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• Universal suicide risk screening for all patients in 
medical settings:

• 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

Take Home Messages

Ask directly



Public Health Problems
• 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

– MVA: ~39,000 deaths = 108 deaths a day
• Among 10-24-year-olds: ~6,500 deaths = 18 deaths a day

– Suicide: ~ 48,000 deaths = 132 deaths a day
• Among 10-24-year-olds: ~ 6,500 deaths = 18 deaths a day

CDC, 2019
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• 2nd leading cause of death for youth aged 10-24y

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

CDC WISQARS, 2019; Slide courtesy of Jeff Bridge, PhD
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Younger Children and Suicidality
• Children under 12 yrs plan, attempt and die by suicide

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

• 43.1 % of SA/SI visits to an ED were for children 5-11 years old (Burstein et al., 2019)

• Racial disparity for children < 12: ↑ rate for black children ↓ rate for white children 
(Bridge et al., 2015)

CDC WISQARS, 2018



Racial Disparities Among High School Students

Ivey-Stephenson  et al., 2020



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

Slide courtesy of Dr. Tami Benton
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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
• Child Welfare System
• Rural areas

• Screening can help identify 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

Youth Risk Behavior Surveillance, 2019



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

CDC Morbidity and Mortality Weekly Report, 2021



High Risk Factors
• 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



http://suicidepreventionlifeline.org/App_Files/Media/PDF/NSPL_WalletCard.pdf



Wally



Can we save lives by screening for 
suicide risk in the medical setting?



Trade Groups Support Youth 
Suicide Prevention



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

Ahmedani, 2017; Pan, 2009; Rhodes, 2013; Blum, 1996 



What are valid questions that 
nurses/physicians can use to screen medical 

patients for suicide risk in the medical 
setting?



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



Common Suicide Screeners in 
Clinical Settings

• Columbia Suicide Severity Rating Scale (C-SSRS)

• Patient Health Questionnaire (PHQ)

• 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

• 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)

Ask Suicide-Screening Questions 
(ASQ)

Horowitz, Bridge… Ballard…Pao, et al. (2012) Arch Pediatr Adolsc Med



• 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

Results



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% CI, 98.2-99.9)
-Psychiatric patients: 96.9% 
(95% CI, 89.3-99.6)

Horowitz, Bridge, Wharff, Ballard…Pao, et al. (2012) Arch Pediatr Adolsc Med

NEGATIVE



• Inpatient medical/surgical unit
• Outpatient primary care/specialty clinics
• ASQ in adult medical patients 
• Schools
• Child abuse clinics
• Detention Facilities 
• Indian Health Service (IHS)
• ASD/NDD Population 

Foreign languages
– Spanish Hebrew
– Italian Vietnamese
– French Mandarin
– Portuguese Korean
– Dutch Japanese
– Arabic Russian
– Somali Tagalog
– Hindi Urdu

Validation and Implementations in Other 
Settings: Ongoing Research

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

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”



16

2

Suicide-risk positive 
(N=81)

PHQ positive 
(N=103)

Item #9 endorsed 
(N=42) 

630
4

19
50

26
32% 

missed by 
PHQ-A

Total N=600
Medical/Surgical 

Inpatients

Horowitz et al. (2021) Journal of Adolescent Health



16

2

Suicide-risk positive 
(N=81)

PHQ positive 
(N=103)

Item #9 endorsed 
(N=42) 

6
50

56% 
missed by 
Item #9

19
26

30
4

Total N=600
Medical/Surgical 

Inpatients

Horowitz et al. (2021) Journal of Adolescent Health



PHQ-2

PHQ-9

Suicide Risk 
Screen





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

• Discomfort

Shea, 2012



Dr. Ted 
Abernathy



Turning research into practice

“How can we 
implement suicide 
screening in our 

pediatric 
practice?” 

-Dr. A



Common concern:

Can asking kids questions about 
suicidal thoughts put ‘ideas’ into their 

heads? 
suicide

Gould et al., 2005; Crawford et al., 2011; Mathias et al., 2012



Iatrogenic Risk?

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

2017

2012

2011



What happens when a 
patient screens positive?



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

Here’s what should NOT happen

1:1 sitter



Clinical Pathway- 3-tiered system

Universal Suicide Risk Screening 
Clinical Pathway

Brief Screen (~20 seconds)

Brief Suicide Safety Assessment 
(~10 mins)

Brahmbhatt, Kurtz, Afzal…Pao, Horowitz, et al. (2018) Psychosomatics

Full mental health eval 
or outpatient referral
or no further action 

required



www.nimh.nih.gov/asq

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


The Role of the Clinician

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



Brief Suicide Safety Assessment

C-SSRSASQ BSSA





What is the purpose of the BSSA?
• To help clinician make “next step” decision 
• 4 Choices

• Imminent Risk
• Emergency psychiatric evaluation

• High Risk 
• Further evaluation of risk is 

necessary

• Low Risk 
• Not the “business of the day” 
• No further intervention is necessary 

at this time. 



NON-ACUTE 
POSITIVE

An example of a “Yes” only to past behavior



www.nimh.nih.gov/asq

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


www.nimh.nih.gov/asq

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


• Warning Signs 

• Coping Strategies 

• Social Contacts for 
Support

• Emergency Contacts

• Reduce Access to 
Lethal Means

Stanley, B., & Brown, G. K. (2012). 
Safety planning intervention: A brief 
intervention to mitigate suicide risk. 
Cognitive and Behavioral Practice, 19(2), 
256-264.

Safety Planning



Lethal Means Safety



Provide Resources



ASQ and BSSA Trainings
• Training webinars available online on the official National 

Institute of Mental Health YouTube channel 
• (coming soon to ASQ website)



Implementation Examples



SOS Signs of 
Suicide® 

Prevention 
Program

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

Nationwide Children’s Behavioral Health 
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
• Tell a Trusted Adult 



Common copncern from 
primary care providers: 

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

suicide?”



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

Video courtesy of Anne Moss Rogers – Beacon Tree Foundation President 

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


Thank You! 
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
Paramjit 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.

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

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           !
horowitzl@mail.nih.gov

mailto:horowitzl@mail.nih.gov
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