be when he experienced thoughts that suggested escalation of his emotional upset and suicide intent. Ruben reported that “it gets worse when I start thinking about why I need to die.” He identified the thought, “I’m a failure because of my divorce and I’ll never find anyone else,”, as the most persistent and upsetting reason for dying, rating it as a 10 on a 1-10 subjective emotional pain scale). Both Ruben and the PA agreed that the intensification of this or similar thoughts would be a good threshold for use of the CRP.  
Consistent with recommended use of the CRP, Ruben’s initial CRP included the RFL and an initial effort at creating a survival kit as steps two and three, respectively.  Ruben quickly identified a broad range of close relationships as RFL, including close and loving relationships with both parents, his sister (Adriana), and three close friends in his unit (Marcus, Warren, and Rob). Consistent with recommendations regarding enhanced emotional salience, the PA spent additional time exploring each relationship, learning more about what Ruben valued about the relationship, what things they did together, and his role in initiating, developing, and maintaining each relationship over many years. Ruben’s reaction was remarkably positive. He quickly became emotional, noting that “I’d forgotten how much they all mean to me and how hard we’ve worked to make things good.” The PA took a few minutes to follow up on this comment, saying  to Ruben, “I wonder what it says about you that you’ve been able to develop and maintain so many good relationships.” This exchange helped lay the foundation to address suicide cognitions (reasons for dying and motivation to die), particularly those revolving around unlovability (e.g., “I’m a failure because of my divorce and I’ll never find someone”). Simple questions like this create an opportunity to directly target one of the most critical elements underlying persistent vulnerability to suicide–that is, the suicide cognitions that provide the foundation for motivation to die and fuel related emotional suffering. In Ruben’s case, the persisting relevance of this vulnerability is suggested by the similarities between his current crisis following marital separation and his prior suicide attempt during adolescence following the reported breakup with his “first love”. 
An initial survival kit was also developed with Ruben, but because of time limitations only two items were included. Like the CRP, the survival kit should be thought of as continuously evolving, where items are added as they are identified from session to session. The PA explained to Ruben that the purpose of the survival kit was to be a collection of things that help him “feel more hopeful, reduce his emotional upset and emotional pain”, and that a more extensive survival kit would be developed and implemented with the therapist at Behavioral Health. The survival kit is an opportunity for the patient and clinician to be creative in both identifying and including items in the kit. Ruben, as most patients do, created the survival kit by using his phone to store images of items. Anything can be included in the survival kit–the most frequent items include images, letters, song lyrics, and items with special meaning to the patient. Crucially, however, each item needs to be reviewed with the patient to make sure it activates hope and positive emotions. 
The two items included in Ruben’s survival kit were a mindfulness task with an image of a beach that Ruben identified on his phone and a deep breathing exercise, both of which were briefly practiced prior to wrapping up the session. The final two steps in Ruben’s CRP included listing the emergency access number (in this case, the national helpline number until his transition to Behavioral Health), as well as the specific emergency department to go to if suicidal thinking intensifies, intent emerges, or Ruben believes he will not be able to maintain his commitment to using the CRP and is likely to engage in suicidal behavior. 
One of the defining features of the CRP is the emphasis on emotional self-management and collaboration, in addition to improved safety. Both features were reinforced by the PA prior to Ruben’s referral by reviewing: a) Ruben’s ability to demonstrate the needed skills by practicing the CRP during the session, b) his accompanying self-ratings of emotional recovery on a simple 1-10 scale before and after each step was practiced, c) his commitment to safe storage and limiting access to his firearm(s) during lethal means discussion, and d) the individual qualities and characteristics revealed during development of the CRP that could provide a foundation to defuse suicide cognitions regarding unlovability, unbearability, and unsolvability.

Clinical Utility in Other Scenarios
Although CRP and SPI are often discussed in the context of suicide prevention, CRP may have applications beyond suicide-specific crises, particularly during episodes of acute stress, degraded self-regulation, or elevated behavioral risk. Given that the “crisis threshold” is defined collaboratively by the patient and clinician, CRP may be adaptable across a variety of high-stress situations that are not necessarily suicide-specific, including substance use relapse, problematic gambling, dysregulated coping, non-suicidal self-injury, avoidance, and abruptly leaving treatment. In these contexts, CRP may serve as a brief, individualized tool for identifying early warning signs, strengthening adaptive responses to stressors, increasing time between urge and action, and reconnecting the patient with motivators or values-based behaviors that align with recovery goals. Similarly, clinicians can connect targeted behavioral change to core cognitions revolving around identity and agency themes consistent with those discussed previously. However, more research is needed to determine how CRP can be effectively applied across these contexts. 
Implications for Future Research
	Brief safety planning-type interventions, including CRP and SPI, have empirical support for reducing suicidal behavior; however, these approaches are often grouped together based on shared components despite limited evidence that they are conceptually, theoretically, structurally, or clinically equivalent. Outside of the few shared components, CRP and SPI, among other safety planning interventions, differ in meaningful ways. Failure to use the most clinically indicated strategy because of assumed equivalence carries meaningful implications for patient well-being, clinical outcomes, and meta-analytic approaches. Future research should continue clarifying distinctions across these approaches by directly comparing intervention effectiveness and evaluating mechanisms of change within specific interventions. In addition, future research should examine which intervention components contribute to suicide-specific outcomes, treatment engagement, emotion regulation, coping self-efficacy, suicide cognitions, and increased motivation to live. Clarifying how these interventions are defined, delivered, and evaluated would strengthen both clinical practice and the broader evidence base. This is particularly important for meta-analyses, as Dekkers (2018) cautioned researchers to “carefully explore sources of between study heterogeneity”, given that overall validity is in large part driven by the validity of studies included in the analyses.  
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Table 1 Comparison and contrast of SPI and CRP technical and clinical features
	Characteristic/Feature
	SPI
	
	CRP
	

	
Overall structure/format
	
Fixed format
Six defined steps
Preprinted form
Developed in single session

	
	        
Variable format
No defined number of steps
No preprinted form
Can be developed in single session or across multiple sessions
Updated and changed as patient makes progress in care*

	

	Clinician involvement required?




Specific Threshold for use
	Demonstrated use with trained clinicians and non-clinicians 


Suicide risk warning signs

	
	Clinician directed




Warning signs identified as threshold for use but
do not have to be active suicidality
Can be applied to other clinical contexts 


	

	Use of Reasons for Living
	Variable use
Not included in standard SPI form

	
	Step 1*

	

	Use of Survival Kit
	Not a component of SPI
	
	Step 2*

	

	Emotion Regulation Activity
	Internal coping strategies
Individually selected
	
	Individually selected
	

	Strategic Distraction
	Step 3: People and social settings
	
	Not a component
	

	Social Support
	Step 4: People to ask for help during a crisis
	
	Not routinely used in initial CRP*


	

	External Emergency Contact
	Step 5: External phone call
	
	Step 4 in first iteration of CRP


	

	External Emergency Contact
	Step 5: Emergency department visit
	
	Step 5 in first iteration of CRP


	

	Lethal Means Counseling
	Step 6
	
	Not included in CRP
	

	Lethal Means Restriction
	Step 6
	
	Not included in CRP
	

	Primary clinical purpose and rationale
	Safety during suicidal crisis
	
	Effective emotional self-management 
Improve emotional self-awareness
Emotional self-management skill development
Safety during suicidal crisis

	


*See text for more detailed discussion of use of reasons for living, survival kit, social support, and rationale for the variable format structure with the CRP
Table 2
Crisis Response Plan Example
	Identified threshold for using CRP: When I feel like I need to look for my method (can name method specifically)

Step 1: Review of my reasons for living list 
Step 2: Review my survival kit
Step 3: If I am still upset, manage my feelings by doing a deep breathing exercise
Step 4: If I’m still feeling motivation to act on my suicidal thoughts, call the national helpline: 9-8-8
Step 5: If I’m still feeling motivated to act on my suicidal thoughts, go the emergency department (identify hospital and address)






Table 3 Crisis Response Plan for Ruben
	Identified threshold for using CRP: When I start thinking “I’m a failure because of my divorce and I’ll never find anyone else and need to kill myself”.

Step 1: Review of my reasons for living list (including Mom, Dad, Adriana, Marcus, Warren and Rob and the picture of all of the things we wrote on the dry erase board about what I value about the relationships, things we do together, and my role in initiating, developing, and maintaining the relationships). 
I’d forgotten how much they all mean to me and how hard we’ve worked to make things good.

Step 2: Review my survival kit, including mindfulness images available in my pictures and the deep breathing exercise. I’ll expand this later when I get to Behavioral Health.

Step 3: If I’m still feeling motivation to act on my suicidal thoughts, call the national helpline: 9-8-8. 
I’ll add the emergency for Behavioral Health after I met with the therapist. 

Step 5: If I’m still feeling motivated to act on my suicidal thoughts, go the emergency department (hospital address included)
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