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• 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

Take Home Messages



• 3rd leading cause of death for youth aged 10-24y

• 39,229 total youth deaths in 2020, 6,643 (17%) deaths 

by suicide

CDC WISQARS, 2020

Youth Suicide in the U.S. 
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Suicide Rates Among Females by Age Group –
United States, 1999 and 2017
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Slide courtesy of Dr. Deborah Stone, CDC
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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

Hill et al., 2021; Leeb et al., 2020; Siliman-Cohen et al., 2020

• 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%



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

• Blueprint focuses on:
• Clinical settings

• 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. This does not necessarily imply NIMH endors ement 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 support youth 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
• 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



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

Ahmedani, 2014; Rhodes, 2013; Blum, 1996 



Can We Save Lives by Screening for 

Suicide Risk in the Medical Setting?



Clinical Pathway- 3-tiered system

Universal Suicide Risk Screening 

Clinical Pathway

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



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



Common Concern:

Can asking kids questions about 

suicidal thoughts put ‘ideas’ into their 

heads? 

Suicide



Iatrogenic Risk?

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

2017

2012

2011



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

• Anyone who is trained can screen for suicide risk 



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

NEGATIVE
NON-ACUTE SITIVEACUTE POSITIVE

Example Screening Tool: ASQ



• Inpatient medical/surgical unit

• Outpatient primary care/specialty clinics

• ASQ in adult medical patients 

• Schools

• Child abuse clinics

• Detention Facilities 

• Indian Health Service (IHS)

• ASD/NDD 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?

POSITIVE ON

DEPRESSION SCREEN
SUICIDE RISK SCREEN

Blueprint has alternatives to ensure more youth 

at risk for suicide are detected through screening



What Happens When a 

Patient Screens Positive?



Do not treat every young person who has 

a thought about suicide as an emergency

Here’s What Should NOT Happen

1:1 sitter



Tier 2: Follow-up Positive Screen with a 

Brief Suicide Safety Assessment



Brief Suicide Safety Assessment

C-SSRSASQ BSSA



What is the Purpose of the 

Brief Suicide Safety Assessment?

• To help clinician identify next steps for care

• Imminent Risk
• Patient requires an emergency 

mental health evaluation

• Further Evaluation is Needed
• This is not an emergency, but patient 

will require further mental health 

evaluation from a mental health 

professional as soon as possible

• Low Risk 
• 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

• Crisis Text Line



Implementation Examples



• 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

Implementation Example



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

Connell et al., (2022) Prevention Science; Asarnowet al., (2009) Professional Psychology; Wharff et al., (2019) 

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



We Can Do This!

Every adult that works with youth can 

help save a life
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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. 



Any Questions?

Just           !

horowitzl@mail.nih.gov

mailto:horowitzl@mail.nih.gov

