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Objective: Safety planning is a suicide prevention interven-
tion that relies partly on an individual’s social relationships as
distractions during or help in a suicidal crisis. The primary
objectives of this study were to estimate rates ofmissingness
on social aspects of safety plans to determine whether rates
differ by demographic characteristics and diagnoses and to
examine whether missing social contacts on safety plans
may affect clinical outcomes.

Methods: Data were drawn from the U.S. Department of
Veterans Affairs San Diego Healthcare System’s electronic
medical record (N51,602 individuals) from 2018 to 2021.
Safety plans were coded according to the absence of listed
distraction or help contacts, and clinical records of suicide
attempts, suicide deaths, and use of crisis services were
recorded for 1 year after completion of the safety plan.

Results: In total, 30% of plans lacked a contact for distraction
or help. Male veterans were less likely to have a distraction
contact listed, and veterans identifying as Hispanic or Latino
were more likely to have a help contact listed. The lack of a
help contact (odds ratio [OR]52.11) and having neither dis-
traction nor help contacts (OR52.45) were associated with a
markedly higher risk for next-year suicide attempt or death.
The lack of a help contact was associated with increased
odds of a next-year psychiatric inpatient hospitalization
(OR51.90) and an emergency department visit (OR51.88).

Conclusions: A lack of social contacts on safety plans may
be a potential indicator for increased suicide risk among
veterans.
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Safety planning is currently a frontline intervention for
preventing suicide at the U.S. Department of Veterans Af-
fairs (VA) health care system and in other health care set-
tings (1, 2). In this brief intervention, a provider and client
collaboratively create a plan for the client’s safety, including
individualized information about warning signs, coping
strategies, distraction and help contacts, names of profes-
sionals to contact in a crisis, and lethal means restriction (2).
Safety planning has been implemented, continuously used,
evaluated at numerous health care settings, and shown to
be effective when properly implemented (2–5). A large
(N51,640) cohort-comparison study has provided evidence
that the safety planning intervention is more effective than
treatment as usual in reducing suicidal behavior and in-
creasing future treatment engagement (6). Therefore, an
understanding of the quality and completeness of clinically
implemented safety plans is imperative to further elucidate
the social aspects of safety planning (i.e., the presence or
absence of distraction and help contacts), which may be a
particularly critical aspect of safety plans.

Higher-quality (defined by the degree of personalization)
safety plans have been associated with lower likelihood of
future suicidal behavior (5) and psychiatric hospitalizations

(3). Yet, it is unclear whether safety plan completeness af-
fects outcomes. Gamarra et al. (3) found that completeness
score did not affect future suicide attempt or crisis service
utilization. Moreover, one qualitative study (N518) found
that many veterans reported a lack of contacts for their
safety plans or had trouble identifying someone in whom
they could confide (7).

HIGHLIGHTS

• Suicide safety plans include social contacts to distract
during or help in a suicidal crisis, but 30% of U.S. veterans
were missing one or both types of contact.

• Not listing a social contact to help in a suicidal crisis on a
safety plan was related to an increased risk for attempting
or dying by suicide, being psychiatrically hospitalized, and
going to the emergency department in the year after
safety planning.

• Listing neither form of social contact on a safety plan was
related to an increased rate of attempting or dying by
suicide.
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The possibility that some individuals may not list social
contacts on a safety plan is concerning given findings on
social connectedness and suicide. Isolation is a risk factor for
suicide (8), and low perceived and actual social supports are
associated with suicidal ideation and attempts (9, 10). In-
deed, the interpersonal theory of suicide centers around
interpersonal relationships (11–13), and the three-step the-
ory of suicide posits that connectedness is a protective factor
against pain and hopelessness (14). Given that the safety plan
is implemented clinically, it affords the opportunity to
evaluate whether differences in social contact availability on
safety plans are related to suicide-related outcomes and
crisis service utilization.

The goal of this studywas to estimate rates of missingness
on social aspects of safety plans to understand whether
such missingness differs by demographic characteristics
and diagnostic variables and to examine how variables re-
lated to social connectedness on safety plans may affect
clinical outcomes. This study had two aims: we sought to
explore how the presence or absence of distraction and
help contacts on safety plans corresponded to demographic
characteristics (i.e., age, sex, and race-ethnicity) and psy-
chiatric diagnosis and to evaluate prospective associations
between social contacts listed on the safety plan and sui-
cidal behavior, psychiatric inpatient hospitalizations, and
emergency department (ED) visits 1 year after safety plan
creation.

METHODS

Setting
All data extracted for analysis were collected at the VA
San Diego Healthcare System (VASDHS) facility. The
VASDHS Institutional Review Board approved this study.
Data were collected from the Corporate Data Warehouse,
the system in which VA electronic health records are
stored. All data extraction, cleaning, and analysis were
conducted at the VASDHS by three authors (S.A.C.,
C.S.M.C., N.D.). Data were extracted on April 18, 2021,
data cleaning began on April 29, 2021, and data were an-
alyzed on July 9, 2021.

Data Extraction
We generated a list of all 2,185 veterans who completed a
safety plan regardless of provider between October 1, 2018,
and April 17, 2021, by using the VA’s electronic medical re-
cord system. Extracted safety plan items included whether a
distraction contact was present (yes or no) and whether a
help contact was present (no, yes, or yes but would not
contact them). The following variables were also collected
from each veteran’s electronic medical record: demographic
characteristics (age, sex, and race-ethnicity), psychiatric
diagnoses, suicide behavior and overdose reports (SBORs;
i.e., any suicidal behavior), any inpatient psychiatric hospi-
talization admissions, and any ED visit. Inpatient psychiatric
hospitalization admissions and ED visits included any

admission or visit regardless of presenting problems because
of the nature of the extracted data.

The follow-up time window of 1 year after completion of
the safety plan was chosen on the basis of previous literature
exploring the quality and completeness of suicide safety
plans (3, 5). This windowwas fromOctober 1, 2018, to July 8,
2021. The follow-up data analyses included 1,602 individ-
uals; the remaining veterans were excluded because they
had completed a safety plan after July 8, 2020.

Data Cleaning
All data were deidentified and entered into Microsoft Excel,
version 2008. Van den Broeck et al.’s framework (15), which
includes a three-step process for data cleaning (data
screening, data diagnosis, and data treatment), was applied
to all extracted data. For veterans with more than one safety
plan (N5245) in the period examined, only the first safety
plan was used to enable parallel analyses with data from
other veterans with only one safety plan. For the help con-
tact variable, data from veterans who identified a contact
were combined with data from veterans who identified a
contact but stated they would not contact them. A combined
variable of neither distraction nor help contacts was created
by summing the separate distraction and help contact
variables.

For the demographic variables, age was collapsed into
decades (ages 19–29, 30–39, 40–49, 50–59, and $60 years).
Psychiatric diagnoses were divided into seven categories
adapted from VA mental health performance measures:
none, schizophrenia and schizoaffective disorders, other
psychotic disorders, affective disorders, posttraumatic stress
disorder, substance use disorders, and other psychiatric di-
agnoses (16). Duplicates and missing variables were identi-
fied. Sex (i.e., not gender) was available only for this data set.
The race-ethnicity variable was not mutually exclusive for
each category, and race and ethnicity were combined be-
cause veterans were asked in one question whether they
were “Hispanic or Latino.”Those who identified as Hispanic
or Latino and another race category were separated into
further subcategories to better reflect the race-ethnicity of
these veterans. Race-ethnicity of veterans who identified as
being of more than one race but not Hispanic or Latino was
captured as “more than one race.” This variable was not
provided or was unknown for 25 veterans. Data discrep-
ancies were resolved through individual chart reviews; du-
plicate psychiatric diagnoses were removed, and absent
variables were coded as missing data for analyses. The out-
come variable of suicide attempt or death was determined by
SBORs entered into the electronic health record. SBORs
capture all suicidal behavior reported to a VA provider who
enters them into the electronic health record. Suicide at-
tempts (N590) and deaths by suicide (N55) were com-
bined; other suicidal behavior (e.g., preparatory behavior)
was excluded. Outcomes were recoded to binary. All data
were coded numerically compatible with IBM SPSS Statis-
tics, version 28, in preparation for statistical analysis.
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Statistical Analyses
We first used logistic regression to evaluate associations
between demographic and clinical variables and social
contacts (ages 19–29 years, male, White race-ethnicity, and
no psychiatric disorder were used as reference groups). (A
table showing associations between demographic charac-
teristics and safety plan contact variables is available in an
online supplement to this article). Next, we used separate
logistic regression models for adjusted models controlling
for statistically significant (p#0.05) demographic variables
independently associated with suicidal behavior or crisis
service utilization. The distraction contact, help contact, and
neither contact were used as the predictor, and the following

were used as binary outcomes:
suicide attempt or death, inpatient
psychiatric hospitalization, and
ED visit. The p value was set at
0.05 for all analyses on the basis of
the 17 planned comparisons. To
control for multiple compari-
sons, we used the Benjamini-
Hochberg procedure with a
significant false discovery rate
of 0.25 (17). Adjusted p values
are presented. To interpret cat-
egories within demographic and
diagnostic models, we set the p
value at 0.01 because of the
variable number of categories
within each variable.

RESULTS

Most veterans in this sample were
male (79%), close to half (43%)
identified their race-ethnicity as
White, and their ages ranged from
19 to 97 years. More than half
(54%, N5858) had a co-occurring
psychiatric disorder listed in their
medical record, and 12% had no
listed psychiatric disorder
(Table 1). A total of 359 providers
completed safety plans, with a
median of two safety plans per
provider (mean6SD54.566.5,
range 1–60, interquartile range
1–5). In this cohort of veterans,
15% (N5245) had more than one
safety plan completed in the study
period.

Distraction and Help Contacts
Listed on the Safety Plan
As part of their suicide safety
plans, 80% (N51,282) of the vet-

erans listed a person to contact when needing to decrease
isolation or be distracted from suicidal thoughts (i.e., dis-
traction contact), and 90% (N51,441) listed a person as a
contact for help when in a suicidal crisis (i.e., a help con-
tact). Overall, 93% (N51,497) of the veterans listed a dis-
traction contact, help contact, or both, whereas 20%
(N5320) did not have a distraction contact, and 10%
(N5161) did not have a help contact (Figure 1), leading to
30% (N5481) of safety plans lacking one of the two social
contacts. Furthermore, 7% (N5105) did not have a person
to list in either category, and 12% (N5198) listed a help
contact but indicated that they would not use the contact in
a suicidal crisis.

TABLE 1. Demographic and diagnosis characteristics of veterans who completed a safety plan
between 2018 and 2021

Characteristic

Total sample
(N51,602)

No
distraction
contact
(N5320)

No help
contact
(N5161)

Neither
distraction
nor help
contacts
(N5105)

N % N % N % N %

Age in years
19–29 372 23 75 23 32 20 20 19
30–39 447 28 73 23 40 25 25 24
40–49 266 17 59 18 23 14 17 16
50–59 221 14 42 13 29 18 18 17
$60 296 18 71 22 37 23 25 24

Sex
Male 1,263 79 277 87 138 86 91 87
Female 339 21 43 13 23 14 14 13

Race-ethnicitya

White 674 43 141 45 87 54 60 58
Black or African American 292 18 58 18 25 16 17 16
Asian 169 11 43 14 13 8 9 9
American Indian or Alaskan

Native
14 1 4 1 3 2 2 2

Native Hawaiian or other
Pacific Islander

43 3 3 1 2 1 1 1

.1 race 38 2 12 4 6 4 4 4
Hispanic or Latino 302 19 51 16 20 13 10 10
Not Hispanic or Latino

ethnicity, no identified
race

16 1 1 ,1 4 3 1 1

Non-White Hispanic or
Latino or Hispanic or
Latino and more than
one race

29 2 2 1 0 — 0 —

Psychiatric diagnosis
None 193 12 49 15 18 11 13 12
Schizophrenia and

schizoaffective disorders
130 8 24 8 14 9 10 10

Other psychotic disorders 39 2 11 3 3 2 2 2
Affective disorders 817 51 154 48 82 51 53 50
Posttraumatic stress

disorder
288 18 50 16 26 16 14 13

Substance use disorders 75 5 21 7 11 7 9 9
Other 60 4 11 3 7 4 4 4

a N525 refused providing information or had unknown race-ethnicity, resulting in a total N of 1,577 (for no
distraction contact, N5315; for no help contact, N5160; and for neither distraction nor help contacts,
N5104).
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Females were more likely than males to list a distraction
contact (odds ratio [OR]51.93, 95% confidence interval
[CI]51.37–2.74, p,0.001). Veterans who identified as
Hispanic or Latino were more likely to list a help contact
(OR52.10, 95% CI51.26–3.47, p50.004) compared with
those who identified as White. Age or any other race-
ethnicity or psychiatric diagnosis variables were not re-
lated to whether a social contact was listed (see the online
supplement).

Associations Between Contacts Listed on the Safety
Plan and 1-Year Follow-Up Data
Within the 12 months following completion of a suicide
safety plan, 6% of the veterans in the sample made at least
one suicide attempt or died by suicide, 8% had at least one
psychiatric inpatient hospitalization, and 15% had at least
one ED visit (Table 2 and Figure 1).

Table 2 shows the results of logistic regressions for the
associations between safety plan social contacts and suicide
attempt or death and crisis service utilization. When we
adjusted the analysis for model covariates, we found that
veterans without a help contact were more likely to attempt
suicide or die by suicide in the next year than were veterans
with a help contact (OR52.11, p50.026). Similarly, veterans
who did not list either a distraction or a help contact were
also more likely tomake a suicide attempt or die by suicide in
the next year than were veterans with both distraction and
help contacts (OR52.45, p50.026). No significant effects on
suicide attempt or death were found for a lack of a distrac-
tion contact.

Veterans without a help contact were more likely to have
a psychiatric inpatient hospitalization than were veterans
with a help contact (OR51.90, 95%, p50.036), and theywere
also more likely to be admitted to the ED (OR51.88,
p50.011). No significant effects on crisis service use were
found for a lack of a distraction contact or neither distraction
nor help contacts (Table 2).

In a sensitivity analysis, we examined the rate of suicide
attempt or death and crisis service use among veterans who
listed a help contact but indicated they would not use that
contact in a suicidal crisis. All outcomes for this group were
statistically nonsignificant.

DISCUSSION

In this study, we sought to understand whether a lack of
social contacts in suicide safety plans may be associated with
greater risk for suicide among veterans. We found that 30%
of veterans who completed safety plans either did not have a
social contact listed to distract them from suicidal thinking
or did not have someone to call for help during suicidal
distress. In the year following safety planning, the lack of a
help contact or lacking both a distraction contact and a help
contact on the safety plan was associated with a more than
twofold increase in risk for suicide attempt or death, and
lack of a help contact was associated with a greater

likelihood of psychiatric inpatient hospitalization and an ED
visit. Although it was unclear why these contacts were
missing, the lack of social contacts on safety plans may be a
potential indicator for future suicide risk and may serve as a
marker of other suicide risk factors (e.g., lack of belonging
and isolation).

To our knowledge, this is the first study to descriptively
explore the impact of demographic characteristics and
psychiatric diagnoses and the presence of social contacts
listed on veteran suicide safety plans. Veterans identifying as
male were more likely to lack a distraction contact. There
was also a trend in the data of this study of males who lacked
a help contact, compared with females. These findings may
help elucidate why more males than females are dying by
suicide in the larger veteran and U.S. populations (18). Fur-
thermore, veterans identifying as Hispanic or Latino were
found to be more likely to list a help contact. This finding
parallels those in other literature centering on the highly
valued concept of familismwithin diverse ethnic monitories,
of particular value in Hispanic communities (19–21). Social
determinants of health are striking in these data, indicating
that the lack of social contacts on safety plans differed across
demographic categories.

Lack of Social Contacts on Safety Plans and Suicide
Risk
We note several nonmutually exclusive possibilities re-
garding how lacking social contacts on safety plans may be
related to greater suicide risk. First, the lack of social con-
tacts in safety plans may be a result of lower provider ad-
herence to appropriate plan creation. As previously noted,
examination of the completeness and quality of veteran
safety plans has shown that even when safety plans were
mostly complete (i.e., each section was filled out) and of
moderate quality, only safety plan quality (i.e., not com-
pleteness) was associated with fewer subsequent psychiatric

FIGURE 1. One-year follow-up rate of suicide attempt or death,
psychiatric inpatient hospitalization, and emergency department
visit, by presence or absence of social contacts in suicide safety
plansa
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hospitalizations (3). Higher-quality safety plans overall and
more social contacts were both associated with a decreased
likelihood of future suicide behavior reports (i.e., any self-
harm behavior including suicide attempts) (5). Our study’s
findings underscore the importance of plan completeness,
because we found that a lack of completeness (particularly
in the steps of connecting with other people to manage iso-
lation and distress related to suicidal thoughts) was associated
with future suicidal behavior outcomes and crisis service use.

Second, a lack of social contacts listed on safety plans may
reflect a true lack of supportive contacts. Third, a lack of
social contacts may indicate that veterans have these con-
tacts but do not want to list them (e.g., because of bur-
densomeness or stigma).

Fourth, a lack of listed social contacts may be the result of
a veteran having contacts to list but having the perception or
belief that he or she has no one to list or that a social contact
would not want to be contacted for distraction or help. The
true or perceived lack of social contacts as well as the lack of
desire to use social contacts in a suicidal crisis is consistent
with the maladaptive social beliefs embedded within the in-
terpersonal theory of suicide (i.e., thwarted belongingness
and perceived burdensomeness) (13) and the three-step the-
ory (i.e., connectedness) (14). Therefore, although it is unclear
whether the lack of social contacts listed on safety plans in-
dicates a lack of provider training or a true lack of contacts a
veteran may have, veterans’ perception or desire to not
use social contacts in suicidal crises has implications for
providing preventive crisis care to veterans.

To this end, improving and enhancing safety planning for
veterans with an identified lack of social contacts should be a
priority. First, the VA could further improve the quality of
safety planning, given that 70% of providers would like to
receive further training (22). Such training could include
attending the Advanced Safety Planning Intervention (ASPI)
training that is offered at the VA or contacting the VA ASPI
training program coordinator. In addition to training, in-
terventions are needed to increase and improve a veteran’s
social network and connections, which is not currently a
feature of standard safety planning. For example, linkage to

social recovery services, such as peer specialist support and
recovery-oriented services, may increase the social network
of people without current contacts. Furthermore, a group
therapy adaptation of safety planning, Project Life Force,
has a session targeting “making friends” to address the gap
in suicide prevention interventions that directly target
community integration and building meaningful relation-
ships (4).

In the Project Life Force session, in addition to providing
a group format, it offers veterans the opportunity to form
social bonds and place each other on their safety plan (4).
Moreover, Project Life Force also includes two full sessions
on the pros and cons of placing a person on the safety plan,
helping with identification of the appropriate person, and
following up with practice on how to ask for help or to be
part of the plan. Increasing social connections, a proposed
mechanism of safety planning (23), and being able to list
such connections on safety plans remain a fruitful area for
future research to enhance such interventions.

Limitations
This study had limitations. First, safety plansmay vary by the
provider completing the safety plan, and we did not sys-
tematically evaluate provider-level effects.

Second, we looked only at the absence of social contacts.
More focused analysis of the number of contacts listed and
their type and relationships could be further explored.
Third, the available demographic characteristics were
minimal descriptors; it would have been beneficial to
identify a wider array of demographic characteristics (e.g.,
gender and sexual orientation). Moreover, psychiatric di-
agnoses were based on diagnoses listed in veterans’medical
records and coded as the psychiatric diagnoses by using
Lemke et al.’s (16) method for our analyses. Therefore,
comorbid diagnoses were not accounted for and may have
affected the findings.

Fourth, data on suicidal behavior and crisis service utili-
zation were based on information included only in the VA
medical record and thus excluded any medical visits or
suicidal behaviors not recorded in the veteran’s chart. Thus,

TABLE 2. Associations between veterans lacking safety plan social contacts and next-year rates of suicide attempt or death,
psychiatric inpatient hospitalization, and ED visitsa

Outcome
frequency
(N51,602)

No distraction
contact (reference:
distraction contact)

No help contact
(reference: help contact)

Neither distraction nor help
contact (reference: both

distraction and help contacts)

Variable N % OR 95% CI p OR 95% CI p OR 95% CI p

Suicide attempt or death 95 6 1.69 1.06–2.70 .055 2.11 1.21–3.70 .026 2.45 1.30–4.60 .026
Psychiatric inpatient

hospitalization
124 8 1.05 .65–1.68 .905 1.90 1.13–3.19 .036 1.51 .80–2.88 .269

ED visit 235 15 .84 .58–1.22 .407 1.88 1.26–2.81 .011 1.31 .78–2.19 .370

a ED, emergency department. Adjusted models for suicide attempt or death controlled for age$60 years and the following diagnoses: no psychiatric diagnosis,
schizophrenia or schizoaffective disorders, other disorders with psychosis, affective disorders, and substance use disorders. Adjusted models for psychiatric
inpatient hospitalization controlled for no psychiatric diagnosis, schizophrenia or schizoaffective disorders, other disorders with psychosis, affective disorders,
and substance use disorders, as well as the veteran identifying as White, Asian, or Hispanic or Latino. Adjusted models for ED visits controlled for schizophrenia
or schizoaffective disorders, other disorders with psychosis, affective disorders, and substance use disorders, as well as the veteran identifying as White, Asian,
or Hispanic or Latino. An odds ratio with p#0.05 was considered statistically significant.
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suicidal behavior (which is notoriously underreported) was
likely underestimated; therefore, full rates of suicidal be-
havior among the veterans in our cohort study may not be
reflected in this study.

Fifth, because of the data extraction process, we could not
reliably determine whether psychiatric inpatient hospitali-
zations and ED visits were related to a suicidal crisis.
Therefore, the findings on crisis service use should be
interpreted with caution, and researchers in future studies
should aim to tease apart the reasons for the admission to
crisis services.

Finally, we used only a veteran’s first safety plan in the
data extraction time window. Given that safety plans are
intended to be regularly updated, it is possible that our re-
sults may have been affected by the possibility that some of
the safety plans used in this study were not a veteran’s first
(i.e., a plan was created before the time window for this
study); in addition, 15% of veterans had a follow-up safety
plan in this study’s time window. In future studies, re-
searchers may consider evaluating clinical outcomes on the
basis of the number of updates as well as the quality and
completeness of safety plans over time.

CONCLUSIONS

Overall, a lack of social connections listed on a veteran’s
safety plan predicted greater likelihood of subsequent sui-
cide attempt or death, inpatient psychiatric hospitalizations,
and ED visits. Veterans identifying as male were less likely to
list a distraction contact, whereas veterans identifying as
Hispanic or Latino were more likely to list a help contact on
their safety plan. This study reaffirms the importance of
quality and completeness when creating effective safety
plans. Its findings also suggest that the lack of social contacts
on safety plans may be an important target for future suicide
prevention interventions.
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