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Take Home Messages

* Youth suicide is a major public health problem; the
medical setting can be leveraged for suicide
prevention

 Identifying suicide risk early can mitigate long-term
consequences

* Research has been translated into practice
successfully, making universal suicide risk screening
feasible

— Ask directly
— Clinical Pathways

National Institute
of Mental Health




Youth Suicide in the U.S.

3"dJeading cause of death for youth aged 10-24y

39,229 total youth deaths in 2020, 6,643 (17%) deaths
by suicide
Suicide Deathsamong U.S. Youth Ages 10-24y
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Suicide Rates Among Females by Age Group —

Rate per 100,000

United States, 1999 and 2017
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Slide courtesy of Dr. Deborah Stone, CDC



Suicide Rates by Ethnicity and Age Group -

United States, 2013-2017
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"...lack of research on both risk and
protective factors associated with suicidal

thoughts and attempts in this population.”

Slide courtesy of Dr. Tami Benton



Suicide Risk Screening for
Underserved Populations

« Many underserved populations at higher risk for
suicide are understudied by research
 Black, Indigenous, and people of color (BIPOC)
 LGBTQ+ individuals
 Individuals with ASD or NDD
« Child Welfare System
 Juvenile detention centers
* Rural areas

 Screening can help identify underserved individuals at
risk for suicide and link them to care




COVID-19 Pandemic Seems to Have
Exacerbated This Crisis

* Increase in youth suicidal ideation and attempts

* Increase in Emergency Department visits for pediatric

mental health emergencies
* During February-March 2021, when compared to the same
time period in 2019, there was a 39% increase in ED visits for
suspected suicide attempts among youth aged 12-17 years
» The increase for females aged 12-17 years was 51%
« The increase for males aged 12-17 years was 4%

m”a‘“’”a' nstitute Hill etal., 2021; Leeb et al., 2020; Siliman-Cohen et al., 2020

of Mental Health



Process for Developing the
Blueprint for Youth Suicide Prevention

* Youth Suicide Prevention Summit
Feb — June, 2021

WWW.aap.org/suicideprevention
« Convened key partners:
 Clinicians, Public Health Officials

 Schools, Community Organizations
« Academia Youth Suicide

Prevention Summit

» Blueprint focuses on: A
* Clinical settings s =
« Community/school settings
» Policy arena

 Focus on health equity, lived
experience

NIMH experts collaborated with AAP and AFSP on both the Summit and the Blueprint. T his does not necessarily imply NIMH endorsement of the
Blueprint and the Blueprint does not necessarily reflect the views of NIMH, the National Institutes of Health, the Department of Health and Human
Services, or the US government broadly.



http://www.aap.org/suicideprevention

Key Take-Aways from the Summits

* Suicide is often preventable
« Identification and support to youth at immediate risk

 Population-health efforts to address upstream risk and protective
factors

 Health equity is critical

» Strategies to improve suicide prevention fall into 2
domains:

» Resources for medical settings, communities, schools
 Education for all adults that work with youth

« Partnerships are essential




Blueprint for Youth Suicide Prevention

« Roadmap for future action and partnerships

« Strategies to identify and supportyouth via:
 Clinical care pathways
« Community and school partnerships
« Advocacy and policy approaches

aap.org/suicideprevention

NIMH experts collaborated with AAP and AFSP on the Blueprint. This does not necessarily imply NIMH endorsement of the Bluepri nt.
NIMH did not contribute to the Advocacy section of this Blueprint and any information described in this section does not necessarily reflect the views of
NIMH, the National Institutes of Health, the Department of Health and Human Services, or the US government broadly.



http://www.aap.org/suicideprevention

High Risk Factors

NIH )

Previous attempt

Mental iliness

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.

.
o

% Talking about wanting to die or to Increasing the use of alcohol

kill oneself. or drugs.
* Looking for a way to kill oneself, % Acting anxious or agi’[a[ed;
such as searching online or behaving recklessly.
buying a gun. : i
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.

Suicide Is Preventable.
Call the Lifeline at 1-800-273-TALK (8255).
I Vith Help Comes Hope NN

m :fa mﬁ:ﬁ;ﬁf http://suicidepreventionlifeline.org/App_Files/Media/PDF/NSPL_WalletCard.pdf



Strategies for Implementing Suicide
Prevention in Clinical Settings




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

mﬁf&?ﬂ?’;"ﬁlﬂf Ahmedani, 2014; Rhodes, 2013; Blum, 1996



Can We Save Lives by Screening for
Suicide Risk in the Medical Setting?




Universal Suicide Risk Screening
Clinical Pathway

Clinical Pathway- 3-tiered system

\ Brief Screen (~20 seconds) /

Brief Suicide Safety Assessment (~10 mins)

Patient requires:
Full mental health evaluation
or outpatient MH referral
or no further action
required at this time

m) of Mental Health Brahmbhatt, Kurtz, Afzal...Pao, Horowitz, et al. (2018) Psychosomatics



Screening vs. Assessment:
What’s the difference?

« Suicide Risk Screening
— ldentify individuals at risk for suicide
— Oral, paper/pencil, computer

« Suicide Risk Assessment
— Comprehensive evaluation
— Confirms risk
— Estimates imminent risk of danger to patient
— Guides next steps

National Institute
of Mental Health



Common Concern:

Can asking kids guestions about

suicidal thoughts put ‘ideas’ into their
heads?

National Institute
of Mental Health




latrogenic Risk?

. - s What’s the Harm in Asking About Suicidal
On the Iatrogenic Risk of Assessing Suicidality: Ideation?

A Meta-Analysis
CuHArLES W. MaTrias, PuD, R. MicHaeL Furr, PuD, ArieLre H. SuerFrars, PuD,
CurisTopHER R. DECou, MS, aNnp MATTHEW E. ScHUMANN, MA 2017 Narrace Hir-Karrurezak, PuD, Puce Croa, BA, anp Donarp M. DouGrHERTY, PHD

2012

Both researchers and oversight committees share concerns about patient
safety in the study-related assessment of suicidality. However, concern about
assessing suicidal thoughts can be a barrier to the development of empirical evi-
dence that informs research on how to safely conduct these assessments. A ques-
don has been raised if asking about suicidal thoughts can result in iatrogenic
increases of such thoughts, especially among at-risk samples. The current study

Previous studies have failed to detect an iatrogenic effect of
suicidality. However, the perception that asking about suicide may induce suici-
dality persists. This meta-analysis q\nnnmmcl\‘ synthesized research concerning
the iatrogenic risks of assessing suicidality. This review included studies that
explicitly evaluated the iatrogenic effects of assessing suicidality via prospective
research methods. Thirteen articles were identified that met inclusion criteria.
Evaluation of the pooled effect of assessing suicidality with regard to negative

ssessing

outcomes did not demonstrate significant iatrogenic effects. Our findings sup- repeatedly tested suicidal ideation at 6-month intervals for up to 2-years. Suicidal
port the appropriateness of universal screening for suicidality, and should allay ideation was measured with the Suicidal Ideation Questionnaire Junior, and
fears that assessing suicidality is harmful. administered to adolescents who had previously received inpatient psychiatric

care. Change in suicidal ideation was tested using several analytic techniques, each
of which pointed to a significant decline in suicidal ideation in the context

|mDa ct Of SCreen'ng for r|Sk Of SU|C|de of repeated assessment. This and previous study outcomes suggest that asking an
randomlsed Controlled tnal 2011 ?t—risk p(v)pulavtifm z'lhouF suicidal ideation is not associated with subsequent

increases in suicidal ideation.

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

S e o o e N o ot oy 0 Evaluating latrogenic Risk of Youth Suicide
e B ot Screening Programs
5 A Randomized Controlled Trial

Madelyn S. Gould, PhD, MPH

cidal ideatio
s and ha

Context Universal screening for mental health problems and suicide risk is at the fore-

Frank A. Marrocco, PhD front of the national agenda for youth suicide prevention, yet no study has directly
Marjorie Kleinman, MS addressed the potential harm of suicide screening
" ] conclusions John G  Thomas. BS Objective To examine whether asking about suicidal ideation or behavior during a
o ideation or Screening for suicidal ideation in primary care among peop - = screening program creates distress or increases suicidal ideation among high school
d Mestyle el fregrstie depres ot o induce Katherine Mostkoff, CSW students generally or among high-risk students reporting depressive symptoms, sub-
bl o feengs vorth iving Jean Cote, CSW stance use problems, o suicide attempts

Declaration of interest Mark Davies, MPH Design, Setting, and Participants A randomized controlled study conducted within
None. the context of a 2-day screening strategy. Participants were 2342 students in 6 high
HE PRESIDENT'S NEW FREE-  ohool in New York State in 2002-2004. Classes were randomized to an experimen-
dom Commission' and the  tal group (n=1172), which received the first survey with suicide questions, or to a con-

Children's Mental Health _trol groyp (n=1170) which did not receive syicide guestion

National Institute

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




Tier 1: Brief Screen
(Less than 1 Minute)

» Age recommendations for screening:
— Youth age 12+: Universal screening
— Youth ages 8-11: screen when clinically indicated
— Youth under 8: screening not indicated. Assess for suicidal
thoughts/behaviors if warning signs are present

« Anyonewho is trained can screen for suicide risk

National Institute
of Mental Health



Example Screening Tool: ASQ

Ask the patient:

1. In the past few weeks, have you wished you were dead? OYes QD No

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

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

about killing yourself? OYes QD No
4. Have you ever tried to kill yourself? OYes QD 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 QD No

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

of Mental Health



Validation and Implementations in
Other Settings: Ongoing Research

« Inpatient medical/surgical unit
« Qutpatient primary care/specialty clinics

« ASQ in adult medical patients
» Schools

« Child abuse clinics

» Detention Facilities

* Indian Health Service (IHS)
 ASD/NDD Population

Forelgn languages

Spanish Hebrew
— ltalian Vietnamese
—  French Mandarin
— Portuguese Korean
— Dutch Japanese
— Arabic Russian —_—
—  Somali Tagalog
— Hindi Urdu

[T s ASQ Toolkit: www.nimh.nih.gov/ASQ



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

Can Depression Screening Be Used to
Effectively Screen for Suicide Risk?

POSITIVE ON
DEPRESSION SCREEN

» SUICIDE RISK SCREEN

National Institute
eeeeeeeeeeeeee




What Happens When a
Patient Screens Positive?

National Institute
of Mental Health




Here’s What Should NOT Happen

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

&

1:1 sitter




Tier 2: Follow-up Positive Screen with a
Brief Suicide Safety Assessment

National Institute
of Mental Health




Brief Suicide Safety Assessment

ASQ BSSA

NIMH TOOLKIT: EMERGENCY DEPARTMENT
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Ask Sulclde-Screen ng uestions

Brief suicide Safety Assessment

What to do when a pedi alnc puhenl
screens positive for s

oughts

H T fe i ing i
Praise patient frdicuigi
“I*m here to follow up on your responses to the suicide risk.
screening questions. These are hard things to talk about,

-
+ Assaismant guicks tor mantal haalh clriciar, MDs, NPy, a1 Phs
+ Frompls badp cabarming clipoicn

haasa

Interview faegdan
logelher |

(T ————

Thank you for telling us. | need to azk you a few Sons.”

Assess the puhenl i ..".:‘..ﬂ‘““

say fo the paren: “Afte speaking with
‘your child, | hawe some comcerns about hisfher

Review palient's resp

Frequency of svicidal 1hougms

Outarrnine ugh

Ask The paBant “inthe pa ok -
curse i yes, sk i oftrt {onca o mien s, severs o s a1

Toupietimes's waek, erc) « o

[Ew-ys' et reqcr cntal heat . J
Svicide plan
ssess (Fthe patient haz a suicide plan, regardiess Mnum&mﬁaw

0o you have a pian to kill yourself? Fleass describe.”  no plan, ask: ™1f you
were golng ta killyourself, how wauld you do I

Nofe: e pofieniha a very defalad plor, i [« mare
concerming than i they ha through in great detall. e

Shis iz 2 reazan for graater concem m"nmqormm ol 3

Past behavior (sronges: predictor of future atfempts)
d

safety. Wieare gad your child spoke up as this
be . e would
nowike to get your parspective.”

* “Your crAd s3id (reference positive:
rstpansesnthe i) Ll sematiing hel
il q} ing

* "Does ,mrmwhmamnq«mml
thoughts or beharors that you'rs avare o
1 yes, say: “Flease explain
* "Doss your chid seem sad or depressed?
Withdrawn? Anslous? Impulsive? Hopeless?
Irmable? Recioess?"
= "Aryou comiortable keeping your chid
, aifeathome
o wil you secure or remove potentially
ﬂneuuu hems (guns, medications, ropes,

o e thers anthing you woukd o o i e
inpriataz"

Determine
disposition

Mtar complating the assessment, chocse the

Inkant). A5k 1he POTIENT. “Have you aver tie b urt yoursalh™ “ave yea ever
eried 8o kil P I yes, aske “How? hy o

3 Emergency paychiatic evalugtion:

( 1 youst “Did 2
lethaliy of method) sk “0fd you recetve medical/psychiatric treatment™

Symptoms

Fskes It hard o da the things you wauld b ta do2*
iy i he pas e weeks, bave you ot 0 worred that 1 makes 1t ard fo
i1

HopelE5sEss: “in the past few weeks, have you felt hopeless, e things would
never get better?"

o
substance and aloohol use: “n the past few wesks, Fave you used érugs or
alcohel?" If yes, aske “What? How much?™

afher concems: “Sacentl, b b yo

are thiniding or fosing?™

Support & Safety

support nefwork: Whe?

seena theraplsticounselor™ If yes, ask: "Whan2"

sofely quesfion: v (Aot
but a “yes* fs a reasan boact

immeduately to ensure safety.)

Reqsons For living: “What are some of the reasons you would NOT il yourselft™

(curment suicidal thoughts). Urgent/STAT
page psychiatry; koep pathent safe i ED
O Further evaluation of ik is necessary:
hisafety

il mental
avaluation in

D bo furher evaluaion in fhe ED:
Create saf lan tential
e el g s
securing o remaving potentally dangerous
#ems (medications, guns, ropes, ete.)

O Send home with mental health referrals
or

O Mo further itervention I necessary at
thistime

Provide resources
to dll patients

« 2af7 Natianal Suicide Prevention
Lifeline: r-Boc-273-TALK (Bz55),
En Espafiok: ~B83-628-ge54

# 2af7 Crisia Teut Line:

Text SHOMEY to 7as781

230 Suicide

k Sereening Too

MATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) 3 [ e )

C-SSRS

SUICIDAL IDEATION

Ask questions 1 and 2. If both are negati
ask questions 3, 4 and 5. If the answ

10 question 1 and/or 2 is “yes

roceed to “Suicidal Behavior™ section. If the answer to question 2 is “yes”,
complete “Intensity of Ideation” section below

Since Last
Visit

1. Wish to be Dead
bjcct cndorses though w i orwih o ll sl ad ot wake

Hev you wihed you weedeador ihed you couid g o isp and nver ke p?
Do you wish you weren't alive anymr

1 yes, describe:

Yes

No

INTENSITY OF ID‘ um There been & time when,

2. Non-Specific Active Suicidal Thoughts

General, non-specific thoughts of wanting 10 end one’s lfe commit suicide (¢ 8., /'ve thought about killing myself™) without thoughts of ways o kill

oneselfassociated methods,intent,or plan during the asscssment period.

Have you had any thoughts aA ‘ e .E"'" il

1 yes, describe

"

thing t iry 0 Mll yoursel or make. .n.,,,u Tnotalie anywore? What did you do?
(04t o s ponranom purponc? Why dot yo d et

Did you, ax 0 way o end your ife?

Dl you wan 1o die (even a ltle) when you,

T e P e O Srere YA Yo cori?

O ity Tk wes posible you couh e died rom -7
deatic (o did Jor othe

overdose but I never made a sp. [
Have you thought about howy

1 yes, describe

4. Active Suic

Active suicidal thoughtsof kil omething ole 0 happen? e

lefinitely will not do anything
When you thought about ma
This s different from (as oppor

subject engaged in Non-Sulcidal Self-tnjurious tiehay

s subject cagaged in Self-tnjuriows Wehavior, intent unknown?

o There does wor

yos, doscribe; interrupied Atiempt

5. Active Suicidal Tdeatic [

Thoughts of killing oncself witl
Have you decided how or when
would do it?

What was your plan?

When you made this plan (or x

1 yes, describe:

your mind (uopped yoursel)befor you o ety e an bt Wnat 41 ok

The following
and $ being 1

Most Severe Ideation:

Frequency
How many times haw
(1)Only one time (2) A

hings away.




What is the Purpose of the
Brief Suicide Safety Assessment?

« To help clinician identify next steps for care

i,

* Imminent Risk

« Patient requires an emergency
mental health evaluation

« LowRIisk

e No further evaluation is needed at
this time




Brief Interventions That Can
Make a Difference

« Safety planning
 Lethal Means Safety Counseling
 Providing resources

 National Suicide Prevention Lifeline

e Crisis Text Line
 NATIONAL

SUI(I\IDE CRISIS TEXT LINE |

PREVENTION
LIFELINE

1-800-273-TALK (8255)

suicidepreventionlifeline.org

National Institute
of Mental Health




Implementation Examples

Y 5 Doernbecher Children's
Parkland D oopita
OHSU
i "“"“ r)

M etrop O I Itan Childr'en's Hosmtal of Easterrj Ontario i
P e d ia t I I C S 7 C . Centre hospitalier pour enfants de l'est de I'Ontario

IKennedy Krieger Institute
N\ Boston
3 . s 2
&% Children’s AR+ : y
Hospltal UGSE Benioff Children’s Hospitals Chlldrens Mercy
Intil every child is well ?» HOSPITAL KANSAS

AL NATIONWIDE m

CHILDREN'S i

Clinical Center

National Institute
of Mental Health




Implementation Example

 Parkland Health and Hospital Systems

— Implemented house-wide (ED, inpatient
medical/surgical, outpatient);
— Screened over 2 million patients (adults/youth)

— Led by Dr. Kim Roaten

National Institute
of Mental Health



What Can We Do to Support
Youth and Family?

» Preventive interventions (family-based and school-based)
implemented early in children’s lives can have long-term and cross-
over effects, unanticipated beneficial effects, including reducing
suicide risk.

Family Check-up

Family Intervention for Suicide Prevention (FISP)

Family Based Crisis Interventions (FBCI)

SOS (Signs of Suicide)

* Further develop, test and implement interventions for youth and
families

*  Other intervention examples:
Caring contacts
Lethal means safety counseling
Safety planning

» Disseminate the findings/learnings

National Institute CONNENl et al., (2022) Prevention Science; Asarnowet al., (2009) Professional Psychology; Wharffet al., (2019)
of Mental Health ~ Pediatr Emerg Care; Schilling et al., (2016) Prevention Science



What Do We Need to
Make This Happen?

Buy in from medical and community leadership
Resources within hospitals/outpatient settings
Training for staff in all disciplines

Access to mental health care follow up for those
identified

Options for acute care for those at imminent risk

National Institute




We Can Do This!

Every adult that works with youth can
help save a life
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Thank You!

National Institute
of Mental Health
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Any Questions?

Just GSQ!

horowitzl@mail.nih.gov
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