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Take Home Messages

* Universal suicide risk screening for all patients in
medical settings: Ask directly

* Clinical Pathway- 3-tiered system
— Brief Screen (20 seconds)
— Brief Suicide Safety Assessment (~10 minutes)
— Full Psychiatric/Safety Evaluation (30 minutes)

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

National Institute
of Mental Health



Public Health Problems

e 2019 deaths among all ages

— Influenza & pneumonia: ~50,000 deaths a year = 137 per day
* Among 10-24- year—olds ~250 deaths a year = 5 per week
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— MVA ~39 ,000 deaths = 108 deaths a day
* Among 10-24-year-olds: ~6,500 deaths = 18 deaths a day

FASTEN
SEAT BELT

— Suicide: ~ 48,000 deaths = 132 deaths a day
* Among 10-24-year-olds: ~ 6,500 deaths = 18 deaths a day
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Youth Suicide in the U.S.

e 2nd]eading cause of death for youth aged 10-24y
» 24,587 total deaths in 2019 - 6,488 (26%) deaths by
suicide
Suicide Deaths among U.S. Youth Ages 10-24y
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Younger Children and Suicidality

Children under 12 yrs plan, attempt and die by suicide

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

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

RESEARCHLETTER

JAMA PEd latrics suicidal Attempts and Ideation Among Children
and Adolescents in US Emergency Departments,

2007-2015

43.1 % of SA/SI visits to an ED were for children 5-11 years old (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)

National Institute
m) of Mental Health CDC WISQARS, 2018




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

‘IOO‘J’
‘,/
16 - = Hispanic
== mm Black, non-Hispanic
14 === White, nen-Hispanic
12 A
-‘-'
-—"
v -
2 10+ -
®= —
b5 _______.__._.-_.._--""""
o ——
T 8 E———— .
o ans®®
ast®
T ETEELLE mamsmnmEE® """"--..--n.... "..‘
6 - Caepmntrmsemmesas —
-'--.,--ﬂ
4 -
2 -
0 T T T T T T
2009 20m 2013 2015 20017 2019

Year

m) National Institute Ivey-Stephenson et al., 2020
of Mental Health



EMERGENCY TASK FORCE |

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

Slide courtesy of Dr. Tami Be



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
» Black, Indigenous, and people of color (BIPOC)
 LGBTQ youth
* Individuals with ASD or NDD
e Child Welfare System
* Rural areas

* Screening can help i1dentify minoritized youth at risk
for suicide and link them to care




Youth Suicidal Behavior & Ideation

2019 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 last year

m) National st Youth Risk Behavior Surveillance, 2019

of Mental Health



Youth Suicide Attempts Pre and Post
COVID-19 Pandemic

* During February-March 2021, when compared to the same time
period in 2019, there was a 39% increase in ED visits for
suspected suicide attempts among youth aged 12-17 years.

* The increase for females aged 12-17 years was 51%
* The increase for males aged 12-17 years was 4%

* Young adults (aged 18-24 years) did not see a similar increase
as adolescents

m National Institute CDC Morbidity and Mortality Weekly Report, 2021
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High Risk Factors

NIH),

Previous attempt
Mental illness
Symptoms of depression, anxiety, agitation, impulsivity
Exposure to suicide of a relative, friend or peer
Physical/sexual abuse history
Drug or alcohol abuse

Lack of mental health treatment
Suicide ideation

Over age 60 and male

Between the ages of 15 and 24
LGBTQ

Neurodevelopmental disorders

Isolation

Hopelessness
Medical illness

National Institute
of Mental Health




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.
* Looking for a way to kill oneself,  + Acting anxious or agitated:;
such as searching online or behaving recklessly.
buying a gun.
y_ gad _ + 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 or in * 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 N

m) 2‘? &i’;ﬁ;:n::;ﬁf http://suicidepreventionlifeline.org/App Files/Media/PDF/NSPL_WalletCard.pdf






Can we save lives by screening for

suicide risk in the medical setting?

National Institute
of Mental Health




Trade Groups Support Youth
Suicide Prevention

A AP News

‘It's everybody’s problem’: Goal to end youth suicide unites experts, organizations

rrrrrrrrrrrrrrr

PRESS RELEASES

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

0000

JUN 16, 2021

National Institute
of Mental Health



Underdetection

* Majority of those who die by suicide have contact with
a medical professional within 3 months of killing
themselves

— 80% of youth visited healthcare provider

— 38% of adolescents had contact with a health care system
within 4 weeks

— 50% of youth had been to ED within 1 year

— Frequently present with somatic complaints

m Neponal stte Ahmedani, 2017; Pan, 2009; Rhodes, 2013; Blum, 1996
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What are valid questions that
nurses/physicians can use to screen medical
patients for suicide risk in the medical
setting?

National Institute
of Mental Health



Screening vs. Assessment:
What’s the difference?

* Suicide Risk Screening

— Identify 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

National Institute
of Mental Health



Common Suicide Screeners in
Clinical Settings

* Columbia Suicide Severity Rating Scale (C-SSRS)

 Patient Health Questionnaire (PHQ)

* Ask Suicide-Screening Questions (ASQ)




Ask Suicide-Screening Questions
(ASQ)
* 3 pediatric EDs

— 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 as

Ask Suicide-Screening@.uestions

* 524 pediatric ED patients
— 344 medical/surgical, 180 psychiatric
— 57% female, 50% white, 53% privately insured
— 10 to 21 years (mean=15.2 years; SD = 2.6y)

m) o Vot ot Horowitz, Bridge... Ballard...Pao, et al. (2012) Arch Pediatr Adolsc Med



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 1 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

National Institute
of Mental Health



NIMH TOOLKIT

q S Suicide Risk Screening Tool

(Ask Suicide-Screening @uestions )

~— Ask the patient:

1. In the past few weeks, have you wished you were dead? QYes QNo
2. In the past few weeks, have you felt that you or your family

would be better off if you were dead? QYes QNo
3. In the past week, have you been having thoughts

about killing yourself? QYes QNo
4. Have you ever tried to kill yourself? QYes QNo

If yes, how?

When?

If the patient answers Yes to any of the above, ask the following acuity question:
5. Are you having thoughts of killing yourself right now? QYes QNo

If yes, please describe:

— Next steps: ~
* I patient answers “No” to zll questions 1 through 4, screening is complete (not necessary to ask question #5).
No intervention is necessary (*Note: Clinical judgment can always override a negative screen).
+  If patient answers “Yes” toany of questions 1 through 4, or refuses to answer, they are considered a
posilive screen. Ask question #5 to assess acuity:
[ “Yes” to question #5 = acute pasitive screen (imminent risk identfied)
+ Patient requires a STAT safety/full mental health evaluation.
Patient cannot leave until evaluated for safety.
+ Keep patient in sight. Remove all dangerous objects from room. Alert physician or clinician
responsible for patient’s care.
O “No™ to question #5 = non-acute positive screen (potential risk identified)
+ Patient requires a brief suicide safety determine if a full I
is needed. Patient cannot leave until evaluated for safety.
« Alert physician or clinician responsible for patient’s care.

Provide resources to all patients
»  24f7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espariol: 1-888-628-g454
®  24/7 Crisis Text Line: Text “HOME" to 7g1-741

Sensitivity: 96.9% (95% CI, 91.3-99.4)
Specificity: 87.6% (95% CI, 84.0-90.5)

Negative predictive values:

-Medical/surgical patients:
99.7% (95% CI1, 98.2-99.9)

-Psychiatric patients: 96.9%
(95% (I, 89.3-99.6)

E N R TR CR [ NATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) 13 [iH)) smnw)d

m) National Insfitute Horowitz, Bridge, Wharff, Ballard...Pao, et al. (2012) Arch Pediatr Adolsc Med
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Validation and Implementations in Other
Settings: Ongoing Research

* Inpatient medical/surgical unit
*  Outpatient primary care/specialty clinics
* ASQ in adult medical patients
*  Schools

e Child abuse clinics

* Detention Facilities

e Indian Health Service (IHS)

* ASD/NDD Population

Forelgn languages

Spanish Hebrew
— TItalian Vietnamese
—  French Mandarin
—  Portuguese Korean o R
—  Dutch Japanese (e peat o e s . e gania s doiger i 30077 AL 5
—  Arabic Russian A
- Somali Tagalog Kideeramens cor g derico de s RSP R Y .
—  Hindi Urdu

m Ntional Instiute ASQ Toolkit: www.nimh.nih.gov/ASQ

of Mental Health



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

Depression Screening vs.
Suicide Risk Screening

ASQ vs. PHQ-A




Patient Health Questionnaire
for Adolescents (PHQ-A)

9-item depression screen assessing symptoms during
the past 2 weeks

Available in the public domain
Commonly used in medical settings

One suicide-risk question, Item #9:

— “Thoughts that you would be better off dead or of
hurting yourself in some way”




Medical/Surgical _
eInc[:latienrtgs N (N_8 1) 3 2 %

&

N
S

PHQ positive Item #9 endorsed
(N=103) (N=42)

missed by
PHQ-A

of Menta Hoalth Horowitz et al. (2021) Journal of Adolescent Health

of Mental Health



Medical/Surgical _
eInc[ilatienrtgs N (N_81) / 5 6 %

missed by
Item #9

PHQ positive Item #9 endorsed
(N=103) (N=42)

National Institute :
m of Mental Health Horowitz et al. (2021) Journal of Adolescent Health
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PHQ-9 modified for Adolescents

(PHQ-A)

Name: Clinician: Date:

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

feeling. ~
0) (1) @ @)
Not at Several More Nearly
all days than every
haif day
the days

1._Feeling down, depressed, iritable, or hopeless?

2. _Little interest or pleasure in doing things?

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

4. Poor appetite, weight loss, or overeating?

5. Feeling tired. or having little energy? |
6. Feeling bad about yoursell — 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 OSomewhat difficult OlVery difficult CExtremely 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) In the 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:

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

National Institute
of Mental Health




Role of Pediatric Providers

De-facto principal mental healthcare provider for
children and adolescents

Able to develop relationships and gain trust with youth

Youth report more comfort discussing risk-taking
activities with PCPs than with specialists

Suicide risk screening is in-line with other screening
efforts: STIs, obesity, substance use, vaccinations




Barriers for detecting
risk in medical settings

* Time & resources

« Distortion of suicidal ideation or behavior
« Stigma

* Asking ineffectively ﬁ"

 Discomfort

National Institute h 2012
m) eeeeeeeeeeeeee Shea, 20
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Turning research into practice

“How can we
implement suicide
screening in our
pediatric
practice?”

-Dr. A

® i
& Ated
PEDIATRIC & ADOLESCENT
HEALTH PARTNERS




Common concern:

Can asking kids questions about

suicidal thoughts put ‘1deas’ into their
heads?

(éuicide

m 2'? i‘;;”ni"al”:;';if Gould et al., 2005; Crawford et al., 2011; Mathias et al., 2012



Iatrogenic Risk?

What’s the Harm in Asking About Suicidal

On the Iatrogenic Risk of Assessing Suicidality: Ideation?

A Meta-Analysis
CrarLEs W. Matrias, PuD, R. MicHaeL Furg, PuD, ArieLLe H. Suerract, PuD,
Crristoprer R. DECou, MS, aND MATTHEW E. ScHUMANN, MA 2017 Narravr Hi-Karrurezak, PaD, Pace Crum, BA, asxp Donacp M. DoucrErTy, PrD

2012

Previous studies have failed to detect an iatrogenic effect of as essmg
suicidality. However, the perception that asking about suicide may induce suici-
sis quantitatively syntl]e ized research concerning
the lal:r()gemL risks of assessing suicidality. This review included studies that
explicitly evaluated the iatrogenic effects of sing suicidality via prospective

Both researchers and oversight committees share concerns about patient
safety in the study-related assessment of suicidality. However, concern about
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-

research methods. Thirteen articles were identified that met inclusion criteria. tion has been raised if asking about suicidal thoughts can result in iatrogenic
Evaluation of the pooled effect of assessing suicidality with regard to negative increases of such thoughts, especially among at-risk samples. The current study
outcomes did not demonstrate significant iatrogenic effects. Our findings sup- repeatedly tested suicidal ideation at 6-month intervals for up to 2-years. Suicidal
port the appropriateness of universal screening for suicidality, and should allay ideation was measured with the Suicidal Ideation Questionnaire Junior, and

ing suicidality is harmful. administered to adolescents who had previously received inpatient psychiatric
care. Change in suicidal ideation was tested using several analytic techniques, each
of which pointed to a significant decline in suicidal ideation in the context

fears that a

|mpa ct Of Screenlng for r|Sk Of SU|C|de of repeated assessment. This and previous study outcomes suggest that asking an
randomlsed COﬂtI’O”ed trlal 2011 at-risk population about suicidal ideaton is not associated with subsequent

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

BATON et o e oo s e st 00 | | EVA@IUALiNG latrogenic Risk of Youth Suicide

screening for risk of suicide may have on a person’s mental or delayed screening (n=213). Their mean age was 48.5

health years (s.d.=184, range 16-92) and 137 (30.9%) were male. Screening Programs

The adjusted odds of experiencing thoughts that life was not

Aims it . .
worth living at follow-up among those randomised to earl
To examine whether screening for suicidal ideation among cumparedgww‘h delayed screemgng was 0.8 (95% CI omf'y A Randomlzed ContrO"ed Tnal
people who attend primary care services and have signs of  1.1g)_ pifferences in secondary outcomes between the two
depression increases the short-term incidence of feeling that
MCD‘S ot worth Ining 8 groups were not seen. Among thofe randomised to early Madelyn S. Gould, PhD, MPH
screening, 37 people (22.3%) reported thinking about taking . k Context Universal screening for mental health problems and suicide risk is at the fore-
Method their life at baseline and 24 (14.6%) that they had this Frank A. Marrocco, PhD front of the national agenda for youth suicide prevention, yet no study has directly
In a multicentre, single-blind, randomised controlled trial, 443 ~ OUgNt 2 weeks later Marjorie Kleinman, MS addressed the potential harm of suicide screening.
pa{ﬂcnﬂtsﬂmif?ur gednc‘r‘ag Drtac:ccrs w]s[rre Irando‘rmzed ;Oh 0 conclusions John Graham Thomas, BS Objective To examine whether asking about suicidal ideation or behavior during a
screening for suicidal 7ea ion or control questions on heal Screening for suicidal ideation in primary care among people Kathorine Mostkoff. CSW screening program creates distress or increases suicidal ideation among high school
and lifestyle (trial registration: ISRCTNB4692657). The primary  who have signs of depression does not appear to induce atherme Mostkotl, (= students generally or among high-risk students reporting depressive symptoms, sub-
outcome was thinking that life is not worth living measured feelings that life is not worth living, Jean Cote, CSW stance use problems, or suicide attempts.
10-14 days after randomisation. Secondary outcome a H : 5
measures comprised other aspects of suicidal ideation and  Declaration of interest Mark Davies, MPH 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

dom Commission' and the  ta group (n=1172), which received the first survey with suicide questions, or to a con-
Children's Mental Health trol group (n=1170) which did not receive suicide guestion:

behaviour. None. P! s N ¢ FRE
T“L RESIDENT'S NEW FREE-  schools jn New York State in 2002-2004. Classes were randomized to an experimen-

National Institute

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




What happens when a
patient screens positive?

National Institute
of Mental Health



Here’s what should NOT happen

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

1:1 sitter ‘i P

L




Universal Suicide Risk Screening
Clinical Pathway

Clinical Pathway- 3-tiered system

\ Brief Screen (~20 seconds) /
Brief Suicide Safety Assessment
(~10 mins)

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

m) 2‘? ,f;,iﬁ'a:ﬁ;';ﬂt: Brahmbhatt, Kurtz, Afzal...Pao, Horowitz, et al. (2018) Psychosomatics
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SUICIDE RISK SCREENING PATHWAY UULA S MU LU (€ 1S
& SPECIALITY CLINICS

Presentafion to Ovipafient
Frimary Care & specidlity Clinics

ble fo answer questio NO

Screen dl paBents ages 10

above who meet any of the
screening crileda.” i — een af
next visit
*SCREENING CRITERIA 3 L Administer ASG (ideally separate from parents)
1. New patient —
2 Exbiing patient wha has not
been screened within the

past 30 .
3. Patient hod a poskive sulcide

ek scraen the jast hme ey YES on any question 1-4 NEGATIVE SCREEN
were screened of refuses fo answer? NO \ Exit Pathway )
4 irkc al judgement fobes
R —

screening

It scbe YES to G4 (past behavior)
response may be adjushed:
1

Coraider how long ags the
eemp! was ans

Non-acute Fosifive Screen; Conduct Brief Suicide safely Assessment (B35A)
Detailed instructions about the B3SA can be found af v .nimih.nih.gov/ASG
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sereening. consider adding ~since
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yourselT

M

BSSA outcome|three possibiities)
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———
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SAFETY PLANNING
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suppor, and ¥ . Defuiled irstroctions cbout safety planning can be found ot

& o o
» Dizcuss lefhal means safe sforge andjor removal with both parert{guardion and chid [e.g. ropes, pilk, freamms, betts, knives)
» Provide Resources: 24/7 Haticnal Suicide Pravention Lifeine
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s V- 10/9/2020
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http://www.nimh.nih.gov/asq

The Role of the Clinician

Brief Suicide Safety Assessment
(~10 mins)

Conducted by an MD, DO, NP, PA, Social Worker, Mental
Health Clinician or other trained clinical professional

National Institute
of Mental Health




Brief Suicide Safety Assessment

ASQ BSSA

NIMH TOOLK

SUICIDAL IDEATION

EMERGENCY DEPARTMENT
Ask questions 1 and 2. If both are negarive. proceed 1o “Suicidal Behavior section. If the anwer to question 2 i “yes”.

Brief Suicide Safety Assessmen -
askquestions 3, 4 and 5. If the answer to question I and/or 2 is “ves", complete “Intensity of Ideation " section below Singe Lt
uestlons

1. Wish to be Dead

as

Ask Sulclde-Screen ng

(10 Tha s ihoughts abou or not al not wake up. Yo N
What fo do when a pediatric pafier * i i o st Chictra, L P31 hs Tieve youhowgh beat bein dead o whet 4 oo ¢ ke e o o
pos « Frompls PP GabTInG CIpOICn Have you wished you weve dead or wished you could go to sleep and never wake up?
Do wih o verent e s’
i i for d: ing their i1 s = patient and
Praise patient frdcuiherioughts Interview parent/guaidin 1y, descre
_ N together
®Pm here to follow up on your responses to the suicide risk
screening questions. These are hard things to talk about. [-"umm-mmn-mm-mwmmn-mmlm] f.m':':\".:f:‘ L““ E?'::::.ﬁ'm‘l,':i'ﬁhflm.‘»&.,m.m..mmm ‘I've thought abour killing mysels™) without thoughts of ways to kill Ve No
ank you for telling us. |need to ask you 2 few: fons.” Sm ‘ome Wmm !M " e assessment period.
; Ao e nn
IF peasii u-nnlnnbn I hawe som: 's about hisfer ! [SUICIDAL BEHAVIOR Simee Last
Assess the pu‘rleni ; ‘.,.,, ,,.,.y..,,w,md,,mp,m Have o hdany hoghe . o =
Reviaw patienfsrezp anbtadmatopic s iy N— S ——
Frequency of suicidal 'hougms : S - ————— e B
" =« “Your child said (reference positive. 3. Active Suici
M‘nsklh‘g‘mh&ﬂl i about Ml mponmmhlﬂ}lnm semathing haf Subject endorses boughtof e it s e o b 4y b iy o s f:mmh. sy e
ekt poord sy eemt o o bons gl e e o et e e o o e il ey i
» “Does: rdllldh-n-hm of sulddal overdase bus | never made a sp. N .
(nq)hlimﬂi»ui, c) iDoes your i e w.;’.n.m - foqueddiivpbvoye m,:::::‘,f :ﬁl‘l}' :n:::;}!({i:r:;l::,:lk ourself e alive anymorc? Wiat didyou de? -
g thougF ign 7 F yes,say: “Please explain.” y r lfe? fyeaiei
(n-,u,'* # “Doesyour child seem £id ar depressec 1fyes, describe: Did you want o die (even a litle) when you,
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NIMH TOOLKIT: OUTPATIENT NIMH TOOLKIT: OUTPATIENT

Brief Suicide Safety Assessment

(Ask Suicide-Screening @l uestions )

Brief Suicide Safety Assessment

as as

((Ask Suicide-Screening @ uestions )

 Use after o patient (10 - 24 years) screens pasiive for sucide fsk on e asa
= Assessment guide for mental heatn cinicians, MDs, NPs, or PAS
= Promps neip asfermine aisposifion

What to do when a pediatfric patient
screens positive for suicide risk:

Prai tient ford i theit thauahi C If patient is 2 18 years, ask pafient's permission for parent/guardian to | D}
for discussing their thoughts - -
rulse pu Ien Say to the parent “Afherspaalﬂngvm_‘n ynurdﬂ\d,lhaﬁz 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 s asthis o Slosping pattem®”
o talk about. Thank you for telling us. 1need to ask you a few more questions.” mnbead\ﬁmklﬂp\chlalkabﬂut We would now lice o get your Ping pattemy

Assess the patient

Review patient's responses from fhe as@

( Frequency of svicidal thoughts

Symptoms Ask the patient abouk:

Determine i and how often the patient is having suicidal
thoughts.

Ask the palient: “In the past few weeks, have you
been thinking about killing yourself?” If yes, ask: “How
aften?” (once or twice a day, several times a day, 2
couple times a week, etc.) “When was the last time you
had these thoughts?”

Depression: “In the past few weeks, have you felt so sad or
depressed that it makes it hard to do the things you would like to
do?”

Aniety: “In the p , have you felt
femakes it ard o o the hings yau would e to do nrthatyml
el constanty agtatacion ad

“Do you often act without

“are you having thoughts of kiling yoursalf right
now?" (If“yes," patient requires an urgent| STAT
mental health evaluation and cannot be left alane.
A positive response indicates imminent risk.)

Svicide plan

Assess if the patient has a suicide plan, regardless
of how they respanded to any ather questions
(ask about method and access to means).

“Do you have a plan te kil
yourself? , ask: “What is your plan?” If no plan,
ask: “If you were going to kill yourself, how would you
doit?"

Notes f thepatint has s very detaied plan,this

is more concaming ¢ iy haven't thought it
thraugh n grest deal. | e the pian s feasibe (e
pils],
st Sreater contarm and remaving or
securing dangerous items (medications, guns, ropes,
etc.).

thinking?"

Hopelessness: “In the past few weeks, have you felt hopeless,
ke things would never get better?”

Anhedonia: “In the past few weeks, have you felt ke you
couldn't enjoy the things that usually make you happy?”

Isolation: “Have you been keeping to yourself more than usual?”
Initability: “In the past few waeks, have you been feeling more
irritable or grouchier than usual?

substance and alcohol Use: “In the past few weeks, have you
used drugs or slcohol?” f yes, asks “What? How much?”

Sleep pafiem: “in the past few weeks, have you had trouble
falling asleep or found yourself waking up in the middle of the
night er earlier than usual in the moming?”

Appefit: inthe past faw wesks baveyounctcad changes m

your appet
usuzh”

Other concerns: “Recently, have there been any concerning
changes in how you are thinking or feeling?”

Past behavior

Social Support & Stressors

i v and history of suicidk
(method, estimatad date, intent).

“Have you ever tried to kill yourself?”

1f yes, ask: “How? When? Why2" and assess intent; “n.d
would kill you?"” /Did ye

Ask: “Did you receive medical/psychiatric treatment?”
[Nule: Past suicidal behavior is the strongest )

risk factor for future attempt:

Ask the palient: “Have you ever tried to hurt yourself2"

(for youth, intent is as important as lethality ofmeﬂmd)

(For all questions below, if patient answers yes, ask them ta describe.)

SUPPOIT network: “Is there a trusted adult you can talk to? Whe?
Have you ever seen  therapisticounselor?” If yes, ask: “When?"!

amily si ] h conflicts at home th:
hard to handle?”

School funcfioni
school (acad

“Do you ever feel so much pressure at
) can
Bullying: “Are you being bullied or picked on?”

Suicide contagion: “Do you know anyone whe has killed
themselves or tried to kill themselvas?””

Reasons for living: “What are some of the reasons you
would NOT kill yourself2”"

asQ Suicide Risk Screening Toolki NATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) (\4

National Institute
of Mental Health

G) Interview patient & parent/guardian together ____

G, Determine disposition

@ Provide resources to all patients

perspective.” o Appetitel”
* “fourchildssid... reference posive responses on the a5

Is this something hejshe shared with you?

“Does your child have a history of suicidal thoughs or behavior
that you're aware of?” If yes, say: “Please expla

“Does yaur child use drugs or alcohol?””

“Has anyane in your family/close friend network ever
tried to kill themselves?""

= “How are potentially dangerous items stored in your
home?” (.g. guns, medications, poisons, etc.)

“Does your child have 3 trusted adult they can talk ta?"
(Normalize that youth are often more comfortable
talking to adults who are not their parents)

“Does your child seem:

o Sad or depressed?”!
o Anxious2"

o Impulsive> *  “Are you comfortable keeping your child safe at home?”"
o Hopeless?"!

© Reckless?”
Atthe end of the interview, ask the parent/guardian:

o Unable to enjoy the things that usually bring himjher pleasure? Pt H bl Sl i

o Withdrawn from friends or to be keeping to him/herself?”

, Make a sqfefy plqn with the pqhenf (include the parent/guardian, i possible.)

Creats Asafety planis than making a “safety contract”;
asking the Diuenttn contract for safety is NOT effective and may be dangerous or give a false sense of security.

Say to patient: “Our first priority is keepingyou  Discuss means reskriction Ask safety quesfion: “Do you
safe. Let's work together to develop a safetyplan  (securing or removing lethal think you need help to keep yourseif
for when you are having thoughts of suicide.” mezns): “Research has shown that safe?” (A “no” response does not
Examples: “I wil tell my mm‘,“ad‘,w“hw ” limiting access to dangerous objects  indicate that the patient is safe; buta
w1 ol call the hotlme. 1 vl call saves lives. How wil yousscure o “yes” s aresson toactimmedistely to

Discuss coping strategies to manage stress
(such as journal writing, distraction, axercise,

items (guns, medications, ropes,
etcp”
self-saothing techniques).

After complating the hoose the plan. If possible, f P heck
(within 48 hours) with all patients who sﬂean!dwsmve
a psychialric i risk for suicid suicidal thoughts). Send to emergency

for s (unl jith a patient’ health provider is
alternative safety plan for imminent risk is established).
3 Further evaluation of risk Is necessary: Review the safety plan and send home with a mental heaith referral as soon as patient can get
an appointment (preferably within 72 hours)
Q Patient might benefit from non-urgent mental healih follow-up: Review the safety plan and send home with amental health
referral.
O No furlher infervention is necessary at this fime.

( For all posifive screens, follow up with patient ot next appointment. )

ide Prevention Lifeline 1-800-273-TALK (8255) En Espariol: 1-888-628-9454
: Text “HOME" to 741741




What is the purpose of the BSSA?

* To help clinician make “next step” decision
* 4 Choices

e Imminent Risk

*  Emergency psychiatric evaluation

* Low Risk
* Not the “business of the day”

* No further intervention is necessary
at this time.

National Institute
of Mental Health




An example of a ““Yes” only to past behavior

Ask the patient:

1. In the past few weeks, have you wished you were dead? QYes X»No
2. In the past few weeks, have you felt that you or your family

would be better off if you were dead? QYes X2 No
3. In the past week, have you been having thoughts

about killing yourself? QYes X'No
4. Have you ever tried to kill yourself? X Yes QD No

If yes, how?

NON-ACUTE

When?

POSITIVE

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

5. Are you having thoughts of killing yourself right now? QYes X No




SUICIDE RISK SCREENING PATHWAY
& SPECIALITY CLINICS

Fresentafion fo
Primary Care & Speciality Clinics
Medically able fo answer quesfions? NO
Screen at ]
YES mext visit

Sereen all palients ages 10
"SCREENING CRITERIA I Administer A3@ (ideally separate from parents) J

above who meet any of he
screening criteda®
New patient

2 Exiding patient who has not been
screaned within fhe pasi 30 doys

3. Palent hod a posiive sulcide risk screen

the last fime they were screened
L 4. Ciinical judgement dictates screening YES on any question 1-4 NO NEGATIVE SCREEN
e PR et \ miramway )

| 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 “no”
to Q1-3, no further action needed.

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.

supporf, and emengency contacts. Defoiled instructions about safety planning can be found at

= o Frograms/p v -
« Discuz: lethal means safe storoge and/or remaval with both parent/guardian and chid e.g. rapes, pills, freamms, belts, krives)
+ Provide Resources: 24/7 Nofional Sucide Prevenfion Lisine

« 1-B0C-273-TALK (5255, En Expafiol:1-855-628-7454, 24/7 Cris Tt Line: Taxt “START” fa 721741

If suicide sk becomes more acute, Insiuct to contact sutpafient healhcare provider to evaluate need for ED vist.

Srnection has been ma

uie al patients wh de.
4 connection wih mental heath cinician. J

Sched =
Future follow-up primary core appoin!

m) National Insitute www.nimh.nih.gov/asq

of Mental Health

ive for a follow-up vist in 3 aays o confirm sofefy and determine # o menta
=cro tiant, reviewing use of

asl@-V- 4/2/2021



http://www.nimh.nih.gov/asq
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{

| Fuure ollow-up pimary care apolniments should

COVID".‘I.Q: YOUTH SUICIDE RISK OU;‘F;tiM_trringl_-ryC_um
SCREENING PATHWAY ok

- Medically able io answer quesiions? -NO- =~
v YES l Screen af l
next visit
[ Administer ASQ (ideally separate from parent/guardian)

Assoss whothor pationtis n a private place

Pediatiic provider

calls/is called by

parent/quardian or patient.

Screen all patients ages 10

and above who meel any
the screening criter

1. News pesiisnt
2. Edstng earient whe Fos ot
been sereensd witinthe
pest 20 cays

Poi hiod o oostive suicide

'y

YES on any quushon 1-4
or refuses fo answer?

*screening ciife ia: ]

NEGATIVE SCREEN
NO-—>¢ Eiipathway )

 YES
YES to Q52 -YES.
¥ NO
Non-acute Positive Screen; Conduct Brief Suicide Safety Assessment (BSSA)
Deloiled inshuctions aboul he BSSA can be lound al wwniminih gov/ASH
Y
r ={ BSSA outcome(ihree possibiliies)
. ) e ——— =
LOW RISK FURTHER EVALUATION NEEDED IMMINENT RISK
' No furher evau afion Mentalheallh releral needed as soon as possible Patient has acute suicidal thoughts and
needed al 1his fime via telehealth services or in person W urgent tul mental health

PARENT/GUARDIAN TO

5 - ot o INITIATE SAFETY PRECAUTIONS!

Wauld benefit from anon-urgent

guerdion fo act untilablo fo obtain Ul monralhealt
mental health follow -up? asne evalualion via teleheal
v Instruct parent/guardian
| Ne L YES \ { on Impleme|
P immediate SAFETY
Noreferrcl REFERRAL il L) ED visit versus parent PRECAUTIONS
needed at 1o furlher felsheali care s iy "f“i (it guarcian’s abiity fo mage | Farent/guerdion b house.
his fime appepials: Conlinu e meckeal m;‘“ﬂ?‘": et i homd to keep pafient under
~ / + it e safety plen for e, W= oble o obriaa drect observation ot all
e s el thougits i il Avoid ED ¥isit if possile fimes and remove of

hﬂﬂndng risk for expasure’ salely store dangerous
e o oy okl COVID-19 versus suicide risk.

& "f.‘i?-—‘ ) vES
Advise palientt

ar mask and call
Dbelore arrival

SAFETV PLANNING
sty plan for potertial fulurs suicicol hm{j\s heludng icenfying personal marning sigrs. coping stlegies. \ {

% Fr suepert, ond emergency corcl Delolie: matuctions cboutsaiety Peming oo o= faurl ot

S Orgresney

= m.jmnwdm\::e; ‘opes, pilk, frearms bets, kiives]
#7 Watiarel suicide Frewenfion Lieire
B Eqeofioh | S55-638-74 54, 24,7 Crisis Texd Line:

e *TART" |0 72174

I suicide risk becomes more ccute, i to contact o provider fo re-evaluate need for ED visit

Schedule all patien's who screen postiive for a folow-up visit in 3 days fo confirm safety and defemine
I i

)

ifa
clude re-screening petient, reviewing use of safity plan, and assuing conneclion with Taentol hath ciniekon. )

asQ Suicide Risk Screening Tool NATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) @ [ e ]

www.nimh.nih.gov/asq
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Safety Planning

Patient Safety Plan Template

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

developing:

. .
° W S

R _ arning Signs

Step 2: Internal coping strategies — Things | can do to take my mind off my problems

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

; * Coping Strategies

:i'-te:a:e People and social settings that provide distra:tiu:;one [ S OCial C Ontacts fOr

2. Name Phone S
3. Place 4 Place upport

Step 4: People whom | can ask for help:

1. Name Phone * Emergency Contacts

2. Name Phone,

3. Name, Phone,

Step 5: Professionals or agencies | can contact during a crisis: ¢ Reduce Acce SS to
1. Clinician Name Phaone Lethal Means

Clinician Pager or Emergency Contact #

2. Clinician Name Phone

Clinician Pager or Emergency Contact #

3. Local Urgent Care Services Stanley, B., & Brown, G. K. (2012).
Urgent Care Services Address, . . . .
Urgent Care Services Phone Safety planning intervention: A brief
4 Suicide Prevention Lifeline Phone: 1-800-273-TALK (8255) intervention to mitigate suicide risk.
Cognitive and Behavioral Practice, 19(2),

Step 6: Making the environment safe:

256-264.

1.
2.

Satety Pian Tem piate §2068 Bamara Staniey and Gregory X Srawn, is eprinEd With the Express pemmizsion of the suROrS. No portion of the Safesy Plan RMpIate may be reproguced
AP tneir Express, WHttEn perizion. Yeu Can CEEAR e SUTROrS 3t BRI CHIUBis £ B JrEgErOvS AL ME USEnn 23U

National Institute
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Lethal Means Safety
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Provide Resources

CRISIS TEXT LINE |

National Institute
of Mental Health

SUICIDE

PREVENTION
LIFELINE

1-800-273-TALK (8255)

suicidepreventionlifeline.org




ASQ and BSSA Trainings

* Training webinars available online on the official National
Institute of Mental Health YouTube channel

* (coming soon to ASQ website)

Suicide Risk Screening

[ ;‘ L e Training: How to Use the
e EE - 6 ASQ to Detect Patients at

Risk for Suicide d

Suicide Risk Screening
Training for Mental Health
Clinicians: How to Man:
Patients at Risk for Sui

Lisa M. Horowitz, PhD, MPH
Office of the Clinical Director
Intramural Research Program

National Institute tal Health, NIH

Lisa M. Horowitz, PhD, MPH

Office of the Clinical Director

as Intramural Research Program
LEEIEEEEI I National Institute of Mental Health, NIH

Training Webinar for Nurses

Training Webinar

May 2019 ‘/( m) o

May 2019,

.

Webinar for Nurses - How to Use the ASQ to Detect Patients at Risk for Suicide Suicide Risk Screening Training: How to Manage Patients at Risk for Suicide

132 views + Jun 18,2019 W2 B0 A SHARE = SAVE ... 1077 views - Published on Jun 4,2019 w: o

National Institute
of Mental Health



Implementation Examples

Y %7 Doernbecher Children's
S -
=z .
Parkland 57 s
OHSU
b -
: CHEO
Metrop OIItan Children’s Hospital of Eastern Ontario
P P Centre hospitalier pour enfants de l'est de 'Ontario
Pediatrics, L1cC i i
Kennedy Krieger Institute]
N\ Boston
Children’s AR ; ;
3= HOSpIta| UGS Benioff Children’s Hospitals Children’s MerCY
Until every child is well » HOSPITAL KANSAS

CHILDREN'S e

Clinical Center

4th NATIONWIDE m)

National Institute
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SOS Signs of 6

Suicide® Y.

Prevention
Program

Nationwide Children’s Behavioral Health
Center for Suicide Prevention and Research

National Institute ."‘ib ;IA“ONWIDE CHILDREN'S Nationwide Children’s Behavioral Health
of Mental Hoalth 8 " Whn sk e it g Center for Suicide Prevention and Research



Teens Are Most Likely to Turn to Peers
For Help When Facing Crises, But...

* Adults should be able to help too

* Suicide prevention programs train
— “Trusted adults” & to encourage approachability
* Guidance counselors, administrators, teachers
* Parents

* Teaching action steps
ACT:
* Acknowledge, don’t ignore talk of suicide
* Show that you Care
e Tell a Trusted Adult

National Institute
of Mental Health



Common copncern from
primary care providers:

“How am I going to manage the extra people
[’m going to identify that are at risk for
suicide?”




- i -+ ‘I ' If | 1:' \ L i
r’ I ! + l. + I-J-I h““:\\‘: q'\
[ 2 QOINg 10 G ---
¥ 1 il Ly

Video courtesy of Anne Moss Rogers — Beacon Tree Foundation President

https://www.youtube.com/watch?v=0QaPeub6s YM&feature=youtu.be

National Institute
of Mental Health



https://www.youtube.com/watch?v=QaPeu6s__YM&feature=youtu.be

Thank You!

National Institute of Mental Health
Maryland Pao, MD
Deborah Snyder, MSW
Elizabeth Ballard, PhD
Audrey Thurm, PhD
Michael Schoenbaum, PhD
Jane Pearson, PhD
Susanna Sung, LCSW-C
Kalene DeHaut, LCSW
Kathleen Samiy, MFA
Jeanne Radcliffe, RN, MPH
Dan Powell, BA
Eliza Lanzillo, BA
Mary Tipton, BA
Annabelle Mournet, BA
Nathan Lowry, BA
Patrick Ryan, BA

Indian Health Service
Pamela End of Horn, MSW, LCSW
Sean Bennett, LCSW, BCD
Tamara James, PhD
Wendy Wisdom, MSW
Ryan Garcia, PMP
Skye Bass, LCSW

National Institute
of Mental Health

Study teams and staff at

Nationwide Children’s Hospital
Jeffrey Bridge, PhD
John Campo, MD
Arielle Sheftall, PhD
Elizabeth Cannon, MA

Boston Children’s Hospital
Elizabeth Wharff, PhD
Fran Damian, MS, RN, NEA-BC
Laika Aguinaldo, PhD

Children’s National Medical
Center
Martine Solages, MD
Paramyjit Joshi, MD

Parkland Memorial Hospital
Kim Roaten, PhD
Celeste Johnson, DNP, APRN,
PMH CNS
Carol North, MD, MPE

Pediatric & Adolescent Health
Partners

Ted Abernathy, MD

Harvard Injury Control Research
Center
Matthew Miller, MD, MPH, Sc.D.

Children’s Mercy
Kansas City
Shayla Sullivant, MD

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

Catholic University
Dave Jobes, PhD

Beacon Tree Foundation
Anne Moss Rogers

Thank you to the American
Foundation for Suicide
Prevention for supporting our ASQ
Inpatient Study at CNMC

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

We would like to thank the patients
and their families for their time and
insight.




Any Questions?

Just CISQ!

horowitzl(@mail.nih.gov
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