ED-SAFE-1 Database Descriptions
1. OMNIBUS: The Omnibus data file consists of the data that was collected on each subject that was enrolled into the ED-SAFE trial. This data includes the (1) baseline assessment at time of enrollment, (2) baseline chart review for emergency department visit associated with time of enrollment, (3) healthcare utilizations (conducted at baseline, 6-month and 12-month from enrollment), (4) vital statistics review (for subjects lost to follow up or known deaths), (5) lifeline assessment ( for subjects transferred to Boys Town crisis calls), (6) telephone follow-up assessments, (7) adverse event data (for subjects with adverse events reporting), (8) advising call data (Butler hospital), (9) enrolled subjects screening log data (see screening log data description below) and (10) the characteristics of each site that participated in the ED-SAFE trial. 
2. KAPS: (Provider surveys) - Healthcare provider self-reported suicide knowledge, screening, and management practices was assessed before and after the implementation of universal screening. Additionally, questions related to organizational barriers that facilitate or retard implementation. All physicians (attendings and residents), physician assistants, nurse practitioners, nurses, social workers and any other mental health or case management professionals working at least half-time in the eight EDs were eligible to participate
3. Fidelity Assessment: In order to determine the frequency of suicide screening implementation (e.g., determine whether or not nursing staff are actually asking the suicide screening questions or whether nursing staff are using their clinical judgment to complete the nursing assessment form without actually asking the questions), we conduct a brief interview with a random subset of ED patients whose medical record indicates an absence of suicidality (e.g., fidelity check).
4. Random Chart Review: To help account for non-specific experimental effects and access whether universal screening actually occurred, we completed chart abstractions on 800 randomly selected patients both during the Screening Alone and Intervention phases, with each site randomly selecting 100 participants per phase over the time period it took them to enroll the 60 prospective subjects. A separate chart review of randomly selected ED patients was performed previously and served as the chart review validation for the Treatment as Usual phase.
5. Screening Log: To assist with compiling data for creating a CONSORT diagram and to examine predictors of screening for intentional self-harm, all individuals identified whose charts were screened were included in a screening log.  The screening log included: order of presentation, name, MRN, triage time, age, sex, race, triage level, whether or not the ED visit was for a psychiatric complaint, presence of self-harm thoughts or behaviors and whether or not the patient was approached, and subsequently enrolled. The identifiers were collected to help the RAs keep track of whom they have screened and to allow for regular quality assurance (QA) checks that were performed at each site. 
