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Technical Tips
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Audio is broadcast through 
computer speakers

Download resources in the File 
Share pod (above the slides)

If you experience audio issues, 
dial (866) 835-7973 and mute 
computer speakers

Use the Q & A (bottom left) to 
ask questions at any time

You are muted This session is being recorded
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• Universal suicide risk screening for all patients in medical 

settings:

• 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 means restriction education

Take Home Messages

Ask directly
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129 every day in the US, 

including 25 youth (10-24y)

CDC, 2017



• Suicidality - Any thoughts or actions related to volitionally ending 
one’s own life 

– The whole continuum

• Manifestations along the continuum are linked 

– e.g., passive thoughts about wanting to be dead; suicide attempts 
with intent to die

• Significant marker of emotional distress 

Tishler, 2007; Posner, 2007 

Defining terms



Completed Suicide Worldwide

• 800,000+ deaths from suicide annually, 

worldwide

• 2nd leading cause of death for young 

people

• In 2008, global toll from suicide 

exceeded the number of estimated deaths 

by homicide (535,000) and war 

(182,000) combined

WHO, 2014; CDC WISQARS, 2016; Varnik, 2012
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• 2nd leading cause of death for youth aged 10-24y

• 26,799 deaths in 2017 - 6,769 (25%) deaths by suicide

CDC WISQARS, 2017; Slide courtesy of Jeff Bridge, PhD
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Youth Suicide by State

• 2017 crude rates (per 100,000), 10-24y

• Highest rates

– Alaska: 31.1 deaths

– Montana: 23.5 deaths

• Lowest rates

– New Jersey: 6.3 deaths 

– New York: 8.5 deaths

CDC WISQARS, 2017



Youth Suicidal Behavior

• ~ 2 million adolescents attempt suicide annually

– 7.4% of high school students in the US attempted suicide one or more 

times in the past year (Range: 5.4 – 16.8)

• 3% made an attempt resulting in medical treatment (1.9 – 7.6)

CDC 2016; Youth Risk Behavior Surveillance, 2017



Youth Suicidal Ideation

• Youth

– 17.3% of high school students reported “seriously considered 

attempting suicide” in the last year
• Range: 11.9 – 22.31

– 13.6% of high school students made a suicide plan in the past year
• Range: 9.7 – 17.1 

SAMHSA 2016; Youth Risk Behavior Surveillance, 2017



Younger Children and Suicidality
• Children under 12 yrs plan, attempt and die by suicide

– 2nd leading cause of death for 10-14-year-olds 

– 10th leading cause of death for children ages 5-11 years

• Suicide Risk in the Emergency Department

– 29.1% of preteens (10-12) screened positive for suicide risk, 17% of which 

reported a past suicide attempt (Lanzillo et al., 2019)

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

al., 2019)

• Bridge et al., 2015:

– 1993-2012: suicide rate stable for children <12

– Significant racial disparity

↑ rate for black children           

↓ rate for white children 

– 29% disclosed suicidal thoughts to an adult (Sheftall et al. 2016)
CDC WISQARS, 2017



Characteristics of 

Suicide Attempters and Ideators

• 69% of attempters ages 13-34 did not tell anyone about attempt

– The majority of attempts are unknown to parents

• 48% of adolescent attempters report 19 or less minutes between deciding to kill 

themselves and attempting

Simon 2001; Negron et al. 1997 



High Risk Factors
• Previous attempt

• Mental illness 

• Symptoms of depression, anxiety, agitation, impulsivity

• Exposure to suicide of a relative, friend or peer

• Physical/sexual abuse history

• Drug or alcohol abuse

• Lack of mental health treatment

• Suicide ideation

• Over age 60 and male

• Between the ages of 15 and 24

• LGBTQ

• Neurodevelopmental disorders

• Isolation

• Hopelessness

• Medical illness



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



Can we save lives by screening for suicide risk 

in the medical setting?



The Joint Commission, 2010, 2011, 2016



Underdetection
• Majority of those who die by suicide have contact with a medical 

professional within 3 months of killing themselves

– ~80% of adolescents visited healthcare provider within the year prior to 

death by suicide

– 49% of youth had been to an ED within 1 year

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

prior

– Frequently present with somatic complaints

Ahmedani, 2014; Rhodes, 2013; Blum, 1996 



What are valid questions that 

nurses/physicians can use to screen 

pediatric medical patients for suicide 

risk in the medical setting?



Screening vs. Assessment:

What’s the difference?

• Suicide Risk Screening

– Identify individuals at risk for suicide

– Oral, paper/pencil, computer 

• Suicide Risk Assessment

– Comprehensive evaluation

– Confirms risk

– Estimates imminent risk of danger to patient

– Guides next steps



• 3 pediatric EDs

– Boston Children’s Hospital, Boston, MA

– Children’s National Medical Center, Washington, D.C.

– Nationwide Children’s Hospital, Columbus, OH

• September 2008 to January 2011

• 524 pediatric ED patients

– 344 medical/surgical, 180 psychiatric

– 57% female, 50% white, 53% privately insured

– 10 to 21 years (mean=15.2 years; SD = 2.6y)

Ask Suicide-Screening Questions (ASQ)

Horowitz et al. (2012) Arch Pediatr Adolsc Med



Sensitivity: 96.9% (95% CI, 91.3-99.4)

Specificity: 87.6% (95% CI, 84.0-90.5)

Negative predictive values: 

-Medical/surgical patients: 99.7% 

(95% CI, 98.2-99.9)

-Psychiatric patients: 96.9% (95% 

CI, 89.3-99.6)

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



• 98/524 (18.7%) screened positive for suicide risk

– 14/344 (4%) medical/surgical chief complaints

– 84/180 (47%) psychiatric chief complaints

• Feasible

– Less than 1 minute to administer

– Non-disruptive to workflow

• Acceptable

– Parents/guardians gave permission for screening

– Over 95% of patients were in favor of screening

• ASQ is now available in the public domain

Results



• Inpatient medical/surgical unit

• Outpatient primary care/specialty clinics 

• Schools

• Child abuse clinics

• Detention Facilities 

• Indian Health Service (IHS)

• ASD/NDD/ID Population 

Foreign languages
– Spanish Hebrew

– Italian Vietnamese

– French Mandarin

– Portuguese Korean

– Dutch Japanese

– Arabic Russian

– Somali Tagalog

– Hindi Urdu

Validation and Implementations in Other Settings: 

Ongoing Research

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

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


Can depression screening be used to 

effectively screen for suicide risk?



Patient Health Questionnaire for 

Adolescents (PHQ-A)
• 9-item depression screen assessing symptoms during the past 2 weeks

• Available in the public domain

• Commonly used in medical settings

• One suicide-risk question, Item #9:“Thoughts that you would be better off dead or of 

hurting yourself in some way”

Dueweke, 2018; Simon, 2016; Viguera 2015



PHQ-9 vs. ASQ

Depression Screening vs. 

Suicide Risk Screening



58

3689

Suicide-risk positive 

(15%)

PHQ-A positive 

(23%; score ≥ 10)

Item #9 endorsed 

(9%) 

• SIQ ≥ 41

• SIQ-JR ≥ 31

• “Yes” to any ASQ item
Total 

N=400

Lanzillo et al., 2017, Poster presented at The American Academy of Child & Adolescent Psychiatry 64th Annual Meeting



37

Suicide-risk positive 

(N=58)

PHQ positive 

(N=75)
Item #9 endorsed 

36

22

39

N=400

Lanzillo et al., 2017, Poster presented at The American Academy of Child & Adolescent Psychiatry 64th Annual Meeting
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Primary Care Providers Role & Barriers

• De-facto principal mental healthcare provider 

– Over 70% of youth have contact with a primary care pediatrician once per year

• Barriers for detecting risk in medical settings:
– Time & resources

– Difficulty of interpretation of suicidal ideation or behavior

– Stigma

– Asking ineffectively

– Discomfort

Williams et al., 2009



Screening in pediatric outpatient primary 

care & specialty clinics



Shayla Sullivant, MD, Site PI
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Turning research into practice

“How can we 

implement suicide 

screening in our 

pediatric practice?” 

-Dr. A



Common concern:

Can asking kids questions about suicidal 

thoughts put ‘ideas’ into their heads? 

suicide

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



Iatrogenic Risk?

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

2017

2012

2011



ASQ Toolkit

www.nimh.nih.gov/asq

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




Alert the parents





Script for Nurses - Youth



What happens when a 

patient screens positive?



What is Considered a Positive Screen?

• Two ways to screen positive:

• Non-Acute: answers “yes” to any of questions #1-4 or refuses to answer

• Provider conducts a brief suicide safety assessment (BSSA) to determine if more extensive 

psychiatric evaluation is necessary

• Patient may not leave until BSSA is completed

• Acute: answers “yes” to #5: “Are you having thoughts of killing yourself right 

now?”

• Very rare for non-behavioral health patients

• Patient should not be left alone

• Place on safety precautions



Brief Suicide Safety Assessment
C-SSRSASQ BSSA



What is the purpose of the BSSA?

• To help clinician make “next step” decision 

• 4 Disposition Choices on ASQ BSSA

• Imminent Risk

• Emergency psychiatric evaluation: Patient is at imminent risk for suicide (current suicidal 

thoughts “right now”). Initiate suicide safety precautions and request emergency mental 

health evaluation

• High Risk 

• Further evaluation of risk is necessary

• Patient will require a further mental health evaluation from a mental health clinician before 

discharge

• Low Risk 

• Not the “business of the day”

• Patient might benefit from non-urgent mental health follow-up: Review the safety plan 

and send home with a mental health referral.

OR

• No further intervention is necessary at this time. 



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



Brief Suicide Safety Assessments
• BSSA and Worksheets available for Youth and Adults

• Emergency Departments

• Inpatient Medical/Surgical Unit setting

• Outpatient settings



Resources for Patients at Risk



• Parkland Health and Hospital Systems

– Implemented house-wide (ED, inpatient medical/surgical, outpatient); 

screened over 2 million patients

– 2 years of data collected by Dr. Kim Roaten

Implementation Example

*Preliminary unpublished data, please do not disseminate



• Involve physician and nursing leadership from the start 

• Requires clinician champions 

• Train the nurses/medical assistants

– Screening must be systematic

– Ask the questions verbatim

– Politely tell the parents to leave the room for 2 minutes

– Make the screener forced questions in the EHR if possible

• Train the social workers, MDs, NPs, PAs or any other staff conducting the 
BSSA

• Positive screen rates are manageable

• Majority of parents/guardians ok with leaving the room

• Non-disruptive to workflow

• 1 extra patient to refer to mental health resources per week

Lessons Learned



Summary

• Medical setting is important venue to identify individuals at risk for suicide

• Clinicians require population-specific and site-specific validated screening 

instruments 

• 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)

• Safety planning and safe storage/means restriction for all patients



A patient example

• 18 y.o. male presenting with 

fatigue

• Nurse intuition – something not 

right

• Administered ASQ
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Any Questions?

Just           !

horowitzl@mail.nih.gov

mailto:horowitzl@mail.nih.gov
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• Highlight the school setting as a site for 

youth suicide prevention

• Discuss the Signs of Suicide Program as 

implemented in central Ohio

Objectives



State-Level Mortality Rates for MVT Injury and 

Suicide in U.S. Youth Aged 10-24 Years
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*Each line represents one state. Between 1999-2001 and 2013-2015, motor vehicle traffic 

injury death rates decreased significantly in 49 states (all Ps <.05) and were unchanged in 1 

state. Suicide rates increased significantly in 27 states and were unchanged in 23 states. 



Reduction in Youth MVT Deaths: Contributing 

Factors

• General contributors

– Speed limits, Drinking/Texting & Driving Laws

• Graduated Driver Licensing (GDL)

– 3 Stages

• Learners Permit

• Intermediate (“Provisional”) License

– Limits on nighttime driving, driving with teen passengers

• Unrestricted

• All 50 states and D.C. have implemented 

all or some of the GDL components



The American Foundation 

for Suicide Prevention 

Launches Project 2025

Source: http://afsp.org/american-foundation-suicide-prevention-launches-project-2025/; 

http://actionallianceforsuicideprevention.org/about-us

The National Action Alliance 

for Suicide Prevention 

Adopts the Same Timeline 



Identifying 2,500 Youth Suicide 

Decedents in the United States

Juvenile

Justice 

Involvement

~125

Data source: Action Alliance Research Prioritization Report, page 80, 2014; data sources for estimates provided on page 81
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Opportunities to Reduce Suicide and Suicide 

Attempts in Young People and Adults

Action Alliance, 2014



Step 1: Identify Large Subgroups at Elevated 

Risk in “Boundaried” Systems: High Schools

16.3 million youths will attend grades 9-12

(15.1 million public, 1.2 private) in 2017

4.8 million with symptoms

of depression

2.8 million with 

suicidal thoughts

Data source: WISQARS Non-fatal Injury Report , 2014, http://webappa.cdc.gov/sasweb/ncipc/nfirates2001.html 

1.3 million will 

make a suicide attempt
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Why Suicide Prevention in Schools?

• Universal prevention

• Almost all children go to school

• All students benefit and play a role

• Depression/suicidal thinking impacts academics

• Staff can identify what “typical behavior” 

• Can use that to identify major changes

• Trusted adults make talking about depression or 

suicide less scary

• Modify culture and enhance “connectedness”
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Suicide Prevention Programs should: 

• Decrease student risk by increasing knowledge 

about depression and suicide warning signs

• Reduce stigma: mental illness, like physical 

illness, requires timely treatment 

• Encourage help-seeking for oneself or to obtain 

support for a friend 

• Engage parents and school staff as partners in 

prevention through education 



School Concerns about Adopting Suicide 
Prevention

Concern

Talking about suicide
increases risk

I am here to teach

It takes too much time 

We don’t have those problems

We don’t have MH services 
available

But…

Suicide prevention actually 
decreases risk

Depression impacts learning and 
memory

Weeks of learning time can be 
lost post-suicide

No school or family is immune

Suicide not going away

Creative problem-solving
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Signs of Suicide (SOS) 

• Train all adults to identify depression symptoms 

and warning signs for suicide

• Teach action steps to students and adults when 

encountering suicidal behavior

• Increase student awareness and help-seeking 

Acronym (ACT)

•Acknowledge

•Care - show that you care

•Tell a trusted adult
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Warning Signs

• Most people who attempt suicide give warning 
signs of suicide

• Wanting to be alone all of the time

• ↓ interest in usual activities 

• Giving away important belongings

• Risky or reckless behavior

• Self-injury

• Increase in energy following a period 

of depression

75
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Warning signs

• Seek immediate help when a student:

• Threatens to attempt suicide or 

injures him or herself intentionally

• Obtains a weapon or seeks the 

means to kill him or herself

• Talks or writes about wanting to 

end his or her life in school or 

social media

76
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Triggering Events

•No single event causes suicidal thought or attempts

Examples: 

• breakup 

• bullying

• school problems or perceived failure

• sudden death of a loved one 

• suicide of a friend or relative

• family stressors like divorce, jail, instability
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Evaluation of the SOS Program

• Only universal school-based suicide prevention program for 
which a reduction in self-reported suicide attempts has been 
documented 

• In 3 separate randomized controlled studies, SOS Program has 
shown a reduction in self-reported suicide attempts by 40%-64%.

• A recent replication study published in the Prevention Science 
Journal (2016) found SOS to be associated with:

▫ greater knowledge and more adaptive attitudes about depression and 
suicide

▫ 64% fewer suicide attempts among intervention youths relative to 
untreated controls

▫ decrease in suicide planning for “high risk participants” (those who 

reported a lifetime history of suicide attempt) (Schilling et al., 2016)
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SOS Program Components

Universal education:
• video & guided discussion

Screening: depression & 
warning signs of suicide
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SOS implementation / evaluation timeline
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Triage Assessment

• 5-7 minute assessment by school staff
• Need for triage indicated by BSAD Screener or 

Student Response Card

• Questions probe:
• Concern for a friend

• Current or past suicidal thoughts

• Past suicide attempt

• Current counselor for presenting issues

• Level of distress
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Risk Assessment

If triage assessment reveals current or recent suicidal 

ideation and/or attempt in past year:

• Administer a validated suicide risk assessment tool 
• Columbia Suicide Severity Rating Scale (C-SSRS)

• Safety Plan
• Whether a student can readily complete this provides valuable 

assessment information and reduces risk

• Determine disposition
• Outpatient counseling

• Outpatient crisis or emergency department
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Advantages of SOS

• Implemented by school staff

• Engages existing supports including school staff, 

parents, peers, community

• Incorporates many best practice elements

• Increases dialogue around mental health

• Reduces stigma

• Sustainable
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Center for Suicide Prevention and 

Research (CSPR)

• Joint prevention and research focus combining 

efforts of NCH Behavioral Health and the 

Research Institute

• Implementation of SOS Signs of Suicide 

prevention program in central/southeastern Ohio 

schools at no cost:

o Train youth, caregivers, and school staff to 
increase depression and suicide awareness

o Teach adults and youth how to identify, support, 
and respond to individuals at risk for suicide  



………………..……………………………………………………………………………………………………………………………………..

Expansion of Hospital-School 

Partnerships

•CSPR version of SOS disseminated across Ohio 

– Over 3000 school staff trained across 10 counties

– School-based therapists, nurses, athletic trainers

– Over 200 Columbus City School Counselors & SWs

– Dozens of community partners who serve youth

•Training elements and clinical support processes

– Increase clarity of SOS

– "Sustainable fidelity”
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NCH SOS Gatekeeper Training 

Outcomes

• SOS Gatekeeper staff training pre/post 

survey assesses changes in:

• Staff knowledge about suicide

• Staff awareness of school resources

• Staff confidence in addressing student needs



………………..……………………………………………………………………………………………………………………………………..

NCH Signs of Suicide Implementation

•34,005 students, 1571 classrooms, 122 

schools 

6,515 Yes 
Response 

Cards

3,847 
Depression-

Suicide 
Screens

8,612 Triage 
Assessments

1,145 Risk 
Assessments

198 
Crisis 

Referrals

(Nov. 2015 through March 2019)
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Lessons Learned

• Staff buy-in is imperative  assess needs first
• Strong administrator support enables success

• Talking about suicide can be anxiety provoking
• Increase staff training & exposure to material

• Don’t rush implementation
• Make sure all roles and expectations established

• Start suicide prevention by middle school
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• Creative problem-solving
• Student follow-up is not limited to counselors
• Engage local MH agencies, county boards, 

community & faith-based partners, and hospitals

• Never underestimate the power of caring & 

passionate school staff
• Stars rise at every implementation at every school

• Consider the big picture
• Sustainability conversations from the beginning

Working with Limited Resources
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Impact of SOS Program on schools

“SOS helped us uncover issues with kids that we 

never suspected were considering suicide. 

Students came forward concerned about friends; 

others felt free to share their feelings and ask for 

help. Some parents had no idea their kids were 

entertaining dangerous thoughts and thanked us 

for having SOS. All in all, it was the most 

important activity we did all year.” 
- Middle School Guidance Counselor



CSPR Research Team

• Kendra Heck, MPH

• Arielle Sheftall, PhD

• Sandy McBee-Strayer, PhD

• Jacki Tissue, LPCC

• Donna Ruch, PhD

• Paige Schlagbaum

• Monae James

• Emory Bergdoll

• Connor Bauer

CSPR Suicide Prevention Team

• John Ackerman, PhD

• Elizabeth Cannon, LPCC

• Laurel Biever, MEd, LPC

• Melanie Fluellen, LPCC

• Amberle Prater, LISW

• Elena Camacho, LISW

Thank you!

Partners

• NCH School-based Team

• Columbus City Schools

• Syntero

• Screening for Mental Health
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Questions?

The Center for Suicide Prevention and 

Research

http://www.nationwidechildrens.org/suicide-prevention

Phone: 614-355-0850

Email: suicideprevention@nationwidechildrens.org
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http://www.nationwidechildrens.org/suicide-prevention
mailto:suicideprevention@nationwidechildrens.org


Questions?
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Please enter your questions in the Q & A pod



Thank you!
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Visit our website:

www.ChildrensSafetyNetwork.org

Please fill out our evaluation: https://www.surveymonkey.com/r/HPGXXWG

http://www.childrenssafetynetwork.org/
https://www.surveymonkey.com/r/HPGXXWG

