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Learning Objectives

* Review a brief epidemiology of suicide
— Medical setting

* Discuss the development and study of a validated
suicide risk screening instrument — ASQ

* Describe how to screen patients with the ASQ
and manage patients that screen positive




Take Home Messages

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

* Clinicians require population-specific and site-specific
validated screening instruments

* 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 Lifeline and Crisis Text Line), and lethal means safety
counseling

National Institute
of Mental Health
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132 every day in the US,
including 18 youth (10-24y)

National Institute
of Mental Health CDC, 2018




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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Youth Suicide by State

e 2019 crude rates (per 100,000), 10-24y
* Lowest rates

— Massachusetts: 5.2 deaths
— New Jersey: 5.2 deaths

* Highest rates
— Alaska: 40.6 deaths
— Montana: 25.8 deaths

Legend

05.2to9.4

9.4 to10.8
m10.8to0 12.3
m1231t0154
m15.4 to 40.6

1 Suppressed Value

m) of Mental Health CDC WISQARS, 2019



Suicide Among AI/AN — All Ages
« In 2019, 8" leading cause of death for AI/AN

* 3,532 deaths in the AI/AN population
— 19% (658) deaths by suicide

* 33% (188/571) of all U.S. based AI/AN youth
deaths are by suicide

* AI/AN die by suicide at higher rates than other
racial/ethnic groups, especially true for youth

m National Inst itute CDC WISQARS, 2019
of Mental Health



Racial Disparities Among High School Students

FIGURE 2. Percentage of high school students who attempted suicide during the 12 months before the survey, by race/ethnicity — Youth Risk
Behavior Survey, United States, 2009-2019
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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




uicide in the Hospital Setting

Hospital-based suicides Sentinel

] Event
are rare and devastating T

J— Published for Joint The rats of suicide is increasing in America ! Now the 107 lsading cause of
a.n e aS a 0 - 1 \/ e Commission-accredited death,’ suicide claims more ives than traffic accidents® and more than twice
arganizations and inferested as many as homicides * At the point of care, providers often do not detect the

suicidal thoughts (also known as suicide ideation) of individuals (including
children and adolescents) who eventually die by suicide, even though most of
them receive health care services in the year prior to death,S usually for
reasons unrelated to suicide or mental health *7 Timely, supportive continuity
‘common underlying causes, of care for those identified as at risk for suicide is crucial, as well ®

and recommends steps to

reduce risk and prevent future Through this alert, The Joint Commission aims to assist all heakth care
tO I J occurrences. organizations providing both inpatient and outpatient care to better identify and
S treat individuals with suicide ideation. Clinicians in emergency, primary and
R o onin behavioral health care settings particularly have a crucial role in detecting
3 Somtinel Event Alort wiven suicide ideation and assuring appropriate evaluation. Behavioral health
designing or redesigning professionals play an additional important rols in providing evidence-based

1 4 (y f h b b M processes and consider treatment and follow-up care. For all clinicians werking with patients with
—_ O O S lta Sul C 1 e S implementing relevant suicide ideation, care transitions are very important. Many patients at risk for
O ‘suggestions contained in the suicide do not receive outpatient behavioral treatment in a timely fashion
alert or reasonable altematives. following discharge from emergency departments and inpatient psyehiatric
route this issue to seftings  The risk of suicide is three times as likely (200 percent higher) the

: : D et it vour first week after discharge from a psychiatric facility* and continues to be high
O C Cur ln nOn_ e a V lora organization. Sentinel Event especially within the first years'° and through the first four years'' after

Alert may be reproduced it discharge.

Cnm"mis:m To receive by This alert replaces two previous alerts on suicide (issues 46 and 7). The
email, or to view past is:

health s ettln S it suggested actions in this alert cover suicide ideation detection, as well as the
. - screening, risk assessment, safety, treatment, discharge, and follow-up care
g of atrisk individuals. Also ineluded are suggested actions for educating al
staff about suicide risk, keeping health care environments safe for individuals
at risk for suicide, and documenting ther care.

Some organizations are making significant progress in suicide pravention =
The "Perfect Depression Care Initiative” of the Behavioral Health Services
Division of the Henry Ford Health System achieved 10 consecutive calendar
quarters without an instance of suicide among patients participating in the
program. The U.S. Air Force's suicide prevention initiative reduced suicides by
one-third over a six-year period. Over 2 period of 12 years, Asker and Barum
Hospital near Oslo, Norway implemented continuity-of-care strategies and
achieved & 54 percent decline in suicide attmpts in a high-risk population with
a history of poor compliance with foliow-up. Additionally, the hospital's
multidisciplinary suicide prevention team accomplished an 88 percent success
rate for getting patients to the aftercare program to which they were refemed *
Dallas’ Parkland Memorial Hospital became the first U.S. hospital to
implement universal screenings to assess whether patients are at risk for
suicide. Through prefiminary screenings of 100,000 patients from its hospital
and emergency department, and of more than 50,000 outpatient clinic.
patients, the hospital has found 1.8 percent of patients there to be at high
suicide risk and up to 4.5 percent to be at moderate risk 13

r
W The Joint Commission

www jointcommission.org

o Vol ot The Joint Commission, 2016




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

of Mental Health



Collov—

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

eeeeeeeeeeeeee




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



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



NIMH TOOLKIT

q S Suicide Risk Screening Tool

(_Ask Suicide-Screening @luestions )

~— Ask the patient:

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

 Would be better off £ youwore deses - youeryourfamiy o one || Sensitivity: 96.9% (95% CI, 91.3-99.4)

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

about killing yourself? QYes QNo
q.:ay:esy::v::ertriedtoki]lyourselﬂ QYes QNo S eCiﬁCil : 87,6% (95% CI’ 84,0—90,5)
When?

Negative predictive values:

If the patient answers Yes to any of the above, ask the following acuity question: _Medical/surgical pati ents .
5. Are you having thoughts of killing yourself right now? QYes QNo 9 9 7 % (9 5 % CI 9 8 2 _ 9 9 9)
. s . .

If yes, please describe:

~ Nexisteps N -Psychiatric patients: 96.9%
If patient answers “No” to all questions 1 through 4, screening is complete (not necessary to ask question #5).

ot st At (95% CI, 89.3-99.6)

+  If patient answers “Yes” toany of questions 1 through 4, or refuses to answer, they are considered a
positive screen. Ask question #5 to assess acuity:

O “Yes™ to question #5 = acule posilive screen (imminent risk identified)
« Patient requires a STAT safety/full mental health evaluation.
Patient cannot leave until evaluated for safety.
» Keep patient in sight. Remove all dangerous objects frem room. Alert physician or dlinician
responsible for patient’s care.
O“Ne™ to question #5 = non-acule posifive screen (potentlal risk identified)
» Patient requires a bricf suicide safety i afull
is needed. Patient cannot leave until evaluated fnr salely
L = Alert physician or clinician responsible for patient’s care.

*  24/7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espafiol: 1-888-628-9454

Provide resources to all patients
®  24)7 Crisis Text Line: Text “HOME" to 741741 J

EEV T R SE TR A8 NATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) C@ NIH ) smrm)-/

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

of Mental Health




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



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 cpeat s e o . e ganias domiger 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

Specialty Clinics

Shayla Sullivant, MD, Site P1

59 (17.9%) screened positive for suicide risk 4
4/59 (9.3%) 1dentified as having current thoughts of

suicide (at time)

Clinic N = patients | Positive % Screening
enrolled screens Positive
Diabetes n=:69 n=20 29%
Mellitus
Endocrine n=123 n=27 22%
Orthopedics n =30 n=>5 16.7%
Sports Medicine n=108 n="7 6.5%

Children’s Mercy

= HOSPITAL KANSAS

Chi-square (3df) = 16.77, p=0.001

Aguinaldo et al. (2020) General Hospital Psychiatry




Primary Care Results

s - Elizabeth Wharff, PhD
O -y ., Laika Aguinaldo, PhD, LICSW
N g

* ~14% screened positive for suicide risk

* Only half had previously been asked about suicide
by an adult

* More than 95% of patients supported universal
suicide risk screening in primary care clinics

5 Boston Childrens Hospital

Aguinaldo et al. (2020) General Hospital Psychiatry



Can depression screening be
used to effectively screen for
suicide risk?




Patient Health Questionnaire -9 (PHQ-9)

NIH),

9-item depression screen assessing symptoms during the past 2 weeks
Available in the public domain and commonly used in medical settings

One “suicide-risk” question: Item #9

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

HHS Public Access

2018 American Py cal Associatio / 5
1001 7STASEL 00 hpoiidx HshO0D03S: i Author manuscript

J Clin Psychiatry. Author manuscript; available in PMC 2017 February 01

Families, Systems. & Health
2018, Val. 36, Na. 3, 251-288

Inadequacy of the PHQ-2 Depression Screener for Identifying B Foomaay . 710 21-227. dof 0 408BCP L5m097T6
Suicidal Primary Care Patients
) Risk of suicide attempt and suicide death following completion
of the Patient Health Questionnaire depression module in

Aubrey R. Dueweke, MA, Mikenna S. Marin, BA, David J. Sparkman, MA, community practice

and Ana J. Bridges, PhD
University of Arkansas Gregory E Simon, MD, MPH!, Karen J Coleman, PhD2, Rebecca C Rossom, MD2, Ame
Beck, PhD¥, Malia Oliver, BA', Eric Johnson, MS", Ursula Whiteside, PhD", Belinda

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

o 2015 The A —
Original Research Reports

Comparison of Electronic Screening for Suicidal Risk

With the Patient Health Questionnaire Item 9 and the

Columbia Suicide Severity Rating Scale in an Outpatient
Psychiatric Clinic

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

National Institute

of Mental Health Dueweke, 2018; Simon, 2016; Viguera 2015




Depression Screening vs.
Suicide Risk Screening

ASQ vs. PHQ-A




Suicide-risk positive
Total N=600 (13.5%) * SIQ > 41

: - ¢ SIQ-JR > 31
Medical/Surgical * “Yes” to any ASQ item
Inpatients

National Institute :
m) of Mental Health Horowitz et al. (2021) Journal of Adolescent Health



Total N=600 Suicide-risk positive
Medical/Surgical (N=8 1)

Inpatients

PHQ positive
(N=103)

m) Zfa ;Zlig:ﬁ:;f Horowitz et al. (2021) Journal of Adolescent Health



Total N=600 Suicide-risk positive
Medical/Surgical (N=8 1)

Inpatients

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

National Institute :
m) of Mental Health Horowitz et al. (2021) Journal of Adolescent Health



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




ASQ Toolkit

www.nimh.nih.gov/asq



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

The ASQ Toolkit

Organized by medical setting;:
+ ASQ Tool

as ASQ Toolkit Summary

(CAsk Suicide-Screening W uestions )

* Brief Suicide Safety Assessments

The ASQ toolkit is organized by the medical setting in which it will be used:

emergency department, inpatient medical/surgical unit, and outpatient primary

care and specialty clinics. All toolkit materials are available on the NIMH

° I f t° Sh t website at www.nimh.nih.gov/asq. Questions about the materials or how to
n Orma lon ee S implement suicide risk screening can be directed tfo Lisa Horowitz, PhD, MPH at

horowitzi@mail.nih.gov or Debbie Snyder, MSW at DeborahSnyder@mail.nih.gov.

. Emergency Department (ED/ER):

[ ] S t f t ff -ASQ Information Sheet*
CTIptS 1I0r Sta A Ifor

-Brief Suicide Safety Assessment Guide

-Nursing Script

-Parent/Guardian Fiyer

i Flyers fOr guardians -Patient Resource List*

-Educational Videos*

Inpatient Medical/Surgical Unit:
° P t' t 1 . t -ASQ Information Sheet*
-ASQ Tool*

a len resources 1S -Brief Suicide Safety Assessment Guide
-Nursing Script
-Parent/Guardian Flyer
° Ed * 1 * d -Patient Resource List*

ucational videos

Outpatient Primary Care/Specialty Clinics:
-ASQ Information Sheet*
-ASQ Tool*
-Brief Suicide Safety Assessment Guide
-Nursing Script
-Parent/Guardian Flyer

-Patient Resource List*
-Educational Videos*

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

-ASQ Information Sheet

-ASQ Tool

-ASQ in other languages

-Patient Resource List

-Educational Videos

EURIMEEL R LU  NATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) ot [ seovaesr )

National nstitute ASQ Toolkit: www.nimh.nih.gov/ASQ
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SUICIDE RISK SCREENING PATHWAY @RGSR A S e 2
& SPECIALITY CLINICS

Fresentafion to Outpatient
Frimary Care & Specidlity Clinics

Medically able to answer —_‘_H—ﬂ NO

Screen dl paBenks ages 10 ‘
above who meet any of the
screening crllera.” [ Screen af ]
next visit
*SCREENING CRITERIA ™ L Administer A3G (ideally separate from parents) J
1. New patient

2 Exkefing patient wha has not
been screened within the
past 30 days

3. Patient hod a poskive sulcide
Tisk screen the iast tme they

were screened
4 Clirical judgement dichates
screening

1fscle YES fo Q4 (past behaviorh,
response may be adjusied:
1. Comider haw long aga the NO

ofempl was and hos the palent

f;::.:f_z‘:';,?:‘;';;;:,,tt Mon-acute Posifive Screen; Conduct Brief Suicide saofely Assessment (BSSA) J

YES on ai sfion 1-4
Mlﬂﬁ"ﬂr“

NEGATIVE SCREEN
o answer? NO—U-‘ Exit Pathway )
e —

cumentlyT Detailed instructions about the B33A can be found o i nihgov/ASE
W pafient was pesitive on paior
screening, consider adding ~since +
bast visit, harve you fried fo il

selT

M

BSSA outcome|three possi

¥

LOW RISK [ IMMINENT RISK ]
. FURTHER EVALUATION NEEDED -
I Mo further svahation Mertal hegith referal needed az son ‘“"""'""“:_‘:‘,,;’m,'_";’.ﬁ"’"‘"‘d "”’d“
Make o sofety plon INITIATE SAFETY FRECAUTIONS!
with the Pﬂ'm" and rrainemia Unfil able %o obtain full
mental health evahation
SRR
=l e i
[ e ey ISAFETY PRECAUTION
L J
NO YES keep patient under drect
¥ 'Y ‘ abservation, remave
dangerous fems. peovide
[r—— REFERRAL k_ sateby sducation, etc.
nesded Further heath Schadule o follo: -
t atthis fine ) fol ool with patiant Wi 72 hacrs for
- R M sasty  Check ang o sermine
: wh ot they were able
""'MWH o nbkin a el hecth appstdment T
b 4 Send o emergency
department for full mental
health/sakety evaluation

~—

Create safety plan for polenficl future suicidal hought, including identying penonal warming sigrs, coping shategier, socidl confach for )
spper, and Emeency cortact:. Defaled ictucion: abouf atety planring can be fourd of

| SAFETY PLANNING

Discusz lefhal me ans safe sforoge andor removal with both parert/guardion and chid fe.g. ropes, pilk, freams, beft, krives]
Provide Bescurces: 24/7 Mational Suicide Prevention Lifeine

—

1- B00-273TALK [3235), En Spanok 1-535-£23-9454, 24/7 Criiz Tt Line: Tt “START” o 741741 ]

L more ocute, contact o evaluate uj
pesitive for a folow-up viitin d das h ard detarmire F a mertd hacléh fon has Semn made.
i shaid inchde i revimairg ee o sofety pian, and G fin mertal hecith ciric

s V- 10/9/2020

Natonal nete www.nimh.nih.gov/asq
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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



Brief Suicide Safety Assessment

ASQ BSSA C-SSRS

NIMH TOOLKI EMERGENCY DEPARTMENT
SUICIDAL IDEATION
Brief Suicide Safet Assessmen Ask questions 1.and 2. f both are negative. proceed 1o “Suicidal Behavior ” section. If the answer io question 2 s “yes".
q gative. p q .
askquestions 3, 4 and 5. If the answer to question I and/or 2 is “ves", complete “Intensity of Ideation " section below Singe Lt
(CAsk Bulclde-Screening Wl uestions
1. Wish to be Dead
What fo do when a pedi mnc pullem e et e e on ey |5 e : :::‘Lu?" . wihto b ded o ot live sy not wake up Ve No
) e you thowgh abou being dead ov what it would b lke o
screens positive for si « Frampls e CaParing SHpICn Have yots wished you were dend or wished you could 3o io slecp and never wake up? oo
Do you wish you weren * live anymore?”
i i . 1 s 3 patient and
Praise patient frdcuiherioughts Interview parent/guaidin 1y, descre
_ - together
“IFm here to follew up an your responses to the suicide risk.
screening questions. These are hard things to talk sbout. ((orputientia« 2, ssk patent's parmssion for parent s e e g o et e s Wt i, -t hnghtohn g me ) ikt g veys o Ve N
ank you for telling us. | need to ask you a few 2 - " e assessment period. -
Say o e pr: “Whw sekhgndth L o0 o
I possts sient sos I rave som out hisher " [SUICIDAL BEHAVIOR —
Assess the pu‘rleni e T w.,.w,w.md,,m;,.; o Hen youhed any thonghs ob apes -

Review patient's resp

nkent). A5k {he DOHEnt “Have you sver tried to hurt yourself - Hhave you ever
tried o ki y yes, askc “How? iy

0 Emergency psychiatric evalugtion:

I 1 o » R (! intent |
Iethaiky of mathod) Ask: “3id you recelve medicallpsychistric reatmentt*

Symptoms

makes (£ hard ta 40 the things you would ks t2 dar*

(cument sucldal thoughts). Urgent/STAT
page psychiatry; keep patint safe in D

O Futher evaluation of fisk is necessary:
hisatety

MATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) -@ m’”"‘“’ )/

[Actual Attempt:
1 ol el s s o i et o e 2 i o b v g f s o sl

1yes, describe

[INTENSITY OF 1D,
hr!ﬂuu i1

owike o ge your perspaciive™ e e et Pl [
Frequency of suicidal 'hougm 5 eie S ST e |e o
p = “Your child sald {reference pasitive: 3. Active Suici
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Brief Suicide Safety Assessment
Outpatient BSSA

NIMH TOOLKIT: OUTPATIENT NIMH TOOLKIT: OUTPATIENT

q S Brief Suicide Safety Assessme a s Brief Suicide Safety Assessmen

((Ask Suicide-Screening @ uestions ) (Ask Suicide-Screening @R uestions )

What to do when a pediatric pafient s after s patiem (10 24 year)sereens poiive forsuciae ok an e 50
- PAs

- Assessment guide for mental health Ginicians, MDs, HPs.

screens posifive for suicide risk:  Frampr e aerernine akposiion 9 Interview patient & parent/guardian together

Prai ti t C If patient is = 18 years, ask patient's permission for parent/guardian to | B
for discussing their thoughts - -
raise pq ien Say to the parent “after speaking with your child, | have some *  “Have you noticed changes in your child's:
“Pm here to follow up on your responses to the suicide risk screening questions. These are hard things - s this o Sleeping patterm?”
to talk about. Thank you for telling us. I need to ask you a few more questions.” mnbaadwfﬁmkmwmmkabout e o row ke 1o et your pattem?

perspective.” o Appetite:””

Assess the pﬂﬁen" i possitl i iderati i . "vnur:h1d5=nd ncepnsmv!respnns!snnt}\aasq]

(refere
Review pafient’s responses from fhe as@ something he/she shared with you

“Does your child use drugs or alcohol?””

#4433 amyone in your familylclose friend networl: ever

. “Dnasynur child have a history of suicidal thoughes or behavior tried to kill themselves?'"
( Frequency of suicidal thoughts ] ( Symptoms Ask the patient about: that you're aware of?”' If yes, say: “Please explain.”” = “How are potentially dangerous items stored in your
+  “Doesyour child seem: heme?” (e.g. guns, medications, poisons, etc.)
Determine i and how often the patient is having suicidal Depression: “In the past few weeks, have you falt so sad or o sad or depressed?” *  “Does your child have a trusted adult they can talk to2"
thoughts. depressed tha t makes It ard o dothe things you would ke to R (Normalize that youth are often more comfortable
Ask the patient past few weeks, have you o ? talking to adults who are not their parents)
been bbwkmg about H\mg vnursa\F’” 1 yes, ask: “How Anxiety: “inthe p  have you f o Impuliver *  “Areyou comfortable keeping your child safe at home!"
(once or twice 3 day, several times a day, 3 itmakes it hard to do the things you would H:e todo nrthalynu o Hopeless?"
week, etc.) feel :nnslam]y agitatedjon-edger” o
had thsga thoughts?” © Reckless?
“Do you often act without . that usually bring Al the end of the inferview, ask he parent/guardian:
“Are you having thaughts of kiling yourself right thinking?" & o ? “Is there anything you would like te tell mein private?””
new?™ (IF“ patient requires an urgent| STAT » © Withdrawn from friends or to be keeping to him/herself>”
mental health evaluation and cannot be left alone. 'In the pa: J hopeless,

A positive response indicates imminent risk.) ke things would never get better?”

Anhedonia; “In the past few weeks, have you felt W'ke you

) Make a sqfefy plun with the pqhenf (Include the parent/guardian, i possible.)
Create

coulén't enjoy the things that usually make you happ:
i Asafety planis than making a “safety contract’;
( Suicide plan ] Isolation: “Have you been keeping to yaum\fmm than usual?” asking the piusvnttn contract for safety is NOT effective and may be dangerous or give  false sense of security.
Assess f the patient has a suicide plan, regardless ImabAity: +in the past few weeks, have you been fesiing more Say to patient: “Our frst priorityis keeping you  Discuss means reskriction Ask safety question: “o you
Ceck st rotuod e accems to e rtable or grouchier than u=ua safa. Lat's work together to develop a safety plan  (securing or removing lethal think youneed help to keep yoursett
) Substance and alcohol use: “In the past few weeks, have you for when you are having thoughts of suicide.” means): “Research has shown that  safe2” (A “no’ response does not

Ask the patient: “Do you have a plan to kil used drugs or alcohol?” If yes, ask: “What? How much?” mples: #1 will tell my mm,mcwm‘w o limiting access to dangerous objects  indicate that the patient is safe; but a
yourself! 1 yes, asks “wWhat is your plan'' I no plan, b i saveslives. How will yousecureor  “yes”is areason to act immediately to
‘2sk: “If you were going to kill yourself, how would you Sleep pafem: “in the past few weeks, have you had trouble I W'“ call the hotline." !l will call ot e
et falling asleep or found yourself waking up in the middle of the Discuss coping strategies to manags stress Trame (e, mediiation ropan,

night or earlier than usual in the moming2" (such as journal writing, distraction, exercise, ete )

Note: If the patient has a very detailed plan, this » i
is more conterming than f they haven't thought & Appetite: “In the past few weeks, have you noticed changes in

through i great deail he plan s feasble (e your appetite? Have you been less hungry or more hungry than

L i, wna” G) Determine dlsposmon

self-soothing techniques).

this is 2 reason for greater concern and removing or Other concerns: “Recently, have there been any concerning , " .
::_n;.nng dangerous items (medications, guns, ropes, changes in how you are thinking or feeling?"” ?V',":;f,"ﬂ"‘a”,::;f::‘ﬁa‘,mm ent, choozs the !d‘mm? plan. if possible,
: a psychialiic i imminent risk for suicid suicidal thoughts). Send to emergency

( Social Support & Stressors fun ith a patient” it mroder

Past behavior ] (For all questions below, f patient amswers yes, sk therm ta deseroe] alternative safety plan for imminent rsk i established).
Q Further evalugfion of risk is necessary: Review the safety plan and send home with a mental health referral as soon as patient can get
v and history of suicid: SUppoIt network: “Is there  trusted sdult you can talk to? Who? an appointment (praferably within 72 hours).
(medmd, estimated. date, intent). Have you ever seen a therapist/counselor” If yes, ask: “When2"" Q Patient might benefit from non-urgent mental health follow-up: Review pl send home with
conflicts at referral.

Ask the patient: “Have you ever tried to hurt yourself2”

“Have you ever tried to kill yourself2”" hard ta handie?” 3 No furiher infervention is necessary at this fime.

tion? When? Why2" . u — - - - N
1f yes, ask: “How? When? Why2" and assess intent: “Did School lunciioning: “Do you ever feel 5o much pressure =t (“For all posifive screens, follow up with patient at next appointment. )
you think [methad] would kill your” “Did you wan to die?” school ) that you can't take t anymore? \ /
(fr youth incent s s mportant aslethality of method) e you being bullied or picked o
Asks “Did you recaive medicallpsychiatric treatment?” Bullying: "Are you being bullied or picked on?

Provide resources to all patients
*  24/7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espafiol: 1-888-628-9454
: Text “HOME" to 741-741

Suicide confagion: “Do you knew anyene whe has killed
Note: Past suicidal behavior is the strongest themselves or tried to kill thamsalvast
visk factor for future attemps.

Reasons for living: “What are some of the reasons you
would NOT kill yourself""
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What is the purpose of the BSSA?

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

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

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
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Lethal Means Safety
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A Word about Fostering Resilience




Resilience is not the absence of struggle...
It’s messy.

m)mﬁma, ...  Doesnotmean immediately being okay.

of Mental Health



How do we teach young people to
handle the ups and downs of life?




=

3RD EDITION

BUILDING
RESILIENCE

IN-CHIL:DREN
AND TEENS
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KENNETH R. GINSBURG, MD, MS Ep, FA.hP‘
WITH MARTHA M. JABLOW

American Academy of Pediatrics "’k
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Seven C’s of Resilience

of Mot Heafth Ginsburg & Jablow, 2015

(1) Competence
(2) Confidence
(3) Connection
(4) Character
(5) Contribution
(6) Coping

(7) Control




Turning research into practice




ASQ Worldwide
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Summary

NIH),

Medical setting is important venue to identify
individuals at risk for suicide — ask directly

Screening can take 20 seconds

Requires practice guidelines for managing positive
screens
— Clinical Pathway- 3-tiered system

* Brief screen (20 seconds)
*  BSSA (~10 minutes)

* Full mental health/safety evaluation (30 minutes)

Fostering resilience is critical and may be protective
against suicide risk

Counsel families on how to safely store or remove lethal
means (firearms, pills, knives, ropes)

National Institute
of Mental Health




A patient example

NIMH TOOLKIT

q s icide Risk Screening Tool

(Ask Suicide-Screening @ uestions )

— Ask the patient:

1. In the past few weeks, have you wished you were dead? rXYes QNo
° : 2. In the past few weeks, have you felt that you or your family
y. O . I I I a e pre s en lng would be better off if you were dead? rX\’es, QNo

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

With fati gue about killing yourself? Xves ONo

4. Have you ever tried to kill yourself? QYes ¥ino

If yes, how?

 Nurse intuition — e
S Omething not right 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? Kves QNo

If yes, please describe:

Next steps:

. .
«  If patient answers “No” to all questions 1 through 4, screening is complete (not necessary to ask question #5).
[ ] [ I I 1 l l 1 S ere No intervention is necessary (*Note: Clinical judgment can always averride a negative screen).
+  If patientanswers “Yes” toany of questions 1 through 4, or refuses to answer, they are considereda
posifive screen. Ask question #5 to assess acuity:
[ “Yes" to question#5 = acute posilive screen (imminent risk identified)
+ 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 dlinician
responsible for patient’s care.
O “No" to question #5 = non-acule positive screen (potential risk identrfied)
s a brief suicide safety assessment to determine if a full mental health evaluation
is needed. Patient cannot leave until evaluated for safety.
+ Alert physician or dlinician responsible for patient's care.

Provide resources to all patients

»  24/7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espafiol: 1-888-628-9454
* 247 Crisis Text Line: Text “HOME" to 741741

National Institute
of Mental Health




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

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.
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Any Questions?

Just CISQ!

horowitzl(@mail.nih.gov
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