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Faculty Disclosure Information

» | have no relevant financial relationships with the
manufacturer(s) of any commercial product(s)
and/or provider(s) of commercial services
discussed in this CME activity.

» | do not intend to discuss an
unapproved/investigative use of a commercial
product/device in my presentation.




Content Warning

» This presentation includes discussion of youth suicide,
including risk factors, warning signs, lived experiences,
and systems-level challenges. Some content may be
emotionally distressing or triggering, particularly for
individuals with personal experience of suicide or
mental health struggles.

» If at any point you need to take a break, step out, or
speak with a support person, please feel free to do so.
Your well-being matters.

» Resources and support services will be shared at the end
of the session.




Learning Objectives

» At the conclusion of this presentation, participants
should be able to:

1. ldentify suicide as a national and global public
health crisis.

2. Implement effective, evidence-based suicide
screening protocols and management procedures
to identify and manage youth at risk for suicide.

3. ldentify resources that can be utilized when
having a positive suicide risk screen.




Practice Changes

» Changes you may wish to make in practice:

1. Implement universal suicide screening in patients
12 years of age and older.

2. Use evidence-based suicide screening and
secondary assessment tools to assess patients at
risk of suicide.

3. Adopt safety planning and means safety
counseling as part of routine interventions for
suicidal patients in your practice.




Ildentify suicide as a national
and global public health
crisis.




Declaration of National State of
Emergency in Child and Adolescent
Mental Health

» Joint declaration in October 2021 by:
» American Academy of Pediatrics (AAP)

» American Academy of Child & Adolescent Psychiatry
(AACAP)

» Children’s Hospital Association (CHA)

CHILDREN'S HEALTH

Pediatricians say the mental health crisis
among kids has become a national emergency

OCTOBER 20, 2021 3:50 PM ET




Youth Suicide in the U.S.

» Among children between the ages of 10 and 24, suicide is
the second leading cause of death, and the leading cause
of death for 14- to 15-year-olds.

» Youth and young adults ages 10-24 years account for 15% of
all suicides.

Suicide Deaths among U.S. Youth Ages 10-24y
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Younger Children & Suicidality -

*  Children under 12 yrs plan, attempt and die by suicide

ERIEF REFORT

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

»  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 ED were for children 5-11 years old (Burstein et al.. 2019)

{Ilrig_in.'il 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) Horowits et. al



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

» Black, Indigenous, and
people of color (BIPOC)

Suicide Risk | * -6BTQyouth
. » Individuals with ASD or NDD
Screenlng fOI' » Child Welfare System
Underserved » Rural areas
Youth » Juvenile Detention

Facilities

» Screening can help identify
underserved youth at risk
for suicide and link them
to care.

Horowitz et. al



2025 Era...

11-year-old girl dies by suicide after bullies
threatened to call ICE on her family

IMMIGRATION

The suicides of two Latina children in the
South further erode immigrant parents’
sense of safety

Jocelynn Rojo Carranza, 11, of Texas and Gabriela Aparicio Ortega, 13, of North Carolina died by suicide in February after being

bullied about their parents’ alleged immigration statuses

Alarming Suicide Rates Impacting
Latino Youth - NBC News Featuring CI|

@ January 31, 2024 & Cll COMMUNICATIONS




Jocelyn’s Story, Age 11

» Jocelyn Rojo Carranza-
11-year-old girl in Texas
who died by suicide after
she was bullied about her
family’s immigration
status

» “l never knew anything
about that,” “My daughter
never showed changes. |
mean, there was never
anything that gave me a
sign that she was suffering
from bullying.”




lynn-rojo-carranza/

“But surely
there were
signs...”

“l remember her fondly
because she was a very happy
girl, she was a joyful girl,’

“kind, sweet and a great
friend to many.”

Jocelynn is remembered as “a
wonderful daughter, sister,
niece and friend to
everyone,”

Her mom said Jocelynn told
Rer every day that she loved
er.

She played the French horn,
made TikTok videos, swam,
did cartwheels and spent
FrjdaK nights watching movies
with her Tamily

“She loved when her grandma
’éook her to get her nails
one




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

Underdetection is an issue!

» 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



Leveraging SBHCs

» 42% of students report persistent
sadness/hopelessness

» SBHCs = trusted, confidential,
frontline access

» Can bridge the gap for those at higher
risk of suicide, e.g. underserved
youth.

» BH integration

» Immigration concerns - reluctance
to seek care elsewhere.

Horowitz et. al



Role of Pediatric Clinicians

» 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: STls, obesity,
substance use, vaccinations

Horowitz et. al



National Recommendations

» American Academy of Pediatrics (AAP) - Bright Futures
Recommendations for Preventative Pediatric Care (2022):

Screening for suicide risk for all youth ages 12 and above
Age Recommendations:

» Youth ages 12+: Universal screening

» Youth ages 8-11: Screen when clinically indicated*®

» Youth age < 8: Screening not indicated.

*Assess for suicidal thoughts/behaviors if warning signs present




Depression Screening vs.
Suicide Risk Screening

SUICIDE VS. DEPRESSION SCREENING

% Suicide Screening

Depression Screening
(PHQ-2, PHQ-9, PHQ-A)

Depression Screening

* Focus: depressive symptoms

« Evaluates: suicidality in the
context of depression

* Goal: detect and treat
depressive disorders

Pitts, B., and Carubia, B. 2025

Suicide Risk Screening

Focus: suicide risk

Evaluates: suicidal thoughts
and behaviors

Goal: detect persons at risk
for suicide to decrease
potential morbidity/mortality



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, ltem #9:
“Thoughts that you would be better off
dead or of hurting yourself in some way”




Are depression screenings enough?

Tl Ne600 Suicide-risk positive
Medical/Surgical —
Inpatientgs (N_8 1) / 3 2 %

N
¢

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

missed by
PHQ-A

Horowitz et al. (2021) Journal of Adolescent Health

Horowitz et. al (2021)Screening pediatric medical patients for suicide risk: Is depression screening enough?



Are depression screenings enough?

ot Necon Suicide-risk positive
Medical/Surgical -
Inpatientgs (N_8 1) / 5 6 %

missed by
Item #9

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

Horowitz et al. (2021) Journal of Adolescent Health

Horowitz et. al (2021)Screening pediatric medical patients for suicide risk: Is depression screening enough?



Implement effective, evidence-
based suicide screening protocols
and management procedures to
identify and manage youth at risk

for suicide.




Universal Suicide Risk
Screening Clinical Pathway

Clinical Pathway- 3-tiered system

\ Brief Screen (—-20 seconds) /

Brief Suicide Safety Assessment
(~10 mins)

https://www.aap.org/en/patient-care/blueprint-for-youth-suicide-prevention/strategies-forclinical-settings-for-youth-suicide-prevention/screening-for-
suicide-risk-in-clinical-practice/



Clinical Pathway
NIMH/AAP Blueprint

1. Step One: Brief Screening (~1min)
A.  Ask Suicide-Screening Questions (ASQ)

B. Columbia Suicide Severity Rating
Scale (C-SSRS)- Triage Version

C. Suicide Behavior Questionnaire-
Revised (SBQ-R)

\ Brief Screen (~20 seconds)

2. Step Two: Secondary Assessment
(~10-15 min)

A.  Brief Suicide Safety Assessment
(BSSA)

B. Columbia Suicide Severity Rating
Scale (C-SSRS)- Full Version

C. Suicide Assessment Five-Step
Evaluation and Triage (SAFE-T)

Brief Suicide Safety Assessment (~10 mins)

3. Step Three: Full
Psychiatric/BH/Crisis Assessment

(~1-2 hr)

https://www.aap.org/en/patient-care/blueprint-for-youth-suicide-prevention/strategies-forclinical-settings-for-youth-suicide-prevention/screening-for-
suicide-risk-in-clinical-practice/



Clinical Pathway
NIMH/AAP Blueprmt

1.

(C-SSRS)- Triage Version
C. Suicide Behavior Questionnaire-Revised

(SBQ-R) \
Brief Screen (~20 seconds)

Brief Suicide Safety Assessment (~10 mins)

2. Step Two: Secondary Assessment
(~ 0-15 mir
Brief Suicide Safety Assessment (BSSA)

B. Columbia Suicide Severity Rating Scale
(C-SSRS)- Full Version

C. Suicide Assessment Five-Step
Evaluation and Triage (SAFE-T)

3. Step Three: Full Psychiatric/BH/Crisis

Assessment (~1-2 hr)

https://www.aap.org/en/patient-care/blueprint-for-youth-suicide-prevention/strategies-forclinical-settings-for-youth-suicide-prevention/screening-for-
suicide-risk-in-clinical-practice/



MIMH TOOLKIT

Brief Screenin g qas Suicide Risk Screening Tool
[ Ask Suicide-Screening BLuestions |

TO O lS — Ask the patient: \

ASk SUiCide'Screening Questions (ASQ) 1. In the past few weeks, have you wished you were dead? D¥es QMo

2. In the past few weeks, have you felt that you or your family

> Patient report questionnaire would be better off if you were dead? DYes D No

3. In the past week, have you been having thoughts

» For use by non-psychiatry clinicians sbout kfling yourself: QYes  OMo
. 4. Have you ever tried to kill yourself? D¥es QMo

» Takes less than 2 minutes If yes, how?

» 4 yes/no screening questions + 1

follow-up if positive
Free, translated, EMR-adaptable

When?

If the patient answers Y&s to any of the above, ask the following acuity question:

Validated for ages 8-24 yo

5. Are you having thoughts of killing yourself right now? DYes DNo
» Yes on Questions #1-4: 't yes, please describe:
Non - Acute Positive — Next steps: .

*  |fpatient answers "N to 2l questions 1 thraugh 4, screening is complete (not necessary to ask question #5).
Ma Intervention s necessary (*Mote: {Ilnlm'jl.'dgrm:nt can always prerride a negabive SEreen).

> ReqUireS Secondary *  If patient answers "7 &:” to any of questions 1 through 4, or refuses to answer, they are considered a
posifive screen. Ask quastion & to assess acalty:
assessment 0 “Yes" to question #5 = acute posifive screen (imminent risk identified)
= Patient requires o STAT gafetyfull memtal health evabiation
Patient canmot lesve until evaluated for safety.
> Yes On Quest] On #5 : . ms::.;:::;: mr:;u;: all dangenous objects from room. Alert physidan ar dindcan
Acute Positive D et v vt skt s e sl ekt i
immmtw p-'-ﬂ:u:'dian} rtfumwli::h::lml:mrm this :Ix':dhbttrllund
. . .. asan “ag:.thrnuq-d..ﬂM'MA}dIMfge._
» Requires Full BH/Risk/Crisis © Al hyseiancr dincanresponsbl for paint’s care
Assessment — Provide resources to all patients

* 247 National Suicide Prevention Lifeline, g8&
+ 247 Crisis Text Line: Text "HOME™ to 74,1-741

» Consider ED Referral )

RN PR A NATIONAL INSTITUTE OF MENTAL HEALTH (NiMH) | (R m:-.t:w-u) 4




ASQ- Ask Suicide Questions

» Available in public domain for free.

» ASQ Toolkit: www.nimh.nih.gov/ASQ includes
questionnaires, follow up, youth screening clinical
pathways, other resources.

» Available in multiple foreign languages including
Spanish, Hebrew, Italian, Viethamese, French,
Mandarin, Portuguese, Korean, Dutch, Japanese,
Arabic, Russian, Somali, Tagalog, Hindi, Urdu

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

https://www.nimh.nih.gov/research/research-conducted-at-nimh/asqg-toolkit-materials


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

NIMH TOOLKIT

as Suicide Risk Screening Tool

( Ask Suicide-Screening @ uestions )

~—— Ask the patient:

1. In the past few weeks, have you wished you were dead? D Yes O No
2. In the past few weeks, have you felt that you or your family

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

about killing yourself? OYes O No
4. Have you ever tried to kill yourself? D Yes O No

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? OYes O No

If yes, please describe:




Brief Screening
Tools

NIMH TOOLKIT

» Yes (or refuse) on Questions qs Suicide Risk Screening Tool

#1-4. ( Ask Suicide-Screening @R uestions )
Non - Acute Positive

~— Ask the patient: N

» ReqUI res Secondary 1. In the past few weeks, have you wished you were dead? QYes QNo

assessment ( BSSA) by 2. In the past few weeks, have you felt that you or your famil

P Yy y y y
licensed CliniCian would be better off if you were dead? QYes ONo
.Inth w have you been having though
(NP/PA/MD/DO/MSW) 3 bout kiling yoursalfy o g thoughts Oves  ONo
> Ye s on QU e St_l on # 5 . 4. :-;a;: y:: ::er tried to kill yourself? OYes ONo
Acute Positive

» Requires Full When

BH/Risk/Crisis Assessment

. If the patient answers Yes to any of the above, ask the following acuity question:
> CO ns1 d cr E D Refe rral 5. Are you having thoughts of killing yourself right now? QYes QONo
If yes, please describe:




Example of “Yes” only to past behavior nimu ToowkiT

as Suicide Risk Screening Tool

( Ask Suicide-Screening @ uestions )

~— Ask the patient:

1. In the past few weeks, have you wished you were dead? D Yes

2. In the past few weeks, have you felt that you or your family

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

about killing yourself? OYes
4. Have you ever tried to kill yourself? x‘r'es

If yes, how?

9o
9o
9%

O No

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.

5. Are you having thoughts of killing yourself right now? OYes

If yes, please describe:

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




Example of “Yes” only to past behavior nimu TooLkiT

a s Suicide Risk Screening Tool

( Ask Suicide-Screening @ uestions )

~—— Ask the patient:

1. In the past few weeks, have you wished you were dead? OYes “Nﬂ

™ STILLREQUIRES ABRIEF "

** SUICIDE SAFETY ASSESSMENT ~ #¥*
If ye: (BSSA)

PRAL LAF ] O R LSRRl

[] 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.

If the patient answers Y es to any of the above, ask the following acuity question:
5. Are you having thoughts of killing yourself right now? OYes “Nn::

If yes, please describe:




PHQ-9 modified for Adolescents

(PHQ-A)

Namea: Clinician: Date:

Instructions: How often have you been bothered by sach of the following symptoms during the past bavo
woeks? For each symplom pul an “X" in the box beneath the answer thal best describes how you have besn

feeling.
1] (1] (2 [E])
Not at Several More Neoarly
all days than very
hualf day
the deys
1. Fesling down, cepressed, imtable, of hopeless?
2. Lilbe inleres! or pleasune in doing things?
3. Trouble falling asleep, staying asleep, or sleeping loo
much?
4.  Poor appeftile, weight loss, o oversaling?
| 5. Feeling tired, or having litthe energy?
6. Feeling bad about yoursell = or feeling thal you ane a

failure, of thal you have let yoursell o your tamity

[ J
down'?
7. Trouble concentrating on things ke school work,
| reading, o wakching TV? 1
. Mowing or speaking so slowly that other people could

hiave nobiced?

Cir the opposite — being so fidgety or restiess that you

weane mowing arcund & kot maore than usual?
. Thoughts thal you would be better off dead, or of
harting yourself in some way?
|
In the past year have you fell depressed or sad most daye_ even il you lell skay somelimes?

Oves OMa

H you are experiencing any of the problems on this form, how difficult have these problems made il for you 1o
do your work, take cane of things at home or get along with other paople?
| OiMot difficult at all OSomewhat difficult COVery difficult DExtremely difficult

Jehrrien K, Haret ES, Spiteer AL, Williarns 8. The gathn) baalth quistionnain for adelis cmts: validation of an e Wt
of mantal diisndon ameng sdolidoen primary Care pabeati | Adekice Health. J000;30(3) 106-204. dot 10 1006/ 1054-1 )i 003 13- |:|

as

Ack the patient: Ask Sulclde-Screeningiuestions
(1) Inthe past few weeks, have you wished you were dead? YES NO
(2] Inthe 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] Hawe 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 NOD
If yes, please describe:

HertaiLe LM, Bricge 08, Taach 51, o al Ak Swicide-Soraening Quastions (A60): & brid imteurmn o the padiate
ernar gy dapanmant. Aech Pediaty Adokede Mod. 3012166012 11 70-11 76 doi 30 1000 far chpadatrics 3012 1376

Priowidhe reseorees o all patiants: 2477 National Seicide Pravantion Lifeing 1-800-2T3-TALK [£395) £n Eigaiel: 1-8E8-628-9454
247 Crtils Taxt Line: Tast “"HOME" 1o Fa1-741
Available from: https://www.nimh.nih.gov/sites/default/files/documents/PHQ-A_with_depression_questions_and_ASQ_PDF.pdf




OUTPATIENT PRIMARY CARE
YOUTH SUICIDE RISK SCREENING PATHWAY & SPECIALTY CLINICS

Presenbation fo Oulpatient

Primary Care & Speclalty Clinlcs

Bcrean ol | poluits ages I0aRd Medically able to answer quesfions? NQ_}
above who meet any of fhe

screening criferia.® Screen of
\\ Y.'B mexf visit
"SCREEMING CRITERIA
1. Mew patient [Adrrinlsler ASQ (Ideally separale from pnrenfs])
2

. Exisfing potient who hos nolt been
scre erserd within the post 30 days
. Poflent hod o poskive sulcide sk soesn

"

e last e they were screened - o
4. Clinical judgement dicholes screening YE& on any quesfion 1-4 NO— MEGATIVE SCREEN
5 Scneen B ond ¥ yeor olds who present or refuses fo answer? Exit Potimay
with behaom| heoith chief complainks J  ———
YES
14 FACTORS Toh COMSIDER (past sui idal bahavior Y
Il et a e ed = i O, and the patent has Beas —_‘_'_'_‘\
Seraan B, ik “Skhe kst vislt, have yoes tebact 1 | TES fo Q57 YES ~
yeursal? o thisy o e “Aa” and This alss o sasrad
" 1 -3, this considar “Law Bisk” chois for actioe. -— NO
W ks only™yis® arsvanr is o Q-
fepmipiniy +
:‘:f:::;mmh:::m' Mon-acube Postive Screen
in matal haith cara? Conduct Brief Sulclde Safety Assessment (BSSA)
ks param amars of past suicidd bahasior? Dretcaled irstrue he BS5A can be found at
s the suiciSal behavior not 3 oureest, wharer T ROy AR
active concem? = =
| Wyt tes i, e cocibdior "Lovs Rish” chisics foractiom. | [ ]

BSSA outcome|three paossibilities)

{

LOW RISK FURTHER EVALUATION MEEDED
Ha furth e bl healih refermal needed as soon as posile

er evakafion
rneaded af this firme
i Make & den
T

i r;ﬂmmﬁhnnﬂ%h
Eno n &, e 'SAFETY FRECAUTIONS
cnrpoatient meral hedalth cinican. Fer insfihdon protocol

Unfi able o obiain ful

INTIATE SAFETY PRECAUTIONS
mental hedth evaoluation

keep potkent under dnect
* observalion, remove

deongenus lems, provide
sofiely educofion, ehc.

Schedule o folow up | —
s e J
i

E'Dr m&mmrtb

SAFETY FLANNING
= Creale sofeby plan for polential future suicdal thoughls, induding identifying pesonal waming sigre, coping shaheges, soda conlacts for
| auppord, and emeangency contact. Detdled irsfructions about safety plaming can be found af
hitpe fvwessprc. orgiresources progrormespatient-sofedy-plarrtempiaie
= Discuss kedhal means sale sloroge and for rermoval with both parerd fguardion and child [e.g. ropes, pik, freanmms, belts, knives)
= Prosvide Resources: 2407 Halional Suicide Prevenfon Lieire
| = 1- BO0-27ITALE (B255). En Bperiol: | 8885289454, 2477 Crisis Teod Lire: Taxt *START" fo 741-741 )

(I!mﬂmmﬂ, instruct pafient/parent/guardion o contact suipatient healthcare provider o mhﬂdhlﬁﬂ)

¥

[ Schecule all patients who screen posiive for a follow-up visit in 3 doys o confirm soiety ond determine i o menhal health care connection hos been mode.
|, Furhune follow-up primary cone oppantments should include re-sorssnng patien, reviesing use of sodety plon, and assuring connechion with merial bealth ciridan )

CEAUEEEENIER CEITTY  NATIONAL INSTITUTE OF MENTAL HEALTH (NimH) (@ [D mmD

www.nimh.nih.gov/asq



What Happens When a
Patient Screens Positive?




Here’s What Should NOT Happen

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

®

1:1 sitter

11 1
10 2
9 3




|dentify resources that can be
utilized when having a
positive suicide risk screen




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




Brief Suicide Safety Assessment
(BSSA)

» Complete the asQ BSSA for all patients
who screen positive or have numerous
warning signs and risk factors of suicide.

» The asQ BSSA is a brief risk assessment
tool that assesses risk factors, protective
factors, and warning signs.

» |t focuses on determining current suicidal
thoughts, past suicidal behavior, comorbid
symptoms, and the presence of social
supports and stressors.


https://pcmh.org/wp-content/uploads/2024/09/bssa_worksheet_outpatient_youth_asq_nimh_toolkit.pdf
https://pcmh.org/wp-content/uploads/2024/09/UG24-Factors-and-Signs.pdf
https://pcmh.org/wp-content/uploads/2024/09/UG24-Factors-and-Signs.pdf

Risk Factors vs. Protective Factors vs. Warning Signs

RISK FACTORS

(Population Level)
Indicate that someone is at
higher risk of suicide or
asthma

PROTECTIVE FACTORS
(Population Level)

Indicate that someone is at

lower risk of suicide or
asthma

WARNING SIGNS
(Individual Level)
Indicate that someone is
seriously
considering suicide
or having an
asthma attack

Suicide

Prior suicide attempt
Mood disorder
Substance abuse
Access to lethal means

ENANE NN

Connectedness
Availability of physical
and

mental health care
Coping ability

v
v
v
v

v" Threatening to hurt or
kill oneself

v Seeking a means to Kill

oneself

Hopelessness

Increased alcohol or

drug use

v' Dramatic mood changes

v
v

ENERN

ANERN

AN

ANANIA NN

.

Asthma

Family history

Maternal or family history
of smoking

Early childhood respiratory
infections

Regular use of asthma
medications

Seasonal vaccinations
Regular preventative
measures against
triggers and allergens

Severe wheezing when
breathing in and out
Coughing that won’t stop
Very rapid breathing

Chest pressure or tightness
Worsening symptoms even
with medication use

Pitts, B., and Carubia, B. 2025



High Risk
Factors

v

vV v v vV vV vV vV vV vV VY

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



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 todie orto * 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_ 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 or in * Showing rage or talking about
unbearable pain. seeking revenge.
+ Talking about being a burden + Displaying extreme mood swings.
to others. SUDDEN IMPROVEMENT IN

.. DEPRESSION SYMPTOMS
Suicide Is Preventable.

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



Secondary Assessment Tools
Brief Suicide Safety Assessment (BSSA)

as

[ Ask Suicide-Screening

What to do when a pedialric rﬁmf

screens positive for suicide ri

MIMH TOOLKIT: YOUTH OUTPATIENT

Brief Suicide Safety Assessment

uestions |

= U T & Rl (8 24 BI) St Dosive K ISR e on e el
* el Qi for meniol Peoln ciriciars, WK, NP, of PAd
« Pl hilp dafarming dEposion

Fruise pu"en' far discussing their thoughis

“Fm here to follow up

t}u:ddd.:rbimh;qu!ﬁml. These are hard things

FOUT responses t
to talk about. Th'mh mfortdllrlius. I e to ask you a faw mors questions.'

Assess the patient e cepee s ey e somcpmescerssursion e g

Review pofienls responses from the o3

[ Frequency of suicidal thoughis

Deatermribra iF sl e ofees the pasiant i havieg suididal
thaoughts.

Ak the palient: “in the past tew weeks, have you
bisan thirkieg abess kiling yourselP IF yes, ask: “Hew
oftera® (once or teice 3 cay, several times 3 day. a
couple times a week, e1c] "When was the kst time pow
hed these thoughts™

(" *ar pons hawig theughts of kiling peursef Aght
nowi" ( “yes,” pathent rogeires an urgeyl STAT
maental beaith evaluation and cannat be lef alone.

\_ﬂ peaitive response indicabes imminent risk.)

Assess if the patiert has s sicide plan, regardiess

iorf bioa they responded 1o any other quastions

[k about rathod ard cdeis b ).

Ask the patlent; “Do you kave a plan sa kil
yournef® i pe, ak: What bs your plant™ I no plan,
ik i pou i going ba kil yoursel, how would you
da it

f FMote IF the patienthas 3 very detailed plan, this
s more concersing than Hthay haven't tit
through in great detail. i the plam ks feasible (e
they are plainning to use pils and have access 1o plis],
thiz is a reasan dor prester concem sed remaoving or
uu.;mgdlngnuﬂm-:rr\emtws. Euns, ropes,

\ BEL

[ Past behavior

Evaluate past set-injury and history of seicide attempts
[rmeshiod, extimated date, intent],

Ak The palient: “Have you ever tried to hurt yourssii™
"'Have you ever bried &0 kil yourseid!!

I pes, gaki ' How? Wien? Wy ™ and assess inbeniz “Did
yowg think [rmethosd] woukd b your™ “0id you want to dier”
[Fier yorsth, intent s ins iFnportant as lathality of rathed)
Ak "Dk you recaie misdicallgap: hiateis treatrent™

Mabe: Past suicidal bebavier i the strongest
risk Factor for future attempts.

Suicide plan )

-
b

Symploms Ak the polient abou:

Depaession: “in B past S o, hava pou Pl so Sad ar
depressed that it makes it hard 10-.do the things o would ke to
ol

Anxleky: “In the past few weeks, have you Telt 5o wormied that
Tt makes it hard 1o &0 the things you sould ke to do or that you
feel corstamly aghtated/on-edger

Impulshity/ Reciiesmness: “Do pou ofen act witho
thinking™

Hopelessness: “in the past few weeks, hawe you felt hopeliess,
lize things would never get becter!”!

#nhedanka: “In the past few weeks, have you teltlke pou
couldn't enjoy the things that usually make you happy™
Brolofon: “Hawe pou been keeping to pourself more than usuali™

Irtiability: “In the past few weeks, have you been feeling more
irrttabie or grouchier than usolr

Substonce ond alcohal use: “inthe past few weeks, have vou
wad drugs orakahol?If yes, ask: “what? How mucht®

Sleep patiern: 'In the past few weeks, have you Fad trouble
talking asleep or found yoursel waking up In the middle of the:
right ar eariler them usual in the moming!™

Appetiie: “In the past few weeks, have you noticed dhanges in
FOUr appetite? Mave you been ks engry ormere hungry than
wmual™

Giher concerns: "Recently, have there been any conceming
changes in how you 2rethinking or feeling?™

Social Support & Shressors

[For all questiors belkow, if patient anraers v, ack them fo desribe]

Support network: “is there 3 trusted adalt you can talk tof Who?
Have pom) eeer seen 3 therapistiooenaeion™ If yes, askc: “Ween™

Family sihuafSion: “Are there ary conflicts ot home that are
hard to hander®

Echaocd FencBoning: “Do you ever feel so much pressure at
schoal [acaderic or soclal) that you can take it srpmore?™

Bullying: “Are you being bulied or picked an?™

iulall:lvu eomlagien: “Oo you know mne'nhu s kdlled
o trizd ta kI thy

Reavans for living: “what are some of the reasons you

wigdd b MOT il yoar selft

LTS E TR PR G NATIOMAL INSTITUTE OF MENTAL HEALTH (NIMH) .f m hzlei }—-’

| Ask Suicide-Screeni

as

ning Bt ugstions |

@ Interview patient & parent/guardian together

Brief Suicide

NIMH TOOLKIT: YOUTH OUTPATIENT

Safety Assessment

I palient is 2 18 years, aik palient’s permission for parent/guardian e join.

Say to the parent; “after spesking with your child, | have some
concems about hisher safety. We are glad your child spoke up as this
can be s difficuk topic to talk aboat, e would now ke to get your
peerspective.”

“¥our child said., [refererce positive respun!ﬂun the a2}
b this something halihe shanad with you;

“Des pour child have a bistery of sulidal thinghas o hehavion
Ahat yous'ra i of7 IF yas, say: “Pleage axgdai.”

“Does your child seem:
o Sad or depresseds™
0 Anxious!”
0 Fnpuisivel Reckls”
0 Hopeless™
o britable?™
o Unable to enjoy the things that usually bring Wim/her pheasure?™
0 Weithdrawn from frierch: or to be keeping to himhae elf?*

s “Hawe younotioed changes in your child's:
o Sesping pattamn?™
o Appatice!”

= “Doas your child use drugs er aleohal”

o i anyena in pour famly)dess friand retwork avr
tried 1 Kl treemashoes™

s “"How ane potentaly dangerous ibems steeed in pour
hame (&g guns, medications, poisons, &)

= “Dpes your child heve a trested adult they can talk tar
(Mormalize that youth are often more comfortable
talking to aduks who are not their parents)

= “Areyou comfortable keeping your child safe st hame?*

A thas @nd of the interview, a3k the porentfguardian:
15 thare arything you woald ke bs bell ma in privite?™

Make a safety plan with the patient incice e porenisuerdion i possivie.

Craate a sifity plam for ranaging patential futune seicidal theughts. & safety plan & differest than making a “safily conmract”;
aking tha patient 1o contract for sadoty ik NOT effective and may be dangersie or gh 3 falso sense of seourity.

Say to patient: “Our first priority is keeping pou

safi. Lirt's work bagethir 1o diralop a safety plan

Farr wbmn rw arg havirg towsghts of sicide”
Examples: | wil tel Irrr.'mn'mim.kﬂd'm

) el ol thq hotine™ ™1 will call

Dizciss coping strategies to manage stress

[suich 26 jiotnnal writing, distraction, exarcisa, e )™
seifsootning techniques).

Determine disposition

After compl
{within 48 hou

weith ol patients who screened pasitive

Discuss means resitiction
[securing or removing lethal
means }: “Research has shown that
Emiting access to dargerois ohjects
saves [hves. How will pou seoare or
remove these potentially dangerous
Rems [guns, medications, ropes,

Adk salely guestion: “Dopou
thisik pou red Felp fe kiep paumsall
safe™ (A "no" response does not
indicate that the patant is sahe; Buta
“yes"is a reason to act immediatedy o
arsure salely.)

the assessment, choose the appropriate disposition plan. If possible, nurse should foflow-up with o chedk-nphone call

O Emergency prychichic evalualion: Patient is at immisent risk for seicde (currest sukcidal thoughts). Send to emergency
dapantme far dxlanshea mantal Paalth svaluition [uloss contact with & patient's orment rmantal Fealth provder i podsili and

alternatie safety plan for mmine risk i establshed)

O Further evaluaton of rsk |s necessory: Review thi safity plas ad send heme with a mstal hialty referral as soon as pationt can get

an appointment (praferably within 32 hours),

O Patien might beseft from non-urgent mental heolth follow-up: Riviey the safety flan and srd hame with o mneal kaalth

referal,
2 Hofurthes infervenfian s necesiany af this lime.

For aill posifive screens, lollow up with palient of nex! appainfment.

Provide resources to all patients
24(7 National Suicide Prevention Lifeline +800-273-TALK (B255) En Espafiol: 1-BB8-628-9454

-

247 Crisis Text Line: Text “HOME" to 741741

EL B DY AP TR EE L HATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) ;f n s




Secondary Assessment Tools
Brief Suicide Safety Assessment (BSSA)

MIMH TOOLKIT: YOUTH OUTPATIENT

q s Brief Suicide Safety Assessment

Suicide-Screening P uestions |

What fo do when a pedialric &aﬁmﬂ » Alse ot capelient (8 -ﬂml]u;mnmpmlmmh'n_ncucpﬁi:an il
screens positive for suicide risk: » il ] A ey freanl ol FabedT clichors, WK, WFL of P

« Prangls Nl cafaiming JEposton

Determine disposition

(within 48 hours) with all patients who screened positive.

an appointment (preferably within 72 hours).

referral.
O No further intervention is necessary at this fime.

NIMH TOOLKIT: YOUTH OQUTPATIENT

a s Brief Suicide Safety Assessment

[ Ask Suicide-Screening Buestions |

Interview patient & parent/guardian together

I palient i = 18 years, aik palienls peimmiisien lor parent/guardian b |aln.

After completing the assessment, choose the appropriate disposition plan. If possible, nurse should follow-up with a check-in phone call

L Emergency psychialric 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 forimminent risk is established).

Q Further evaluation of risk is necessary: Review the safety plan and send home with a mental health referral as soon as patient can get

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

( For all posmve screens, follow up with palient af next appointment. )

SERETIE CIN T RAST few wEEKS, NaYE ou noDiced Canges in

they are phinning to use plls and have accass toplis],
thix is a reason dor greater concem snd removing or
securing dangerous iterms (medications, guns, ropes,
| ebd. )

Oiher concerns: "Recently, have thisre been any conceming
changes in how you are thinking or fesling™

Soclal Support & Stressors

Past behavior |

[Far al questions belew, i patient anseers yes, ack them fo desribe.]

Evakate past set-rjury and hisiory of secde sttempts Support nerhwork: s there 2 trusted adalt you can talk to? Who?
[meshod, estimated date, intent], Have you meer seen 3 therapistiooenseion™ I yes, asic “wWeen
Ak Phe palient: “Have you ever trisd to hurt yoursei? Family sheafion: “Ane there any conflicis 21 home that are
“iave you ever tried to kil yourseidr? hard ta hamller®
Wy, asks “How? When? Wiy ™ and assess intent: “Did School lncioning: “Do you ever feel so much pressure 2t
v think [methed] would kil your™ “Did you want to die™ schonl [scademic or socal] that you car's take it srpmore!
[Fier penth, intant & s vportant is lithality of mathoed) Bullying: “Are you being bulled or picked ont*
Az "D yous reciive mdicalipapchiatris treatmant?” hving: you being p
; - Sulcide comlaglon: “Do you know anyome whi has kiled
[-Nlulac Past judeldad babader & the strongest themselves or tried to ki themseiwes™
risk factor for hulure atbempts. )
Reasans far living: "What ore some of the reasons you
woubd MOT kill yourselft

EELT RS T TR T NATIONAL INSTITUTE OF MENTAL HEALTH (MIMH) .f_ m R }—"

FEEOQUENE TECNMGUCE]

Uetermine disposifion

After compl the amessment, choose the appropriate disposttion plan. If possible, nurse should follow-up with o check-in phone call

{within 48 Pours) with ol patients who screered positive

J Emesgency paychichic evalualion: Patiest is at immisent risk for seldde (urrest suickdal thoughts), Send to emer.
chiparimant her axtanshon santal Paalth avaluation [urloss contact with 2 patiant's corment reental boalth provider i pessible and
alternative wafety plan for mmminet risk i estabbshed)

0 Further evaluation of risk |5 necessory: Review this safity plas e sand hams with a mistal hialts rebirnal as s ai pationt cm gat
an appointreent {preferably within 32 hours),

O Patient might kel from non-ungent mental heoith ollow-up: Rikw e afety plan and send hame with s mental besth
referal.

O Mo lurthes inbervenian s necessany af ihis lime,

For all posifive screens, lollow up with palient aff next appointment.

Provide resources to all patients

*  24(7 National Suicide Prevention Lifeline -800-273-TALK (B255) En Espaiiol: 1-B88-628-9454
* 247 Crisis Text Line: Text “HOME" to 741741

L TR R T DL R T MATIOMAL INSTITUTE OF MENTAL HEALTH (NIMH) .:f n‘ R h




Purpose of the
BSSA

» To help you make
“next step” decision

» Four choices:

» Imminent Risk

» Emergency

psychiatric
evaluation
>
>
» Low Risk
» Not the “business
of the day”

» No further
intervention
necessary at this
time




SUICIDE RISK SCREENING PATHWAY

rreseniafion lo Oulpafient
Primary Care & Specialily Clinics

Screen ol palents ages 10
above who meet any of he
creening criteda *

“SCREENING CRITERIA

1. New patient

1 Bailing patient who hos not
beer screaned within the
pant 30 doys

1 Falent hod @ poilive sicide
ik screen the iawt tme they

ware icreened
4 Cliric of judgemend diclaes
creening

e > m

1. Conider how long ogo he [

Non-acule Posifive Screen: Conduct trief Svicide Sofely Assessment (BSSA)
Detoiled instruction: cbout the EI3A can be founa af www .nimh, nh gov/AIG

1l pafent wai poslttve on Dol
creening. Comsicler oadng “snce
iast visit, have you ted te V8l
yourssrT™

.

(ESSA outcom

SA oulcome|tnree possipiities)

FURTHER EVALUATION NEEDED

Mo hecith eded a: soon os posiitie
v
Make a sclety ] INITIATE SAFETY PRECAUTIONS!
%thnﬁdud Unfil abie %o obtain fd
actvale o ;! mental health evaluation
hm’g\vﬂlﬂtﬂﬁ\ :&:‘mﬂﬁﬂo CAUTION!
s 'SAFETY PRECAY s
outpalient menial health cinician. ‘ Per insthdon protooot
ksep potwnt under drect
obsecvafion remove
‘ dongewos Sema provide
wiety e R afion. etc )
E A AR g
w»&ﬁ
- am!m.\‘n-ea-ue
o o menial opponiment

* Crecie tafely pian for potenfial futume suicidai thoughs. including denffying pemonal waming sgre, coping sialegies, socid condacts for j
support, and pency confocks. Ded instructions about safefy planning can be found ot
hitps:/ www . sprc.org/resources-programs /pafient-sciety-plan-fempiate

o Dizcuez lefhal mean: sofe slorage and for removal with both parert /guardion and chid (e.g. ropes, pils, frearm, belts, krives)

* Provice Reowrces: 24/7 Mafional Jucide Prevenfion Lieine

* 1-B800-273-TALX [B255), En Epaficl:1-838-820-P454, 24/7 Cruiz Texd Line: Texd "ITART™ fo 741-741 J

¢
(llﬂ.ﬂmm“, pofient /p guardi ‘b +4mtﬂmmnmmunu)
| '

‘Schecue ol paerts whocmen m”""’iﬁraum" w-up it 1 3 days ho confrm sofety ond defermine 7 o menédl hedl#h core comnechion has been mode. |
Lﬁmmmmw Mdkmmw.mwmﬁﬂhﬁa\.wmﬂchﬁmﬂhWM#\:HG@J
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RISK FORMULATION & DISPOSITION PLANNING

Utilizing all of the information gathered during the asQ assessment, determine level of risk and appropriate disposition plan.

RISK FORMULATION DISPOSITION

» Provide referral list of behavioral health services
along with local and national supports

» |f clinically indicated, provide psychoeducation
materials to the patient and parent/legal
guardian

* Consider follow up contact within next 4 weeks

» Suicidal thoughts, but no plan
LOW RISK = s
« No access to lethal means

» Suicidal thoughts, may have a plan
« May have intent to act on plan
INTERMEDIATE e Access to lethal means « |nitiate care plan
RISK » Multiple risk factors
» Some protective factors
« Can meaningfully engage in care planning

e Currently has thoughts of suicide, with a plan
« May have intent to act on plan
» Access to lethal means

IMMINENT « May have engaged in preparatory or rehearsal

behaviors
RISK « Multiple risk factors

» Shows warning signs
e Low or no protective factors (or perception of)

« |nitiate transfer to crisis center or ER for
further evaluation. If necessary, call your local
non-emergency dispatch or 911

» Do not leave the patient alone/ remove
dangerous objects from the room

e Alert physician or clinician responsible for
patient’s care

c

=



RISK FORMULATION & DISPOSITION PLANNING

Utilizing all of the information gathered during the asQ assessment, determine level of risk and appropriate disposition plan.

RISK FORMULATION DISPOSITION

» Provide referral list of behavioral health services
along with local and national supports

« |f clinically indicated, provide psychoeducation
materials to the patient and parent/legal
guardian

» Consider follow up contact within next 4 weeks

» Suicidal thoughts, but no plan
LOW RISK « No access to lethal means

» Suicidal thoughts, may have a plan
= May have intent to act on plan
INTERMEDIATE » Access to lethal means Initiate care plan

RISK » Multiple risk factors
= Some protective factors
« Can meaningfully engage in care planning

« Currently has thoughts of suicide, with a plan
* May have intent to act on plan
» Access to lethal means
IMMINENT « May have engaged in preparatory or rehearsal
RISK behaviors
» Multiple risk factors
» Shows warning signs
» Low or no protective factors (or perception of)

« Initiate transfer to crisis center or ER for
further evaluation. If necessary, call your local
non-emergency dispatch or 911

» Do not leave the patient alone/ remove
dangerous objects from the room

= Alert physician or clinician responsible for
patient’s care

(o



SUICIDE RISK SCREENING PATHWAY @RS = LT S0,

& SPECIALITY CLINICS

rreseniafion lo Oulpafient
Primary Care & Specialily Clinics

Screen ol palents ages 10 NO-
above who meet any of the — A
screening criteda. * ( Screen ol
nexd vish

*SCREENING CRITERIA Adminisier A5G (ideally separate rom parents)
1. New patient
1 benling patient who hos not
been screaned wiftun the
1 30 doys y
1 Falent hod @ poilive sicide o — -
Tizk screen the kot ftme they

question 1
L ware icreened '2.““. -—-ﬂ"

4 Cliric of judgemend diclaes
creening

YES
e > m

1. Conider how long ogo he [

Non-acule Posifive Screen; Conduct trief Svicide Safely Assessment (BSSA)
Detoiled instruction: cbout the EI3A can be founa af www .nimh, nh gov/AIG
1l pafent wai poslttve on Dol
creening. Comsicler oadng “snce
lost viaslt. hove you ted te vl
yourssrT™

.

(ESSA outcom

SA oulcome|tnree possipiities)

FURTHER EVALUATION NEEDED
Menial heaith ref eded as soon o3 poside

‘s
Make a sclety ] INITIATE SAFETY PRECAUTIONS!
%thnﬁdud Unfil abie %o obtain fd
actvale o ;! mental health evaluation
hm’g\vﬂlﬂtﬂﬁ\ :&:‘mnﬁﬂo CAUTION!
s 'SAFETY PRECAY s
outpalient menial health cinician. ‘ Per insthdon protooot
ksep potwnt under drect
obsecvafion remove
‘ dongewos Sema provide
wiety e R afion. etc )
bie
niment

SAFETY PLANNING \
' * Crecie tafely pian for potenfial futume suicidai thoughs. including denffying pemonal waming sgre, coping sialegies, socid condacts for j
support, and pency confocks. Ded instructions about safefy planning can be found ot
hitps:/ www . sprc.org/resources-programs /pafient-sciety-plan-fempiate
o Dizcuez lefhal mean: sofe slorage and for removal with both parert /guardion and chid (e.g. ropes, pils, frearm, belts, krives)
* Provice Reowrces: 24/7 Mafional Jucide Prevenfion Lieine
* 1-B800-273-TALX [B255), En Epaficl:1-838-820-P454, 24/7 Cruiz Texd Line: Texd "ITART™ fo 741-741 J

(llﬂoﬂmm“, pofient/p @ “b +4mtﬂmmnmmunu)

‘Schecue ol paerts whocmen m”""’iﬁraum" w-up it 1 3 days ho confrm sofety ond defermine 7 o menédl hedl#h core comnechion has been mode. |
Lﬁmmmmw Mdkmmw.mwmﬁﬂhﬁa\.wmﬂchﬁmﬂhWM#\:HG@J
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Youth Suicide Care Pathway

SUICIDE
SCREENING

NEGATIVE

encoun ter

POSITIVE

—
—

Pitts, B., and Carubia, B. 2025
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No Suicide Contract vs. Safety Plan

“NO-SUICIDE” CONTRACT

Patients sign a contract promising
not to kill themselves

Is not based on research

“Contract” language is perceived as
confining and restrictive which is
disastrous to a patient struggling
with suicidal thoughts and
behaviors

SAFETY PLAN

Gives hope by reinforcing that
suicidal thoughts come and go

Focuses on what can be done vs.
what not to do

Enhances self-efficacy and sense of
control of their personal safety and
environment

Pitts, B., and Carubia, B. 2025



Reasons for Living

P

Recognize Warning Signs

Internal Coping Strategies

7/ Steps to
Safety
Planning

Healthy Distractions

People for Support and Help

3 & © P

Professionals and Agencies

Q Making the Environment Safe




Safety Plan

» Recommended tool: Stanley Brown Safety Plan.

» Collaboratively develop a safety plan with the
patient and review with parent/legal guardian
the same day that suicide risk 1s identified.

» Provide educational materials to the patient and
family regarding symptoms and when to utilize
safety plan.

» Safety plans are most powerful when developed
collaboratively with a provider or parent.



https://pcmh.org/wp-content/uploads/2024/09/UG24-Safety-Plan-Template.pdf

Safety Plan Example

SAFETY PLAN

A safety plan can help keep you safe if you are feeling overwhelmed and having thoughts of ending
your life. Making a plan like this can help you understand yourself better, keeping you safer. It's

important to share this plan with your support people so they can help you. If your needs or
warning signs change, revise your safety plan with your caregivers or professional support people.

Who are the people or animals | live for? What are other things | have to live for?

Warning Signs: What are my warning signs that tell me I'm starting to get overwhelmed?

Thoughts Emotions Body sensations Behaviors

If people notice any of my warning signs, they can help by:




Safety Plan Example

Internal Coping Strategies: How can | manage
my triggers or things that set me off?

Healthy Distractions: Who are the safe
people that | can call/hangout with or
where can | go that will take my mind off
of the problem?

People for Support and Help: Who are the main people that | can turn to for support if
| am overwhelmed? People to whom | can say, "Hey, I'm not feeling good right now, |
really need someone to talk to. | don't need advice. | just need you to listen. Can we

talk?"

Making the Environment Safe: How can |
make my surroundings safe? (remove things,
go to a safer space)

Follow up phone call
Mame:
Phone number:

Professionals and Agencies: If no one is
available, who can | call during a suicidal
crisis?
+ Suicide and Crisis Lifeline
= Call or text 988
« Colorado Crisis Services
o Call 1-844-493-TALK (8255)
o Text TALK to 38255
+ Trevor Project Hotline
o Call 1-866-488-7386
o Text Start to 678678
« 911
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Ensuring Means Safety

» This refers to reducing access to objects or
items (“means”) by which people die by
suicide. Means could include pills, firearms,
or sharp objects. This is an important tool
for reducing suicide risk.

» Lethal means safety conversations should
come from a place of seeking to understand
and focusing on safety.

» Voluntary removal or safe storage of
firearms, medications, and dangerous sharps
has been shown to save lives.




Steps to Means Safety

7

Raise the
Issue

Assess how guns and
medications are
currently stored at home

Motivate the patient/
family to reduce access
to lethal means at home

-

Develop a

plan

P

Document &
Follow up

Agree on roles and
timeline

Document plan and next
steps

Confirm that the plan
was implemented

Pitts, B., and Carubia, B. 2025



Means Safety Sample Language

» When someone is struggling in the ways your
child is, sometimes suicidal intention can
emerge and escalate rapidly - there are a
few steps we recommend that can make your
home safer for your child.

» Because we cannot predict when an
adolescent may choose to attempt suicide,
we know that it is important that teens do
not have any access to guns, or other lethal
means.

If you were thinking about removing your
guns from your house temporarily while your
child is having suicidal thoughts, where do
you think the best place would be?




Ensuring Means Safety

Good resource: https://hsph.harvard.edu/research/means-matter/ but many available!


https://hsph.harvard.edu/research/means-matter/
https://hsph.harvard.edu/research/means-matter/
https://hsph.harvard.edu/research/means-matter/
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Follow Up

» 48 hours after visit, conduct a
telephone outreach to check in
regarding:

» Assessment of current suicide risk

» Engagement in recommended
behavioral health care

» Utilization of safety plan

» Means safety follow up

» Follow-up can occur by phone
or in person. It does not have
to be long but should hit the
high points above.




Follow Up
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Tap into your resources!

Youth Suicide Prevention is a Team Sport!

If behavioral health provider is
integrated, refer the patient and
parent/legal guardian within your
practice.

«Practice warm hand-offs, workflow in your setting
*WCC “check ins”

Otherwise, refer the patient and
parent/legal guardian to behavioral
Refer health providers or systems that
provide evidenced-based care specific
to suicide risk.

Create and annually update a
community specific resource/referral
list of behavioral health providers.

Resource
List



Referral & Escalation Pathways

1. Largely depends on each clinical setting and embedded
resources

1. Integrated, co-located, e-consult services available, or
nothing?

2. All ambulatory/clinic settings can be expected to initiate
brief screens (ASQ)

A. High risk flag - majority will send to ED or crisis center for
full behavioral health/crisis assessment

i.  Know your state laws regarding allowed transport. (Secure vs.
not?)

B. Require plan for secondary/brief assessment for those that
flag as moderate risk

3. Consider safety plan, means safety discussions, and mental
health referrals with low and moderate risk patients that
don’t require full crisis assessment after completion of
screening and brief assessments (steps 1 & 2)

Pitts, B., and Carubia, B. 2025



The Minimum WHAT (To Do)

BEFORE THEY LEAVE YOUR OFFICE

» Suicide Prevention Lifeline or Crisis Text Line
in their phone

» 1-800-273-8255 or text the word “Hello” to 741741

» Address guns in the home and preferred
method of suicide

» Give them a caring message
(NowMattersNow.org - “More”)




NowMattersNow.org WORKS

» Website visits are associated with
decreased intensity of suicidal thoughts
and negative emotions.

» This includes people who rated their
thoughts as “completely overwhelming.”

No matter the kind of emotional hell
you'télinright now, there’s a way through.

Living in a nightmare? Overwhelmed?
Barely surviving?

ices here. We're a non-profit communit




Common Concern from Clinicians

How am | going to
manage all the extra
people I’m going to
identify that are at risk
for suicide?




Common Concern from Clinicians

What would you say to other pediatricians about the ASQ suicide
screening?

Video courtesy of Anne Moss Rogers — Beacon Tree Foundation
President



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

Take Home Messages
» Universal suicide risk screening for patients in
all healthcare settings: ASK DIRECTLY
» Clinical Pathway- 3-tiered system
» Brief Screen(ASQ)
» Brief Suicide Safety Assessment (BSSA)
» Full Psychiatric/Safety Evaluation

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




Resources

» ASQ Toolkit: https://sprc.org/wp-
content/uploads/2022/12/asQToolkit_0-1.pdf

» Youth Suicide Care Pathway:
https://pcmh.org/youth-suicide-care-pathway/

» Zerosuicide.edc.org
» Nowmattersnow.org

» Safety Plan Template: https://pcmh.org/wp-
content/uploads/2024/09/UG24-Safety-Plan-
Template.pdf

» Suicideisdifferent.org
» Contact me: florenciakantt@live.com




For more information on this subject, see the following
publications:

>
>
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»  https://www.childrenshospital.org/conditions/suicide-and-teens



b6 One hundred years from now it
won't matter what kind of car |
drove, what kind of house | lived in,
how much money | had in the bank,
nor what my clothes looked like...
but the world may be a little better’’
because | was important in the life
of a child. Forest E. Witcraft wcacner scrole
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