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What is Suicide?
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Suicide is defined as death caused by self-directed injurious behavior with intent to die 
as a result of the behavior.

A suicide attempt is a non-fatal, self-directed, potentially injurious behavior with 
intent to die as a result of the behavior. A suicide attempt might not result in injury.

Suicidal ideation refers to thinking about, considering, or planning suicide.
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Cutting
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Is cutting a suicide attempt?
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Cutting Facts

One in every 200 girls between 13 and 19 cut themselves 
regularly

Boys account for 10% of self harm
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Suicide is a Leading Cause of Death in the 
United States

According to the Centers for Disease Control and Prevention (CDC) WISQARS 
Leading Causes of Death Reports, in 2017:
• Suicide was the tenth leading cause of death overall in the United States, claiming the lives 

of over 47,000 people.
• Suicide was the second leading cause of death among individuals between the ages of 

10 and 34, and the fourth leading cause of death among individuals between the ages of 
35 and 54.

• There were more than twice as many suicides (47,173) in the United States as there were 
homicides (19,510).

https://webappa.cdc.gov/sasweb/ncipc/leadcause.html
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2019 District of Columbia
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Adolescent 
Behaviors and 
Experience Survey 
(ABES)

• CDC developed to assess the impact of COVID-19 on 
behaviors and experiences of high school students

14
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ABES

• Content
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ABES based on gender

16
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ABES based on race
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ABES for LBGTQ population
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Signs and Symptoms
Talking about wanting to die or wanting to kill themselves

Talking about feeling empty, hopeless, or having no reason to live

Making a plan or looking for a way to kill themselves, such as searching online, stockpiling pills, or buying a gun

Talking about great guilt or shame

Talking about feeling trapped or feeling that there are no solutions

Feeling unbearable pain (emotional pain or physical pain)

Talking about being a burden to others

Using alcohol or drugs more often

Acting anxious or agitated

Withdrawing from family and friends

Changing eating and/or sleeping habits

Showing rage or talking about seeking revenge

Taking great risks that could lead to death, such as driving extremely fast

Talking or thinking about death often

Displaying extreme mood swings, suddenly changing from very sad to very calm or happy

Giving away important possessions

Saying goodbye to friends and family

Putting affairs in order, making a will

June 27, 2022
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The Joint 
Commission 
(July 2019)

• Screen all patients for suicidal ideation who are 
being evaluated or treated for behavioral health 
conditions as their primary reason for care using a 
validated screening tool

• In July 2020 changed to 12 and above

• Use an evidence-based process to conduct a 
suicide risk assessment of individuals served who 
have screen positive for suicidal ideation. The 
assessment directly asks about suicidal ideation, 
plan, intent, suicidal or self-harm behaviors, risk 
factors, and protective factors

20
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Joint Commission 
Recommendations 
for Evidence Based 
Screeners

• ED Safe Secondary Screener

• Patient Health Questionnaire (PHQ-9)

• Patient Safety Screener (PSS-3)

• Tool for Assessment of Suicidal Risk (TASR) Adolescent Screener

• Suicide Behavior Questionnaire Revised (SBQ-R)

• Ask Suicide Screening Questions (ASQ) Suicide Risk Screening Tool

• Columbia-Suicide Severity Rating Scale (C-SSRS)
With SAFE-T can also be used as assessment

21
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Choosing a 
Suicide 
Screen

Single item measures of construct, including suicidality 
should be avoided as only in rare situations when 
single item perform as well as validated multiple item 
measures.

Some psychometricians have determined the ideal 
number of item response choices to be 4-7

The ACEP (American College of Emergency 
Physicians) reports that screening suicide screening is 
positive for 42%, but only 1.5% cases are true positive. 
Hence important to have a test with high specificity to 
help reduce healthcare burdens

22
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ED Safe Secondary Screener
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ED Safe Secondary Screener
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PHQ-9
• The Patient Health Questionnaire-9 (PHQ-9) Depression 
Scale is a validated widely used nine-item tool used to 
diagnose and monitor the severity of depression. 

• Question 9 screens for the presence and duration of 
suicide ideation. 

• It is available in Spanish and other languages and has also 
been modified for the adolescent population.

• All screening tools and instruction manuals are available 
at no cost. 

• Ages 12+

• Can be used in primary care and behavioral Health 
Centers

• Item 9 (suicide Sensitivity 80%, Specificity 70%

25
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Patient Safety Screener (PSS-3)

3 question screener

Meant for universal screening

Ages 12 and up

Sensitivity 95%

Specificity 35%
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Tool for Assessment of Suicidal Risk (TASR-A)
Ages 13-18

Adds a section with 6 question K-SADS (a depression inventory)

TASR-A is a semi-structured instrument that the clinician can follow to 
ensure that the most common risk factors known to be associated 
with suicide in young people have been assessed. 

The tool also provides the clinician with a convenient overview of the 
entire risk factor assessment, thus allowing the clinician to make a 
best judgment call as to the level of risk for imminent suicide. 
Furthermore, the TASR-A provides an excellent documentation of the 
comprehensiveness of the suicide risk assessment conducted by the 
clinician and thus may be useful for both clinical record keeping and in 
medico-legal cases

Developers provided no psychometric properties of the instrument, 
nor any indication of its validity in assessing suicidal risk
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Suicide Behavior 
Questionnaire 
Revised (SBQ-R)
• 4 item self-report questionnaire that 
asks about future anticipation of 
suicidal thoughts or behaviors as well as 
past and present ones, and includes a 
question about lifetime suicidal 
ideation, plans to commit suicide, and 
actual attempts

• Ages 13-18

• Sensitivity 93%

• Specificity 95%

28
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Ask Suicide 
Screening 
Questions (ASQ)

• ASQ is a four-item suicide-screening tool 
designed to be used for people of all ages 
in emergency departments, inpatient units, 
and primary care facilities.

• A Brief Suicide Safety Assessment is 
available to be used when patients screen 
positive for suicide risk on the ASQ.

• Emergency department, inpatient 
medical/surgical unit, and outpatient 
primary care and specialty clinics. 

• Sensitivity 96%

• Specificity 87%

• Return to ED specificity 43%
29
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Columbia-Suicide Severity Rating Scale (C-SSRS) 

30

There are brief versions of the C-SSRS often used as a 
screening tool (first two questions) that, based on patient 
response, can lead to the administration of the additional 
questions to triage patients.

All settings including community settings like schools, police

Ages 6 and up

Sensitivity 95%

Sensitivity 95%

When used with SAFE-T can also account for the assessment
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What to do with a positive screen?
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Need to do an assessment

Use an evidence-based process to conduct a suicide risk assessment of patients 
who have screened positive for suicidal ideation. 

The assessment directly asks about suicidal ideation, plan, intent, suicidal or self-
harm behaviors, risk factors, and protective factors. 
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C-SSRS with SAFE-T

33
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Scale for Suicidal Ideation – Worst (SSI/SSI-W)

Interviewer-administered rating scale that measures the intensity of patients’ 
specific attitudes, behaviors, and plans to commit suicide during the time period 
that they were the most suicidal. 
The instrument was developed to obtain a more accurate estimate of suicide risk. 
As with the SSI, each SSI-W item consists of three options graded according to the 
suicidal intensity on a 3-point scale ranging from 0 13 to 2. The ratings are then 
summed to yield a total score, which ranges from 0 to 38. 
Individual items assess characteristics such as wish to die, desire to make an active 
or passive suicide attempt, duration and frequency of ideation, sense of control 
over making an attempt, number of deterrents, and amount of actual preparation 
for a contemplated attempt. 

The SSI-W takes approximately 10 minutes to administer.
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Beck Scale for Suicidal Ideation (BSI)

21-item self-report instrument for detecting and measuring the current intensity of the patients’ 
specific attitudes, behaviors, and plans to commit suicide during the past week. 
The BSI was developed as a self-report version of the interviewer-administered Scale for Suicide 
Ideation. 
The first 19 items consist of three options graded according to the intensity of the suicidality and 
rated on a 3-point scale ranging from 0 to 2. These ratings are then summed to yield a total score, 
which ranges from 0 to 38. 
Individual items assess characteristics such as wish to die, desire to make an active or passive 
suicide attempt, duration and frequency of ideation, sense of control over making an attempt, 
number of deterrents, and amount of actual preparation for a contemplated attempt. The last 
two items assess the number of previous suicide attempts and the seriousness of the intent to die 
associated with the last attempt.
As with the SSI, the BSI consists of five screening items. If the respondent reports any active or 

passive desire to commit suicide, then an additional 14 items are administered. 
The BSI takes approximately 10 minutes to administer.
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The assessment directly asks 
about suicidal ideation, plan, 
intent, suicidal or self-harm 
behaviors, risk factors, and 

protective factors. 

36
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What to do with 
the information?
• Know when to refer to the emergency 
department

• Know local resources for referrals
• -DC Medicaid- DC Access 
• ----1(888)7WE-HELP or 1-888-793-4357 

• Call DCMAP, VMAP, or B-HIPP

• Be comfortable with treating basic 
mental health concerns

38
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Why address 
suicidal 
ideation in 
Pediatric 
outpatient 
clinics?

• The risk of a suicide attempt or death is highest within 30 days 
of discharge from an ED or inpatient psychiatric unit.

• Up to 70 percent of patients who leave the ED after a suicide 
attempt never attend their first outpatient appointment.

• Approximately 37% of individuals without a mental health or 
chemical dependency diagnosis who died by suicide make an ED 
visit within a year of their death.

• Average wait time to see a psychiatrist is 3 to 9 months
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Do’s and Don’t’s
• Remain calm

• Ask the youth directly if he or she is thinking about suicide (e.g., "Are 
you thinking of suicide?")

• Focus on your concern for their well-being and avoid being accusatory

• Listen

• Reassure them that there is help and they will not feel like this forever

• Do not judge

• Provide constant supervision. Do not leave the youth alone

• Remove means for self-harm

• Get Help
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Q&A
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