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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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CDC: Teen suicide rates increase dramatically in
last decade
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10 Leading Causes of Death, United States
2022, All Deaths with drilldown to ICD codes, Both Sexes, All Races, All Ethnicities

I Unintentional Injury & Homic

<1 45-54 55-64 65+ All Ages
Soa izl i L e Heart Disease Heart Disease
1 Anomalies Neoplasms Neoplasms 567,365 702,880
3,970 33,363 105,133 <
2 Short Gestation iﬁ:fne:lliteasl ':'l ZI:)gI::r:ts Heart Disease | | Heart Disease Heart Disease ':'; :':::r:ts ':1 Z’:ﬁ::;:
g 441 393 poee = 85,733 452,490 608,371
e
Sids Congen{tal Malignant Malignant Covid-19
3 1,529 Anomalies Neoplasms Neoplasms 146,320
241 442 1177
3
4 ':Z ﬂg:::s NI:ZI::::::S Heart Disease Covid-19 Covid-19 Cerebrovascular Covid-19
266 1,421 3,789 9,678 24,252 142,513 186,552
J

Center for Disease Control and Prevention — WISQARS Leading
Causes of Death Visualization.
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*Why Screen in Primary Care?

40% of youth who died by suicide visited

a primary care medical setting
within the month prior
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Why screen universally?

e Decreases bias
* Systematic
e Destigmatizes so opens up discussion, decreases isolation

e Even kids who are not at risk that day know for sure you are safe
person to discuss this with
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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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Addressing Youth Suicide Prevention:
A Factsheet for Primary Care Clinicians

®
A

Background:
Suicide is the 2nd leading cause of death among US youth ages 15-24
Pediatricians can take important steps to protect children and families
in their practice

Screening for Suicide Risk:

Choose a validated screening tool:

-Ask Suicide-Screening Questions (asQ)
-PHQ-2 Modified for Adolescents (PHQ-A)
-Columbia Suicide Severity Risk Scale (CSSRS)
Understand how to score and document results
Design a workflow for screening

Managing a Positive Screen:

Assess level of risk and intervene accordingly

-Low Risk: counsel, refer, follow-up

-Moderate Risk: counsel, refer, develop Safety Plan, follow-up
-Severe Risk: counsel, ensure parents/caregivers closely monitor
child, remove lethal means, develop Safety Plan, make a crisis
referral, follow-up

Counseling about Lethal Means:

Ask about access to lethal means, including firearms, medication,
knives, and suffocation devices

Counsel about the importance of restricting access:

-Remove firearms from home

-Lock away medication

-Monitor belts, ropes, other suffocation devices

Ongoing Care and Follow-Up:

Help patient make a Safety Plan

-Share with parents/caregivers

-Store in EHR and send a copy home

-Templates are available

Make appropriate outpatient and/or crisis referrals

Make a “caring contact” phone call to follow-up with child and
caregiver

American Academy of Pediatric
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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

Office of
Mental Health © 2017 New York State Office of Mental Health

NEW
YORK
STATE




3-Step Approach

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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Brief Screen (~20 seconds)

Brief Suicide Safety Assessment (~10 mins)

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

Office of clinical-settings-for-youth-suicide-prevention/clinical-pathways-for-suicide-prevention/
Mental Health © 2017 New York State Office of Mental Health




COLUMBIA-SUICIDE SEVERITY RATING SCALE
Screen with Triage Points for Primary Care

. . . Past
Ask questions that are in bold and underlined. month
Ask Questions 1 and 2 YES | NO

I d e n t I fy I n g 1) Have you wished you were dead or wished you could go to sleep and not wake up?

2) Have you had any actual thoughts of killing yourself?

| |
S u I C I d e I a I S k - If YES to 2, ask questions 3, 4, 5, and 6. If NO to 2, go directly to question 6.

S - - d B - f 3) Have you been thinking about how you might do this?
u I C I e r I e e.g. I thought about taking an overdose but I never made a specific plan as to when where or how
I would actually do it....and I would never go through with it.”

S C r e e n 4) Have you had these thoughts and had some intention of acting on them?
as opposed to “7 have the thoughts but I definitely will not do anything about them.”

5) Have you started to work out or worked out the details of how to kill yourself? Do you
intend to carry out this plan?

6) Have you ever done anything, started to do anything, or prepared to do anything to end your | Lifetime
life?

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note, took out pills

but didn‘t swallow any, held a gun but changed your mind or it was grabbed from your hand, went to the Past 3

roof but didn't jump; or actually took pills, tried to shoot yourself, cut yourself, tried to hang yourself, etc. Months

If YES, ask: Was this within the past 3 months?
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o
Identlfylng PHQ-9: Modified for Teens
Suicide Risk: et ooty o1 e o e

past two weeks? For each symptom put an “X” in the box beneath the answer that best
describes how you have been feeling.

Depression —————1—

Not At All | Several | More Than| Nearly
- Days Halfthe | Every Day
S C r ee n I n g TO O I S 1. Feeling down, depressed, irritable, or hopeless? [] D[?'ls [ ]
2. Little interest or pleasure in doing things? [ ] 1 [] [ ]
3. LT;?‘!"B falling asleep, staying asleep, or sleeping too ] ] ] .
= . L o 4. Poorl apgeﬁte, weigr!tlcsfs, or overeating? L [] : o
Caution: The PHQ-9 modified  freseemer om0
= failure, or that you have let yourself or your family
fo r. t.e e n S h aS a.-d d e d Val I.d ate d 7. i%g;iﬁn‘::?;?:gng-rgg things like school work, I:I I:l D I:l
suicide screening questions that |7 e
' ] ] L] ]
are Often u Sed aS a g ate . Th e gg:zeopposue being so fidgety orresﬂessthatyc-u
7. Thcughts that you would be better off dead or of 1
evidence is unclear if this is 1
] Yes " 1No
sufficient at this time. Howeve I o Your ot ake car of hings t harmeof gt g i averpeope? |

the USPSTF, unlike the AAP, ‘
has not endorsed universal —

S u I Sp e C I fl C S C re e n I n g I n pfease d:scuss rms mm yourHeaHh Care Clrmaran goro a hosp:rar emlergency mo;n or caHQT 1
NEW

YoR T —
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Modified with permission by the GLAD-PC team from the PHQ-9 { Spitzer, Williams, & Kroenke, 1999), Revised PHOQ-A (Johnson,
2002), and the CDS {DISC Development Groog, 20000




NIMH TOOLKIT

q s Suicide Risk Screening Tool
(Ask Suicide-Screening @huestions )

ldentifying |
Suicide Risk: iA.snkt:,he ::.T: o R
Suicide Brief Screen . I the past few weeks, have you wished you were dead? .

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

. would be better off if you were dead? OYes QONo
I n t e g r at e d W I t h P H Q 9 3. In the past week, have you been having thoughts
about killing yourself? QYes QONo

httDS //WWW ﬂ | m h ) n | h 4. Have you e:/er tried to kill yourself? QYes O No
.gov/sites/detault/file fyes, how:

s/documents/PHQ-

A_with _depressi

_ n When?
guestions_and_ASQ
=P D F' D d f If the patient answers Y @s to any of the above, ask the following acuity question:
5. Are you having thoughts of killing yourself right now? QYes QONo

If yes, please describe:

https://www.nimh.nih.gov/sites/default/files/documents/research/research-conducted-at-nimh/asq-toolkit-

Office of ) ) .. ) ) )
materials/youth-outpatient/suicide risk screenin athway outpatient youth.pdf
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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

Newe | Office of
STATE | Mental Health o 2017 New York stat

PHQ-9 modified for Adolescents

(PHQ-A)

Name: Clinician: Date:

Instructions: How often have you been bothered by each of the following symptoms during the past two
weeks? For each symptom put an “X" in the box beneath the answer that best describes how you have been
feeling.

0) 1) (2) (3)

Not at Several More Nearly
all days than every
half day
the days
1. Feeling down, depressed, irritable, or hopeless?
2. Little interest or pleasure in doing things?
3. Trouble falling asleep, staying asleep, or sleeping too
much?
4. Poor appetite, weight loss, or overeating?
5. Feeling tired, or having little energy?
6. Feeling bad about yourself — or feeling that you are a

failure, or that you have let yourself or your family
down?

7. Trouble concentrating on things like school work,
reading, or watching TV?

8. Moving or speaking so slowly that other people could
have noticed?

Or the opposite — being so fidgety or restless that you
were moving around a lot more than usual?

9. Thoughts that you would be better off dead, or of
hurting yourself in some way?

In the past year have you felt depressed or sad most days, even if you felt okay sometimes?
OYes ONo

If you are experiencing any of the problems on this form, how difficult have these problems made it for you to
do your work, take care of things at home or get along with other people?

Ask the patient:

ONot difficult at all OSomewhat difficult OVery difficult OExtremely difficult
Office use only: Severity score:
Johnson JG, Harris ES, Spitzer RL, Williams JB. The patient health questi for : validation of an for the

of mental disorders among adolescent primary care patients. J Adolesc Health. 2002;30(3):196-204. doi:10.1016/51054-139x(01)00333-0

as

Ask Suicide-Screening@uestions

(1) In the past few weeks, have you wished you were dead? YES NO
(2) In the past few weeks, have you felt that you or your family would be YES NO
better off if you were dead?
(3) Inthe past week, have you been having thoughts about killing yourself? YES NO
(4) Have you ever tried to kill yourself? YES NO
If yes, how? When?

If the patient answers yes to any of the above, ask the following question:

(5) Are you having thoughts of killing yourself right now? YES NO

If yes, please describe:

Horowitz LM, Bridge JA, Teach S), et al. Ask Suicide-Screening Questions (ASQ): a brief instrument for the pediatric
emergency department. Arch Pediatr Adolesc Med. 2012;166(12):1170-1176. doi:10.1001/archpediatrics.2012.1276

Provide resources to all patients: 24/7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espafiol: 1-888-628-9454
24/7 Crisis Text Line: Text "HOME" to 741-741
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If Q1-4 “Yes”

then it Is a positive screen......

— 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:

[ “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.
* Keep patient in sight. Remove all dangerous objects from room. Alert physician or clinician
responsible for patient’s care.

[ “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.

Provide resources to all patients

* 247 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espafiol: 1-888-628-9454
o 24/[7 Crisis Text Line: Text “HOME" to 741-741

\

RS TH S TR (|58 NATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) (@ 1172020 )J

Mental Health © 2017 New York State Office of Mental Health
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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

NEW
YORK
STATE
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ASQ BSSA

Praise pqﬁ @nt for discussing their thoughts

“I'm here to follow up on your responses to the suicide risk screening guestions. These are hard things
to talk about. Thank you for telling us. | need to ask you a few more questions.”

Assess the puﬁen' [if poasiéie, amesm patient sione depending on " oo

Review palien!'s responses fram the asl

tiowns ang parent wilngness |

[ Frequency of suicidal thoughts

Determine if and how aften the patient is having suicidal
thoughts.

Ask the pafient: “in the past few weeks, have you
been thinking abeut killing yaurseH?" If yes; ask: "How
cften!™ {ance or twice a day, several times a day, a
cauple times a wesk, etc.) "When was the [ast time you
had these thaughts™

Are you having thaughts of killing yourself nght
now!™ (If “yes" patient requires an urgent! STAT
mendal health evaluation and cannat be left alone.
A positive response indicates imminent risk.)

Symptoms Ask the pafient about:

Suvicide plan

Aszess if the patient has a suikide plan, regardless
af haw they responded to any other guestions
{zsk about method and access to means).

Ask the patient: “bo you have a plan ta kil
yoursedf™ If yes, ask "What is your plan®™ If no plan,
ashz “If you were going to kill yourself, how would you
do it

Mote: If the patient has a very detailed plan, this

is more concerning than if they haven"t thought it
through in great detail. ¥ the plan is feasible (e.g., if
they are planning to use pills and have access to pills),
this is a reason for greater concern and remaving or
securing dangerous items (medications, guns, rapes,
ete.).

Depression: "in the past few weeks, have you felt o sad or
depressed that it makes it hard to do the things you would like ta
dot

Arpdety: In the past few weeks, have you felt so worried that
it makes it hard to do the things you would ke to do or that you
feel constantly agitated/on-edge?”

Impulsivity/Reckleianess: "Do you aften act without
thinking?"

Hopelessnass: “In the past few weeks, have you felt hopeless,
like things would never get better?

Anhedonia: "In the past few weeks, have you felt ke you
caouldn't enjoy the things that usually make you happy!™

lsalatian: "Have you been keeping to yoursalf more than usual?™

Irilabilify: "In the past few wesks, have you been feeling more
irritable ar grauchier than usuall™

Subslance and alcahad use: "inthe past few weeks, have you
used drugs or alcahal?™ If yes; ask: "What? How much?”

Sleep patiern: “In the past few weeks, have you had trouble
falling asleep or found yourself waking up in the middle of the
night or earlier than usual in the marmng™

Appedile: “in the past few weeks, have you noticed changes in
your appetite? Have you been less bungry or more hungry than

usual?™®

Oiher concems: "Recently, have there been any concerning
changes in how you are thinking or feeling?”

( Past behavior

Social Support & Stressors

Evaluate past self-injury and history of suicide attempts

5w | Office of

(For oll questions below, if patient answers yes, ask them to desoribe )

Suppor network: “is there a trusted adult you can talk to? Wha?

STATE Mental Health © 2017 New York State Office of Mental Health

(_Ask Suicide-Screening

©

NIMH TOOLKIT: YOUTH INPATIENT

Brief Suicide Safety Assessment

as

uestions

Interview patient & parent/guardian together

)

If patient is 2 18 years, ask patient's permission for parent/guardian to join. J

e

Say to the parent: “After speaking with your child, | have some *  “Have you noticed changes in your child’s:
cencerns about hisfher 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 Sleeping pattern?””
o Appetite?”

= “Your child said... (reference positive responses on the asQ). *  “Does your child use drugs or alcohol?”
an
Is this something hefshe shared with you? *  “Has anyone in your family/close friend network ever

*  “Does your child have a history of suicidal thoughts or behavior tried to kill themselves?”

’ el e )
that you're aware of?** I 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?” (Normalize that youth are often more comfortable

talking to adults who are not their parents)

i s
o 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:
2
© Unable to enjoy the things that usually bring him/her pleasure? “Is there anything you would like to tell me in private2”

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

Make a safety plan with the patient (rcide e parent/guardian, if possivle

Create a safety plan for managing potential future suicidal thoughts. A safety plan is 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 keepingyou  Discuss means restriction Ask safety question: “Do you

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 1?d|5‘5’t€ that the patient is safe; but a

w1 will call the hotline.” *1 will call i saves lives. How will you secure or yes'" is areason to act immediately to
— remove these potentially dangerous ensure safety.)

Discuss coping strategies to manage stress iterns (guns, medications, ropes,

(such as journal writing, distraction, exercise, ete. )"

self-soothing technigues).

Determine disposition

After completing the assessment, choose the appropriate disposition plan.

O Emergency psychiatric evaluation: Patient is at imminent risk for suicide (current suicidal thoughts). Keep patient safe on the
unit. Follow the standard of care for a suicidal patient (e.g. remove dangerous objects, 1:1 observer). Request a STAT, emergency
psychiatric evaluation.

O Further evaluation of risk is necessary: Request a comprehensive mental health/safety evaluation prior to discharge.

O Patient might benefit from non-urgent mental health follow-up post-discharge: No further mental health evaluation in the
hospital is needed at this time. Review safety plan for potential future suicidal thoughts and refer patient for a follow-up mental health
evaluation in the community, post-discharge.

O No further intervention is necessary at this fime.

Examples: “I will tell my mom/coach/teacher.”
"

Provide resources to all patients

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

R R LTS A PR CI ) NATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) (4 7{1}2:120)_/




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 (0O=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?

e



Disposition Based On BSS Assessment

I BSSA outcome(three pm 1

LOW RISK FURTHER EVALUATION NEEDED [ IMMINENT RISK 1
No further evaluation . Patient has acute suicidal thoughts and needs
I needed at this fime I ‘Memol health referral needed as soon as poss‘lble‘ . anurgent fullmental health evaluation
. M%keto sc:ée’ry plcng, " INITIATE SAFETY PRECAUTIONS!
- wi e ent and parent/guardian i i
a no‘:t‘:;delzfe :1eef:|::f:1eullh fé}gc fivate aspl)weedeg. mlgmlc? E:: GI?h oet:/t;alfﬁgn
follow-up? ) If mental health evaluation
is not available within practice, refer to 1SAFETY PRECAUTIONS
outpatient mental health clinician. Per insfitution protocol;
YES - keep patient under direct
No observatfion, remove

\ dangerous items, provide

/ REFERRAL k safety educadtion, etc. )
to further mental health .. Schedule a follow up
Morshrd "\ (cowen wovepiem Coniue) | adpatEai 2hplior
( q:‘ﬁﬁ:’t‘;‘r" - medk'fc;' c":i; '";!Tfe :f'few wh_e%er or not they were able
el L to obtain a mental hedlth appointment Send to emergency
_— wllsbe L=ty ‘/ | § 7 depariment for full mental
hedlth/safety evaluation
TS
SAFETY PLANNING
» Create safety plan for potential future suicidal thoughts, including identifying personal waming signs, coping strategies, social contacts for w
support, and emergency contacts. Detailed instructions about safety planning can be found at

https:/ /www.sprc.org/resources-programs/patient-safety-plan-template
» Discuss lethal means safe storage and/or removal with both parent/guardian and child (e.g. ropes, pills, firearms, belts, knives)
o Provide Resources: 24/7 National Suicide Prevention Lifeline
L e 1- 800-273-TALK (8255), En Espanol:1-888-628-9454, 24/7 Crisis Text Line: Text “START" to 741-741 J

If svicide risk becomes more acute, instruct patient/parent/guardian to contact outpatient healthcare provider to evaluate need for ED visii.)

Y

Schedule all patients who screen positive for a follow-up visit in 3 days fo confirm safety and determine if a mental health care connection has been made.
\Future follow-up primary care appointments should include re-screening patient, reviewing use of safety plan, and assuring connection with mental health clinicic:lnj

NEw . | Office of
STf‘TE Mental Health © 2017 New York State Office of Mental Health
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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.

NEW
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Best Safety Plans:

for sz‘a{/ng safe when these feelings emerge.

* Brief, Feas

* Collaborative: include the '
* patient’s own words, A
* Done Side by side |

* Done BEFORE imminent risk
* Involve family members

NEW
YORK
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Patient Safety Plan Template

Step 1: Warning signs (thoughts, images, mood, situation, behavior) that a crisis may be
developing:

Step 2: Internal coping strategies — Things | can do to take my mind off my problems
without contacting another person (relaxation technique, physical activity):

Step 3: People and social settings that provide distraction:

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

Step 4: People whom I can ask for help:

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

Step 5: Professionals or agencies | can contact during a crisis:

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)

Step 6: Making the environment safe:

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:

https://projectteachny.org/app/uploads/202 3/10/safety-plan-stanley-

NEW z
Yori | Office of template.pdf
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SUICIDE-SAFE TIPS

Firearms: Remove as needed. Always lock.

» Ask a trusted friend or family member to
keep it temporarily.

= Ifyoucan’tremove them from the home,
securely lock firearm and ammunition
separately.

Medications: Follow the M.E.D.S. method

Monitor: Keep track of how many pills are in
each prescription bottle or pack and don’t
keep lethal doses at home.

Educate: Educate yourself and family members
on the dangers of abusing prescription drugs.

Dispose: Dispose of medicines safely to
prevent medication abuse and environmental
pollution.

Secure: Keep medications, both prescription
and over-the-counter, in a safe and secure
location, such as a locked cabinet or private
bathroom.

Alcohol and drugs:

+ Talk to your kids about substance use as a
major risk factor for suicide.

+ Lockup potentially harmful common
household products / poisons.

Provide Support:

*  Know the suicide warning signs.

= Create a safe, judgment-free environment
when talking about tough issues.

= If you notice significant changes, ask
them directly if they're thinking about
suicide.

» Don’t be afraid to seek help when needed.

vork | Office of

Funding for this brochure was supported by grant no.
5H795M082148-02 from the Subsfance Abuse and Mental Health
Services Administration (SAMHSA) fo the Michigan Depariment
of Health and Human Services. Original version created by the
Oakland County Youth Suicide Prevention Task Force.

IS YOUR HOME SUICIDE-SAFE?

Take these actions to reduce access to lethal means of suicide.

» Medications

Lock and limit.
Most teens say prescription
drugs are EASY to get from their
medicine  cabinets.

» Firearms

Remove. Lock.
More than half of all suicide deaths
result from a gunshot wound.

Listen and Act
18.7% of high school students
seriously considered attempting
suicide in the last 12 months
Michigan YRBSS

Alcohol <«

Monitor Closely
Substance use makes youth
more likely to choose lethal
means, such as guns.

» Poisons

Take Precautions
Intentional exposure to poisons
are more likely to result in serious
or fatal outcomes.

No method of means restriction is foolproof. If you
are concerned about a loved one, seek help.

STATE Mental Healt 1 © 2017 New York State Office of Mental Health




Sidebar: Firearms #1 Cause, 15-19 yo

2018, United States
Suicide
Ages 156=19, All Races, Both Sexes
Total Deaths: 2,404

Click on the colored bars to drill down to the ICD code level

T Number of Deaths
Firearm 45.5x¢ 1,094
Suffocation 981
Poisoning 152
Fall 69
Other Spec., classifiable a1
Transportation= Related 29
Drowning 18
Cut/pierce 0.3% 8
Fire/burn 0.2x 5
Other Spec., NEC 0.2% 4
Unspecified 0.1% 3

. —

U . u T g T
0 220 440 660 880 1100 1320

Office of Number of Deaths
Mental Health © 2017 New York State Office of Mental Health
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Counseling on Access to Lethal Means

H Counseling

Course Description

Reducing access to lethal means, such as firearms and medication, can determine
whether a person at risk for suicide lives or dies.

This course is about how to reduce access to the methods people use to kill themselves.
It covers who needs lethal means counseling and how to work with people at risk for
suicide—and their families—to reduce access.

This course earned two awards in 2019:

« Bronze Digital Health Award
¢ Bronze Omni Award

Free 2 hour course

NEW
YORK
gﬂm
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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/

.i?*f“" C~TAR Center (for adolescents and families) https://www.starcenter.pitt.edu

STATE | Mental Health © 2017 New York State Office of Mental Health
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CUN'CAL REPORT Guidance for the Clinician in Rendering Pediatric Care

American Academy
of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN™

Suicide and Suicide Risk in Adolescents

Liwei L. Hua, MD, PhD Janet Lee, MD, FAAP® Maria H. Rahmandar, MD, FAAP® Eric J. Sigel, MD, FAAP?
COMMITTEE ON ADOLESGENCE; COUNCIL ON INJURY, VIOLENCE, AND POISON PREVENTION

Suicide is the second leading cause of death for 10- to 24-year-olds in
the United States and is a gIObal pUth health ISSUE, with a recent “Division of Integrated Behavioral Health, South Bend Clinic, South
declaration of a National State of Emergency in Children’s Mental Bend, indiana; "Department of Pediatrics, Lewis Katz School of

: Ffad : Medicine at Temple University, Philadelphia, Pennsylvania; “Potocsnak
Health by the American Academy of PEdlatI'lCS, American Academy of Family Division of Adolescent & Young Adult Medicine, Ann & Robert H.

Child and Adolescent Psychiatry, and Children’s Hospital Association. Lurie Children's Hospital of Chicago, and Department of Pediatrics,

This clinical report is an update to the previous American Academy of Norrgwestem University.Feip'wberg \?ChOf.Jl of Medicine, Chicago, llinois;
and " Department of Pediatrics, University of Colorado School of

' ' T Il [ L) = n
NEW - Pediatrics clinical report, Suicide and Suicide Attemptg in Adolescents. Medicine, Section of Adolescent Medicine, Children Hospital Golorado,
yori | Office of Because pediatricians and pediatric health care providers are at the Aurora, Golorado
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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

;-;J NEw . | Office of
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Mental Health © 2017 New York State Office of Mental Health



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

Office of
Mental Health © 2017 New York State Office of Mental Health
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Safety Planning Exercise

Our patient, Casey; their mom; Dr Bloomfield
What would you ask?
What are your concerns?

Office of
Mental Health © 2017 New York State Office of Mental Health
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qOLKI_
qs Suicide Risk Screening Tool

(Ask Suicide-Screening @ uest ions )

~—— Ask the patient:
1. In the past few weeks, have you wished you were dead? es m No

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

wouldbebetterbffiifyoudvere@ead?d m No
3. In the past week, have you been having thoughts
about killing yourself? es m No

R R R

4. Have you ever tried to kill yourself?

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 Mo

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
posifive screen. Ask question #5 to assess acuity:

0 “Yes” to question #5 = acute positive screen (imminent risk identifie)
¢ 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.

vNo" to question #5 = non-acute positive screen dpotential risk identifie)
¢ 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.

N Wy
~— Provide resources to all patients
e 24/7 National Suicide Prevention Lifeline 988 V
. o 24/7 Crisis Text Line: Text “HOME” to 741-741
Newe | Office of - -
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Patient Safety Plan Template

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

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

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, Mo portion of the Safety Plan Template may be reproduced
3 i i permission. You can cantact the authors at bhs2@columbia.edu or gregbrow@mail med.upenn.edu.
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STEP 1: WARNING SIGNS:

. Night time
>. Nothing to distract me

- Feeling alone with my thoughts

STEP 2: INTERNAL COPIN G STRATEGIES— THINGS | CAN DO TO TAKEMY MIND OFFMY PROBLEMS

WITHOUT CONTACTING AN OTHER PERSON::

- : :
> Cuddle with fluffy in bed
> Write in my journal

STEP 3: PEOPLEAN D SOCIAL SETTINGS THAT PROVIDE DISTRACTION :

1.name: COUSIN JIMmMy contact:_917-555-1212
2 name ENGlish teacher —Ms. K o0 718-867-5309
3. Place: Gaming 4. Place:
STEP 4: PEOPLEWHOM | CAN ASK FOR HELP DURING A CRISIS:

1.Name: Da@ Contact:

2 name: MS. K? contac:_ 718-867-5309
3.Name: Contact:

STEP 5: PROFESSIONALS ORAGENCIES | CAN CONTACT DURING A CRISIS:

Phone: z I 8—555—3456

1. Clinician/ Agency Name:
Emergency Contact : 718'555'3QQQ _

2. Clinician/ Agency Name: Phone:
Emergency Contact :
3. Local Emergency Depariment:_Children’s Hospital of Montefiore / 9-1-1
Emergency Department Address:
Emergency Department Phone :

4. Suicide Prevention Lifeline Phone: 1.800-273.TALK(8255) 988 Ca”/Text / Chat

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

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.
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