Safety Evaluation Suicide Screening Criteria

(1) Patients 12 years and older universal screening
(2) Patient at any age with prior suicidal ideation** or attempt
(3) Patients at any age with emotional/behavioral concerns

Brief Screening
ASQ screening tool or SBQ-R

Brief Safety Assessment

C-SSRS*(Columbia-Suicide Severity Rating Scale)
or
ASQ BSSA (Brief Suicide Safety Assessment)
or
SAFE-T (Suicide Assessment Five-step Evaluation and
Triage)

v v

Low Risk Moderate Risk High Risk
Outpatient Mental Health SW or Mental Health Consult Hel bt
Referral SW or Mental Health Consult

Patient Safety Precautions*
Direct observation of patient at all times

Remove all dangerous objects, meds in
surrounding

Send home with a MH referral
Provide crisis numbers and resources

Full Safety Assessment*
Psychiatric symptom screening

Family hx of suicide

Personal hx of suicide

Risk factors, protective factors*?
Detailed psychosocial hx*3
Preparatory behaviors of self-harm

Follow-up on MH referral in the
next visit

Contact MH clinician if pt has one
to update the safety plan

Safety Planning*
(Include parent/guardian if possible)

Lethal Means Safety Counseling

Good support system
Guardian able to implement Safety Precautions
Protective factors >> Risk factors

Send home with a follow-up

within 72 hrs with
MH provider or PCP

Urgent

Psychiatric Evaluation
(911, ER, Crisis Evaluation)

PCP follow up within 72 hrs to
inquire about MH tx linkage



*1. Warning signs for suicidality

Warning signs of suicidality

Changes in eating or sleeping habits
Frequent pervasive sadness
Withdrawal from friends, family, and regular activities

Frequent somatic complaints without organic cause (stomach pain, headaches, fatigue etc)

Decline in school performance
Preoccupation with death or dying
Giving away possessions

Suicide note

Drug or alcohol use

Violent behaviors, high-risk impulsive behaviors, running away

Neglect of personal hygiene
Marked personality change
Loss of interest in pleasurable activities

*2. Risk factors vs Protective factors in suicide

Risk Factor

Protective Factor

(insomnia, depression, bipolar disorder, psychosis, PTSD,
panic, anxiety, substance use)

Psychiatric symptoms

Family history of suicide
Personal history of suicide
Parental mental health problem
LGBTQ

Trauma (Abuse, neglect)
Adoption

Male gender

Access to firearms

Bullying

Acute loss, rejection
Impulsivity, aggressive or disruptive behaviors

Strong connection with family, friends, community
Restricted access to lethal means

Cultural, religious beliefs

Established access to health care

Effective care for mental, physical health

*3. Psychosocial history

(SSHADESS)

S: Strengths

S: School

H: Home

A: Activities

D: Drugs, substance use
E: Emotions

S: Sexuality, Sexual abuse
S: Safety, violence, abuse




NIMH TOOLKIT

q s Suicide Risk Screening Tool

Ask Suicide-Screening@® uestions

— Ask the patient:

-

_

24/7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espaiiol: 1-888-628-9454
24/7 Crisis Text Line: Text “HOME” to 741-741

1. In the past few weeks, have you wished you were dead? OYes ONo
2. In the past few weeks, have you felt that you or your family
would be better off if you were dead? OYes ONo
3. In the past week, have you been having thoughts
about killing yourself? OYes ONo
4. Have you ever tried to kill yourself? OYes ONo
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 ONo
If yes, please describe:
— Next steps: ~
e If patient answers “No” to all questions 1 through 4, screening is complete (not necessary to ask question #5).
No intervention is necessary (*Note: Clinical judgment can always override a negative screen).
e If patient answers “Yes” to any of questions 1 through 4, or refuses to answer, they are considered a
positive screen. Ask question #5 to assess acuity:
[ “Yes” to question #5 = acute positive screen (imminent risk identified)
¢ Patient requires a STAT safety/full mental health evaluation.
Patient cannot leave until evaluated for safety.
e Keep patient in sight. Remove all dangerous objects from room. Alert physician or clinician
responsible for patient’s care.
[J “No” to question #5 = non-acute positive screen (potential riskidentified)
¢ Patient requires a brief suicide safety assessment to determine if a full mental health evaluation
is needed. Patient cannot leave until evaluated for safety.
e Alert physician or clinician responsible for patient’s care. Y,
~— Provide resources to all patients ~

/
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Brief Suicide Safety Assessment Template

NIMH TOOLKIT: YOUTH OUTPATIENT

q s Brief Suicide Safety Assessment
( Ask Suicide-Screening @ uestions )

What to do when a pediuh'ic paﬁen' = Use after a pafient (8 - 24 years) screens positive for suicide risk on the as@
aps . s L. » Assessment guide for mental health clinicians, MDs, NPs, or PAs
screens positive for suicide risk: « Prompts help determine disposition

Prdise paﬁe ni for discussing their thoughts

~
“I'm here to follow up on your responses to the suicide risk screening questions. These are hard things
to talk about. Thank you for telling us. I need to ask you a few more questions.”
L]
As ses s 1h e pa 1' e ni (If possible, assess patient alone depending on developmental considerations and parent willingness.)
Review patient’s responses from the asQ
[ Frequency of svicidal thoughts j [ Symptoms Ask the patient about:
Determine if and how often the patient is having suicidal Depression: “In the past few weeks, have you felt so sad or
thoughts. depressed that it makes it hard to do the things you would like to
Ask the patient: “In the past few weeks, have you do?
been t.ninking ahcu? killing yourself?” !f yes, ask: “How Anxiety: “In the past few weeks, have you felt so worried that
often?” (once or twice a day, several times a day, a it makes it hard to do the things you would like to do or that you
couple times a week, etc.) “When was the last time you feel constantly agitatedjon-edge?”
had these thoughts?”
Impulsivity/Recklessness: “Do you often act without
“Are you having thoughts of killing yourself right thinking?”
now?” (If “yes,” patient requires an urgent/ STAT y
mental health evaluation and cannot be left alone. Hopelessness: “In the past few weeks, have you felt hopeless,
A positive response indicates imminent risk.) like things would never get better?
Anhedonia: “In the past few weeks, have you felt like you
. couldn’t enjoy the things that usually make you happy?”
Suicide plan J Isolation: “Have you been keeping to yourself more than usual?”
Assess if the patient has a suicide plan, regardless Irritability: “In the past few weeks, have you been feeling more
of how they responded to any other questions irritable or grouchier than usual?”
(ask about method and access to means). ) Substance and alcohol use: “In the past few weeks, have you
Ask the patient: “Do you have a plan to kill used drugs or alcohol?” If yes, ask: “What? How much?”
yourself?” If yes, ask: “What is your plan?” If no plan, e
ask: “If you werer going to kill yourself, how would yo'u Sleep pattern: “In the past few weeks, have you had trouble
do it falling asleep or found yourself waking up in the middle of the
night or earlier than usual in the morning?”
Note: If the patient has a very detailed plan, this e , .
is more concerning than if they haven’t thought it Appetite: ‘ h—l the past ‘h;w weieks,hhave you nutlce: changﬁs in
through in great detail. If the plan is feasible (e.g., if )"DUI’I?EPEtItE. Have you been less hungry or more hungry than
they are planning to use pills and have access to pills), usualk:
this is a reason for greater concern and removing or Other concerns: “Recently, have there been any concerning
secgrl‘ng dangerous items (medications, guns, ropes, changes in how you are thinking or feeling?”
etc.).
( Social Support & Stressors
Past behavior ] (For all questions below, if patient answers yes, ask them to describe.)
Evaluate past self-injury and history of suicide attempts Support networlc “Is there a trusted adult you can talk to? Who?
(method, estimated date, intent). Have you ever seen a therapist/counselor?” If yes, ask: “‘When?”
Ask the patient: “Have you ever tried to hurt yourself?” Family situation: “Are there any conflicts at home that are
“Have you ever tried to kill yourself?” hard to handle?”
If yes, ask: “How? When? Why?" and assess intent: “Did School functiening: “Do you ever feel so much pressure at
you think [method] would kill you?” “Did you want to die?” school (academic or social) that you can’t take it anymore?”
(for )ruu.th. intent isas |mp!:rrtant as I_eth_allt)r of method) Bullying: “Are you being bullied or picked on?”
Ask: “Did you receive medical/psychiatric treatment?”
— — Suicide contagion: “Do you know anyone who has killed
Note: Past suicidal behavior is the strongest themselves or tried to kill themselves?”
risk factor for future attempts. i
Reasons for living: “What are some of the reasons you
would NOT kill yourself2”
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NIMH TOOLKIT: YOUTH OUTPATIENT

q s Brief Suicide Safety Assessment
( Ask Suicide-Screening @uestions )

6 Interview patient & parent/guardian together

C If patient is 2 18 years, ask patient’s permission for parent/guardian to join. j

Say to the parent: “After speaking with your child, | have some *  “Have you noticed changes in your child’s:
concerns about his/her safety. We are glad your child spoke up as this
can be a difficult topic to talk about. We would now like to get your

perspective.” o Appetite?”

*  “Your child said... (reference positive responses on the asQ). *  “Does your child use drugs or alcohol?”
Is this something hefshe shared with you?"”

o Sleeping pattern?”

*  “Has anyone in your family/close friend network ever
*  “Does your child have a history of suicidal thoughts or behavior tried to kill themselves?”

that you're aware of?” f yes, say: “Please explain. *  “How are potentially dangerous items stored in your

+  ‘“Does your child seem: home?” (e.g. guns, medications, poisons, etc.)

o Sad or depressed?”’ *  “Does your child have a trusted adult they can talk to?”
o Anxious?” (Mormalize that youth are often more comfortable
: talking to adults who are not their parents)

a? vl
0 Impulsive? Reckless] ¢ “Are you comfortable keeping your child safe at home?”

o Hopeless?”

o Irritable?”
At the end of the interview, ask the parent/guardian:

A A i i 30
o Unable to enjoy the things that usually bring him/her pleasure? “Is there anything you would like to tell me in private?”

o Withdrawn from friends or to be keeping to him/herself?”

0 Muke a sufefy plan Wiih 1'he paiieni (include the purenifguclrdiun,ifpossible.]

Create a safety plan for managing potential future suicidal thoughts. A safety planis different than making a “safety contract™;
asking the patient to contract for safety is NOT effective and may be dangerous or give a false sense of security.

Say to patient: “Our first priority is keeping you  Discuss means restriction Ask safety question: “Doyou

safe. Let's work together to develop a safety plan (securing or removing lethal think you need help to keep yourself

for when you are having thoughts of suicide.” means): “Research has shown that safe?” (A “no” response does not
limiting access to dangerous objects  indicate that the patient is safe; but a

Examples: “I will tell my momjcoach/teacher.” z € o . !
»” saves lives. How will you secure or yes" is areason to act immediately to

“I will call the hotline.” “1 will call J

remove these potentially dangerous ensure safety.)
Discuss coping strategies to manage stress items (guns, medications, ropes,
(such as journal writing, distraction, exercise, etc.)?”

self-soothing techniques).

@ Determine disposition

After completing the assessment, choose the appropriate disposition plan. If possible, nurse should follow-up with a check-in phone call
(within 48 hours) with all patients who screened positive.

U Emergency psychiatric 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 for imminent risk is established).

O Further evaluation of risk is necessary: Review the safety plan and send home with a mental health referral as soon as patient can get
an appointment (preferably within 72 hours).

Q patient might benefit from non-urgent mental health follow-up: Review the safety plan and send home with a mental health
referral.

O No further intervention is necessary at this time.

-

L For all positive screens, follow up with patient at next appointment. Y

() Provide resources to all patients

* 247 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espafiol: 1-888-628-9454
* 247 Crisis Text Line: Text “HOME” to 741-741
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Patient Safety Plan Template

‘ w N

1. Name Phone
2. Name Phone
3. Place 4. Place

1. Name Phone
2. Name Phone
3. Name Phone

1. Clinician Name Phone
Clinician Pager or Emergency Contact #
2. Clinician Name Phone

Clinician Pager or Emergency Contact #
3. Local Urgent Care Services
Urgent Care Services Address
Urgent Care Services Phone
4. Suicide Prevention Lifeline Phone: 1-800-273-TALK (8255)

‘

Safety Plan Template ©2008 Barbara Stanley and Gregory K. Brown, is reprinted with the express permission of the authors. No portion of the Safety Plan Template may be reproduced
without their express, written permission. You can contact the authors at bhs2@columbia.edu or gregbrow@mail.med.upenn.edu.

The one thing that is most important to me and worth living for is:




Crisis Numbers and Suicide Prevention Resources

988 Suicide and Crisis Lifeline
Dial 9-8-8

Crisis Text Line
Text HOME to 741-741

Suicide Prevention Resource Center

National Institute of Mental Health

National Alliance on Mental lliness: Family Members and Caregivers

AFSP: Teens and Suicide- What Parents Should Know

Seize the Awkward

Substance Abuse and Mental Health Services Administration



https://suicidepreventionlifeline.org/
https://www.crisistextline.org/
http://www.sprc.org/
https://www.nimh.nih.gov/
https://www.nami.org/Your-Journey/Family-Members-and-Caregivers
https://afsp.org/teens-and-suicide-what-parents-should-know
https://seizetheawkward.org/
http://www.samhsa.gov/
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