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Agenda

• Engagement: Suicide screening experiences (15 min)

• Suicide screening and assessment algorithms (15 min)

• Engagement: Putting algorithms into practice (15 min)



ACEs Screening and Response

1. ACEs LA/ CALQIC – Initial workflows

2. SHARK – specialized referrals and management

3. Network of Care – connecting to resources, expanding prior efforts

4. UCAAN pilot projects – novel strategies to respond to ACEs

5. Clinician response to ACE-associated health conditions:
1. Today suicide



Clinical scenario for engagement (15 min)

• 13 yo patient to clinic for WCC

• Intake: PHQ 9 = 14

• “Thoughts that you would be 
better off dead, or of hurting 
yourself in someway?”
• Several days

• SW/Behavioral health not 
available

Questions for clinicians:

• Any training to respond?

• How comfortable to respond? 
Why?

• What is your/clinic protocol for 
responding to suicidal ideation?



Responses

• Training: Not much, perhaps 
some during residency, on the 
job

• Level of comfort: Moderate to 
high, especially with practice 
and support

• Protocols:
• Determine “active vs passive”

• Contact DMH/local BH support

• Arrange for close f/u



Why we need suicide screen/assess protocol

• Suicidal ideation associated w/ACEs & trauma

• Epidemiology
• 2nd leading cause of death teens (CDC, 2016)

• ~2 million annual attempts in US (YBRFSS, 2017)

• 92% of clinicians reported patient disclosed SI in 
past year (Sisk, PAS, 2020)

• Validated response protocols exist

• Bright Futures 2022 Recommends

• We already screen everyone with PHQ 9! 



AAP Suicide Screening Blueprint: 3 Tiers



Brief Screen: Review Privately, Do Not 
Promise Confidentiality

• If “no” to Q1-4, no further 
assess needed (low risk), +/-
non-urgent referral

• If “yes” to any 1-4, go to Q5

• If “yes” to Q5:
• Imminent risk. Initiate safety 

precautions until emergency full 
psych eval obtained

• If “no” to Q5 AND“yes” to any 
of others, proceed to brief 
safety assessment



Disposition

• Imminent risk Safety precautions until full psych eval obtained

• High risk Safety plan, F/u within ~72 hrs

• Low risk +/- non-urgent MH referral, f/u as clinically indicated



Validated Brief Suicide Safety Assessments

• Columbia (in ORCHID as Ad Hoc)

• Suicide Behavior Questionnaire, 
Revised (SBQ-R)

• PHQ-9A, Patient Safety Screener-
3 (PSS-3)

• NIMH Brief Suicide Safey
Assessment (BSSA)
• Valid. in ED, inpatient, outpatient

• Goal of BSSA
• Decide on level of risk (10-15 min)

• Imminent, high, low

• Use as a step-by-step guide (not 
rigidly following the script)



NIMH Brief Suicide Safety Assessment

Use 4-page worksheet, guided 
prompts

If at any time you are concerned 
about imminent risk:

Stop and initiate safety 
precautions until full eval



NIMH BSSA

1. Praise patient

2. Assess patient
• Frequency of thoughts

• High → imminent risk

• Plan?
• Detailed → imminent risk

• Past attempts/behaviors?
• If yes, and no positive 

supports → imminent risk

• Symptoms
• Anxiety, depression, impulsivity, 

substance use, sleep…
• If high/risky symptoms → imminent risk

• Social support/ACEs/Resilience
• *PEARLS: ACEs/Resilience/SDOH

• Social network, school functioning

• Hopefulness
• If low → imminent risk

3. Interview parent & patient together



Safety Plan:
Complete w/Family
• Triggers/warning signs

• Coping strategies
• Internal

• People/settings for distraction

• Adults to call for help

• Suicide help lines

• Lethal means restrictions

• Referral (DMH/Health plan)

• F/u ~72 Hours



AAP/NSF 
Recommendation:
Screen all w/ASQ
Co-admin w/ PHQ



Other Topics

• Does asking trigger SI? No, it 
saves lives

• Will this create extra burden?
• Most will be low risk

• With training should not take 
more than 10-15 min

• Don’t cover all WCC in one visit

• May create burden of f/u

• Will save lives across health 
system, help respond to ACE-as’d
health conditions

• Can staff be trained to 
administer? Yes

• More screening questions… 
Don’t we have enough already?
• Lots of questions, but well-

equipped to know the patient

• Can’t cover all in 1 visit

• Can I use this for younger kids?
• Okay to use 8-11 yo



Proposal - PDSA

• Don’t screen everyone yet

• When SI identified, print forms 
and try it out

• Copy of safety plan to family

• Report back: PDSA

• If protocol works well, consider:
• Alter PHQ 9 screening form

• Material on Sharepoint

• E-consult section on SI

• Thoughts:

• Consider modifying suicide 
screening ad hoc to be more 
algorithmic and guideline-based

• Some clinicians willing to try it 
out, especially the expanded 
screener



Resources

• Great 1-Hour Training Video (NIMH, 2019)

• AAP Blueprint for Youth Suicide Prevention (2022)

• AAP Adolescent Depression Guidelines (2018)

• 24/7 National Suicide Prevention Lifeline (800) 273-TALK (8255)

• 24/7 Text « HOME » to 741-741

https://www.youtube.com/watch?v=P4_-SF9lQuc&t=1349s
https://www.aap.org/suicideprevention
https://publications.aap.org/pediatrics/article/141/3/e20174081/37626/Guidelines-for-Adolescent-Depression-in-Primary?autologincheck=redirected
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