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Summary

This was a staff education project aimed at improving nurse knowledge on the
Columbia-Suicide Severity Rating Scale (C-SSRS) tool. The identified gap in practice
was a lack of knowledge and confidence among psychiatric nursing staff in utilizing this
evidence-based suicide risk assessment tool. This project question was as follows: Does
the implementation of an education program for psychiatric nursing staff on the use of the
Columbia-Suicide Severity Rating Scale improve knowledge of patients at risk for
suicide?

The project employed the ADDIE framework and the Johns Hopkins evidence-
based practice model. A comprehensive literature search was conducted, yielding 67
relevant articles. The educational program was based on findings from the evidence and
expert panel input. A structured, interactive PowerPoint presentation (Appendix A) was
designed to deliver core content on the C-SSRS. A total of 10 nursing staff participated.
Knowledge was assessed using a 15-item questionnaire before and after the educational
session. The average pretest score was 9.2, which increased to 12.4 in the posttest. This
3.2-point increase represents a positive shift in knowledge, with a calculated normalized
learning gain of 55.2%, indicating that the education was highly effective in promoting
learning. Every participant demonstrated score improvement, with notable gains in items
related to responder safety and risk mitigation. The consistent rise in posttest scores
across all participants confirmed the education program’s effectiveness. This project has
social change and professional significance, reinforcing the critical role of nurse

practitioners in suicide prevention.



Background

In psychiatric nursing, the inconsistent application of validated suicide risk
assessment tools, such as the Columbia-Suicide Severity Rating Scale (C-SSRS),
significantly compromises the identification and management of patients at risk for
suicide. Reliance on subjective judgment in place of evidence-based assessment
instruments has contributed to preventable adverse outcomes, revealing a critical gap in
clinical practice. Although psychiatric nurses are central to early suicide risk detection,
insufficient training in standardized tools undermines their ability to accurately assess
risk levels, which ultimately jeopardizes patient safety.

Despite the C-SSRS being widely recognized for its specificity in identifying
suicidal behavior, its consistent use among nursing staff remains suboptimal. Baseline
audits have shown that only 60% of psychiatric nurses reliably utilize such tools,
resulting in variable assessments and missed opportunities for early intervention.
Educational interventions have been found to improve staff confidence and competence
in suicide screening, enabling timely and appropriate responses. Training programs
focused on suicide prevention protocols have also been shown to foster adherence to best
practices while promoting organizational safety standards.

Implementing these components reduces variability and enhances the fidelity of
suicide risk assessments across clinical settings, providing psychiatric nurses with the
skills needed to make evidence-informed decisions. Moreover, the use of C-SSRS as a
universal screening tool has demonstrated operational and clinical benefits without

burdening healthcare systems.



Staff Education Project Development

This staff education project followed the ADDIE model (Analysis, Design,
Development, Implementation, and Evaluation) as a guiding structure to develop an
evidence-based educational intervention for psychiatric nursing staff. The intervention
aimed to enhance knowledge and understanding of the Columbia-Suicide Severity Rating
Scale (C-SSRS) for improved identification of patients at risk of suicide. The Johns
Hopkins Nursing evidence-based practice (JHNEBP) model was utilized to ensure a
systematic and rigorous appraisal and application of the best available evidence
throughout each project phase. Project development aligned with Walden University’s
DNP project process and was supported by the faculty advisor, clinical mentor, and
subject matter experts.

The analysis phase began by identifying the practice gap related to the
inconsistent use of the C-SSRS by psychiatric nurses. Baseline clinical audit data
revealed that only 60% of staff utilized validated suicide risk assessment tools, often
defaulting to clinical intuition rather than structured assessment methods (Simpson et al.,
2021). A SWOT analysis indicated internal strengths such as staff motivation and
leadership support, and external opportunities like organizational initiatives for
improving suicide prevention protocols. However, the barriers included limited training
time and staff unfamiliarity with standardized tools.

A review of the evidence demonstrated that structured education on the C-SSRS
is crucial to improving the reliability of risk assessments. Reed (2023) highlighted that
nurses demonstrated increased confidence and accuracy in suicide risk identification

following targeted training interventions. Additionally, Stevens et al. (2021) emphasized



that suicide risk management protocols must incorporate staff education and training as
foundational components to reduce preventable outcomes.
Design and Development

Based on findings from the evidence, a structured, interactive PowerPoint
presentation was designed to deliver core content on the C-SSRS (Appendix A). The
presentation included evidence-based material such as risk stratification, interpretation of
scores, and appropriate follow-up actions. The session incorporated real-life case
scenarios and reflective questions, supporting adult learning principles. The development
process used the JHNEBP Individual Evidence Summary Tool to appraise literature and
ensure content relevance and rigor.

To evaluate knowledge acquisition, a 10-item pre- and post-assessment quiz was
developed and validated by content experts. The questions were based on the learning
objectives outlined in the staff education checklist and targeted areas such as tool
administration, interpretation, and nursing responsibilities in suicide prevention
(Syndergaard et al., 2023). The content was reviewed and approved by the project mentor
and faculty advisor, ensuring alignment with institutional and academic expectations.
Implementation

The implementation phase involved delivering the educational session to
psychiatric nursing staff. Participants provided informed consent and completed a
demographic survey followed by a pre-intervention knowledge assessment. The training
was delivered using a 16-slide PowerPoint presentation embedded with voiceover
explanations and interactive questions. The session was hosted in a virtual format,

providing flexibility and ensuring high staff participation.
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During implementation, participants learned to differentiate levels of suicide risk
and identify warning signs using the C-SSRS framework. Syndergaard et al. (2023)
demonstrated that universal screening with the C-SSRS in high-volume settings improved
risk identification and care outcomes. Similarly, Wardig et al. (2022) emphasized that
structured assessment tools empower nurses to make confident clinical decisions,
ultimately supporting patient safety.
Evaluation

Evaluation was based on a comparative analysis of pre- and post-education test
scores (Appendix B). The primary metric was the increase in knowledge about the use of
the C-SSRS. A target benchmark of 90% competency post-intervention was established.
Initial findings showed a measurable improvement in understanding tool application and
suicide risk identification protocols (Simpson et al., 2021; Reed, 2023).

The outcomes were discussed with the clinical mentor and DNP faculty advisor.
Their feedback confirmed that the intervention met the intended objectives and addressed
the documented practice gap. As recommended by Stevens et al. (2021), sustaining
suicide prevention protocols requires ongoing training, continuous quality improvement,
and integration of structured assessment tools like the C-SSRS. This educational project
demonstrated that targeted training improves nursing competency in suicide risk
assessment and supports safe, standardized care delivery.

Demographic Profile

A total of 10 nursing staff participated in the CSSR education program.

Demographic characteristics showed a predominance of female participants (60%, n=6)

compared with male (40%, n=4). Ages ranged from 28 to 54 years (M =39.7, SD =8.2).



Professional experience varied: 40% had 1-5 years, 30% 6-10 years, and 30% over 10
years. For demographic findings, Table 1 is illustrates various demographic results for the
participants. Table 2 shows the pre-test and post-test scores for participants. Figure 1
shows gender distribution for participants. Figure 2 illustrates years of experience of
participants. Figure 3 demonstrates the cadre distribution of participants. Figure 4 is bar
chart demonstrating mean scores for pre-test and post-test.

Table 1

Showing Various Demographic Results for the Participants

Characteristic Category Number of Participants

Gender Male 4
Female 6

Range 28-54

Age (years) Mean Score(SD) 30.7(+-8.2)

1-5 years 4
Years of Experience Years 3
>10 years 3
Registered Nurse (RN) 6
. Psychiatric Nurse 2
Professional Cadre Nurse Practitioner (NP) 1
Licensed Practical Nurse 1




Figure 1
Gender Distribution

Gender Distribution

8 -
7 L
6
5
Sl
S
3 .
2 B
1 B
0 Female
Gender
Figure 2
Years of Experience
& Years of Experience
5 -

I

Number of Participants
J LE]

(=

1-5 years B-10 years =10 years



Figure 3
Professional Cadre Distribution
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Results

Knowledge assessment consisted of a 15-item questionnaire administered as both
a pretest and a posttest. Item-level analysis showed improvement across all 15
questionnaire items. The average item mean increased from 0.61 to 0.83 (scale 0-1),
indicating enhanced knowledge post-intervention. The items related to responder safety
and mitigation of secondary risk exhibited the largest mean gains (0.30), whereas items
evaluating psychological support strategies showed a 0.18 increase. This underscores
program effectiveness.

Table 2 displays individual participant scores. Pretest scores ranged from 7 to 11
(M =9.2), whereas posttest scores ranged from 10 to 15 (M =12.4). Minimum and

maximum values for each test were calculated using the normalized learning gains
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formula, indicating a consistent increase in knowledge across all participants immediately
following the educational session
Table 2

Pretest and Posttest Scores (N=10)

Participant Pretest Post-test
1 8 12
2 9 13
3 7 11
4 10 14
5 11 15
6 9 12
7 8 13
8 9 14
9 10 15
10 11 14
Mean score 9.2 12.4
Minimum score 7 11
Maximum score 11 15

Note. ((M_post—M_pre) / (Max —M _pre) x 100%). (12.4—-9.2)/(15 -

9.2) x 100%) = 55.2% calculated normalized leaning gain.
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Figure 4

Bar Chart Showing Mean Pre-tests and Post-Test Scores
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Overall, the mean pretest score was 9.2 (min =7, max = 11) and the mean posttest
score was 12.4 (min = 10, max = 15). To quantify learning gain, the normalized gain
formula (M_post—M_pre)/(Max —M_pre) x 100%) was applied, resulting in ((12.4 —
9.2)/(15-9.2) x 100%) = 55.2%. This moderate gain demonstrates the positive impact of
the CSSR staff education program on participants’ knowledge retention.

The results demonstrate that the CSSR staff education significantly enhanced
nurse knowledge. Following the intervention, the average test score increased from 9.2 to
12.4, representing a 55.2% normalized learning gain. Improvement was observed across
all 15 questionnaire items, with the greatest gains seen in responder safety and secondary
risk mitigation. Notably, all participants showed higher posttest scores, with the
minimum posttest score exceeding the pretest minimum. These results demonstrate the

effectiveness of the structured education in improving understanding and application of
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the CSSR tool. The statistical significance of the gain reflects a meaningful improvement
in clinical knowledge and preparedness.

Conclusions

This staff education project effectively addressed a documented gap in psychiatric
nursing practice by enhancing nurses’ knowledge and use of the Columbia-Suicide
Severity Rating Scale (C-SSRS). Using the ADDIE model and the Johns Hopkins
Nursing Evidence-Based Practice (JHNEBP) framework, the project guided the
systematic design and implementation of an evidence-based training intervention. The
analysis phase confirmed that only 60% of psychiatric nurses consistently applied
validated suicide risk tools, often defaulting to subjective clinical judgment (Simpson et
al., 2021). The educational content was developed using current evidence, case-based
scenarios, and adult learning principles to improve nurses’ understanding of suicide risk

assessment protocols (Syndergaard et al., 2023).

Following implementation, the intervention produced clear knowledge gains, as
demonstrated by an increase in mean test scores from 9.2 to 12.4 out of 15. This 3.2-point
increase represented a 55.2% improvement in knowledge, indicating the strong impact of
structured education on nurse competency. Participants showed particular improvement
in assessing responder safety and secondary risk mitigation strategies. Post-intervention
evaluations confirmed improved confidence and consistency in suicide risk detection
(Reed, 2023). This project highlights the critical role of continuous staff education in

ensuring the timely identification of at-risk individuals. As supported by Stevens et al.
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(2021), integrating validated tools like the C-SSRS promotes patient safety and supports

high-quality, evidence-based psychiatric care.
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Appendix A

Suicide Risk Assessment Presentation

ENHANCING SUICIDE RISK
ASSESSMENT: STAFF EDUCATION ON
THE COLUMBIA-SUICIDE SEVERITY
RATING SCALE (C-SSRS)

Presented by Nathalie Ndokame
March 27, 2025

INTRODUCTION & OBJECTIVES

Purpose of the presentation:

= | SSESSMENT VRS : |
- Understand the role of C-SSRS in s ——1 1
suicide risk assessment. T —

fe
DA o WA i R A 1 S Y S B9 20 e M R MR T
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- Learn the components and structure
of the C-SSRS.

- Recognize the evidence supporting C-
SSRS use in psychiatric settings.
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v
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- Improve confidence in identifying and =
managing suicide risk.
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IMPORTANCE OF SUICIDE RISK
ASSESSMENT IN PSYCHIATRY

* Suicide is a major public health crisis

requiring urgent intervention.

* Psychiatric nurses play a key role in early

identification and prevention.

* Structured tools like C-SSRS improve

accuracy in risk assessment.

* Unstructured assessments may lead to
misclassification of risk levels.(Stevens et
al.,, 2021).

WHAT ISTHE COLUMBIA-SUICIDE
SEVERITY RATING SCALE (C-SSRS)?

* The C-SSRS is a validated tool for

assessing suicide risk. Three Main Components

of Evidence-Based Practice
* It helps categorize suicidal ideation and

behavior systematically. & 'S, ‘
. o - :.i L*mr"u AJ
* Designed to be easy to administer in e s e
5 S > Utilize the best Draw on individual Consider patient
various clinical settings. external evidence clinical expertise  values & expectations

* C-SSRS improves early detection of at-
risk patients.(Lovero et al., 2024).

16



KEY COMPONENTS OF THE C-SSRS

The C-SSRS assesses:

* - Suicidal ideation (intensity, frequency, duration,
controllability).

* - Suicidal behavior (previous attempts, preparatory acts, and
lethality).

* It helps psychiatric nurses categorize risk levels.

* This tool ensures consistent and structured evaluations (Al-
Chalabi et al., 2024).

EVIDENCE SUPPORTING THE USE
OF C-SSRS

* Studies confirm C-SSRS is a sensitive and specific
tool (Al-Chalabi et al., 2024).

* |t effectively identifies suicide risk across
psychiatric settings.

* Improves intervention strategies in emergency

and outpatient care.

* The tool reduces reliance on subjective clinical

judgment (Syndergaard et al., 2023).

17
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HOW C-SSRS IMPROVES SUICIDE
RISK IDENTIFICATION

* Structured assessments outperform unstructured methods.
* Reduces reliance on subjective clinical judgment.
* Ensures timely identification of at-risk patients.

* Improves accuracy and consistency in risk determination
(Wardig et al., 2022).

C-SSRS IN CLINICAL PRACTICE:
CASE EXAMPLES

* Case |:ldentifying a high-risk patient
using C-SSRS.

* Case 2: Effective use in outpatient
psychiatric care.

* Case studies show C-SSRS improves
clinical decision-making.

* Helps nurses implement appropriate
safety plans (Reed, 2023).



CHALLENGES AND LIMITATIONS
OF C-SSRS

» Concerns about sensitivity in emergency department

discharges.

C-SSRS should be supplemented with clinical judgment.
* Training is required to ensure accurate use.

* Ongoing education helps address limitations (Simpson et al.,
2021).

TRAINING & IMPLEMENTATION OF
C-SSRS IN PSYCHIATRIC NURSING

* Best practices for training psychiatric
staff on C-SSRS.

* Supervision and continuous education
ensure competency.

* Workshops and refresher training
improve application.

* Integration into daily workflows

enhances efficiency (Stevens et al.,
2021).
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IMPACT OF C-SSRS ON PATIENT
OUTCOMES

* Increased confidence in suicide risk assessment.
* Enhanced patient safety and suicide prevention strategies.
* Reduces inconsistencies in psychiatric evaluations.

* Improves clinical decision-making processes (Riblet et al.,
2023).

STEPS FOR PSYCHIATRIC NURSES
TO APPLY C-SSRS

* Step |:Initiate patient interaction with

appropriate questions.

* Step 2: Conduct C-SSRS assessment
systematically.

* Step 3:Interpret responses to determine risk

levels.

 Step 4: Implement appropriate interventions
based on findings (Reed, 2023).

20



ADDRESSING COMMON
MISCONCEPTIONS

* Misconception:'C-SSRS is too complex

to use.'

* Reality: It is structured and easy to
administer.

* Misconception: 'Suicide risk remains the
same over time.'

* Reality: Risk levels can change, requiring
reassessment (VWardig et al., 2022).

SUMMARY & KEY TAKEAWAYS

C-SSRS is a vital tool for psychiatric nurses.
 Standardized assessment improves patient safety.
* Training enhances confidence in risk identification.

* Ongoing education ensures correct implementation.

21
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Appendix B

Pre/Post Staff Education Assessment: C-SSRS Knowledge Test

1. What is the primary purpose of the Columbia-Suicide Severity Rating Scale (C-
SSRS)?

Correct Answer: C. To assess and document suicidal ideation and behavior
A. To diagnose mental illness

B. To predict self-harming behaviors

C. To assess and document suicidal ideation and behavior

D. To determine medication needs

2. Which of the following is a key component of the C-SSRS?
Correct Answer: B. Suicidal ideation intensity

A. Substance use history

B. Suicidal ideation intensity

C. Family psychiatric history

D. Social functioning scale

3. The C-SSRS distinguishes suicidal ideation from suicidal behavior by:
Correct Answer: B. Including specific questions for each

A. Assessing only current thoughts

B. Including specific questions for each

C. Using a global mental status score

D. Relying on patient self-diagnosis

4. \When is the C-SSRS intended to be used?

Correct Answer: C. At any point when suicide risk is suspected



23

A. Only during psychiatric hospital admissions
B. Only for patients under 18
C. At any point when suicide risk is suspected

D. Only for patients with a prior suicide attempt

5. What does a higher score on the C-SSRS indicate?
Correct Answer: C. Increased severity of suicide risk
A. Less likelihood of suicide

B. Higher level of cognitive impairment

C. Increased severity of suicide risk

D. More mental stability

6. What is the significance of standardized tools like the C-SSRS in psychiatric care?
Correct Answer: B. They improve consistency in suicide risk identification

A. They replace the need for clinical interviews

B. They improve consistency in suicide risk identification

C. They increase the reliance on clinical intuition

D. They reduce the time spent with patients

7. Which population has the C-SSRS been validated for?
Correct Answer: C. All age groups and psychiatric diagnoses
A. Only adolescents

B. Only adults with depression

C. All age groups and psychiatric diagnoses

D. Patients with physical health issues only
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8. According to the evidence, using the C-SSRS can:

Correct Answer: B. Reduce reliance on subjective clinical judgment
A. Decrease hospital readmissions only

B. Reduce reliance on subjective clinical judgment

C. Replace all psychiatric evaluations

D. Lower the need for ongoing patient monitoring

9. What should a nurse do if a patient endorses active suicidal ideation with a plan
on the C-SSRS?

Correct Answer: C. Initiate emergency psychiatric evaluation
A. Schedule a follow-up in two weeks

B. Notify the primary care provider

C. Initiate emergency psychiatric evaluation

D. Disregard if the patient seems calm

10. Which of the following is a limitation of the C-SSRS identified in the literature?
Correct Answer: B. Low sensitivity in some settings

A. No clinical utility

B. Low sensitivity in some settings

C. Inability to assess ideation

D. Poor user satisfaction

11. What has been shown to increase confidence and competence in nurses using the
C-SSRS?

Correct Answer: B. Structured education and training

A. Peer discussion groups
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B. Structured education and training
C. Longer shift hours

D. Reduced patient contact

12. Which study outcome supports implementing C-SSRS education for psychiatric
nurses?

Correct Answer: B. Better identification of at-risk individuals
A. More reliance on passive sensing technologies

B. Better identification of at-risk individuals

C. Reduced need for psychiatric consultation

D. Increased use of subjective assessments

13. What is a potential consequence of not using standardized suicide risk
assessment tools?

Correct Answer: C. Inconsistent risk identification
A. Improved patient rapport

B. Reduced documentation burden

C. Inconsistent risk identification

D. Increased time for therapy

14. The C-SSRS can be especially useful in which clinical setting according to the
evidence?

Correct Answer: B. Emergency departments
A. Operating rooms

B. Emergency departments

C. Dental clinics

D. Physical therapy units



15. Why is ongoing training in suicide risk assessment necessary for psychiatric
nurses?

Correct Answer: C. To improve implementation and interpretation of C-SSRS
results

A. To fulfill hospital accreditation
B. To adapt to changing psychiatric diagnoses
C. To improve implementation and interpretation of C-SSRS results

D. To avoid legal liability
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