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The Suicide Prevention Resource Center (SPRC) is the only federally funded resource center
devoted to advancing the implementation of the National Strategy for Suicide Prevention.
SPRC is supported through a grant from the U.S. Department of Health and Human Services'
Substance Abuse and Mental Health Services Administration (SAMHSA).

SPRC builds capacity and infrastructure for effective suicide prevention through consultation,
training, and resources for state, tribal, health/behavioral health, and community systems;

professionals and professional education programs; and national public and private partners
and stakeholders.
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Medical leadership for mind, brain and body.

This activity is being accredited and implemented by the
American Psychiatric Association (APA) as part of a

subaward from the Suicide Prevention Resource Center
(SPRC).

This activity has been planned and implemented in accordance with the
accreditation requirements and policies of the Accreditation Council for
Continuing Medical Education. The APA is accredited by the ACCME to provide
continuing medical education for physicians.

The American Psychiatric Association designates this live activity for a
maximum of 1 AMA PRA Category 1 Credits ™. Physicians should only claim
credit commensurate with the extent of their participation in the activity.

The Suicide Prevention Resource Center is the sole owner of the activity content,
including views expressed in written materials and by the speakers.

© 2021 American Psychiatric Association. All rights reserved.
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How to Download Handouts

Desktop Instant Join Viewer

Use the “Handouts” area of the attendee control panel. Click the “Page” symbol to display the “Handouts” area.

File View Help @v B8 X

Handouts - 2
Sound Check =mE 9
(®) Computer audio
(O Phone call
O No audio
¥ muTED
Microphone (Realtek Audio) v

Speakers / Headphones (Realtek Aud... v

Talking:

¥ Handouts: 1 (|

: . Webinar Slide Handout.pdf

» Questions |

Webinar Confirguration
Webinar ID: 792-051-403
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How to Participate in Q&A

Desktop Instant Join Viewer
Use the “Questions” area of the attendee control panel. Click the “?” symbol to display the “Questions” area.
.Fllo View Heb @~ -0 8 x
= Audio k)

— (® Telephone
& (O Mic & Speakers
- Dial: oo sk xxx
9 Access Code:  xox-100-xxx
Audio PIN: x
0 If you're aready on the call, press X4 now.
(and additional numbders ...)
Problem dialing in?

= Questons

[Erter 8 question for staff] Questions

Webinar Now
Webinar 10; 2000 XXX-XXX

GoTo\Vebinar
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Moderator
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Zero Suicide in Health Care Systems

Systems that adopt the Zero Suicide mission are:

Challenging themselves be high-reliability organizations.

Embedding evidence-based interventions into care practice.
q Collecting data to measure both outcomes and fidelity.
SUICIDE Improving continuously through training and protocols.

Normalizing suicide prevention for clients, staff, and families.

Zero Suicide | zerosuicide.edc.org



Zero Suicide Framework

safe care.

These seven elements are critical to ‘

Represent a holistic approach to
suicide prevention.

Can and should be considered on a
simultaneous continuum.

© 2021 Education Development Center




Zero Suicide Toolkit O 2

Your practical guide to systemic change.

Study: Zero Suicide
Practices Reduce

Suicides

The online Zero Suicide Toolkit offers
free and publicly available tools,
strategies, and resources.

P SAFER CARE FOR THOSE AT RISK OF SUICIDE
Transformational Framework

for Health and Behavioral

» Information » Tools Health Cars Systetns

The foundational belief of Zero Suicide is that suicide deaths

Learn More

for individuals under the care of health and behavioral health

. .
)) M ate r I aI S )) R e ad I n S systems are preventable. For systems dedicated to improving
patient safety, Zero Suicide presents an aspirational challenge

and practical framework for system-wide transformation

» Qutcomes » Videos

» lnnovations » Webinars “[ilinc: GHS ‘!pm; XSAMHSA

» Research » Podcasts zerosuicide.edc.org




Overview

ldentifying suicide risk among youth

Clinical pathways for youth in medical settings
Suicide prevention in pediatric primary care
Leveraging Collaborative Care for suicide prevention




Presenter

Lisa Horowitz, PhD, MPH
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UTILIZING TOOLS TO |
MANAGE YOUTH AT
SUICIDE IN THE ME

Lisa Horowitz, PhD, MPH

Intramural Research Program

National Institute of Mental Health, NIH
Bethesda, Maryland
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The views expressed in this presentation do not necessarily represent the views of the NIH, DHHS, or any
other government agency or official. | have no financial conflicts to disclose.
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Take-Home Messages

Feasible suicide risk screening for all patients in all medical settings: Ask directly
Clinicians require population-specific and site-specific validated screening instruments

Clinical Pathway Is a three-tiered system
Brief screen (20 seconds)
Brief suicide safety assessment (BSSA) (~10 minutes)
Full mental health/safety evaluation (30 minutes)

Discharge all patients with safety plan, resources (National Suicide Prevention Lifeline and
Crisis Text Line), and lethal means safety counseling

Adolescent Suicide Prevention and Medical Settings gD SPRC
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Public Health Problems

2018 deaths among all ages

Influenza and pneumonia: ~55,000 deaths a year = 150 per day
Among 10 to 24-year-olds: ~241 deaths a year = 4 per week

; (e
ageod ) |J ‘Wash your hands
FLU Stay home if you're sick
Ask your health care
THE3 €S f provider abeut a

COVER CLEAN CONTAIN prescription antiviral
Coveryour cough Frequectly washyowr o your gers

J1DPH

Motor vehicle accidents: ~39,000 deaths = 108 deaths a day
Among 10 to 24-year-olds: ~7,000 deaths = 19 deaths a day

s:ﬁﬁ'ﬂ i
Suicide: ~ 48,000 deaths = 132 deaths a day
Among 10 to 24-year-olds: ~ 6,800 deaths = 18 deaths a day PREVENTION G RICy U
L0 TATALK @ sere
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Youth Suicide in the U.S.

2"d leading cause of death for youth ages 10 to 24

24,587 total deaths in 2019: 6,488 (26%) deaths by suicide

Suicide Deaths among U.S. Youth Ages 10 to 24
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Younger Children and Suicidality

Children under 12 plan, attempt, and die by suicide

The Importance of Screening Preteens for Suicide
Risk in the Emergency Department

Elizabeth C. Lanzillo, BA? Lisa M. Horowitz, PhD, MPH,? Elizabeth A. Wharff, PhD,® Arielle H. Sheftall, PhD,% Maryland Pao, MD,? Jeffrey A. Bridge, PhDe¢®

29.1% of preteens (10-12) screened positive for suicide risk (Lanzillo et al., 2019)

RESEARCHLETTER

JAMA Pediatrics

Suicidal Attempts and Ideation Among Children
and Adolescents in US Emergency Departments,
2007-2015

43.1% of SA/SI visits to an emergency department were for children ages 5-11 (Burstein et al., 2019)

Original Investigation
JAMA Pediatrics Suicide Trends Among Elementary School-Aged Children in
the United States From 1993 to 2012

Racial disparity for children <12: 1 rate for black children | rate for white children (Bridge et al., 2015)

CDC WISQARS, 2018 Adolescent Suicide Prevention and Medical Settings &5 SPRC
N
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Age-Related Racial Disparity in Suicide Rates
Among U.S. Youth from 2001 through 2015

Figure. Comparison of Suicide Incidence Rates Between Black
and White Youths in the United States From 2001 to 2015 by Age
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Natural Logarithm of IRR (95% C1)
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Age, y

Squares indicate the estimated natural logarithm of the age-specific

incidence rate ratio (IRR); vertical lines, 95% Cl. The reference group is white

youth. The 95% Cls that do not include zero are considered to be statistically
Bridge et al., 2018 significant. ~
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Racial Disparities Among High School Students

FIGURE 2. Percentage of high school students who attempted suicide during the 12 months before the survey, by race/ethnicity — Youth Risk
Behavior Survey, United States, 2009-2019
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THE CONGRESSIONAL BK CAUCU
EMERGENCY TASK FORCE ON BLACK YOUTH'S

& MENTAL HEAL

“...lack of research on both risk and protective factors associated
with suicidal thoughts and attempts in this population.”

Slide courtesy of Dr. Tami Benton =
Adolescent Suicide Prevention and Medical Settings &D SPRC
A
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Suicide rates by ethnicity and age group --
United States, 2013-2017
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Suicide Risk Screening for
Minoritized Youth

Many youth populations at higher risk for suicide are understudied by
research

American Indians/Alaskan Natives

Black, Indigenous, and people of color (BIPOC)
LGBTQ youth

Individuals with ASD or NDD

Child Welfare System

Rural areas

Screening can help identify minoritized youth at risk for suicide and
link them to care

Adolescent Suicide Prevention and Medical Settings QD SPRC
N




Youth Suicidal Behavior and Ideation

2019 Youth Risk Behavior Survey (YRBS)

8.9% of high school students attempted suicide one or more times in the past year
18.8% of high school students reported “seriously considering attempting suicide” in the past

year
( -
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CDC, 2019 . ]

Adolescent Suicide Prevention and Medical Settings &D SPRC
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Risk Factors

Previous attempt Suicidal ideation
Mental iliness Over age 60 and male
Symptoms of depression, anxiety, Between the ages of 15 and 24

agitation, impulsivit
g paisvity LGBTQ
Exposure to suicide of a relative, .
: P Neurodevelopmental disorders
friend, or peer

Physical/sexual abuse history Isolation

Hopelessness
Drug or alcohol abuse P

Lack of mental health treatment seeleel Winess

Adolescent Suicide Prevention and Medical Settings &D SPRC
N
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Suicide Warning Signs

These signs may mean someone is at risk for suicide. Risk is greater if a behavior
IS new or has increased and If it seems related to a painful event, loss, or change.

- Talking about wanting to dieorto # Increasing the use of alcohol

Kill oneself. or drugs.
d Looking for a way 1o kill oneself, # Acting anxious or agitated:;
such as searching online or behaving recklessly.
buying a gun. _ _
y_ gag _ + Sleeping too little or too much.
- Talking about feeling hopeless or _ _ o
having no reason to live. % Withdrawing or feeling isolated.
+ Talking about feeling trapped orin * Showing rage or talking about
unbearable pain. seeking revenge.
+ Talking about being a burden + Displaying extreme mood swings.

to others.
Suicide Is Preventable.

Call the Lifeline at 1-800-273-TALK (8255).
I Vith Help Comes Hope NN

@ SPRC
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Can we save lives by screening for suicide
risk in medical settings?

@ SPRC




Trade groups support youth suicide prevention

A AP News

I's everybody’s problem’”: Goal to end youth suicide unites experts, organizations

Alyson Sulaski Wyckoff, Associate Editor
March 03, 2021

PRESS RELEASES

AMA adopts policy to address increases in youth suicide and save
lives

0000

JUN 16, 2021

Adolescent Suicide Prevention and Medical Settings &D SPRC
N
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Underdetection

Majority of those who die by suicide have had contact with a
medical professional within previous three months

~ 80% of adolescents visited health care provider within the year
prior to death by suicide

49% of youth had been to an emergency department within one year
38% of adolescents had contact with a health care system within four
weeks prior

Frequently present with somatic complaints

Ahmedani, 2019; Ahmedani, 2014; Rhodes, 2013 _
Adolescent Suicide Prevention and Medical Settings QD SPRC
.
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CoLLoN—

“I'm right there in the room and no
one even acknowledges me.”

@ SPRC




Screening Questions for Medical Patients

What are valid questions that
nurses and physicians can use
to screen medical patients for
suicide risk in the medical
setting?

Adolescent Suicide Prevention and Medical Settings gD SPRC
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Screening vs. Assessment:
What’s the Difference?

Suicide Risk Screening

|dentify individuals at risk for suicide
Oral, paper/pencil, computer

Suicide Risk Assessment

Comprehensive evaluation

Confirms risk
Estimates imminent risk of danger to patient
Guides next steps

Adolescent Suicide Prevention and Medical Settings &D SPRC
.
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Common Suicide Risk Screeners for
Youth in Clinical Settings

Columbia Suicide Severity Rating Scale (C-SSRS)

Patient Health Questionnaire —Adolescent version (PHQ-A)

Ask Suicide-Screening Questions (ASQ)

Horowitz et al., 2012; Johnson et al. 2002; Posner et al. 2011 _
Adolescent Suicide Prevention and Medical Settings QD SPRC
.
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Ask Suicide-Screening Questions (ASQ)

Three pediatric emergency departments

Boston Children’s Hospital, Boston, MA
Children’s National Medical Center, Washington, D.C.
Nationwide Children’s Hospital, Columbus, OH

September 2008 to January 2011

524 pediatric emergency department patients as
344 medical/surgical, 180 psychiatric Ask Suicide-Screening@ uestions
57% female, 50% white, 53% privately insured
Ages 10 to 21 (mean=15.2 years; SD = 2.6y)

Horowitz et al., 2012 _
Adolescent Suicide Prevention and Medical Settings QD SPRC
.
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NIMH TOOLKIT

q S Suicide Risk Screening Tool

(_Ask Suicide-Screening @l uestions )

—— Ask the patient:

1. In the past few weeks, have you wished you were dead? O Yes O No W

2. In the past few weeks, have : SO .
would be better off if you v ASk I-he puﬂen-‘-: |, 91 3 99 4)

3. In the past week, have you

about killing yourself? 1. In the past few weeks, have you wished you were dead? ¥ Yes QD No
* :a:s y:;':: erined ki 2. Inthe past few weeks, have you felt that you or your family | ) 84.0-90. 5)
T would be better off if you were dead? QYes % No
When? 3. In the past week, have you been having thoughts .
' about killing yourself? R Yes ONo [S-
. ] 0
If the patient answers Yes to a| 4. Have you ever tried to kill yourself? OYes % No tients: 99.7%

5. Are you having thoughts of| I yes how?
y :

If yes, please describe:

7

: 96.9%

— Next steps:

+ If patient answers “No” to all quest
Mo intervention is necessary (*Notej

+  If patient answers “Yes” to any of E
positive screen. Ask question #s ] When? N GNLN l ' T E
O “Yes™ to question #5 = acutd

* Patient requires a STA

Patient cannot leave u
* Keep patient in sight. R} P
responsible for patient]
O “No” to question #5 = non-o
h

* Patientrequiresabriel |f the patient answers Yes to any of the above, ask the following acuity question:
v
NATIOMNAL INSTITUTE OF MENTAL HEALTH (NIMH) 1@ NIH::- Ef13/2007 &:D SPRC
N

is needed. Patient cani
Zero Suicide | zerosuicide.edc.org

\_ = Alert physician or clinig

— Provide resources fo all 5, Are you having thoughts of killing yourself right now? x\' Yes

* 24/7 National Suicide Preven

= 247 Crisis Text Line: Text “Htrrre= S




Results

98/524 (18.7%) screened positive for suicide risk
14/344 (4%) medical/surgical chief complaints
84/180 (47%) psychiatric chief complaints

Feasible
Less than one minute to administer
Non-disruptive to workflow

Acceptable
Parents/guardians gave permission for screening
Over 95% of patients were in favor of screening

ASQ is now available in the public domain

Horowitz et al., 2012 N
Adolescent Suicide Prevention and Medical Settings gD SPRC
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Validation and Implementations in Other
Settings: Ongoing Research

|npatient mediCal/SurgiCaI unit KIT DE FERRAMENTAS NIMH: PORTUGUESE

q S Ferramenta de friagem de risco de suicidio

Outpatient primary care/specialty clinics (Pergiries pra e e i)

~— Pergunte ao paciente

H - H 1. Nas tltimas semanas, vocé desejou que estivesse morto? QSim QNao
ASQ I n ad u It med ICaI patl e ntS In the past few weeks, have you wished you were dead? Yes No
2. Nas tiltimas semanas, vocé sentiu que vocé ou sua familia
estariam em melhor situacdo se vocé estivesse morto? QSim QNao
In the past few weeks, have you felt that you or your family would be better Yas No
off if you were dead?
S C h 0 0 I S 3. Na tltima semana, vocé teve pensamentos referentes
a se matar? QSim QNao
In the past week, have you been having thoughts about killing yourself? Yes No
4. Vocé ja tentou se matar? QSim QNao
C h - I d b | - - Have you ever tried to kill yourself? Yas No
I a u S e C I n I CS Em caso afirmativo, como? If yes, how?
. f . I .. Quando? When?
Caso o paciente responda sim a qualquer uma das perguntas acima, faga a pergunta de acuidade
a seguir:
5. Vocé tem pensamentos referentes a se matar neste momento? QSim QNao
Are you having thoughts of killing yourself right now? Yas No

Indian Health Service (IHS)

~— Préximas efapas: ~

.
AS D/N D D O u Iatl On +  (Casoopadente responda“Nio” &s perguntas de 1a 4, a triagem estard completa (ndo é necessdrio fazer a pergunta i 5).
Nenhuma intervenciio & necesséria (* Obs: o julgamento dinico sempre pode substituir uma triagem negativa).
*  (aso o paciente responda “Sim” a qualquer uma das perguntas 1 a 4, ou caso se requse a responder, ele sera considerado
uma friagem posifiva. Faga a pergunta n® 5 para avaliar a acuidade:
O “sim" & pergunta n* 5 = fiagem positiva aguda (risco iminente identificado)
. i . * O paciente necessita de uma avaliagio de saide mentalfcompleta IMEDIATAMENTE.
G I O b al I n I tl atIVeS O paciente ndo pode sair até ser avaliado para fins de seguranga.
= Mantenha o paciente & vista, Remova todos os objetos perigosos da sala. Alerte o médico ou dlinico responsavel
pelo atendimento ao paciente.
[ “Néo™ & pergunta n* 5 = friagem posiliva néo aguda (risco potencial identificado)
* O padente requer uma breve avaliagdo de seguranca contra suicidio para determinar se € necessaria uma
avaliagdo completa de satide mental. O paciente ndo pode sair até ser avaliado para fins de seguranca.

Tr ans I ate d I n to 1 6 I an g u ag es + Alerte o mécico ou clinico responsavel pelo atendimento 20 paciente.

~ Forneca recursos a todos os pacientes

+ Linha Nacional de Prevencdo do Suicidio. De segunda a domingo, 24h. 1-800-273-TALK (8255)
En Espaiiol: 1-888-628-9454

» Linha de Texto para crise. De segunda a domingo, 24h. Envie um SMS para 741-741
com a mensagem “‘HOME”

ASQ Too lkit: www.nimh.nih.qov/ASQO st mcown oo e o) (@ IO~

@ SPRC
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http://www.nimh.nih.gov/ASQ

The ASQ Toolkit

NIMH TOOLKIT

qs ASQ Toolkit Summary

Organized by medical setting: e

The ASQ toolkit is organized by the medical setting in which it will be used:
emergency departiment, inpatient medical/surgical unit, and outpatient primary
care and specialty clinics. All toolkit materials are available on the NIMH
ASQ Tool website at www.nimh.nih.gov/asq. Questions about the materials or how to
implement suicide risk screening can be directed to Lisa Horowitz, PhD, MPH at
horowitzi@mail.nih.gov or Debbie Snyder, MSW at DeborahSnyder@mail.nih.gov.

Brief Suicide Safety Assessments EasISCY ClapcmenK{Fo P

-ASQ Information Sheet*
-ASQ Tool*

. -Brief Suicide Safety Assessment Guide
-Nursing Script

Information Sheets il R

-Patient Resource List*

-Educational Videos*

SC” ptS for Staﬁ Inpatient Medical/Surgical Unit:

-ASQ Information Sheet*
-ASQ Tool*

o ~Brief}Suicid§e Safety Assessment Guide
Flyers for guardians e
-Patient Resource List*

. o -Educational Videos*
P atl e nt reSO U rceS I ISt Ovutpatient Primary Care/Specialty Clinics:
-ASQ Information Sheet*

-ASQ Tool*

A A -Brief Suicide Safety Assessment Guide

Educational videos
-Parent/Guardian Flyer
-Patient Resource List*
-Educational Videos*

N\

*Note: The following materials remain the same across all medical settings. These
materials can be used in other settings with youth (e.g. school nursing office, juvenile
detention centers).

-ASQ Information Sheet

-ASQ Tool

-ASQ in other languages

-Patient Resource List

-Educational Videos

ASQ Toolkit; www.nimh.nih.qov/ASQ T T e -

Zero Suicide | zerosuicide.edc.org
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Can depression screening be used to
effectively screen for suicide risk?




Patient Health Questionnaire -9 (PHQ-9)

Nine-item depression screen assessing symptoms during the past two weeks

Available in the public domain and commonly used in medical settings

One “suicide-risk” question: ltem #9

How often have you been bothered by the following symptoms during the past two weeks?
“Thoughts that you would be better off dead or of hurting yourself in some way”

Families, Systems, & Health i@ 2018 American Psycholopical Association
2018, Vol. 36, No. 3, 281-288 1001-752T/ 1851200 hitpoiidx.doi.org/10. 1037/ h0000350

HHS Public Access

_ﬁ/@ Author manuscript

Inadequacy of the PHQ-2 Depression Screener for Identifying 7 Clin Psychiaty:. Author mazuscript. available in BMC 2017 February 01

e P AT g ati X Published in final edited form as:
Suicidal Primary Care Patients o oty 018 Eebeaey - T7(2) 221227 dok 10 40S8CP 150876
. ) ) Risk of suicide attempt and suicide death following completion
Aubrey R. Dueweke, MA, Mikenna S. Marin, BA, David J. Sparkman, MA, of the Patient Health Questionnaire depression module in
and A_‘"ﬂ J Bridges, PhD community practice
University of Arkansas
The Academy of Psychosomaric Medicine. Published by Elsevier Inc. All rights reserved Gregoryr E Simon, MD, MPH‘, Karen J Coleman, pth’ Rebecca C Rossom, MDa, Arne
TTIZIT al Research RC].")(.') ris Beck, PhD#, Malia Oliver, BA!, Eric Johnson, MS', Ursula Whiteside, PhD', Belinda

Operskalski, MPH', Robert B Penfold, PhD', Susan M Shortreed, PhD', and Carolyn Rutter,
PhD'#

Comparison of Electronic Screening for Suicidal Risk

With the Patient Health Questionnaire Item 9 and the

Columbia Suicide Severity Rating Scale in an OQutpatient
Psychiatric Clinic

Adele C. Viguera, M.D., Nicholas Milano, M.D., Laurel Ralston D.O.,
MNicolas R. Thompson, M.S., Sandra D. Griffith, Ph.D., Ross J. Baldessarini, M.D.,
Irene L. Katzan, M.D., M.S.

@ SPRC
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Depression Screening Vvs.
Suicide Risk Screening

dical Settings QD SPRC




Suicide-risk
positive (13.5%)

Total N=600 « SIQ = 41
Medical/Surgical + SIQ-JR = 31
Inpatients * “Yes” to any ASQ item

Horowitz et al., 2021
@ SPRC
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Suicide-risk positive
(N=81)

Total N=600
Medical/Surgical
Inpatients

PHQ positive (N=103)

Horowitz et al., 2021 ltem #9 endorsed QiSPRC

Zero Suicide | zerosuicide.edc.org



Suicide-risk positive
(N=81)

Total N=600
Medical/Surgical
Inpatients

PHQ positive (N=103)

Horowitz et al., 2021

ltem #9 endorsed (N=42)  g)spre

Zero Suicide | zerosuicide.edc.org



Suicide-risk positive
(N:8 1) 32% missed by
/ PHQ-A

Total N=600
Medical/Surgical
Inpatients

PHQ positive (N=103)

Horowitz et al., 2021

ltem #9 endorsed (N=42)  @)sere
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Suicide-risk positive

Total N=600 56% missed by
Medical/Surgical ltem #9
Inpatients /

PHQ positive (N=103)

Horowitz et al., 2021

ltem #9 endorsed (N=42) €%




Suicide Risk
Screen

Adolescent Suicide Prevention and Medical Settings &D SPRC
.




ifi PHQ-9 dified for Adol t
PHQ-9 modified for Adolescents (PHQ-A) Q-9 modified for Adolescents

(PHQ-A)

Name: Clinici: Date:

Instructions: How often have you been bothered by each of the following symptoms during the past fwo
weeks? For each symptom put an “X" in the box beneath the answer that best describes how you have been

feeling. . —
©) (U] 2) 3)
Not at Several More Nearly
all days than every
hait day
| |_the days

1. Feeling down, depressed, irritable, or hopeless?

2. Little interest or pleasure in doing things?

3. Trouble falling asleep, staying asleep, or sleeping too
much? -

4. Poor appelite, weight loss, or overeating?

§. Feeling tired, or having little energy?

6. Feeling bad about yourself — or feeling that you are a
failure, or that you have let yourself or your family
down?

7. Trouble concentrating on things like school work,
reading, or watching TV?

8. Moving or speaking so slowly that other people could
have noticed?

Or the opposite ~ being so fidgety or restless that you
were moving around a lot more than usual?

9. Thoughts that you would be better off dead, or of
hurting yourself in some way?

In the past year have you felt depressed or sad most days, even if you feit okay sometimes?
OYes ONo

If you are experiencing any of the problems on this form, how difficult have these problems made it for you to
do your work, take care of things at home or get along with other people?

OINot difficult at all O Somewnhat difficult Overy difficult COExtremely difficult
Office use only: Severity score:

as

Ask Suicide-Screening@uestions

Ask the patient:

(1) Inthe past few weeks, have you wished you were dead? YES NO
(2) In the past few weeks, have you felt that you or your family would be YES NO
better off if you were dead?
(3) Inthe past week, have you been having thoughts about killing yourself? YES NO
(4) Have you ever tried to kill yourself? YES NO
If yes, how? When?

If the patient answers yes to any of the above, ask the following question:

(5) Are you having thoughts of killing yourself right now? YES NO
If yes, please describe:

@ SPRC
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Common concern:

Can asking kids guestions about suicidal
thoughts put “ideas” into their heads?




latrogenic Risk?

On the Iatrogenic Risk of Assessing Suicidality:

A Meta-Analysis

CHrisTOPHER R. DECou, MS, anD MATTHEW E. ScHUMANN, MA

Previous studies have failed to detect an
suicidality. However, the perception that asking 4
dality persists. This meta-analysis quanttatvely s
the iatrogenic risks of assessing suicidality. Thi
explicitly evaluated the iatrogenic effects of asses
Thirteen articles were identif]
Evaluation of the pooled effect of assessing suic
outcomes did not demonstrate significant iatrog
port the appropriateness of universal screening ff
fears that assessing suicidality is harmful.

research methods.

2017

What’s the Harm in Asking About Suicidal
Ideation?

CrarLEs W. MatHias, PuD, R. MicHaer Furr, PuD, ArierLe H. SaerFracs, PuD,
NaTHALIE HILL -KAPTURCZAK, PHD, Pace Crum, BA, AND D()N.\LD M. DouvGHERTY, PuD)

Both researchers and oversight zomn'@@alamre oncerns about patient
safety in the study-related assessment| of suicidality. Hdgwever, concern about

Evaluating latrogenic Risk of

Screening Programs
A Randomized Controlled Trial

assessing suicidal thoughts can be a barrier to the development of empirical evi-
dence that informs research on how to safely conduct these assessments. A ques-
ton has been raised if asking about suicidal thoughts can result in iatrogenic
increases of such thoughts, especially among at-risk samples. The current study
repeatedly tested suicidal ideation at 6-month intervals for up to 2-years. Suicidal
ideation was measured with the Suicidal Tdeation Questionnaire Junior, and
administered to adolescents who had previously received inpatient psychiatric
care. Change in suicidal ideation was tested using several analytc techniques, each
of which pointed to a significant decline in suicidal ideation in the context

Madelyn S. Gould, PhD, MPH

Frank A. Marrocco, PhD

Marjorie Kleinman, MS

John Graham Thomas, BS

Katherine Mactlaff CSW

Impact of screening for risk of suicide:
randomised controlled trial

2011

Mike J. Crawford, Lavanya Thana, Caroline Methuen, Pradip Ghosh, Sian V. Stanley,
Juliette Ross, Fabiana Gordon, Grant Blair and Priya Bajaj

Background

Concerns have been expressed about the impact that
screening for risk of suicide may have on a person’s mental
health.

Aims

To examine whether screening for suicidal ideation among
people who attend primary care services and have signs of
depression increases the short-term incidence of feeling that
life is not worth living.

Method

In a multicentre, single-blind, randomised controlled trial, 443
patients in four general practices were randomised to
screening for suicidal ideation or control questions on health
and lifestyle (trial registration: ISRCTN84692657). The primary
outcome was thinking that life is not worth living measured
10-14 days after randomisation. Secondary outcome
measures comprised other aspects of suicidal ideation and
behaviour.

Results

A total of 443 participants were randomised to early (7 =230)
or delayed screening (7=213). Their mean age was 48.5
years (s.d.=184, range 16-92) and 137 (30.9%) were male.
The adjusted odds of experiencing thoughts that life was not
worth living at follow-up among those randomised to early
compared with delayed screening was 0.88 (95% Cl 0.66—
1.18). Differences in secondary outcomes between the two
groups were not seen. Among those randomised to early
screening, 37 people (22.3%) reported thinking about taking
their life at baseline and 24 (14.6%) that they had this
thought 2 weeks later.

Conclusions

Screening for suicidal ideation in primary care among people
who have signs of depression does not appear to induce
feelings that life is not worth living.

Declaration of interest
None.

'S NEW FREE-
sion' and the

ental Health trol eroup (n=1170) which did not receive suicide auestions
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of repeated assessment. This and previous study outcomes suggest that asking an
at-risk population about suicidal ideaton is not associated with subsequent
i.ncrf:a‘;f:s in suicidal ideation.

T T

Context Universal screening for mg
front of the national agenda for y
addressed the potential harm of suicide screemng

Objective To examine whether asking about suicidal ideation or behavior during a
screening program creates distress or increases suicidal ideation among high school
students generally or among high-risk students reporting depressive symptoms, sub-
stance use problems, or suicide attempts.

Design, Setting, and Participants A randomized controlled study conducted within
the context of a 2-day screening strategy. Participants were 2342 students in 6 high
schools in New York State in 2002-2004. Classes were randomized to an experimen-
tal group (n=1172), which received the first survey with suicide questions, or to a con-

DeCou & Schumann, 2017; Mathias et al., 2012; Crawford et al., 2011; Gould et al., 2005




Additional Considerations

Who can screen?

What if patient refuses to answer the questions?

Do | “contract for safety?”

Can asking questions about suicide make the patient suicidal?

What if the patient does not “seem” like they are suicidal, do | still need to ask?
What if patient starts talking to the nurse about suicidal thoughts in detail?
What if parent refuses to leave the room?

What if the parent/guardian won’t cooperate with the disposition plan?
&) sPRC
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What happens when a
patient screens positive?

dical Settings QD SPRC




Here’s what should NOT happen

Do not treat every young person who has a thought about suicide as an

emergency

1:1 sitter

IR \
10 2
9 3

8 4
7 ¢ 5

Adolescent Suicide Prevention and Medical Settings SD SPRC




Universal Suicide Risk Screening
Clinical Pathway

Clinical Pathway - Three-tiered system

Brief Suicide Safety Assessment
(~10 mins)

Full mental health evaluation
or outpatient referral
or no further action
required

Adolescent Suicide Prevention and Medical Settings gD SPRC

Zero Suicide | zerosuicide.edc.org



SUICIDE RISK SCREENING PATHWAY

[See accompanying text document]

Fresentation to ED

;-n-nnr:d by AACARF: Abromzon Grant. Creafed by
o worgroup of Physicaly I Chid Comms fee.

Medically able fo answer questions? N{]_‘_
Screen when
medically able

C L Administer ASQ (ideally separate from parents) J%/

- YES (" eafient refuses fo answer?

NO

ion 147 . ( NEGATIVE SCREEN
YES on any question 1-4? NO EaR )

——

¥stas? ) YES.

NO

\—I'-L Non-acute Positive Screen: Conduct Brief Suicide Safety Assessment [BSSA) J
1

/r"'_'_'_._._ '

B55A ovtcome [fhree possbilifies)

L J
LOW RISK HIGH RISK r IMMINENT RISK
l Mo furiner evauation l Further evalation of suicide risk is necessary: Pafientis atimminent risk for suiciae
nesded in the ED

| shoud not leave witnout a ful safety assessment | with ewrrent suicical thougns

v

IMITIATE SAFETY PREC AUTIOMNS2
'SAFETY EDUCATION

“\ shoukd not leave without
= Create sately plan for poleniiol a full safety assessment
future suicidal fhoug his -

Discuss sulcld & means reshiction
Provide Resowces:

247 Nallonal Suicide Frevertion
L eline

1-800-273-TALK (822 5)

En Espaficl ) -B88- 428 - 0454

247 Crisls Text Une:
Teot “STAKT™ fo 741 -741
REFERRAL

to turher mental health
care as appropriaie; confinue MO
medical care; inifiote safety
sduzation’; communicate
poshive screen o FCF

“BAFETY FRECAUTIOMNS

Par insfthution profocot

kesp pafient under direct
observalon, emove
dangerous Hems, sic.

Conduct Full Suicide

Safety Assessment y

L Inifiafe or maintain safety precavfions; medically siabiize pafient )

L]

s patient being admitied for medical e atment?

Transfer o psychialric unit Ehncal " cimical itk amestment Transfer o medical unit
Brahmbhatt et al, 2018 ( dewrecﬂﬂmhba e i— |1h'|m‘lll:|tnncnem information to accepting  —— de?mﬂwm‘:'he
medical uni followed through
h:llsietpmcess mm*’ ht::mm - mu';“q:n - fransfer process
Wé.18.18

Adolescent Suicide Prevention and Medical Settings gD SPRC
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SUICIDE RISK SCREENING PATHWAY
& SPECIALITY CLIMNICS

Freseniafion to ovipafient
Frimary Care & Speciality Clinics

Sereen all palients ages 10 Medically able fo answer gquesfions? NO_*
above who meel any of the
sereening crifeda” YES Sereen al
ek wislh
"SCREENING CRITERIA 1 administer As@ (ideally separate from parents) J
Mew potiend
2 Bsfing poflent who kos not been

ssssss ed within the pasi 30 doys
A, Pofient kod a posiitve sulckde sk scresn

tha last ime thay were screened
4 Clinkcal hod ameakdicigles screening —  TYESonanyquestionl-4 =, .. . | MNEGATIVESCREEN |

[ If patient answered “yes” to Q4, and the patient has been \
screened before, ask: “Since last visit, have you tried to kill
yourself?” If they answer “no” and they also answered “
to Q1-3, no further action needed.

n

If the only “yes” answer is to Q4 (past suicidal behavior),

factors to consider:

[ ] Was the attempt more than a year ago?

[ ] Has the patient received or is currently in mental health care?
[ ] Is parent aware of past suicidal behavior?

[ ] Is the suicidal behavior not a current, active concern?

If yes to all these, then consider "Low Risk" choice for action.

ETY FLANNING
# Creabe sofety plon for pofentiol future suicidal thoughts, including identifying perzonal wiorming signs. coping srotegies, social confocks
support, and emengency contacis. Dedailed inctrections about sofety planning can be found ot
hitps:/ fwsnn spro.orgfresources-programs)patient-sofety-plor-femplate:

= Discuss kefhal means safie shorage andfor removal with both parent/guardian and chid |e.g. ropes, pils, fireanms, belts, knives)

#» Provide Resources: 24)7 Mational Suicide Prevention Lifeine
L = 1- BO0-Z7 3-TALK |5255). En Espafiol:1-B85-675-7454, 24/7 Criis Text Line: Text “START” to 741-741

¥

[—Ifll.iddlrld;bm:umu more acute, Insfuct pal /parent’g fo contact outp: healfhcare provider fo evalucfe need br!lhd:l.j

v

henfs who screen posithee a follow-up vt in 3 days to confirm sofety and determine i o mental health core cornection
Core ap pointments J'\:ul:lln:ll.acr\e.cr\ccrlrg patiant, eviewing use of safety plan, and assuring connection

Sch
| Future folow-u

B cinscicr. | §§ SPRC

as@ -W- 4272021
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Brief Suicide Safety Assessment

ASQ BSSA

q s rief Suicide Safety Assessment
(“Ask Sulclde-Screenin uestlons )

What to do when a pediatric patient ol
screens positive for svicide risk: = Framet h-m

MNIMH TOOLK

tEMERGENCY DEFARTMENT

= Uil ot < petierd [ 10~ 24 yaiors) scraans podlha ke sickde ek on th o¥Q
= dasmsmant guics for mental haallh clrickara, MDa, WPy, or Pis
Spoien

- = 2 - patient and
Praise patient rdicusngihel thouahls . Interview parenyouarian
w*m here to follow up on your to the suicide risk ‘ogaihar |
screzning questions. Thess are hard things to talk about. [wpmu. 18, ask patlant’s panmisdon for p.mmhohlrg
Thank you for telling us. | ne=d to azk you a few mare questions.” Soy To The parent- “Afver spesking wiih

podsitle, 455455 patiant skane «child, I hawe: concerns about hisfher
Assess the patient iz . Vi ar gyt chd ok
Revview patient's responsss fom the asG s Ifficut boatt.
Frequency of svicidal thoughts

miova lhoe bo gt your perspective.
ahmqhmthgpmummgwmd |

& "ygur child sald {reference positive:
Determine if a thoughts.
- res; ses on the 15 this something he/
Ask the pclhen In the past few weeks, have you been thinking abous kiling e 'ﬁ- % thix ¥ ing

she

yourself2" i yes, ask: “How often™ {once or twice a day, several imes a day, a - "Does child hawe of sulddal
cruple tmas 3 week, B Ao or bebaviars thatyorne sware
‘A you having thoughts of kiling yourself right now?™ 1 yes, say: “Flaazs explain.®
(1 “yes,* patient requires an urgent/STAT mental health evaluation and * “Does your child seem sad or depresseds
cannot be left alonme. A& Indicates imminent risk. raemit Anadous? Impulshve? Hopeless?
Irritable? Recklessr"
= “are you comfortable kesping your child
Svicide n
Assess F the patient has a sufcide plan, of hiow they resp d to any safeat home?"
nthqu.und:lm uk.boutu-&mdmamuurnmum). e patient: * “How will you secure or remove potenitially
“Dia you have a plan to kill yourssl# Flease d "I fo plan, ask: “If you dangerous fbems (guns, medications, ropes,
wrere going to kill yoursels, howwould you do I et B
Note: l#1he paient has o very defailed plon, This1s more * s thers anything you would lice to tellme
conceming rfd-u]-" me throwgh n detail. if the . L
Is feasible they are ‘touseplisa access to piis) H
B e o o eom e g o SecLmg dongares c Determine
medicatio ste.).

disposition

After completing the assessment, choose the
E\ﬂlum 5t seh-In and of subdde aktempts (metho: nrhmmddﬂ:
the p};lyed “Have ,mn-muwnur{ yours pproprizie dspostion.
,.gnld “How? Whan2 Ind:mmw. Dlﬂymnll't O Emergency psychiotric Evnlu:rﬂan
[Mtod]mldldyml?“ you want ta die2” (for youth, Intent Is 35 mportant as Patient ks at immenent
lethalty of mathod) Ask “Did you by tr (;mmdd:lwu].war
Symph:lms page psychiatry; keep patient safe in ED
Depression: “in the past few hawe you felt 5o sad or depressed that it O Further evaluation of fisk is necessary:
makes [t hard to do the things you would ke to do?* est full mental healthisafety
valuatian in the EOV

Anxiehy: “m the past few hawe you felt so worrsed that it makes It hard to
4o the things you would ke to da or that you feel constantly agtatedion-edges™ O Ho further evaluation in fhe BD:

Impulsivity/Recklessness: “Do you often act without thinking?™
Hopele-sane-ss “In the past few weeks, have you feit hopeless, like things would

nEver got fems (medications, gurs, ropes, sto)
Innitabilihy: “Inmlg:ftfmmhn]mbmftdlngmmirHﬂﬂIa O Send home with mental health referrals

Substance and alcohol use: “in the past few weeks, have you used drags or
alcohal2 f yes, ask: “What? How muchi™

other concerns: “Recently, have there been ary concerning changes In how you
are thinking or feeling:™

Suppoert & Safety

Support mebwork: s therea trusted adult you can talk to? Who? Have you ever
seen a therapistfoounselor?™ If yes, asic “When2™ . .
sofely quesfion: “De you think you need help to keep yourself safe?” (A “na™ "'r‘i""_"s_"“m"-'—“"‘ (B=s5)
response does not indicate that the patient s safe, but a “yes™is a reason to act En Espariol +5585-825-g454
immediately to ensure safety.) = 247 Crisis Text Line:

Reasons For living: “wWhat are some of the reasons you would NOT kil yourself2 " Text “HOME" ta 734741

HATIONAL INSTITUTE OF MENTAL HEALTH (MIMH) (g wrsapny )—f

ar
2 Mo further intervention is necessany at
tthis time:

) Provide resources
to all patients

= 23y Mational Suicide Prewvention
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C-SSRS

Have you thought about how you would do 1

If'yes, describe:

4. Active Suicidal Ideation with Son
Active suicidal thoughts of killing oneself anc
definitely will not do anything about them.*

When you thought about making yourself n
This is different from (as opposed to) having

1f yes, describe:

5. Active Suicidal Ideation with Spe
Thoughts of killing oneself with details of pla
Have you decided how or when you would m
would do it?

What was your plan?

When you made this plan (or worked out the

If yes, describe:

INTENSITY OF IDEATION

The following feature should be rated wi

and 5 being the most severe),
Most Severe ldeation:
ype # (1-
Frequency

How many times have you had th
(1) Only one time  (2) A few times (!

Has subject engaged in Nos

-Suicidal Self-Injurious Behavier?

Has subject engaged in Se

Injurious Behavior, intent unknown?

SUICIDAL IDEATION
Ask questions I and 2. If both are negative, proceed to “Suicidal Behavior™ section. If the answer to question 2 is “yes"”, ”
ask questions 3, 4 and 5. If the answer to question | and/or 2 is “yes", complete "Intensity of Ideation " section below. "\'.:fm!;‘“
1. Wish to be Dead
Subject endorses thoughts about a wish to be dead or not alive anymore, or wish to fall asleep and not wake up. Yes  Neo
Have you thought about being dead or what it would be like to be dead? n n
Have you wished you were dead or wished yc _
Do you wish you weren't alive anymore? ~ (SUICIDAL BEHAVIOR i
(Check all that apply. so long as these are separate events. must ask abour all 1ypes) Vit
: Actual Attempt:
Ifyes, describe: A potentialty self-mjurious act commitied with at least some wish to die, ax a rexuit of act. Behavioe was in part thought of as method to kill oneself. Intent Yes  Ne
|does not have to be 100%. If there is @MY intent/desire to die associated with the ct, then it can be comsidered an actual suicide atermpt. There does not o o
2. Non-Specific Active Suicidal Tho [kave 0 be any injury or harm, just the potestsal for imjury ar harm. I person pulls tngger while gu 15 = mouth but gun is broken 50 50 imjury sesults,
General, non-specific thoughts of wanting 10 ¢ 112 S T I o s it o, may b e ity foms e bevio o circmstances. Fo cxample,  highly i
onesclffassociated methods, intent, or plan du [act that is clearly ot an accident 5o no other mtent but suscide can be inferred (e 5. gunshot 1o bead, jumping from windaw of a high floorstory). Also, if
Have you thought about doing something fo [»omeone denses mtent t dsc, but they thought that what they did could be lethal, intent may be inferred
Have you had any thoughts about killing yox |Did you do anything to try to kill yourself or make yourself not alive anymore? What did you do?
Did you hurt yourself on purpose? Why did you do that? Total # of
¥ pois dasirib Did you as a way to end your life? Assempts
] Did you want to die (even a little) when you____?
Were you trying to make yourself not alive anymore when you ? —
3. Active Suicidal Ideation with Any Or did you think it was possible you could have died from ?
Subject endorses thoughts of suicide and has | |Or did you do it purely for other reasons, not at all to end your life or kill yourself (like to make yourself feel better, or get
place or method details worked out (¢ g , thou [something else 1o happen)? (Seif-injurows Bebavior without suicidal inten)
overdose but I never made a specific plan as 1 ['Ye* desenbe s

Interrupted Attempt:

When the person is mtcrrupéed (by an outside carcumstance) from starting the potentially self-injurious act (if mot for that, achual atnempt would have
occurred)

Overdose: Person has pills in hand but is stopped from ingesting Once they maest any palls, this becomes an atteropt rather than an isterrupted attempt
Shooting: Person has gun posnted toward self, gun is taken away by someone else, of is somehow prevented from pulling trigger. Ovce they pull the trigger
even if the gun faits to fire, it is an attempt. Jumping: Person & possed 1o jump, is grabbed and taken down from ledge. Hanging: Person has noose around neck

i
0z|o #o0%

but has mot ye started to hang - 15 stopped from dong o Totad # of
Has there been a time when you started to do something 1o make yourself not alive anymore (end your life or kill yourself) but ncrmuped
someone or something stopped you before you actually did anything? What did you do?
1 yes, describe
Aborted Attempt or Sell-Interrupted Attempt: TR
When perionbegins 0 ke seps v makin 8 sscide s, b shops themechvs beforsthey acunly v emgagd iy self-dcsractive bekavis
Examples are samilar 1o interrupied attcmpts. except that the indsvidual stops hamyherself. instead of besmg stopped by somethin oo
Has there been a time when you siarved to do something to make yourself not alive anymore (end your ife or ov kill yourself) but you | Tow # ot
changed your mind (stopped yourself) before you actually did anything? What did you do? sboried
yes, dese o self
Ifyes, descri mterrupted
Preparatory Acts or Behavior: o
Acts or preparation towards immmently making a suscide sttempt This can include anything beyond a verbaltzation or thought, sech as assembling 4 spectfic
[ method (e g., buying pills, purchasing 3 gun) or preparing for one’s death by suicide (¢ g , giving things away, writing a suicide note). oo
Have you done anything to get ready to make yourself not alive anymore (to end your life or kill yourself)- like giving things away,| voui s of
writing a goodbye note, getting things you need to kill yourself? preparatory
I yes, describe o
Suicide o
Death by suicide occurred unce last assessment 3
o o
Maont Lethal
-
e
Actual Lethality/ Medical Damage: Eater Code
0. No physical damage or very minor physical damage (e g , surface seratches).
1. Munor physical damage (¢ g . lethangie speech, first-degree b mld bleeding. sprains)
2 on needed (¢ § s bt ey, somrehnt spomsve: second-depres bure:bleniing of e el
3 ol hompeaiation o ke d fe natose with reflexes intact, third degree burns lexs
bt can recover, major fractus
4, Sevars plysical dammnge; movica bospiiatication with fatemaive care raqmiosd (5.5, comaioss without reflcies; hird-degeoe s over 20% of body
extenuve blood loss with unstable vital signs. major damage 10 a vital arca)
5. Death
Potential Lethality: Only Answer if Actual Lethality =0 Enter Code

Likely lethality of actial sttempt 1f no medical damage (the following examples, while having no actual medical damage, had potential for very serious
lcthalsty put gun in mouth and pulled the trigger but gun fasls 1o fire 0 o medscal dsmage. laying on train tracks with oncoming train but pulled away before
run aver).

0 = Behavior mot likely (o result in injury
1= Hehavior lkely to resalt in injury but pot ikely o cause death

2= chavior Nkely to rewslt in death despite avpilable medical car
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Brief Suicide Safety Assessment

MNIMH TOOLKIT: OUTPATIENT

Brief Suicide Safety Assessment

as

NIMH TOOLKIT: OUTPATIENT

Brief Suicide Safety Assessment

as

(_Ask Suicide-Screening

uestions )

What to do when a pediafric patient
screens positive for svicide risk:

uestions )

Interview patient & parent/guardian together

[— If patient is = 18 years, ask patient’s permission for parent/guardian to join. —j

(_Ask Suicide-Screening

= Use after a patient (10 - 24 years) screens positive for suicide risk on the as@
* Assemment guide for mental healtn cinicians, MDs, MNP, or PAS
* Prompts nelp determine disposition

Prqise p q‘ﬁe n!l' for dizcussing their thoughts

Say to the parent: “After speaking with your child, 1 have some *  Have you noticed changes in your child's:
“I'm here to follow up on your responses to the suicide risk screening questions. These are hard things w
)

concerns about his/her safety. We are glad your child spoke up as this
can be a difficult topic to talk about. We would now like to get your
perspective.”

o Sleeping pattern?™

to talk about. Thank you for telling us. |1 need to ask you a few more questions.”
o Appetita?

*  “your child said... (reference positive responses on the asQ). *  “Does vour child use drugs or alcohol?™

Assess the natient  oreesse coepotien: cione depending an ceveics ierations and por

Determine disposition

After completing the assessment, choose the appropriate disposition plan. If possible, nurse should follow-up with a check-in phone call
(within 48 hours) with all patients who screened positive.

J Emergency psychiatric evaluation: Patient is at imminent risk for suicide (current suicidal thoughts). Send to emergency
department for extensive mental health evaluation (unless contact with a patient’s current mental health provider is possible and )
alternative safety plan for imminent risk is established).

O Further evaluation of risk is necessary: Review the safety plan and send home with a mental health referral as soon as patient can get
an appointment (preferably within 72 hours).

U Patient might benefit from non-urgent mental health follow-up: Review the safety plan and send home with a mental health
referral.

U No further intervention is necessary at this time.

_

( For all positive screens, follow up with patient at next appoinfmenf.)

HEVe you ever Seen a Nerapisy counseior: IT yes, ask: “VWhen: - ranent might benent rom non-urgent mental health follow-up: Review the satety plan and send home with a mental health
referral.

3 Mo further intervention is necessary at this fime.

(method, estimated date, intent).

Ask the patient: “Have you ever tried to hurt yourself?"
“Have you ever tried to kill yourself?”

If yes, ask: “How? When? Why?" and assess intent: “Did
you think [method] would kill you? “Did you want to die?"™
(for youth, intent is as important as lethality of method)
Ask: “Did you receive medical/psychiatric treatment?™

) Svicide contagion: “Do you know anyone who has killed

Family situation: “Are there any conflicts at home that are
hard to handle?""

School funciioning: “Do you ever feel so much pressure at

cchoal (academic or socil) that you can't take &t anymeret™ ( For all positive screens, follow up with patient af next appointment. )

Bullying: “Are you being bullied or picked on?"

@) Provide resources to all patients

. * 247 National Suicide Prevention Lifeline 1-800-273- TALK (8255) En Espariol: 1-888-628-9454
Reasons for living: “What are some of the reasons you
would NOT kill yourself?" » 24/7 Crisis Text Line: Text “HOME" to 741741

=
- . . . - ~ \ P . . . ' 0,
CELe Rl N H EE ETN R LIS NATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) 1\@ NIH smm)-/ ECLRNEL L e AL T ER B LA NATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) 1\@ NIH » m?j_, &D SPRC
N
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risk factor for future attempts.




What is the purpose of the Brief Suicide Safety Assessment?

To help clinician make “next step” decision

Four choices
S

« Imminent Risk
« Emergency psychiatric evaluation.

« Low Risk
* Not the “business of the day.”
 No further intervention necessary at this time.

@ SPRC
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COVID-19: YOUTH SUICIDE RISK Outpatient Primary Care
SCREENING PATHWAY oo S

Pediatic provider
calls/is called by
parent/guardian or patient.

NO

Medically able to

Screen all patients ages 10
and above who meet any of
the screening criteria.®

YES
[ Administer ASQ (ideally separate from parent/guardian)

Assess whother patient is t a private piace.

’Screening criteria:
. News rﬂhﬂm

i whC bas ~ot
wefbin i

2. E,u;llu ol

YES on any question 1-4
or refuses o answer?

N - NEGATIVE SCREEN‘ )
Exit Pathway

S —

3 P(., er thad o oostive suicide
5 t*ﬁ Icst time they

w

- SC—
C:—-,Y;S to Q52 ) YES .
T no

Non-acute Posifive Screen; Conduct Brief Suicide Safety Assessment (BSSA)
Deldiled inslruclions aboul he BSSA can be lound al wwaw.nirmbnibh.gov/ASQ

BSSA outcome|ihree possibilities)

{

FURTHER EVALUATION NEEDED | (
|

LOW RISK
No further evabafion I h Mental heallh reterral needed as soon as possible
needed at this time L via telehealth services or in person
l PARENT/GUARDIAN TO
RS A A L INITIATE SAFETY PRECAUTIONSS!
Would benefit from anon-urgent “ guardian to activale ' Unfilable to ebiain full mental hconh
as needed evalualion via tekehed

Instruct parent/guardian
on Implementing
immediate SAFETY
PRECAUTIONS

mental health follow -up? | P |
YES l "

Assess need for

Noreferral /£ REFERRAL Schedvule a follow up ED visit versus parent/
needed at to further felehedlit care o M,';',Pdﬁle"" m Lf‘:ﬁg" guardian’s abifity fo manag Parent/guardian in house
this time appepiats: Confinu s medical de‘m": i hor oy nel pdtient safely at home. fo keep patient under
core; Iritore safety plon for they were able to obtain a 5 ¢ direct observuﬁoq at all
potenticl “uiure suicidal thoughis telehealth or in person bdA"n&nd Eblmi if possble, fimes and remove or
ntal health R ent lancing risk for exposure o' safely store dangerous
e opp: J COVID-19 versus svicide risk. fems

Advise palientto
wearmask and call
local ED before arrival

SAFETY PlANN_ING

* Createsa rotertial futurs suicidal hm(h 5. el dng icen
o

"r;To»d Line: Ten “START™ 10 741-74°

—

, 2457 ¢

=51 E;}.u ol “ -63&6:&—

Y
33

1-800-273-TALK (22

are provider to re-evaluate need for ED visit. )

( If suicide risk becomes

Schedule all patients who screen poslive for a folow-up visit in 3 days fo confirm safety and detemnine if a mental health care connection has been made.
re-screening patient, reviewing use of safety plan, and assuing conne ction with mental health clinickin. J

@ SPRC

N | M H ! 2020 t Future follow-up pimary care s should Includ,

EEe BT PSR IR T NATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) @ B <20z )
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Safety Planning

Patient Safety Plan Template

Step 1: Warning signs (thoughts, images, mood, situation, behavior) that a crisis may be

Warning Signs 2 -

C0p| n g Strateg IeS Step 2: Internal coping strategies — Things | can do to take my mind off my problems

without contacting another person (relaxation technique, physical activity):

Social Contacts for Support 2

Emergency Contacts Step 3: People and social settings that provide distraction:
1. MName Phone
Reduce Access to Lethal Means 2 Name e

Step 4: People whom | can ask for help:

1. Name Phone
2. MName Phone
3. MName Phone

Step 5: Professionals or agencies | can contact during a crisis:

1. Clinician Name Phone

Clinician Pager or Emergency Contact #

2. Clinician Name Phone

Clinician Pager or Emergency Contact #

3. Local Urgent Care Services

Urgent Care Services Address

Urgent Care Services Phone
4. Suicide Prevention Lifeline Phone: 1-800-273-TALK (8255)

Step 6: Making the environment safe:
1.

Stanley & Brown, 2012 2.

WthoUT ENeir express, writhen permission. WOu Can Contact the authors 3t bhs2iEcolumbia.edu or gregbrowiEmail.med upenn.edu.

Zero Suicide | zerosuicide.edc.org
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Lethal Means Safety

Adolescent Suicide Prevention and Medical Settings &D SPRC
~
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Can we adapt suicide risk screeners for youth
under age 87 PHQ-9 modified for Adolescents

(PHQ-A) past

month

A S Q Name: Clinician: Date: YES | NO

Ask the p«
Instructions: How often have you been bothered by each of the following symptoms during the past two

3 i 2 g rad e re ad i n g Ievel 1. In the pas %}I:I;? For each symptom put an “X" in the box beneath the answer that best describes how you have been D MNo

(0) (1) @ @) t wake up?
Not at Several More Nearly
2. In the pas all days than every
halt day
would be the days D2 Mo
1. Feeling down, depressed, irritable, or hopeless? |
2. Little interest or pleasure in doing things?
C S S R S 3= In the Pas 3. Trouble falling asleep, staying asleep, or sleeping too on 6.
= Sk much?
ab BUt kl I I | 4. Poor appetite, weight loss, or overeating? :] N O

. 5. Feeling tired, or having little energy? .
4 3 d d | | 6. Feeling bad about yourself — or feeling that you are a o wihen 3
. g ra e re a. I n g eve - Have you failure, or that you have let yourself or your family MNo

down?

If yes, o 7. Trouble concentrating on things like schaol work, em?
reading, or watching TV?
8. Moving or speaking so slowly that other people could them.”
have noticed?
Or the opposite - being so fidgety or restless that you " yourself?
P H Q _A - were moving around a lot more than usual?
9. Thoughts that you would be better off dead, or of
wWhen? gl

hurting yourself in some way?

6 . 5 g rad e re ad I n g | eve | In the past year have you felt depressed or sad most days, even if you felt okay sometimes? anvthing to | YES | NO
OYes CNo
If you are experiencing any of the problems on this form, how difficult have these problems made it for you to d '
- do your work, take care of things at home or get along with other people? cide note,
If the patrem grabbed from

[INot difficult at all [Somewhat difficult OVery difficult [lExtremely difficult

ourself, cut

S Are you h Has there been a time in the past month when you have had serious thoughts about ending your life?
OYes CONo

Have you EVER, in your WHOLE LIFE, tried to kill yourself or made a suicide attempt?
OYes CONo

**If you have had thoughts that you would be better off dead or of hurting yourself in some way, please discuss
this with your Health Care Clinician, go to a hospital emergency room or call 971.

2 Mo

Office use only: Severity score:

Modified with permission from the PHQ (Spitzer, Williams & Kroenke, 1999) by J. Johnson (Johnson, 2002) QD S PRC
NN
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Should we be screening kids under 8
for coping strategies instead.:

What do you do when you feel really
bad/sad/mad?




Summary

Universal screening — ask directly
10 and older for medical chief complaints
8 and older for psychiatric chief complaints
Under 8 years, recognize warning signs and
assess for risk

Screening can take 20 seconds

Requires practice guidelines for managing
positive screens

Clinical Pathway is a three-tiered system
Brief screen (20 seconds)

Brief Suicide Safety Assessment (~10
minutes)

Full mental health/safety evaluation (30
minutes)

Studies to ensure that existing tools are
accurately identifying suicide risk in minoritized
youth

Instruct patients/families to safely store or
remove lethal means (firearms, pills, knives,
ropes)

Adolescent Suicide Prevention and Medical Settings &D SPRC
N
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Thank You!

Study teams and staff at:
National Institute of Mental Health
Maryland Pao, MD
Elizabeth Ballard, PhD
Deborah Snyder, MSW
Michael Schoenbaum, PhD
Jane Pearson, PhD
lan Stanley, PhD
Dan Powell, BA
Eliza Lanzillo, BA
Mary Tipton, BA
Annabelle Mournet, BA
Nathan Lowry, BA

Boston Children’s Hospital
Elizabeth Wharff, PhD

Fran Damian, MS, RN, NEA-BC
Laika Aguinaldo, PhD

Children’s National Medical

Center
Martine Solages, MD

American Foundation for
Suicide Prevention for
supporting our ASQ
Inpatient Study at CNMC

Children’s Mercy
Kansas City
Shayla Sullivant, MD
Andrea Bradley-Ewing, MA,
MPA

Nationwide Children’s Hospital
Jeffrey Bridge, PhD
John Campo, MD
Arielle Sheftall, PhD
Elizabeth Cannon, MA
Sandy McBee-Strayer, PhD
Emory Bergdoll, BS

A special thank you to
nursing staff, who are
instrumental in suicide risk
screening.

PaCC Working Group
Khyati Brahmbhatt, MD
Brian Kurtz, MD
Khaled Afzal, MD
Lisa Giles, MD
Kyle Johnson, MD
Elizabeth Kowal, MD

Parkland Memorial Hospital
Kim Roaten, PhD
Celeste Johnson, DNP, APRN, PMH,
CNS

Carol North, MD, MPE We would like to thank the

patients and their
families for their time and

insight.

Catholic University
Dave Jobes, PhD

Pediatric & Adolescent Health

Partners
Ted Abernathy, MD

Harvard Injury Control

Research Center
Matthew Miller, MD, MPH, Sc.D.

Beacon Tree Foundation

Anne Moss Rogers N
g gDSPRc

Paramjit Joshi, MD
Zero Suicide | zerosuicide.edc.org
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Died of/by Suicide
Suicide vs Sueeessful-Attermpt

Suicide Attempt

Describe Behavior vs Manipulative/Attention-Seeking
Describe Behavior vs Suicidal-Gesture/Cry-forHelp

Diagnhosed with vs they're Borderline/Sehizophrenie
Working with vs Beatirg-with Suicidal Patients




Overview

Role of the pediatric primary care provider (PCP) in suicide safe care
|dentification of patients at risk for suicide
Assessment of patients at risk for suicide

Safety planning
Office-based interventions for PCPs

Collaborative Care for pediatric patients

Adolescent Suicide Prevention and Medical Settings gD SPRC
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Why Focus on Primary Care Settings?

84% of those who die by suicide have a health care visit in the year before
their death.

92% of those who make a suicide attempt have seen a health care
provider in the year before their attempit.

Almost 40% of individuals who died by suicide had an emergency
department (ED) visit, but not a mental health diagnosis.

Ahmedani, 2014; Ahmedani, 2015

Adolescent Suicide Prevention and Medical Settings gD SPRC

Zero Suicide | zerosuicide.edc.org 73




Join

t Commission Sentinel Event Alert 56

Sentinel
Event

Publishad for Joint
Commission-accredted
arganizations and interesied
health care peofusaionas,
Sentine! Event Alert identifies
spacic types of sentinel and
acverwe nvents and high risk
conditcns, describes Bwir
common underlyng couses,
and recommends steps to
roduce risk and prevent futues
oLourrEnNoIN.

Acorodited organaations
should considaer mformation n
& Sertimef Event Alart when
designing or redesigning
processes and consider
mplomenting relevant
suggustions contained in the
alert or reasonable altermatives

Pluane routs this ixswe to
sppropriate stafl within your
organization. Senfine! Event
Alart may be reproduced If
crudited o The Jomt
Commission. To receve by
email, of 10 view past issues,
wisit www [ointcommssion org

vV
W The Joint Commission

www jointcommission crg

EMBARGOED UNTIL FEB. 24

A complimentury publication of The Joint Commission
Isswe 56, February 24, 2016

D and i ida i nall {

Tha rate of 5uckia is incraasing In Amarica ' Now the 107 ieading cause of
death,? sulcde claims more [ives than traffic accidents? and maorg than twice
as many as homickdes.* At the point of care, prowders aften do not detect the
sucidal thoughts (also known as suicide ideation) of indmduals {including
children and adolescanls) who eventually die by suicide, even though most of
them raceive heakh care sarvicas in the year poor 1o death,® ususly foe
reas0ns unneiated 10 suicikle or mental heain, =7 Timely, supportive continuity
of care for thoss idantified as & risk for suicide & crucial, 85 well®

Through this alert, The Jont Commisson aims to assst al health care
organizations providing both inpatent and outpatient care to better identéy and
treat individuals wih suicide ideation. Clnicians in emeargency, primary and
behavioral haalth care satlings partcuialy have & crucal role in detectng
sucide idastion and 8ssuring appropriale avaluation. Behavioral heallh

P » play an addi impanant rae in providing evidence-based
treatmant and Qhow-up cane, For all dinicans working with patients with
sucide ideaticn, care transitions ara very important, Many patents at risk for
sucide do nat receive outpatient behavicral treatment in a tmely fashion
falowing discharge from emergency departments and inpatent psychiatric
settings.® The risk of suicide is three tmes as fkely (200 percent higher) the
frst week afler discharga from a paychiatric faciity® and contnues to be high
aspecially within tha first year™'" and through the fiest four years™ aftee
dacharge

This alert replaces two previous alerts on suckle (issues 46 and 7). The
suggested actons In ths alert cover sucide ideaton defection. as wel as the
screening, risk assessmant, safety, teatmeant, discharge, and follow-up care
of at-risk indriduais. Also included are suggestsd actons for educating all
aall about suicide rak, keeping heallh care anvronments safe flor individuas
al rsk for suicide, and documeanting their care,

Some organzatons are making signfcant progress in suicide prevention, ¥
The *Perfect Oepression Care Initiative® of the Behavicral Health Senices
Divaicn of the Henry Ford Health Systemn achueved 10 consacutive calendar
quarters wihout an instance of suicide among patients parkcipating in the
program. The U.S. Ar Forca's suicide preventon initiative reduced suickdes by
one-third over a six-year period. Over a period of 12 years, Asker and Basrum
Hospital near Oslo, Norway implementad continuity-of-care strategies and
achieved a 54 percent decline In sucide attempes in a gh-risk populatian with
a history of poor complance with folow-up, Additianally, the hospital's
multidiscipinary suickde prevention team accomplished an 88 percent success
rate for getting patients 1o the aflercare program to which they were referred ®
Dallas’ Parkand Memorial Hospital became the first U.S. hospital to
implament universal screanings Lo assess whether pabents are al risk for
sucide Through preliminary screanings of 100,000 patiants from its haspital
and amargancy deparimant, and of more than 50,000 cutpatient clnc
patients, the hospital has found 1.8 percant of patients there to be at high
sucide risk and up 1o 4.5 parcent to be at maderate risk '

Zero Suicide | zerosuicide.edc.org

The suggested actions in this
alert cover detection of suicidal
ideation, as well as the
screening, risk assessment,
safety, treatment, discharge,
and follow-up care of individuals
at risk. Also included are
suggested actions for educating
all staff about suicide risk,
keeping health care
environments safe for
individuals at risk of suicide,
and documenting their care.

Adolescent Suicide Prevention and Medical Settings
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National Patient Safety Goal (NPSG) 15.01.01

R RepOl’t I Requirement, Rationale, Reference
A comphmertary pudtcation of The Jomt Commission m—}n Nowe. 27, 2008

e S ——— SEA 56 was retired in February

e ratenate sad retwnaces that The jwirt Carmmissen ampoys (3 in devalagment of new mwqummsnts. ANAs e
tarmiastds mattusts slte may growioe o tationdin AD Maper! gues by sure degtS o iding & (ethenge statemet (o

e reprodacod f crudeed ta The Jumt Commizsan Sign wp fm smaii dusrery
]

National Patient Safety Goal for suicide prevention

Effoctve Juty 1, 2019, seven new and revised elements of performance (EPs| wee -pcncnoo o al JmM
C-:mrvm(n Sccmdited hospals w bﬁNll‘)llr heaith cam (vpvuam« Efre ) s

EOUIrements 450 will be apencst SOV editad cnuca CEC uls lhe-_-_-neu - =
Sy e i S NPSG 15.01.01 covers the topics in

Ngh risk for suicide. Because there Nas heen NO IMprovement iIn SWICKDE rates in the U.S.. and Since sucios &

-l el e e SEA 56 and includes new and

- _ f " Comm ‘e H
e N o D ) s T i Ot o A st revised pe rformance elements
publshed in the November 2017, January 2018, and February 2018 saitons of The Jont Commission
Perspectives.

e A R R S Y effective July 20109.

Prepubication Standands page of The Jont Commisson webs ite and will be avadable onling untl the and of June
2020. The new and revased EPs also will be publiahed onine in the spring 2020 Edition update of the CAM
accrecitation program, and in print in the 2020 Update 1 to the Comprehensive Accrecitation Manuad for the

Art Acoreditation program. Aftar July 1. 2020, pieass AcORES 1he New reguirmmant in the E-4Rion of standarcs
manual

Natjonal Petier Satoty Goal

NPOQ18.0103 e h ko ke The Joint Commission website

HAP Note: EPs 2-7 apply t0 patients in psychiatnc hospitads and patients orm' eraated of teated for
bohavaolhuﬁhccv\d.bcmnunv;vlmuynasmbrm ajation, £ Py 10 8l patents nix

i S i A RN S s Includes a Suicide Prevention Portal
e with resources and guidance.

© 2019 The Jont Commmmnn
The Joint Commbsbon
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National Patient Safety Goal 15.01.01

ZEROSuicide

IN HEALTH AND BEHAVIORAL HEALTH CARE A FOCUS ON PATIENT SAFETY AND ERROR REDUCTION

* Continuity
* Treat Suicidal of Care

Thoughts and
* Collaborative Behcvnor
* Screening Safety Plon
* Assessment

* Risk Formulation .\V

._—b -

« | Avoid Serious
Injury or Death

swcmm/ e €

PERSON

Adapted from James Reason’s “Swiss Cheese” Model Of Accidents

Zero Suicide | zerosuicide.edc.org
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What We Hear Sometimes...

“I don’t have the knowledge to
assess or intervene.”

Zero Suicide | zerosuicide.edc.org

“With such a short
amount of time, | don’t
have time to ask or
address suicide risk.”

Adolescent Suicide Prevention and Medical Settings QD SPRC
N
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In the Office:
Three Things that People at Risk of Suicide Want from You

Do not panic.
Be present, listen carefully, and reflect.

Provide some hope, e.g., “You have been through a lot, | see that strength.”

LANGUAGE MATTERS!

Adolescent Suicide Prevention and Medical Settings &D SPRC
N




Population of Patients at Risk for Suicide

Do you know how many are on your panel, in your practice, or organization?
Are you adding ICD-10 codes to your problem list?

Do you have expectations/standards for BOTH newly identified patients and
patients following up for routine primary care?

What does excellent care for patients at risk of suicide in your organization
look like?

Adolescent Suicide Prevention and Medical Settings gD SPRC

79
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PHQ-9 modified for Adolescents

(PHQ-A)

Name Clanigiam Date:

Instructions: How often have you besn bothered by aach of the Tollowing sympioms duning the pas! beg
weeks 7 For sach symplom pul an ¥ X7 in lhe box beneath ke answer thal best describes how pou have bean
feeling

7] (1) {2y i3

Mot ak Seweral Mare Hearly
all daya tham very
haif day
the days

1. Faselng down, depressed, Imiabls, o hopeless?

2. Litha inferest or plaasune in doing things T |

3. Troubls talling asleap, siayng aslesp, or slesping 00
much?

d, Poow rlin-l_mllllu_ 'H'I-l-l_jlll kEE, O -c:-'\.'l-lln.-ﬂ'l"ﬂ_‘i?

5. Fealng lined, or having litle anangy ¥

6. Fealng bad aboul yoursedl - of Teeling Ikl you are a
falure, or that you have let yoursef or your family
dorwn' ¥

. Maving of speaking o showly thal other people could

7. Trouble conoenbrafing on things e school work:
reading, of walching T

have noticed?

Or the opposite - baing so Sdpely or restiess hal you
were maving around a lot mone than usual?

8. Thoughls thal you would Be betler olf dead, or of
hurfing yoursslf in s3ome way?

In tha past year have you foll dapressed or sad most days, evan i you folt okay somatimes?

L I'fes LIk

N you are axperiencing any of the problems on ths form, how difficull have hese problems made il for you 1o
do pour work, take care of things o home or ged aliong with other peopla?

Cikot difficult at all O Sompwhat difficul CIvery difficyi CExtremay difficuit

Has thare bean & tme in e past fronth when you havwe had Beficus thoughls shoul anding your a7

Oves OMo
Harve you EVER, in your WHOLE LIFE, isd o kill yoursell or made a suicide afempt?
Lies Mo

"I you hae hod Fougiis Mol pou woukd be bafar off dosd oF oF horting yoursel il SO way. pfeade dVacuss
this wilfa yowr Haatth Care Clinician, go Io & hospisd smangency room or call 971

Office use only: Severity score:

Mocified with pemessson bom the PHO {Spizer, Wilams & Kroenke 1999 by J. Jofnson {Jdofrison. 2007
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Collaborative Care as a Resource for Pediatric Patients at Risk

© 2
“\‘

PRACTITIONER

|
S

PATIENT
4
O — O — O

=

BEHAVIORAL REGISTRY PSYCHIATRIC CONSULTANT

CARE MANAGER

The AIMS Center, 2021 Qi SPRC
N
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Collaborative Care is...

...a Medicare benefit
...Medicaid benefit in 18 states
...recognized by commercial plans

...billed in MONTHLY case rate

...affordable and accessible form of health care

...reimbursable for telephonic and virtual care as well as in person




Core Principles of Collaborative Care

Patient-Centered Care. Primary care and mental health
providers collaborate effectively using shared care plans.

Population-Based Care. A defined group of patients is
tracked in a registry so that no one falls through the cracks.

a0

Treatment to Target. Progress is measured regularly and
treatments are actively changed until clinical goals are
achieved.

Evidence-Based Care. Providers use treatments that have
research evidence for effectiveness.

Accountable Care. Providers are accountable and reimbursed
for quality of care and clinical outcomes, not just volume of

care. _
@ SPRC
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Registry Is Required

Can fla No patient
for I‘iSkg “falls off

the radar”

Tracks
population

Adolescent Suicide Prevention and Medical Settings &D SPRC
A




Appropriate Levels of Care

Not everyone needs an alternate level of care.

There is no “emergency room magic.”

Adolescent Suicide Prevention and Medical Settings &D SPRC
.
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