Suicide Screening in Adolescents

Guideline developed by Tracie L. Pasold, Ph.D., in collaboration with the ANGELS team. Last revised
by Tracie L. Pasold, Ph.D. November 19, 2018.

Definitions, Assessment and Diagnosis
Definitions
Suicidal Ideation refers to recurring thoughts of or preoccupation with suicide including
thinking about, considering, or planning suicide.
A suicide attempt refers to self-induced injury that is nonfatal that was instigated by any intent
to die as a result of the behavior. A suicide attempt may or may not result in injury.
Suicide refers to death caused by self-inflicted injury with any intent to die as a result of the
behavior.

Assessment and Diagnosis
Assessment for Suicide Potential
In Arkansas, suicide is the fifth leading cause of death for 10 to 14 year-olds and the third leading
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cause of death for 15 to 24 year-olds. Pediatricians play a fundamental role in identifying and
managing youth with suicidal behavior particularly because they are functioning on the front lines in
primary care. The American Academy of Pediatrics recommends that pediatricians become
knowledgeable about the numerous risks for suicide and achieve an adequate level of comfort with
screening for these risks and performing suicide assessment. Assessment for suicide potential
should be performed if any of the associated risk factors are present; thus, knowledge of the factors
associated with suicide risk is imperative. The risk factors that lead to a significant increase in
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suicidal ideation and attempts are numerous and include:
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Age: older adolescents, ≥16 years, are more at risk of death due to suicide; however, 40% of
youth who attempted suicide were in elementary or middle school at the time of their first
attempt.
Gender: 4 times as many males ages 15-19 die by suicide, though females attempt suicide 2 to
3 times more often than males.
Ethnicity: Though individuals across all racial/ethnic backgrounds are at risk, American Indian,
Alaskan Native, Latina/Latino youth have elevated rates of attempted and completed suicides.
GENETICS/HISTORY
History of prior suicide attempts is indicated to be one of the strongest predictors of
completed suicides with 25% to 50% of adolescent suicide victims having had a history of
previous suicide attempts.
Family history of suicide; familial suicide, particularly by a first degree relative, increases risk
by three or more times.
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ENVIRONMENTAL FACTORS
Family functioning: parental conflict, distress, dysfunction, violence, parental mental health
problems found to be a prominent predictor of adolescent suicidal ideation
Socioeconomic status: those from disadvantaged social economic status are at higher risk for
suicide.
 Prolonged, chronic stress
 Stressful life event or loss
 Exposure to violence
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 Victim or perpetrator of direct or cyber bullying
Sexual or physical abuse or neglect
 Easy access to lethal methods
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 Exposure to the suicidal behavior of others; experience or awareness of an adolescent suicide
has been found to increase risk with up to 5% of adolescent suicides related to this kind of
exposure11, 12

PSYCHOLOGICAL/PHYSICAL HEALTH FACTORS
Depression or other mental illness; majority of adolescent suicide victims had a psychiatric
disorder with 63% displaying identifiable symptoms for at least a year prior to their death; as
many as 60% of adolescent suicide victims had a depressive disorder at the time of death.
Alcohol or drug use/abuse; substance use disorders have been indicated to increase risk of
suicide attempts by as much as 6 times.
Incarceration, legal involvement
Poor social support, social isolation/rejection
Aggression or disruptive behavior
Impulsivity
Youth in the child welfare system
Learning problems/disabilities, decline in academic performance, academic failure
Sexual orientation: lesbian, gay, bisexual, and transgendered adolescents have higher rates of
suicide
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Adoption status
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Video game and/or internet use that exceeds five hours a day15
 Serious and/or chronic physical health conditions including pain
 Concussion, traumatic brain injury
Signs & Symptoms
Signs and symptoms associated with suicide tend to be similar to symptoms of depression and
16,17
include:
Changes in eating and sleeping habits
Talking about being a burden on others, that life will never get better, that the pain they are
experiencing is too much to bear, or that there is no reason to live
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Withdrawing from friends, family, and other social activities, wanting to be left alone
Giving away or discarding possessions, discussing their own funeral and what they would like
done with their remains
Talking about suicide
Preoccupation with death, dying, or violence (e.g., excessive focus on music, video
games, television shows, books, internet sites, or art that center around death and dying)
Increase in violent tendencies, gestures, or behaviors
Defiant behavior, running away
Increased drug and/or alcohol use
Mood swings that tend to go from depressed to suddenly happy and cheerful Feeling
hopeless, helpless, worthless
Inappropriate shame, guilt
Irritability, agitation
Unusual neglect of personal appearance, poor hygiene
Obvious changes in personality
Complaining of physical symptoms (e.g., stomach ache, headache, fatigue) No
longer interested in activities that used to be enjoyable
Low self-esteem, makes negative statements about self Signs
of psychosis (e.g., hallucinations, delusions)
Suicide Ideation
If suicidal ideation is detected, follow through with assessment of: The
existence of a plan
Details of a plan
Level of intent to follow through with plan
Means to follow through with plan (access to and/or acquisition of tools) The
perceived outcomes of attempting suicide
Specific Questioning
Specific questioning is recommended to include:4
Have you ever thought about hurting yourself? If so, when? Have
you ever tried to hurt yourself? If so, how? When?
Special note: self-harming behaviors such as cutting are important to assess. Self-injury can be
a form of coping and not a direct suicide gesture. Assessment and treatment plan should be
appropriate given the function of the behavior. Individuals who engage in self-injury do have a
higher incidence of suicide attempts.
Have you ever thought about killing yourself? If so, when?
Have you ever had a plan to kill yourself? If so, what was your plan? When? Have
you ever tried to kill yourself? If so, what did you do? When?
Further questioning could include:
Do you have access or can you get access to what you would need to carry out your plan?
How strong is your desire to die right now (0-10 scale)?
Are there reasons you would not follow through with your plan to end your life? What
are they?
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How confident are you that you can keep yourself safe (0-10 scale)?
In the future if you had these thoughts, what could you do? Who could you talk to? What
do you do to help yourself feel better when you are upset?

Management
Routine assessment
Suicidal ideation can be assessed through direct questioning or through completion of self-report
questionnaires. Using both methods may be ideal particularly with adolescents as they tend to be
more likely to disclose on self-report questionnaires compared to direct questioning. Routine
assessment of adolescents in primary care is recommended as the reference standard of care and
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important in suicide prevention.
The National Strategy for Suicide Prevention put forth by the Office of the US Surgeon General and
the National Action Alliance for Suicide Prevention recommends preventative suicide risk screening by
primary care and other health care providers as the minimum standard of care in all federally
supported primary care settings.19
The American Academy of Pediatrics Task Force on Mental Health recommends best practice
for screening for suicide to be direct questioning and use of validated self-report measures. 20
U. S. Preventative Services Task Force recommends annual depression screening for all 12 to 18
21
year olds.
Establishing clear and manageable protocols that detail actions to take in the follow-up after
screening, as well as promoting competence among medical professionals in their ability to
manage this issue in the primary care setting, have been determined to be imperative.22
A number of instruments have been found to be useful in identifying suicide risk and can be
used across settings, including inpatient, outpatient, psychiatric and nonpsychiatric; for
example, the PHQ-9 has been found to 23
be particularly effective in identifying suicide risk
among patients in primary care settings. Other valid instruments are listed below:
Columbia – Suicide Severity Rating Scale (C-SSRS)
Adapted-SAD PERSONS Scale (A-SPS) designed for use with children and youth
Inventory of Suicide Orientation-30 (ISO-30) for use with adolescents
Measure of Adolescent Potential for Suicide (MAPS)
Patient Health Questionnaire-9 (PHQ-9): a nine-item instrument developed within
the PRIME-MD set of instruments; designed for use in primary care and nonpsychiatric
settings.
Suicidal Behaviors Questionnaire for Children (SBQ-C): a 4-item instrument that
assesses suicidal ideation and behaviors in children younger than age 10.
Suicide Ideation Questionnaire (SIQ) for grades 10-12 Suicide
Ideation Questionnaire JR (SIQ-JR) for grades 7-9
The National Institute of Mental Health (NIMH) offers the Ask SuicideScreening Questions (ASQ) toolkit as a useful resource specifically for medical
settings (Emergency Department, Inpatient Medical/Surgical Unit, Outpatient
primary care/specialty clinics) to assist in identifying youth age 10 to 21 years
who are at risk for suicide24 The toolkit includes the ASQ, directions for use, a
guide that provides directives when a suicide screen is positive, information for
nurses, resources for parents/patients and educational videos.
The American Academy of Pediatrics endorses primary care provider screening of youth for
depression. The following instruments are used in primary care settings to assess for symptoms
4

associated with depression in youth: 25
Children’s Depression Inventory (CDI): a 27-item self-report questionnaire that assesses
symptoms associated with depression in youth ages 7 – 17.
Center for Epidemiological Studies – Depression Scale for Children (CES-DC): a 20-item
instrument that assesses symptoms associated with depression in youth ages 12-18.
Pediatric Symptom Checklist: A 35-item self-report questionnaire for youth ages 3-16.
Short Mood and Feelings Questionnaire (SMFQ): a 13-item instrument that assesses
emotional functioning in youth ages 6 – 17.
Reynolds Adolescent Depression Scale (RADS): a 30-items survey assessing symptoms
associated with depression among youth ages 13-18.
Reynolds Child Depression Scale (RCDS): a 30-item survey instrument assessing
symptoms associated with depression among youth ages 8-12.

Youth Interviews
If the need for further assessment is warranted, youth should be interviewed separately from the
parent to offer them the privacy they may need to express themselves openly.
Information should also be sought from parents and other appropriate individuals.
Safety takes precedence over confidentiality; if the youth is at risk of harm to self or others,
necessary action needs to be taken.
Assess access to resources needed to carry out any self-harming plan and remove access to
these means; involvement of parents/caregivers in the safety plan will be important.
Assess coping resources, available support systems, and youth and parent attitude toward
obtaining treatment.
Suspected Risk for Self-Harm
If risk assessment results in determination of any suspected risk for self-harm:
Further evaluation immediately by a mental health professional is warranted and should be
arranged to take place during the office visit.
Immediate assessment options could include referral for a same-day appointment with a
mental health professional, hospitalization, referral to the nearest hospital emergency room for
further psychiatric evaluation for need for placement in a psychiatric facility for stabilization.
The youth should be referred for psychotherapy services and psychiatric evaluation for
necessity of medication to address psychological functioning.
Maintaining contact with the suicidal adolescent and collaboration with mental health
providers ensures continuity of care and has been shown to increase adherence to
treatment recommendations.
If antidepressant medications are prescribed and/or doses are changed, following the
Food and Drug Administration’s (FDA) black-box warning of increased risk of suicidal
ideation and resulting recommendation to closely monitor symptoms for worsening
and/or suicidal ideation is imperative.26
Risk for Self-Harm Not Imminent
Recommendations for situations when risk for self-harm is not imminent:
It remains important to develop a safety plan that includes resources that can be sought out if
risk for self-harm should develop (e.g., identify at least one adult the child can talk to, provide
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hotline information, and provide a list of coping skills). Referrals for counseling services would
be beneficial in an effort to prevent any identified emotional and/or behavioral symptomology
from progressing.
Whether there is imminent risk or not, displaying and/or providing the following phone
numbers as a resource to youth to access in times of need could save a life:
Arkansas Crisis Center: (888) 274-7472
National Suicide Prevention Lifeline: (800) 273-TALK (8255)

This guideline was developed to improve health care access in Arkansas and to aid health care
providers in making decisions about appropriate patient care. The needs of the individual patient,
resources available, and limitations unique to the institution or type of practice may warrant
variations.
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