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Disclosure

• I have no relevant financial relationships with ineligible companies
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The way through it is by talking about it……….  

Suicide risk grows in shame and silence
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“When you live with something that you thought 
was maybe your own private despair, and you 
finally are brave enough to come out with it, only 
to find that, guess what, a large percentage of 
the people around you relate to it – that’s a 
powerful experience”

- Christine Yu Moutier
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Why Screen?
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40% of youth who died by suicide visited

   a primary care medical setting 
within the month prior

•Why Screen in Primary Care?
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Why screen universally?

• Decreases bias

• Systematic

• Destigmatizes so opens up discussion, decreases isolation

• Even kids who are not at risk that day know for sure you are  safe 
person to discuss this with

12
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AAP Blueprint for 
Youth Suicide 

Prevention
https://www.aap.org/en/patient-

care/blueprint-for-youth-suicide-prevention/
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2022 AAAP/Bright  Futures Recommendations 
for Preventive Pediatric Care

• Youth ages 12+: Universal screening

• Youth ages 8-11: Screen when clinically indicated

• Youth under age 8: Screening not indicated. Assess for suicidal 
thoughts/behaviors if warning signs are present
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3-Step Approach

https://www.aap.org/en/patient-care/blueprint-for-youth-suicide-prevention/strategies-for-
clinical-settings-for-youth-suicide-prevention/clinical-pathways-for-suicide-prevention/

Brief Screen (universal)

<1 minute

Ages 12 +

8-11 if at risk

Brief Suicide Safety Assessment

If identified to be at risk

10-15 minutes

Stratify Risk (to determine disposition)

Imminent

Further evaluation needed

Low Risk
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Identifying 
Suicide Risk: 
Suicide Brief 
Screen
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Identifying 
Suicide Risk: 
Depression 
Screening Tools

Caution:  The PHQ-9 modified 
for teens has added validated 
suicide screening questions that 
are often used as a gate. The 
evidence is unclear if this is 
sufficient at this time. However, 
the USPSTF, unlike the AAP, 
has not endorsed universal 
suicide-specific screening in 
primary care. 
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https://www.nimh.nih.gov/sites/default/files/documents/research/research-conducted-at-nimh/asq-toolkit-
materials/youth-outpatient/suicide_risk_screening_pathway_outpatient_youth.pdf

Identifying 
Suicide Risk: 
Suicide Brief Screen

Integrated with PHQ9

https://www.nimh.nih
.gov/sites/default/file
s/documents/PHQ-
A_with_depression_
questions_and_ASQ
_PDF.pdf

https://www.nimh.nih.gov/sites/default/files/documents/PHQ-A_with_depression_questions_and_ASQ_PDF.pdf
https://www.nimh.nih.gov/sites/default/files/documents/PHQ-A_with_depression_questions_and_ASQ_PDF.pdf
https://www.nimh.nih.gov/sites/default/files/documents/PHQ-A_with_depression_questions_and_ASQ_PDF.pdf
https://www.nimh.nih.gov/sites/default/files/documents/PHQ-A_with_depression_questions_and_ASQ_PDF.pdf
https://www.nimh.nih.gov/sites/default/files/documents/PHQ-A_with_depression_questions_and_ASQ_PDF.pdf
https://www.nimh.nih.gov/sites/default/files/documents/PHQ-A_with_depression_questions_and_ASQ_PDF.pdf
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If Q1-4 “Yes” 
then it is a positive screen……

2
0

988
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If the AsQ Positive then… 
Brief Suicide Safety Assessment

1. Recognize, convey respect for the patient (feel valued)

2. Assess the patient – frequency; plan; past behavior; symptoms , 
social support& stressors

3. Interview patient and parent together, alone

4. Determine a disposition

5. Make a safety plan (including means restriction)

6. Provide resources 
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ASQ BSSA 
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Further Questions to Assess (ideally alone)
• Have you had thoughts of killing yourself?

• How often do you have thoughts of killing yourself or that you wished you were dead?

• Do you have a plan of how you would kill yourself? What have you thought about?

• When was last time?  

• How long do these thoughts stay with you?

• Are they hard to get out of your mind?  Does it interfere with functioning?

• At those times Is there anything you do that helps?  Makes it better?  

• Is there anyone you can talk to when you feel like that?

• On a scale of 0-10 (0=none, 10=actually doing something) how close have you come to 
actually doing something to hurt or kill yourself?  

• What stopped you from doing anything?  What keeps you wanting to be alive?  
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Disposition Based On BSS Assessment

24
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Safety Plan Intervention 

• A brief intervention to mitigate risk for mild-moderate risk.

• NOT A NO SUICIDE CONTRACT

• Intent is to collaboratively help individuals lower their imminent risk by 
constructing

•  a predetermined set of personal coping strategies and 

• a list of individuals and/or agencies they can contact. 

• Results in a one page document to use when suicide risk is emerging.

• Suicide risk fluctuates over time, SPI is for staying safe when these feelings 
emerge.
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Best Safety Plans: 
for staying safe when these feelings emerge. 

• Brief, Feasible

• Collaborative: include the 

• patient’s own words, 

• Done Side by side

• Done BEFORE imminent risk

• Involve family members
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https://projectteachny.org/app/uploads/2023/10/safety-plan-stanley-
template.pdf  

https://projectteachny.org/app/uploads/2023/10/safety-plan-stanley-template.pdf
https://projectteachny.org/app/uploads/2023/10/safety-plan-stanley-template.pdf
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Means Restriction
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Sidebar: Firearms #1 Cause, 15-19 yo 
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Free 2 hour course
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Resources for Parents and Teens
• Phone/chat resources

• Know your local/regional crisis services

• 988

• 1-800 273-Talk

• Text Got5 (AYUDA for Spanish) to 741-741 

• Trevor Project https://www.thetrevorproject.org/get-help-now/ (LGBTQ)

• 1-866-488-7386 

• Text START to 678-678

• Trans Lifeline https://translifeline.org/hotline/  1-877-565-8860

• Now Matters Now (peer based DBT skills)  https://www.nowmattersnow.org/

• JED Foundation  https://www.jedfoundation.org/ 

• UPMC STAR Center (for adolescents and families) https://www.starcenter.pitt.edu  

https://www.thetrevorproject.org/get-help-now/
https://translifeline.org/hotline/
https://www.nowmattersnow.org/
https://www.jedfoundation.org/
https://www.starcenter.pitt.edu/
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Pediatrics. 2024;153(1): e2023064800 
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Resources for Professionals
• AAP Blueprint for Suicide Prevention Strategies for Clinical Settings

https://www.aap.org/en/patient-care/blueprint-for-youth-suicide-
prevention/strategies-for-clinical-settings-for-youth-suicide-prevention/

• Ask Suicide Screening Toolkit (ASQ) 
https://www.nimh.nih.gov/research/research-conducted-at-nimh/asq-
toolkit-materials/index.shtml

• Counseling on Access to Lethal Means (CALM) Free online course 
https://zerosuicidetraining.edc.org/enrol/index.php?id=20  

• Pediatric Meltdown Podcast Episodes 8, 37, 38, 96

https://www.aap.org/en/patient-care/blueprint-for-youth-suicide-prevention/strategies-for-clinical-settings-for-youth-suicide-prevention/
https://www.aap.org/en/patient-care/blueprint-for-youth-suicide-prevention/strategies-for-clinical-settings-for-youth-suicide-prevention/
https://www.nimh.nih.gov/research/research-conducted-at-nimh/asq-toolkit-materials/index.shtml
https://www.nimh.nih.gov/research/research-conducted-at-nimh/asq-toolkit-materials/index.shtml
https://www.nimh.nih.gov/research/research-conducted-at-nimh/asq-toolkit-materials/index.shtml
https://zerosuicidetraining.edc.org/enrol/index.php?id=20
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Conclusions:  Suicide is preventable
• Suicide in adolescents is a major public health problem 

and tragedy when it occurs

• Suicide risk grows in silence—talking saves lives

• Universal screening opens up the conversation 

• Suicidal ideation is often linked with depression; depression can be treated..…if 
it’s recognized!

• Suicide is often impulsive 

• promote limiting access to means and 

• Promote bridging relationships:
Pediatric clinicians CAN BE THAT BRIDGE, Caring Connection
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Safety Planning Exercise

Our patient, Casey; their mom; Dr Bloomfield

What would you ask? 

What are your concerns? 
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 Provide resources to all patients

• 24/7 National Suicide Prevention Lifeline 1-800-273-TALK (8255)  En Español: 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?   m Yes   m No 

2. In the past few weeks, have you felt that you o r your family 
	 would	be	better	off	if	you	were	dead?	     m Yes   m No

3. In the past week, have you been having thoughts 
 about killing yourself?         m Yes   m No

4. Have you ever tried to kill yourself?       m Yes   m 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?   m Yes   m No

 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).                   

No intervention is necessary (*Note: Clinical judgment can always override a negative screen). 

• 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: 

o  “Yes” to question #5 = acute positive screen  (imminent risk identifie

d

)
• 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 clinician                                      
 responsible for patient’s care. 

o  “No” to question #5 = non-acute positive screen  (potential risk identified )
• Patient requires 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 clinician responsible for patient’s care. 

as

l

.

-Ask Suicide-Screening       uest ions

NIMH TOOLKIT

Suicide Risk Screening Tool

 Ask the patient:

 asQ Suicide Risk Screening Toolkit     NATIONAL	INSTITUTE	OF	MENTAL	HEALTH	(NIMH) 6/13/2017

988
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The Stanley-Brown Safety Plan is copyrighted by Barbara Stanley, PhD & Gregory K. Brown, PhD (2008, 2021).

Individual use of the Stanley-Brown Safety Plan form is permitted. Written permission from the authors is required for any changes to 

this form or use of this form in the electronic medical record.  Additional resources are available from www.suicidesafetyplan.com.

STAN LEY - BRO W N  SAFETY PLAN

STEP 1: WARNING SIGNS:

STEP 2: INTERNAL COPING STRATEGIES –  THINGS I CAN DO TO TAKE MY MIND OFF MY PROBLEMS
WITHOUT CONTACTING ANOTHER PERSON:

STEP 3: PEOPLE AND SOCIAL SETTINGS THAT PROVIDE DISTRACTION:

1.

2.

3.

1.

2.

3.

1. Name: ____________________________________________       Contact: ______________________________________

2. Name: ____________________________________________       Contact: ______________________________________

3. Place: _____________________________________________       4. Place: ______________________________________

STEP 4: PEOPLE WHOM I CAN ASK FOR HELP DURING A CRISIS:

1. Name: ____________________________________________       Contact: ______________________________________

2. Name: ____________________________________________       Contact: ______________________________________

3. Name: ____________________________________________       Contact: ______________________________________

STEP 5: PROFESSIONALS OR AGENCIES I CAN CONTACT DURING A CRISIS:

1. Clinician/ Agency Name: ____________________________________       Phone: _______________________________

Emergency Contact : __________________________________________

2. Clinician/ Agency Name: ____________________________________       Phone: _______________________________

Emergency Contact : __________________________________________

3. Local Emergency Department: ________________________________________________________________________

Emergency Department Address: ________________________________________________________________________

Emergency Department Phone : _________________________________________________________________________

4. Suicide Prevention Lifeline Phone: 1-800-273-TALK (8255)

STEP 6: MAKING THE ENVIRONMENT SAFER (PLAN FOR LETHAL MEANS SAFETY):

1.

2.

Night time

Feeling alone with my thoughts
Nothing to distract me

Walking with fluffy
Cuddle with fluffy in bed
Write in my journal

Cousin Jimmy
English teacher – Ms. K
Gaming

917-555-1212
718-867-5309

Dad
Ms. K? 718-867-5309

Dr. Bloomfield 718-555-3456
718-555-3000

Mom will keep all pills

_________ 988  Call / Text / Chat

Will keep door open ( a little)

Children’s Hospital of Montefiore / 9-1-1
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