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Abstract

The number of children and adolescents dying by suicide is increasing over time. Patterns for who
is at risk are also changing, leading to a need to review clinical suicide prevention progress and
identify limitations with existing practices and research that can help us further address this
growing problem. This paper aims to synthesise the literature on paediatric suicide screening, risk
assessment and treatment to inform clinical practice and suicide prevention efforts. Our review
shows that universal screening is strongly recommended, feasible and acceptable, and that there
are screening tools that have been validated with youth. However, screening may not accurately
identify those at risk of dying due to the relative rarity of suicide death and the associated research
and clinical challenges in studying such a rare event and predicting future behaviour. Similarly,
while risk assessments have been developed and tested in some populations, there is limited
research on their validity and challenges with their implementation. Several promising suicide-
specific treatments have been developed for youth, but overall there is an insufficient number of
randomised trials. Despite great need, the research evidence to support screening, risk assessment
and treatment is still limited. As suicide rates increase for children and adolescents, continued
research in all three domains is needed to reverse this trend.
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Introduction

Suicide rates overall, in every state, and across multiple sociodemographic groups, including
among children and adolescents, are on the rise in the United States (Centers for Disease
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Control [CDC], 2018; Suicide Prevention Resource Center, n.d.). For youth (10-24 year
olds), suicide was the second leading cause of death in 2017, accounting for 6,758 deaths.
Suicide patterns are also changing with groups historically at lower risk now at increased
risk—the suicide rate for females 10-14 years old tripled from 1999 (0.5/100,000) to 2014
(1.5/100,000), narrowing the gap between male and female rates of suicide (Ruch et al.,
2019). The suicide rate among black boys and girls younger than 13 years was
approximately 2 times higher than white children from 2001-2015 (Bridge et al., 2018). In
addition to mortality, indicators of suicide morbidity are following a similar trend with the
proportion of Emergency Department (ED) and inpatient visits for suicidal ideation and
attempts nationally nearly doubling between 2008 (0.66%) and 2015 (1.82%) among youth
5-17 years old (Dueweke, Marin, Sparkman, & Bridges, 2018).

The purpose of this paper is to synthesise paediatric suicide screening, risk assessment and
treatment implementation and research to inform psychiatric practice across a variety of
service settings. This review and the epidemiological data are focussed on the United States.
Specifically, what suicide screening and risk assessments tools are commonly used with
children and adolescents, and what is the evidence supporting their use? What brief and
longer-term interventions have been developed to treat children and adolescents with suicide
ideation and attempts?

While there is currently little to no data to show that screening decreases suicide attempt or
deaths rates (i.e. that if an adolescent who died by suicide had been screened there could
have been a different outcome), characteristics of youth who make suicide attempts
underscore the potential importance of this strategy. Studies indicate that most youth with
ideation or attempts don’t reveal their thoughts or behaviours on their own (i.e. without
being asked); furthermore, almost all of their parents did not know about their attempts
(Negron, Piacentini, Graae, Davies, & Shaffer, 1997; Sheftall et al., 2016; Simon et al.,
2002). Research has also shown that most adolescents who die from suicide have contact
with a medical professional in the 3 months prior to their death (80%), and half have been to
the Emergency Department (ED) in the year beforehand (50%) frequently presenting with
somatic complaints (Rhodes et al., 2013); however, we do not know if they were screened
for suicide. Screening children and adolescents for suicide risk is an important approach
from both clinical and public health perspectives to identify youth who need psychiatric
services and to prevent suicide attempts and deaths. Screenings are often administered by
nurses, other non-mental health providers and community workers in primary care, EDs and
schools to identify individuals in need of further evaluation and or treatment by a
psychiatrist or other mental health provider (e.g. psychologist or social worker).

In response to the growing concern about youth suicide rates, the above literature, and the
rare but devastating occurrence of hospital-based suicides, there have been national calls for
suicide screening across different medical settings, including by the Joint Commission (JC).
Suicide deaths are ranked as a top-five Sentinel Event reported to the JC. In 2007, the Joint
Commission issued National Patient Safety Goal #15A which is to identify behavioural
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health patients at risk for suicide through screening in the ED (also referred to as “indicated
screening”). A Sentinel Event Alert was later released to expand the focus in two ways: 1) to
include all patients at elevated risk in the ED (also referred to as “universal screening”); and
2) to expand suicide screening requirements to medical/surgical units. The Joint
Commission outlined broadly the types of protocols that need to take place in conjunction
with screening: 1) conduct a risk assessment that identifies specific individual characteristics
and environmental factors that may increase or decrease suicide risk; 2) address the
immediate safety needs and most appropriate disposition plan and treatment setting for the
at-risk individual; and 3) provide suicide prevention information, such as a crisis hotline, to
the youth and his or her family when there is a care transition (see Joint Commission
website for latest information).

It is generally recommended by the developers to give the screening tool without a parent
present whenever possible. There are strengths and limits to giving screening instruments as
a self-report (e.g. more efficient, youth may be more likely to be honest about stigmatised
topics) vs. provider administered (e.g. helps to ensure that youth understand the questions,
builds rapport); however, no study has evaluated differences in administration to date. We
will discuss several suicide screening tools that have the most robust validation data and
have been utilised widely across a variety of settings, including with children and
adolescents.

Screening tools

Patient health questionnaire-9 (PHQ-9)—The Patient Health Questionnaire-9 (PHQ-9)
(Kroenke, Spitzer, & Williams, 2001) is a freely available, standard self-report instrument
designed to screen for major depressive disorder (MDD). It assesses the frequency in the
past two weeks of the nine symptom features that make up the diagnostic criteria for MDD.
The ninth item relates explicitly to suicidality and asks about how often the person has
thought they were better off dead, or of hurting themselves in the last two weeks. Response
options range from 0 “Not at all” to 3 “Nearly every day.” The PHQ has been shortened to a
two-item screener and been validated in adolescents (Richardson et al., 2010). However, the
PHQ-2 alone has been shown to miss a substantial number of people who are at risk of
suicide (Dueweke et al., 2018). In efforts to overcome these challenges, health systems have
sometimes administered the PHQ-2 and PHQ-9 sequentially (e.g. If positive on the PHQ-2,
the rest of the items are administered) (Arroll et al., 2010). More recently, with increasing
demands for universal screening for suicide, health systems have taken a hybrid approach —
using the PHQ-2 combined with the 9t item on the PHQ-9 that asks about suicidal ideation,
in an effort to screen patients quickly for risk of suicide. However, to date there is little
empirical evidence on the utility of this approach in identifying those at risk for suicide
(Bennett, 2018). There is a PHQ-A (adolescent) version, which includes wording that is
more relevant to an adolescent population and has been validated to detect a variety of
mental disorders (e.g. depression and anxiety) (Johnson, Harris, Spitzer, & Williams, 2002),
but to our knowledge has not been validated as a suicide screener.

Columbia suicide severity rating scale (C-SSRS) — screen version—Another
suicide risk screening tool is the Columbia Suicide Severity Rating Scale (C-SSRS) — Screen
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Version. The screen version of the C-SSRS is freely available and designed to measure
suicidal ideation over recent months and provide a classification of low, moderate or high
risk based on responses. The C-SSRS Screen Version includes five items, rated either yes or
no, and ask about ideation and/or behaviour in the last month only. The sixth and last item
on the tool asks about any lifetime history of preparations and/or plans to end one’s life, and
if yes, whether these have been done in the last six months. We could find only one specific
validation study of the C-SSRS — Screen Version (The Columbia Lighthouse Project, n.d.)
among adults (Wilson, 2017), although the longer risk assessment version of the C-SSRS
has been validated across several settings and among children and adolescents (see below)
(Brent, Emslie, et al., 2009; Conway, Erlangsen, Teasdale, Jakobsen, & Larsen, 2016;
Gipson, Agarwala, Opperman, Horwitz, & King, 2015; Horwitz, Czyz, & King, 2015;
Posner et al., 2011). There is a version of the C-SSRS Screener with triage points for schools
(Heise, York, & Thatcher, 2016; The Columbia Lighthouse Project, n.d.) suggesting its
applicability to an adolescent population. However, validation studies specific to this or any
of the C-SSRS paediatric versions have not been done.

The Ask Suicide-Screening Questions (ASQ)—The Ask Suicide-Screening
Questions (ASQ) is a four-item non-proprietary suicide screening tool from the National
Institute of Mental Health that can be administered to patients 10-21 years old across a
variety of settings—EDs, inpatient medical/surgical units, outpatient/primary care clinics
and specialty clinics. A *yes” response to any of the items results in a positive screen, and, if
positive, the patient is asked, “Are you having thoughts of killing yourself right now?” The
initial validation study was comprised of 524 patients with psychiatric or medical chief
complaints from three paediatric EDs and used the Suicide Ideation Questionnaire (SIQ) as
the criterion standard (Reynolds, 1987). In this study, the ASQ had a sensitivity of 96.9%, a
specificity of 87.6%, and a negative predictive value of 99.7% for the psychiatric patients
specifically (Horowitz et al., 2012). The ASQ also demonstrated a sensitivity of over 80% to
predict return ED visits for suicide-related complaints within six months of nurse screening
for patients 8 through 18 years (Ballard et al., 2017). Additional qualitative and quantitative
studies with the ASQ highlight that ED suicide screening of both psychiatric and non-
psychiatric patients is feasible in terms of acceptability to parents, practicality to ED flow,
and patient opinion (Ballard et al., 2012; Horowitz et al., 2010). While the ASQ is valid up
to age 21, there is an adult 2-item version, the asQ’em, validated from age 18 and older
(Horowitz et al., 2013).

There are few “gold-standard” suicide screening tools for paediatric populations. Strengths
of the PHQ include; was one of the first tools, developed so practitioners have more
experience with it and it has been included in more research studies to date; has been used
widely across medical and other settings as a depression screener; and meets both depression
and suicide screening requirements. Limits include: only one question is specifically about
suicide; it has not been validated for suicide specifically among children and adolescents;
while depression is an important risk factor for suicide not all patients at risk for suicide are
depressed; and there is one study showing the brief version (PHQ-2) is inadequate for
detecting suicide ideation (Dueweke et al., 2018). Strengths of the CSSR-S is that it is
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focussed directly on the spectrum of suicidal behaviours, from ideation to an actual attempt,
and is part of a package of suicide assessment tools for a variety of age groups and settings.
Limits include that there is no published validation data specific to the CSSRS- Screener
Version for its use with children and adolescents. Strengths of the ASQ include that it was
developed specifically for children and adolescents, has been studied with paediatric
populations, and has easily accessible resources that facilitate implementation. Limits of the
ASQ could include its specificity (Horowitz et al., 2012) and that much of the
implementation and research focus to date has been in the ED setting (Ballard et al., 2017;
Horowitz et al., 2012).

The body of research on suicide screening continues to grow, but there are little to no
published studies on how many youth screen positive when implemented large scale in
medical settings, or on the effectiveness of suicide screening to prevent suicide attempts or
deaths. From an implementation perspective, a compliance rate of 79% has been reported for
nurse ED screening (Ballard et al., 2017). In this same study, nurses uniquely identified 237
patients who screened positive yet did not present to the ED with suicide-related complaints
(~2-3 patients per week); these patients were more likely to be male, African American and
have externalising behaviour diagnoses (Ballard et al., 2017). From a patient perspective,
almost all patients (both psychiatric and non-psychiatric, ages 10-21) in a study to
determine the feasibility of screening patients presenting to the paediatric ED (~96%)
endorsed that nurses should ask youth about suicide in the ED. The five most frequently
reported reasons listed were: identification of at-risk youth (20%); desire to feel understood
by clinicians (18%); connection with help and resources (18%); prevention of suicidal
behaviour (16%); and lack of other individuals to speak with about these issues (12%)
(Ballard et al., 2012).

A future direction of this work includes studies of tailored screens using item response
theory and computer adaptive testing. These approaches potentially allow for a broader array
of items but that result in shorter and more accurate assessments, as additional questions are
only asked based on how respondents answer previous questions and on the underlying
strength of the association of each item to the severity of the trait(s) (e.g. suicidality and/or
depression and/or impulsivity) being assessed. This type of screener could then allow for
multiple traits to be assessed in a single session, thereby increasing our ability to understand
different risk profiles that suicidal children and adolescents may present with (Kroenke et
al., 2001).

Suicide risk assessment

Overview

Identifying those at risk for suicide is part of recommended comprehensive approaches to
effective suicide prevention (Suicide Prevention Resource Center, 2012; Zero Suicide in
Health & Behavioral Healthcare [SPRC], 2019). While healthcare and community providers
may encounter individuals at risk for suicide or conduct suicide screening, many do not feel
comfortable or knowledgeable about how to assess level of risk appropriately (Betz et al.,
2013; Oordt, Jobes, Fonseca, & Schmidt, 2009; Simon, 2006). Risk assessments differ from
screening as they are generally more comprehensive and done by a mental health provider
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(e.g. psychiatrist, psychologist, social worker) to confirm suspected suicide risk, estimate
imminent danger, and decide on a course of treatment. Suicide risk assessments can take
very different formats. Structured risk assessments are comprised of specific questions that
should be asked standardly of every patient with fewer to no open-ended questions. Other
risk assessments take more of the form of a clinical interview with variability in how much
guidance is given on which domains providers should cover and tend to include more open-
ended questions. We will discuss a validated and structured risk assessment tool—the
Columbia-Suicide Severity Rating Scale (C-SSRS)—as well as the SAMHSA SAFE-T
assessment which incorporates the C-SSRS, and the Ask Suicide screening Questions (ASQ)
brief suicide safety assessment guide which was developed primarily for children and
adolescents.

Risk assessment tools

C-SSRS—The C-SSRS risk assessment tool is freely available and designed to measure the
severity of suicidal ideation and behaviour. The C-SSRS risk assessment tool is three pages
long and asks the person administering it to first rate the presence or absence of risk and
protective factors, then to administer the full assessment. The full C-SSRS assessment
measures four constructs that have been found to predict attempts and suicide in previous
studies including severity of ideation, intensity of ideation, behaviour and actual attempts.
Severity of ideation is rated on a 5-point ordinal scale ranging from 1 “Wish to be dead” to 5
“Suicidal intent with plan.” Intensity of ideation includes 5 items related to most severe
ideation (e.g. frequency, duration, controllability, deterrents, and reasons for ideation). The
suicidal behaviour and actual attempt section consists of yes/no answers related to actual
attempts, self-injurious behaviour, interrupted and aborted attempts, preparatory acts or
behaviours, and lethality (Posner et al., 2011). Strengths of the C-SSRS include that it has
been used and validated with adults and adolescents (Gipson et al., 2015; Posner et al.,
2011), and been found to predict short-term suicidal behaviour among high-risk adolescents
(Conway et al., 2016). Despite the C-SSRS’ promise, several authors have noted challenges
with classifying both intent and imminence (Interian et al., 2018), and with implementation
(e.g. unclear navigation instructions and lack of adherence to the full administration
protocol) (Giddens, Sheehan, & Sheehan, 2014), indicating a further need to evaluate the
scale in different populations and as used in regular practice.

Suicide assessment five-step evaluation and triage (SAFE-T)—The SAFE-T was
developed by Screening for Mental Health, Inc. and the Suicide Prevention Resource Centre
based on the American Psychiatric Association Practice Guidelines for the Assessment and
Treatment of Patients with Suicidal Behaviours (Suicide Prevention Resource Center, 2009).
The purpose of the tool, which can be used with adults and adolescents is to guide
psychiatrists, mental health clinicians and other health care professionals through five steps
for a comprehensive suicide risk assessment: 1) identify risk factors noting those that can be
modified to reduce risk; 2) identify protective factors noting those that can be enhanced; 3)
conduct suicide inquiry including suicidal thoughts, plans, behaviour and intent (C-SSRS);
4) determine risk level/intervention including a table to guide clinicians in determining high,
medium and low risk with possible interventions; and 5) document your assessment of risk,
rationale, intervention and follow-up. Strengths of the SAFE-T include a pocket card that

Int Rev Psychiatry. Author manuscript; available in PMC 2020 May 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Cwik et al.

Page 7

lists what domains clinicians should ask about under each section, and a “Suicide Safe”
mobile app based on the SAFE-T is available. Limitations include that while SAFE-T is
based on practice parameters, we were unable to find any published studies on its reliability
and validity.

ASQ brief safety assessment—The ASQ toolkit includes a brief suicide safety
assessment (BSSA) (National Institute of Mental Health, 2019) to further help triage patients
after a positive screen as not all patients who screen positive on the ASQ need a psychiatry
consultation, comprehensive mental health or psychiatric evaluation, or hospitalisation. The
BSSA is designed to be completed in 15 min if the setting, such as an ED, has time
constraints. The BSSA consists of the best practices from clinical interviews for suicide risk
developed through a combination of consulting the literature and suicide experts. It covers:
1) frequency of suicidal thoughts, suicide plan, past behaviour; 2) symptoms—specifically
depression, anxiety, impulsivity/recklessness, anhedonia, isolation, irritability, substance and
alcohol use, sleep pattern and appetite; and 3) support and safety which includes support and
family networks, school functioning, bullying, suicide contagion and reasons for living.
After the patient interview, the BSSA states that the provider should meet with the patient
and guardian together, make a safety plan with the patient, determine the triage/disposition
plan (e.g. an emergency psychiatric evaluation, non-emergency evaluation, non-urgent
mental health follow-up, or no further intervention), and provide hotline and crisis text lines
to all patients—a resource list is available in the online toolkit. Strengths are that the ASQ
toolkit has a BSSA worksheet to remind providers of all the steps and domains of inquiry,
and that it complements the ASQ screening tool if that is what is used in your setting. The
BSSA also gives examples for how to ask the questions including helpful probes for talking
with parents, for example, your child said X, is this something she has shared with you? Are
you comfortable keeping your child safe at home? Limitations include that while the ASQ is
based on risk and protective factors specific to children, there is currently no published
research on the BSSA.

Synthesis—Despite recommendations on use of these tools, recent systematic reviews
have shown that use of these alone, do not necessarily predict who will engage in future
suicidal behaviour (Franklin et al., 2017; Lotito & Cook, 2015; Runeson et al., 2017). More
recently, the utility of both screening and risk assessments has been questioned. In a major
systematic review and meta-analysis, Franklin et al., 2017 found that despite over 50 years
of research our ability to accurately predict suicide based on common risk factors that
screening and risk assessment instruments are often based on is only slightly better than
chance. Moreover, Carter et al. (2017) found that across all suicide predictive instruments
the “high-risk” category was not clinically useful, meaning that no instrument was able to
classify patients with a level of accuracy that would allow for appropriate treatment
allocation.

In response to these findings, relatively new prediction techniques using machine learning
algorithms have been developed. These methods examine combinations of a wide-variety of
variables to generate risk predictions using different algorithmic approaches (e.g. Penalised
Regression, Random Forests). These models are thought to be better at incorporating
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complexity than traditional regression approaches. Some of these machine learning
approaches have been successful at improving prediction metrics (Walsh, Ribeiro, &
Franklin, 2017, 2018), but many have also suffered from low positive predictive value (PPV,
or the probability that people with a positive screen, truly have the problem) due to suicide’s
low base rate and PPV’s dependence on prevalence in a population (Belsher et al., 2019).
While machine learning algorithms may not single handedly reduce suicide rates to zero,
implementing these approaches effectively, ethically, and in combination with other
interventions (e.g. safety planning and facilitating support to outside clinical care) or within
a public health model (e.g. surveillance, identifying risk and protective factors, and
developing, implementing and evaluating interventions) (Haroz et al., in press; Suicide
Prevention Resource Center, 2002), may contribute to ultimately driving down suicide rates
in the population (Matarazzo, Brenner, & Reger, 2019; Torous & Walker, 2019).

Treatments

Overview

Historically, interventions for suicide have focussed on the disorders, such as depression, of
at-risk youth (or adults)—with suicide ideation and attempts treated as part of the symptoms
or consequences. Recently, treatments have been developed focussed specifically on suicide
as the primary treatment target that can be used by psychiatrists and other providers in a
variety of clinical settings. Brief treatments may be feasible and acceptable in paediatric
primary care and Emergency Department settings when a provider may not be able to have
multiple sessions with a patient due to structural barriers or concerns about drop-out, or as a
step before longer-term treatments. Long-term treatments (e.g. Dialectical Behaviour
Therapy-Adolescent) may be beneficial for chronic suicide ideation and related behaviours.
Mobile app and internet technology-based interventions are increasing in number and
popularity that target children and adolescent mental health promotion and suicide
prevention. However, a recent systematic review concluded there is not current evidence of
effectiveness of these technologies (Grist, Porter, & Stallard, 2017). The treatment
approaches highlighted below have some evidence demonstrating efficacy and effectiveness.
Overall, there continues to be few randomised trials on effective suicide treatment
approaches, especially with paediatric populations.

Brief treatments

Safety planning intervention—Safety and crisis response plans are often used in initial
treatment sessions when there is a suicide-related crisis. Safety and crisis response plans are
written out or documented in some other format and can be referenced throughout the course
of existing treatments for both youth and adults. These plans are often part of larger
treatment strategies for preventing suicide (e.g. Collaborative Assessment and Management
of Suicidality (Jobes, 2016); Cognitive Behaviour Therapy for Suicide Prevention (Stanley
et al., 2009). However, Safety Planning Intervention (SPI) has been recommended as a
stand-alone treatment and was named a national best practice for suicide prevention (Stanley
& Brown, 2012). SPI is a comprehensive, brief (20-45 min) and collaborative approach to
ensure the safety of those who experience suicide ideation or behaviours following a suicide
risk assessment. To our knowledge, there are not specific recommendations regarding age
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groups to use SPI. However, safety planning as a suicide prevention intervention has been
included in other treatments with adolescents ages 12-19 (Kennard et al., 2018; Stanley et
al., 2009).

SPI involves a stepped process that was intentionally designed (i.e. patient tries the next
Strateqy If the previous strategies aren’t effective): 1) recognising warning signs that may
indicate a suicide crisis and can give the patient insight; 2) identifying internal coping
strategies patients can utilise in the short-term when experiencing suicide ideation or
behaviours because it builds self-efficacy and is available when social support is unavailable;
3) listing social supports or settings that can serve as a distraction from their thoughts—
potentially interrupting their negative cognitive thinking or emotional distress; 4) identifying
individuals with whom they are comfortable sharing about their crisis and discussing help-
seeking—patients often tend to seek out or prefer non-professional contacts as a first
resource; 5) listing professional and agency contacts to intervene with the current crisis; and
6) discussing means restriction (see CALM: Counselling on Access to Lethal Means,
Suicide Prevention Resource Center, 2018).

For paediatric patients, it is important to share the safety plan with parents. Parents and other
family members may be involved when a safety plan is being completed, which may help
facilitate parent education about their child’s risk/protective factors, and ways to keep a safe
environment at home (Kennard et al., 2018; Stanley et al., 2009). Discussions between
therapists and patients may involve identifying roles of parents or other family members
within the safety plan and how they can support a patient using this tool (Kennard et al.,
2018; Stanley et al., 2009). Safety planning interventions, including means restriction, as a
stand-alone option has little evidence with paediatric populations. However, there is
increasing evidence that combining safety planning into comprehensive treatment
approaches, including mobile app-based interventions with digital safety plans, may be
effective in reducing suicide among adolescents (Asarnow et al., 2011; Asarnow, Hughes,
Babeva, & Sugar, 2017; Gregory, Sukhera, & Taylor-Gates, 2017; Jobes, 2016; Kennard et
al., 2018; Melvin et al., 2019).

Brief ED interventions—An intervention developed by Rotheram-Borus and colleagues
has a solid research base (Rotheram-Borus et al., 1996; Rotheram-Borus, Piacentini,
Cantwell, Belin, & Song, 2000) including adaptations (Asarnow et al., 2011; Asarnow,
Armm, & McGrath, 2002; Cwik et al., 2016; Donaldson, Spirito, Arrigan, & Aspel, 1997
Hughes & Asarnow, 2013). The original intervention consists of a workshop for ED
providers on how to interact with suicidal adolescents and their families, a video about the
importance of treatment engagement, a crisis therapy session, access to an on-call therapist,
and linkage to existing outpatient treatment (Rotheram-Borus et al., 1996). The intervention
has been shown to increase positive maternal attitudes towards treatment and adolescent
treatment adherence, as well as decrease adolescent depression and suicidal ideation and
maternal symptoms of depression (Rotheram-Borus et al., 1996, 2000). Asarnow et al.
(2011) further adapted this intervention to incorporate a compliance enhancement
component (Spirito, Boergers, Donaldson, Bishop, & Lewander, 2002; Wells, Tang, Carlson,
& Asarnow, 2012) with improved follow-up with treatment (Asarnow et al., 2011). In an
adaption for Native American youth, participants reported decreased negative thinking,
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depressive symptoms, and suicidal ideation post-intervention, and changes in targeted
service use outcomes, including improved attitudes towards counselling, increased
outpatient treatment utilisation, and decreased ED visits for mental health (Cwik et al.,
2016). While these interventions have research evidence, implementation in non-research
settings faces challenges such as space, time and provider shortages in EDs (Cwik et al.,
2016).

interviewing

Motivational Interviewing (MI) (Miller & Rollnick, 2013) may be used to increase
motivation to engage in treatment when working with those who may be experiencing
suicide ideation or have recent suicidal behaviour. Ml is a collaborative approach to
increasing an individual’s motivation and commitment towards change. Ml includes four
processes: 1) establishing an effective working relationship; 2) focussing the conversation on
change towards a patient’s goal; 3)evoking a patient’s self-motivation for change; and 4)
increasing a patient’s commitment to change while developing an action plan (Miller &
Rollnick, 2013), with specific skills associated with each process. There have been limited
applications of Ml for individuals experiencing a range of suicidal behaviours (see Hoy,
Natarajan, & Petra, 2016). Motivational Interviewing to Address Suicidal Ideation (MI-SI;
Britton, Patrick, Wenzel, & Williams, 2011) was developed to increase motivation for living,
including engaging in treatment to enhance reasons for living. Though MI-SI has not been
adapted for use with children and adolescents to date, a recent pilot randomised controlled
trial examined feasibility and acceptability of “MI-SafeCope” (Czyz, King, & Biermann,
2019). This intervention uses MI to increase adolescents’ motivation and self-efficacy in
using their safety plans and to promote adaptive coping strategies following hospitalisation
(Czyz et al., 2019). Caregiver support is emphasised to promote adolescents’ use of their
safety plans. Pilot results showed adolescents experienced increased self-efficacy to not
engage in suicidal behaviour, increased reliance to engage in self-coping strategies when
experiencing suicide ideation, and increased likelihood of using their safety plans to cope
with suicide ideation (Czyz et al., 2019).

Long-term treatments

CBT-SP—Cognitive Behaviour Therapy-Suicide Prevention (CBT-SP) was developed to
address modifiable risk factors for youth suicide, including depression, with a strong focus
on prevention of future suicidal behaviour. Key elements of CBT-SP include: 1) safety plan;
2) a hope kit to help patients remember reasons for living during a crisis and involves
identifying objects that represent this reason personally, such as photographs or meaningful
quotes; 3) chain analysis to raise awareness of circumstances that resulted in a suicide
attempt; 4) the patient and therapist deciding which skills to develop to cope with similar
circumstances in the future by identifying immediate precipitants and longer-term risk
factors (i.e. case conceptualization); 5) accompanying coping skill development and family
sessions (e.g. emotion regulation, mood monitoring, distress tolerance, interpersonal
effectiveness, and cognitive restructuring); and 6) finally, relapse prevention which includes
revisiting the suicidal event and reviewing the event with new skills in place. CBT-SP was
studied in a mixed randomised-patient preference trial with adolescents ages 12-18 years
which included CBT-SP alone, medication management (MM) alone and CBT-SP plus MM
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—with most patients choosing combination treatment. There was a significant decline in
depressive symptoms in all three treatment groups, with combination treatment showing the
greatest rate of improvement (58% at week 12 and 72% at week 24). It should be noted that
at least one-third of the attempts and 40% of suicide related events occurred in the first 4
weeks of treatment (Brent, Greenhill, et al., 2009; Stanley et al., 2009). This data suggests
that providers might recommend seeing patients with a recent suicide attempt more than
once weekly at the beginning of treatment.

Dialectical behavior therapy—Dialectical Behaviour Therapy (DBT) was developed to
treat individuals with high suicide risk (including those with Borderline Personality
Disorder) by focussing on reasons for living (Linehan & Wilks, 2015). Over time this focus
shifted to combine behavioural and Zen principles and a philosophy of dialectics (Linehan &
Wilks, 2015). DBT is delivered through individual psychotherapy, group skills training,
coaching in between sessions, and therapist group consultation meetings (DeCou, Comtois,
& Landes, 2019). Treatment goals are achieved through five strategies: 1) dialectical; 2)
validation; 3) problem-solving; 4) stylistic; and 5) case management (Miller, Rathus, &
Linehan, 2007). Skills training components include mindfulness, interpersonal effectiveness,
emotion regulation, and distress tolerance (Linehan & Wilks, 2015). A recent meta-analysis
showed that across a vast range of samples, including paediatric and adolescent populations,
and settings, DBT was found to reduce self-directed violence (i.e. suicidal behaviour and
non-suicidal self-injury) and frequency of utilising mental health crisis services, but not
suicide ideation (DeCou et al., 2019).

Dialectical Behaviour Therapy for Adolescents (DBT-A) is an adapted version of DBT that
may be used with adolescents and young adults ages 11-20 and based in the same
theoretical framework as the original treatment (Miller et al., 2007). DBT-A (Miller et al.,
2007) includes several adaptations including decreased treatment length from 12 months to 4
months and changing handouts to appeal to this targeted age group. Other key changes
include: family members in skills training groups, specific adolescent-family dialectical
dilemmas, family sessions as-needed, an optional group following programme completion,
and a specific module relating to emation dysregulation among adolescents and their
families (MacPherson, Cheavens, & Fristad, 2013). A recent randomised trial showed DBT-
A was more effective than treatment as usual in reducing self-harming behaviours and
suicide ideation among adolescents aged 12-18 (Mehlum et al., 2014).

Synthesis—There is a great need to continue to examine the effectiveness of these and
other novel interventions specifically to promote safety and protection from suicide over key
developmental periods for children and adolescents. In addition, the last few years have
shown movement towards innovative approaches. With the advent of technology-based
interventions and treatments, research is needed to demonstrate effectiveness of mobile apps
that may reduce suicide risk among children and adolescents. These approaches may be an
appealing and interactive approach to keep children and adolescents safe from further
suicide risk.
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Conclusion

While suicide has been an important, and more recently an increasing, concern for providers
in medical and psychiatric settings, the research evidence for suicide screening, risk
assessment and treatment lags behind the need, especially specific to paediatric populations.
This gap exists despite strong implementation in some sectors due to national initiatives (e.g.
Zero Suicide and the Joint Commission). Several promising suicide screening tools, risk
assessments and interventions can guide clinicians as the paediatric research literature
continues to grow.

References

Arroll B, Goodyear-Smith F, Crengle S, Gunn J, Kerse N, Fishman T, ... Hatcher S (2010). Validation
of PHQ-2 and PHQ-9 to screen for major depression in the primary care population. The Annals of
Family Medicine, 8(4), 348-353. d0i:10.1370/afm.1139 [PubMed: 20644190]

Asarnow J, Armm J, & McGrath E (2002). Care linkage manual: A component of the family focused
intervention for suicide prevention (FISP). Los Angeles, CA: UCLA School of Medicine.

Asarnow JR, Baraff LJ, Berk M, Grob CS, Devich-Navarro M, Suddath R, ... Tang L (2011). An
emergency department intervention for linking pediatric suicidal patients to follow-up mental health
treatment. Psychiatric Services, 62(11), 1303-1309. doi:10.1176/ps.62.11.pss6211_1303 [PubMed:
22211209]

Asarnow JR, Hughes JL, Babeva KN, & Sugar CA (2017). Cognitive-behavioral family treatment for
suicide attempt prevention: A randomized controlled trial. Journal of the American Academy of
Child & Adolescent Psychiatry, 56(6), 506-514. doi:10.1016/j.jaac.2017.03.015 [PubMed:
28545756]

Ballard ED, Bosk A, Snyder D, Pao M, Bridge JA, Wharff EA, ... Horowitz L (2012). Patients’
opinions about suicide screening in a pediatric emergency department. Pediatric Emergency Care,
28(1), 34-38. d0i:10.1097/PEC.0b013e31823f2315 [PubMed: 22193697]

Ballard ED, Cwik M, Van Eck K, Goldstein M, Alfes C, Wilson ME, ... Wilcox HC (2017).
Identification of at-risk youth by suicide screening in a pediatric emergency department. Prevention
Science, 18(2), 174-182. d0i:10.1007/s11121-016-0717-5 [PubMed: 27678381]

Belsher BE, Smolenski DJ, Pruitt LD, Bush NE, Beech EH, Workman DE, ... Skopp NA (2019).
Prediction models for suicide attempts and deaths: A systematic review and simulation. JAMA
Psychiatry, 76(6), 642. doi:10.1001/jamapsychiatry.2019.0174 [PubMed: 30865249]

Bennett IM (2018). Addressing suicide risk in primary care: A next step for behavioral health
integration. Families, Systems, & Health, 36(3), 402-403. doi:10.1037/fsh0000365

Betz ME, Sullivan AF, Manton AP, Espinola JA, Miller I, Camargo CA, & Boudreaux ED (2013).
Knowledge, attitudes and practices of emergency department providers in the care of suicidal
patients. Depression and Anxiety, 30(10), 1005-1012. doi:10.1002/da.22071 [PubMed: 23426881]

Brent DA, Emslie GJ, Clarke GN, Asarnow J, Spirito A, Ritz L, ... Keller MB (2009). Predictors of
spontaneous and systematically assessed suicidal adverse events in the treatment of SSRI-resistant
depression in adolescents (TORDIA) study. American Journal of Psychiatry, 166(4), 418-426.
doi:10.1176/appi.ajp.2008.08070976 [PubMed: 19223438]

Brent DA, Greenhill LL, Compton S, Emslie G, Wells K, Walkup JT, ... Turner JB (2009). The
treatment of adolescent suicide attempters study (TASA): Predictors of suicidal events in an open
treatment trial. Journal of the American Academy of Child & Adolescent Psychiatry, 48(10), 987—
996. doi:10.1097/CHI.0b013e3181b5dbe4 [PubMed: 19730274]

Bridge JA, Horowitz LM, Fontanella CA, Sheftall AH, Greenhouse J, Kelleher KJ, & Campo JV
(2018). Age-related racial disparity in suicide rates among US youths from 2001 through 2015.
JAMA Pediatrics, 172(7), 697-699. doi:10.1001/jamapediatrics.2018.0399 [PubMed: 29799931]

Britton PC, Patrick H, Wenzel A, & Williams GC (2011). Integrating motivational interviewing and
self-determination theory with cognitive behavioral therapy to prevent suicide. Cognitive and
Behavioral Practice, 18(1), 16. doi:10.1016/j.cbpra.2009.06.004 [PubMed: 27773985]

Int Rev Psychiatry. Author manuscript; available in PMC 2020 May 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Cwik et al.

Page 13

Carter G, Milner A, McGill K, Pirkis J, Kapur N, & Spittal MJ (2017). Predicting suicidal behaviours
using clinical instruments: Systematic review and meta-analysis of positive predictive values for
risk scales. British Journal of Psychiatry, 210(6), 387-395. d0i:10.1192/bjp.bp.116.182717
[PubMed: 28302700]

Centers for Disease Control. (2018). More than a mental health problem. Retrieved from https://
www.cdc.gov/vitalsigns/suicide/index.html

Conway PM, Erlangsen A, Teasdale TW, Jakobsen IS, & Larsen KJ (2016). Predictive validity of the
Columbia-suicide severity rating scale for short-term suicidal behavior: A Danish study of
adolescents at a high risk of suicide. Archives of Suicide Research, 21(3), 1-15.
doi:10.1080/13811118.2016.1222318 [PubMed: 26821811]

Cwik M, Tingey L, Lee A, Suttle R, Lake K, Walkup J, & Barlow A (2016). Development and piloting
of a brief intervention for suicidal American Indian adolescents. American Indian and Alaska
Native Mental Health Research, 23(1), 105-124. doi:10.5820/aian.2301.2016.105 [PubMed:
28562844]

Czyz EK, King CA, & Biermann BJ (2019). Motivational interviewing-enhanced safety planning for
adolescents at high suicide risk: A pilot randomized controlled trial. Journal of Clinical Child &
Adolescent Psychology, 48(2), 250-262. doi:10.1080/15374416.2018.1496442 [PubMed:
30142300]

DeCou CR, Comtois KA, & Landes SJ (2019). Dialectical behavior therapy is effective for the
treatment of suicidal behavior: A meta-analysis. Behavior Therapy, 50(1), 60-72. doi:10.1016/
j.beth.2018.03.009 [PubMed: 30661567]

Donaldson D, Spirito A, Arrigan M, & Aspel JW (1997). Structured disposition planning for
adolescent suicide attempters in a general hospital: Preliminary findings on short-term outcome.
Archives of Suicide Research, 3(4), 271-282. doi:10.1023/A:1009630718255

Dueweke AR, Marin MS, Sparkman DJ, & Bridges AJ (2018). Inadequacy of the PHQ-2 depression
screener for identifying suicidal primary care patients. Families, Systems & Health: The Journal of
Collaborative Family Healthcare, 36(3), 281-288. doi:10.1037/fsh0000350

Franklin JC, Ribeiro JD, Fox KR, Bentley KH, Kleiman EM, Huang X, ... Nock MK (2017). Risk
factors for suicidal thoughts and behaviors: A meta-analysis of 50 years of research. Psychological
Bulletin, 143(2), 187-232. doi:10.1037/bul0000084 [PubMed: 27841450]

Giddens JM, Sheehan KH, & Sheehan DV (2014). The columbia-suicide severity rating scale (C—
SSRS): Has the “gold standard” become a liability? Innovations in Clinical Neuroscience, 11(9-
10), 66-80. [PubMed: 25520890]

Gipson PY, Agarwala P, Opperman KJ, Horwitz A, & King CA (2015). Columbia-suicide severity
rating scale: Predictive validity with adolescent psychiatric emergency patients. Pediatric
Emergency Care, 31(2), 88-94. doi:10.1097/PEC.0000000000000225 [PubMed: 25285389]

Gregory JM, Sukhera J, & Taylor-Gates M (2017). Integrating smartphone technology at the time of
discharge from a child and adolescent inpatient psychiatry unit. Journal de L’Académie
Canadienne de Psychiatrie de L’enfant et de L’adolescent [Journal of the Canadian Academy of
Child and Adolescent Psychiatry], 26(1), 45-50.

Grist R, Porter J, & Stallard P (2017). Mental health mobile apps for preadolescents and adolescents:
A systematic review. Journal of Medical Internet Research, 19(5), e176. doi:10.2196/jmir.7332
[PubMed: 28546138]

Haroz EE, Walsh CG, Goklish N, Cwik M, O’Keefe V, & Barlow A (in press). Reaching those at
highest suicide risk using machine learning approaches with Native American communities.
Suicide and Life Threatening Behavior.

Heise B, York A, & Thatcher B (2016). Child suicide screening methods: Are we asking the right
questions? A review of the literature and recommendations for practice. The Journal for Nurse
Practitioners, 12(6), 410-417. doi:10.1016/j.nurpra.2016.01.003

Horowitz LM, Bridge JA, Teach SJ, Ballard E, Klima J, Rosenstein DL, ... Pao M (2012). Ask
Suicide-Screening Questions (ASQ): A brief instrument for the pediatric emergency department.
Archives of Pediatrics & Adolescent Medicine, 166(12), 1170-1176. doi:10.1001/
archpediatrics.2012.1276 [PubMed: 23027429]

Int Rev Psychiatry. Author manuscript; available in PMC 2020 May 01.


https://www.cdc.gov/vitalsigns/suicide/index.html
https://www.cdc.gov/vitalsigns/suicide/index.html

1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Cwik et al.

Page 14

Horowitz LM, Snyder D, Ludi E, Rosenstein DL, Kohn-Godbout J, Lee L, ... Pao M (2013). Ask
Suicide-Screening Questions to everyone in medical settings: The asQ’em quality improvement
project. Psychosomatics, 54(3), 239-247. doi:10.1016/j.psym.2013.01.002 [PubMed: 23398908]

Horowitz L, Ballard E, Teach SJ, Bosk A, Rosenstein DL, Joshi P, ... Pao M (2010). Feasibility of
screening patients with nonpsychiatric complaints for suicide risk in a pediatric emergency
department. Pediatric Emergency Care, 26(11), 787-792. doi:10.1097/PEC.0b013e3181fa8568
[PubMed: 20944511]

Horwitz AG, Czyz EK, & King CA (2015). Predicting future suicide attempts among adolescent and
emerging adult psychiatric emergency patients. Journal of Clinical Child & Adolescent
Psychology, 44(5), 751-761. doi:10.1080/15374416.2014.910789 [PubMed: 24871489]

Hoy J, Natarajan A, & Petra MM (2016). Motivational interviewing and the transtheoretical model of
change: Under-explored resources for suicide intervention. Community Mental Health Journal,
52(5), 559-567. doi: 10.1007/s10597-016-9997-2 [PubMed: 26886871]

Hughes JL, & Asarnow JR (2013). Enhanced mental health interventions in the emergency
department: Suicide and suicide attempt prevention. Clinical Pediatric Emergency Medicine,
14(1), 28-34. d0i:10.1016/j.cpem.2013.01.002 [PubMed: 25904825]

Interian A, Chesin M, Kline A, Miller R, St. Hill L, Latorre M, ... Stanley B (2018). Use of the
Columbia-suicide severity rating scale (C-SSRS) to classify suicidal behaviors. Archives of
Suicide Research, 22(2), 278-294. doi:10.1080/13811118.2017.1334610 [PubMed: 28598723]

Jobes DA (2016). Managing suicidal risk: A collaborative approach (2nd ed., p. 270). New York, NY:
The Guilford Press.

Johnson JG, Harris ES, Spitzer RL, & Williams JBW (2002). The patient health questionnaire for
adolescents: Validation of an instrument for the assessment of mental disorders among adolescent
primary care patients. Journal of Adolescent Health, 30(3), 196-204. doi:10.1016/
S1054-139X(01)00333-0 [PubMed: 11869927]

Kennard BD, Goldstein T, Foxwell AA, McMakin DL, Wolfe K, Biernesser C, ... Brent D (2018). As
safe as possible (ASAP): A brief app-supported inpatient intervention to prevent postdischarge
suicidal behavior in hospitalized, suicidal adolescents. American Journal of Psychiatry, 175(9),
864-872. doi:10.1176/appi.ajp.2018.17101151 [PubMed: 30021457]

Kroenke K, Spitzer RL, & Williams JBW (2001). The PHQ-9. Journal of General Internal Medicine,
16(9), 606-613. doi:10.1046/j.1525-1497.2001.016009606.x [PubMed: 11556941]

Linehan MM, & Wilks CR (2015). The course and evolution of dialectical behavior therapy. American
Journal of Psychotherapy, 69(2), 97-110. doi:10.1176/appi.psychotherapy.2015.69.2.97 [PubMed:
26160617]

Lotito M, & Cook E (2015). A review of suicide risk assessment instruments and approaches. Mental
Health Clinician, 5(5), 216-223. doi:10.9740/mhc.2015.09.216

MacPherson HA, Cheavens JS, & Fristad MA (2013). Dialectical behavior therapy for adolescents:
Theory, treatment adaptations, and empirical outcomes. Clinical Child and Family Psychology
Review, 16(1), 59-80. doi:10.1007/s10567-012-0126-7 [PubMed: 23224757]

Matarazzo BB, Brenner LA, & Reger MA (2019). Positive predictive values and potential success of
suicide prediction models. JAMA Psychiatry, 76(8), 869. doi:10.1001/jamapsychiatry.2019.1519

Mehlum L, Tgrmoen AJ, Ramberg M, Haga E, Diep LM, Laberg S, ... Grgholt B (2014). Dialectical
behavior therapy for adolescents with repeated suicidal and self-harming behavior: A randomized
trial. Journal of the American Academy of Child & Adolescent Psychiatry, 53(10), 1082-1091.
doi:10.1016/j.jaac.2014.07.003 [PubMed: 25245352]

Melvin GA, Gresham D, Beaton S, Coles J, Tonge BJ, Gordon MS, & Stanley B (2019). Evaluating
the feasibility and effectiveness of an Australian safety planning smartphone application: A pilot
study within a tertiary mental health service. Suicide and Life-Threatening Behavior, 49(3), 846—
858. d0i:10.1111/slth.12490 [PubMed: 29999193]

Miller AL, Rathus JH, & Linehan MM (2007). Dialectical behavior therapy with suicidal adolescents.
New York, NY: New York: Guilford Press.

Miller WR, & Rollnick S (2013). Motivational interviewing (3rd ed.). New York: Guilford Press.

Int Rev Psychiatry. Author manuscript; available in PMC 2020 May 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Cwik et al.

Page 15

National Institute of Mental Health. (2019). Ask Suicide-Screening Questions (ASQ) toolkit. Retrieved
from https://www.nimh.nih.gov/research/research-conducted-at-nimh/asg-toolkit-materials/
index.shtml

Negron R, Piacentini J, Graae F, Davies M, & Shaffer D (1997). Microanalysis of adolescent suicide
attempters and ideators during the acute suicidal episode. Journal of the American Academy of
Child & Adolescent Psychiatry, 36(11), 1512-1519. doi:10.1016/S0890-8567(09)66559-X
[PubMed: 9394935]

Oordt MS, Jobes DA, Fonseca VP, & Schmidt SM (2009). Training mental health professionals to
assess and manage suicidal behavior: Can provider confidence and practice behaviors be altered?
Suicide and Life-Threatening Behavior, 39(1), 21-32. doi:10.1521/suli.2009.39.1.21 [PubMed:
19298147]

Posner K, Brown GK, Stanley B, Brent DA, Yershova KV, Oquendo MA, ... Mann JJ (2011). The
Columbia-suicide severity rating scale: Initial validity and internal consistency findings from three
multisite studies with adolescents and adults. American Journal of Psychiatry, 168(12), 1266—
1277. doi:10.1176/appi.ajp.2011.10111704 [PubMed: 22193671]

Reynolds WM (1987). Suicidal ideation questionnaire (SIQ). Odessa, FL: Psychological Assessment
Resources.

Rhodes AE, Khan S, Boyle MH, Tonmyr L, Wekerle C, Goodman D, ... Manion I (2013). Sex
differences in suicides among children and youth: The potential impact of help-seeking behaviour.
The Canadian Journal of Psychiatry, 58(5), 274-282. doi:10.1177/070674371305800504
[PubMed: 23756287]

Richardson LP, Rockhill C, Russo JE, Grossman DC, Richards J, McCarty C, ... Katon W (2010).
Evaluation of the PHQ-2 as a brief screen for detecting major depression among adolescents.
Pediatrics, 125(5), €1097-e1103. doi:10.1542/peds.2009-2712 [PubMed: 20368315]

Rotheram-Borus MJ, Piacentini J, Cantwell C, Belin TR, & Song J (2000). The 18-month impact of an
emergency room intervention for adolescent female suicide attempters. Journal of Consulting and
Clinical Psychology, 68(6), 1081-1093. doi:10.1037/0022-006X.68.6.1081 [PubMed: 11142542]

Rotheram-Borus MJ, Piacentini J, Van Rossem R, Graae F, Cantwell C, Castro-Blanco D, ... Feldman
J (1996). Enhancing treatment adherence with a specialized emergency room program for
adolescent suicide attempters. Journal of the American Academy of Child & Adolescent
Psychiatry, 35(5), 654—663. doi:10.1097/00004583-199605000-00021 [PubMed: 8935213]

Ruch DA, Sheftall AH, Schlagbaum P, Rausch J, Campo JV, & Bridge JA (2019). Trends in suicide
among youth aged 10-19 years in the United States, 1975-2016. JAMA Network Open, 2(5),
€193886. doi:10.1001/jamanetworkopen.2019.3886 [PubMed: 31099867]

Runeson B, Odeberg J, Pettersson A, Edbom T, Adamsson 1J, & Waern M (2017). Instruments for the
assessment of suicide risk: A systematic review evaluating the certainty of the evidence. PLoS one,
12(7), e0180292. [PubMed: 28723978]

Sheftall AH, Asti L, Horowitz LM, Felts A, Fontanella CA, Campo JV, & Bridge JA (2016). Suicide in
elementary school-aged children and early adolescents. Pediatrics, 138(4), e20160436.
doi:10.1542/peds.2016-0436 [PubMed: 27647716]

Simon RI (2006). Suicide risk assessment: Is clinical experience enough? Journal of the American
Academy of Psychiatry and the Law Online, 34(3), 276-278.

Simon TR, Swann AC, Powell KE, Potter LB, Kresnow M-j., & O’Carroll PW (2002). Characteristics
of impulsive suicide attempts and attempters. Suicide and Life-Threatening Behavior, 32, 49-59.
doi:10.1521/suli.32.1.5.49.24212

Spirito A, Boergers J, Donaldson D, Bishop D, & Lewander W (2002). An intervention trial to
improve adherence to community treatment by adolescents after a suicide attempt. Journal of the
American Academy of Child & Adolescent Psychiatry, 41(4), 435-442.
doi:10.1097/00004583-200204000-00016 [PubMed: 11931600]

Stanley B, & Brown GK (2012). Safety planning intervention: A brief intervention to mitigate suicide
risk. Cognitive and Behavioral Practice, 19(2), 256-264. doi:10.1016/j.cbpra.2011.01.001

Stanley B, Brown G, Brent DA, Wells K, Poling K, Curry J, ... Hughes J (2009). Cognitive-behavioral
therapy for suicide prevention (CBT-SP): Treatment model, feasibility, and acceptability. Journal

Int Rev Psychiatry. Author manuscript; available in PMC 2020 May 01.


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

1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnue Joyiny

Cwik et al.

Page 16

of the American Academy of Child and Adolescent Psychiatry, 48(10), 1005-1013. doi:10.1097/
CHI.0b013e3181b5dbfe [PubMed: 19730273]

Suicide Prevention Resource Center. (2002). Suicide prevention: The public health approach to
prevention. Retrieved from https://www.sprc.org/resources-programs/suicide-prevention-public-
health-approach

Suicide Prevention Resource Center. (2009). Suicide assessment five-step evaluation and triage
(SAFE-T) pocket card. Retrieved from https://www.sprc.org/resources-programs/suicide-
assessment-five-step-evaluation-and-triage-safe-t-pocket-card

Suicide Prevention Resource Center. (2012). Revised national strategy for suicide prevention.
Retrieved from https://www.sprc.org/resources-programs/revised-national-strategy-suicide-
prevention-2012

Suicide Prevention Resource Center. (2018). CALM: Counseling on access to lethal means. Retrieved
from https://www.sprc.org/resources-programs/calm-counseling-access-lethal-means

Suicide Prevention Resource Center. (n.d). Suicide by Age. Retrieved from http://www.sprc.org/
scope/age

The Columbia Lighthouse Project. (n.d). The protocol with built-in triage. Retrieved from http://
cssrs.columbia.edu/the-columbia-scale-c-ssrs/triage-c-ssrs/

Torous J, & Walker R (2019). Leveraging digital health and machine learning toward reducing suicide-
from panacea to practical tool. JAMA Psychiatry, 76(10), 999. doi:10.1001/
jamapsychiatry.2019.1231

Walsh CG, Ribeiro JD, & Franklin JC (2017). Predicting risk of suicide attempts over time through
machine learning. Clinical Psychological Science, 5(3), 457-469.

Walsh CG, Ribeiro JD, & Franklin JC (2018). Predicting suicide attempts in adolescents with
longitudinal clinical data and machine learning. Journal of Child Psychology and Psychiatry,
59(12), 1261-1270. [PubMed: 29709069]

Wells KB, Tang L, Carlson GA, & Asarnow JR (2012). Treatment of youth depression in primary care
under usual practice conditions: Observational findings from youth partners in care. Journal of
Child and Adolescent Psychopharmacology, 22(1), 80-90. doi:10.1089/cap.2011.0074 [PubMed:
22251025]

Wilson NJ (2017). The Columbia-Suicide Severity Rating Scale: Validation for use as a screen for
suicide risk in New Zealand prisons and probation settings. The New Zealand Corrections Journal,
5(2).

Zero Suicide in Health and behavioral Healthcare. (2019). Retrieved from https://zerosuicide.sprc.org/

Int Rev Psychiatry. Author manuscript; available in PMC 2020 May 01.


https://www.sprc.org/resources-programs/suicide-prevention-public-health-approach
https://www.sprc.org/resources-programs/suicide-prevention-public-health-approach
https://www.sprc.org/resources-programs/suicide-assessment-five-step-evaluation-and-triage-safe-t-pocket-card
https://www.sprc.org/resources-programs/suicide-assessment-five-step-evaluation-and-triage-safe-t-pocket-card
https://www.sprc.org/resources-programs/revised-national-strategy-suicide-prevention-2012
https://www.sprc.org/resources-programs/revised-national-strategy-suicide-prevention-2012
https://www.sprc.org/resources-programs/calm-counseling-access-lethal-means
http://www.sprc.org/scope/age
http://www.sprc.org/scope/age
http://cssrs.columbia.edu/the-columbia-scale-c-ssrs/triage-c-ssrs/
http://cssrs.columbia.edu/the-columbia-scale-c-ssrs/triage-c-ssrs/
https://zerosuicide.sprc.org/

	Abstract
	Introduction
	Screening
	Overview
	Screening tools
	Patient health questionnaire-9 (PHQ-9)
	Columbia suicide severity rating scale (C-SSRS) – screen version
	The Ask Suicide-Screening Questions (ASQ)

	Synthesis

	Suicide risk assessment
	Overview
	Risk assessment tools
	C-SSRS
	Suicide assessment five-step evaluation and triage (SAFE-T)
	ASQ brief safety assessment
	Synthesis


	Treatments
	Overview
	Brief treatments
	Safety planning intervention
	Brief ED interventions

	Motivational interviewing
	Long-term treatments
	CBT-SP
	Dialectical behavior therapy
	Synthesis


	Conclusion
	References

