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Describe trends in
youth suicide

Objectives

Describe rationale
for suicide screening
in primary care

Evaluate risk and
summarize elements
of safety planning,
including means
reduction




Please be Kind to Yourself
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Suicide Data:
National and
Arizona Trends



Suicide Mortality by State

Year
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Suicide Data:

Suicide is a public health problem and leading cause of death in the United States. Suicide can also be prevented — more investment

in suicide prevention, education, and research will prevent the untimely deaths of thousands of Americans each year. Unless otherwise

noted, this fact sheet reports 2021 data from the CDC, the most current verified data available at time of publication (January 2024).

2nd leading
cause of death for ages 10-24

2nd leading
cause of death tor ages 25-34

6th leading
cause of death for ages 35-44

Suicide Death Rates

leading cause of death in Arizona

7th leading

cause of death for ages 45-54

9th leading

cause of death for ages 55-64

17th leading

cause of death for ages 65+

Number of Deaths Rate per 100,000
4P : State Rank
by Suicide Population
Arizona 1,475 19.38 18
Nationally 48,183 14.04

See full list of citations at afsp.org/statistics.

afsp.org/statistics

91% of communities did not have enough
mental health providers to serve residents
in 2023, according to federal guidelines.

Almost four times as many people died by
suicide than in alcohol related motor vehicle
accidents.

The total deaths to suicide reflected a total
of 29,733 years of potential life lost (YPLL)
before age 65.

64% of firearm deaths were suicides.

60% of all suicides were by firearms.




The Percentage of High 2013 | 2015

School Students Who: fotal | Total

Experienced persistent feelings of o - S = - . O
sadness or hopelessness

Experienced poor mental health’ - - - - - 29 -
Seriously considered attempting 17 . e . o - O
suicide

Made a suicide plan 13 14 15 14 16 18 O
Attempted suicide 8 8 9 7 9 10 O
Were injured in a suicide attempt that 2 3 3 2 3 3

had to be treated by a doctor or nurse

*For the complete wording of YRBS questions, refer to the appendix.

Wariable introduced in 2021. In wrong direction

0 No change

In right direction



Date updated : 04/19/2023 Select Year: Data is currently selected for : Arizona || 2022 Hover for more information

Suicice desths Suicide fatality rate per 100,000 population

1,598 21.9

select number of suidde deaths orrates | s icide deaths counts v Select a demographic for the bar charts below | Age Group v
(for the county map below)

County refers to decedent’s county of residence 0-17 2 gug

13-24

25-34

35-44

45-54

55-64

65-74

75-84

B85+

* To prevent the public disclosure of information, data points based on fewer than & counts are not displayed, and detailed charts are not shown for counties with fewer than 6 counts.



Date updated: 4/19/2023 Data Currently Selected for Arizona || 2023 || Total Visits || All Suicide-Related Events Hover for more Information

Visit Year Visit Type Suicide-Related Event Type
2023 v || Total visits v || All Suicide-Related Events
Total Visits (rvolving All Suicide-Related Events Rate per 100,000 Total Visits for All Suicide-Related Events
11,178 1,250

Select visit counts or rates
(Tfor the county map below)

| Visit Counts v

Select a demographic for the bar charts below |ﬁ.gE Group - |

County refers to patient’s county of residence 0-17

17.6%

18-24 14.1%

25-34 18.8%

86

35-44 16.6%

45-54

12.59%

55-64 10.1%

gz |10 65-74 5.9%

75-34 2.8%

310 85+ 1.1%

Unknown *

* Tao prevent the public disclosure of information, data points based on fewer than 6 counts are not displayed, and detailed charts are not shown for counties with fewer than & counts.
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Youth firearm suicides increased 60% btw
2007 - 2014; only 18% were receiving mental

health treatment at time of death (Fowler et
al, 2017)

Lethal suicide attempts occur most often on
15t attempts w/ firearms; 1/3 had no
psychiatric dx (McKean et al, 2018)




Early
iIdentification
Is critical

During Feb-Mar ‘21, suspected suicide attempt ED
visits were 50.6% higher among girls aged 12-17
years than during the same period in 2019; visits
among boys increased 3.7%. (Yard et al, 2021)

The gap between male: female suicide deaths is
narrowing, w/ younger females using more lethal

means (Ruch et al., 2019)

Sharp increases have occurred for Black youth
(Lindsey, 2019)




Suicide Screening

Many kids at risk are not receiving mental health care,
but they show up for medical care

Universal screening of 90k visits identified 3% positive

rate; 0.3% acute (Roaten et al., 2021)

We are missing opportunities to intervene in primary
care




The importance
of primary care

You have the context
You have the relationship
Parents trust you

Half of kids with mental health disorder
are not receiving treatment (Whitney
and Peterson, 2019)

Those that die by suicide are most likely
to have seen their PCP in the month
preceding their death relative to any
other provider (Ahmedani et al., 2014)

You already know how



American Academy
of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN®

Patient Care

Suicide: Blueprint for Youth Suicide Prevention

Home / Patient Care / Suicide: Blueprint for Youth Suicide Prevention

Brief Screen (~20 seconds)

Brief Suicide Safety Assessment (~10 minutes)

18



SUICIDE RISK SCREENING PATHWAY

Presentation to Outpatient
Primary Care & Speciality Clinics

screen all pafients ages 10
above who meetl any of the

YES

OUTPATIENT PRIMARY CARE
& SPECIALITY CLINICS

SC!EEHIHG CRITERIA

Administer ASGQ (ideally separate from parents) ]

2 Eakﬁnypdlu-nlwhﬂ has nol been
screenad within the past 30 days
. Pafient hod a posifive suicide risk screen
the las! ime ey were screened
4. Clinical judgement dictates screening

scremmed bakar, wak: “Siscm luat v, have vees toied bo kil
yoursalf* H they anzwar “no” and they sho amwered “no®
10 01-5, ma futher action nesded

mmmyzlmim

YES

Hthe oy "y arawar s o O [t sulcidel bahavior],

Wi the stsmp mors than » year age?
ias the patient recabad e i eurrantly is mantal heath cars?
th-i-—.-nh—l-k.u-n-lm?

=
t
f H patiertarawerad pes” o W, e the patirt s b
=
E

lmhﬂﬂ_lhm‘hﬁ_lﬂ':ﬁﬁhdlﬂ. J

NO MNEGATIVE SCREEN
Exit Pathway
e ——
YES

—

"

1 oo )

MNon-acute Positive Screen;

L Detaied instructicns about the BSSA can be found at wans.nimnnin.govfAsSG

Conduct Brief Svicide Safety Assessment (BSSA)

BSSA ovtcome three possibilities)

FURTHER EVALUATION NEEDED
Mental heaith refemal needed as soon as possible

L]

mhmepcmemu sy n
octivate as .

¥ merntal evalugiion
Emrmhremmmﬂme refer to
outpatient mental neatth clinician.

INITIATE SAFETY PREC AUTICONS'
until aole to obtain ful
mental health evalation

'SAFETY FRECAUTIONS
Per InsStulion profocot
servafion, remove

keep pafient under direct
obr
dangerous Hems, provide

.uw education, el .

SAFETY PLANNING

= Create safety pian for potential future suicical thoughts, including identifying personal waming sigrs, coping strategies, social comtacts for
support, and emengency contacts. Detaied instrucficns about safety planning can be found ot

Nt pss /AN SpIC. ong resounces-programs/ patient-sofety-plan-template

= Discuss kethal means safe storoge and/or removal with both parent/guardion and child [e.g. ropes, pils, frearms, belfs, knives)

= 1- BDO-273-TALK [B255), En Espariol:1-BEE-425-9454, 24/7 Crigis Texf Line: Text “START” to 741-741

L = Provide Resources: 24/7 National Suicide Prevention Lifeline

¥

(iainidﬂr'd( sie. insiruct Ip hmmmmbmmm:anﬁ)

Y

Scheduie all pofients who screen posifive fora follew-up visit in 3 days to confrm safefy and determine if o meniol health care connection has been made.
Future follow-wp primery care appointments shoud indude rescreening pafiert, reviewing wse of sohety plan, ard ossuing connecfon wih mental heah cirician.

as@ -V- 42,2027



AAP’s Blueprint for Youth Suicide Prevention

20



« Logistics

Well checks and sick visits

Develop workflow before asking
questions

Use self-report screeners, then clinical
interview w/ patient and parents
separately

Don’t promise confidentiality
Take your time

Honor/validate disclosures and
patient’s perception of stressors

Intent matters: Your perception of
actuallethality is not as important

Parents may not be best informants or
judge of risk

Ages 12 and up




Screening

 Use validated measures because:
« Some youth may be more likely to ‘open up’
 IYIl help you make sure your assessment is complete
 IYll help you effectively communicate risk

* Tools:
« ASQ: Ask Suicide Screening Questions
« Columbia Suicide Severity Rating Scale
 SAFE-T
« PHQ: Not recommended. Depression screening alone missed 1/3 of kids at
risk (Horowitz et al., 2021)

e Zero Suicide offers webinars in how to choose



ASQ: Ask Suicide Screening Questions

In the past few
weeks, have you
wished you were

dead?

In the past week,
have you been
having thoughts of
killing yourself?

In the past few
weeks, have you
felt that you or
your family would
be better off if you
were dead?

Have you ever
tried to kill
yourself?

23



5. If “yes” to any of the above, are
you having thoughts of killing
yourself right now?

ASQ: Suicide
Screening
Questions

If patient is having acute thoughts

(plan, means, intent to act)
constant supervision is indicated

24



NIMH TOOLKIT: YOUTH OUTPATIENT

q S Brief Suicide Safety Assessment

— — « Uiz after o pafient (8 - 24 years) soreens posfive forsuicide rigk on fhe asl
(“Ask Suicide-5creening R UESTIONS ) - auexment guide for mental heakh cisicians, WD, HPs, or PA
= Prompis help determine digposifion

What to do when a pediatric patient

screens positive for svicide risk: [w O R Ks H E ET‘ page 1 of4

e
Fafient name: DOB:
Interviewer name: A it dote:
- - ™
Pru|se pﬂhenl for discussing their thoughts
4
“I'm here to follow up on your responses to the suicide risk screening questions. These are hard
things to talk about. Thank you for telling us. 1 need to ask you a few more questions."
L]
g Assess I'he pql'en‘l‘ Review patient’s responses from the asQ
-

O Frequency of suvicidal thoughts

(If possible, assess patient alone depending on developmental considerations and parent willingness.)
Determine if and how often the patient is having suicidal thoughts.

Ask the pafient: “In the past few weeks, have you been thinking about killing yourself?”

If yes, ask: “How often?” (once or twice a day, several times a day, a couple times a week, etc.)

‘“When was the last time you had these thoughts?™

[ ¥areyou having thoughts of killing yourself ight now?™ (If “yes,” patient requires an urgent/ STAT mental
health evaluation and cannot be left alone. A positive response indicates imminent risk.)

O Svicide plan
Assess if the patient has a suicide plan, regardless of how they responded to any other questions (ask
about method and access to means). Ask the pofient: “De you have a plan to kill yourself?” If yes, ask:
‘““What is your plan?” if no plan, ask: “If you were going to kill yourself, how would you do it?"

Hote: if the patient has a very detailed plan, this is more concerning than if they haven't thought it through in great
detail. If the plan is feasible (&g, if they are planning to use pills and have access vo pills), this is a reason for greater
concerm and removing or secunng dangerous items (medications, guns, ropes, et

1 Past behavior

Evaluate past self-injury and history of suicide attempts (method, estimated date, intent).

Ask the patient: “Have you ever tried to hurt yourself?" “Have you ever tried to kill yourself?”
If yes, ask: “How? When? Why?" and assess intent: “Did you think [method] weould kill you?”
“Did you want to die? (for youth, intent is as important as lethality of method)

Ask: "Did you receive medical/psychiatric treatment?"

( mMote: Past suicidal behavior is the stromgest risk factor for future attempts. }




Brief Suicide Safety Assessment

[ Ask Smclde-Scr'eenmg uestions )

, (WORKSHEET) eozs

9 Assess |he pqiien‘l‘ Review patient's responses from the as@

O Symptoms askihe patient about:

3 Depression: “In the past few weeks, have you felt so sad or depressed that it makes it hard te do
the things you would like to do?"

3 Amxiety: “In the past few weeks, have you felt so worried that it makes it hard to do the things you
wiould like te do or that you feel constantly agitatedjon-edge?

I Impulsivity /Recklessness: “Do you often act without thinking?"
| Hopelessness: “In the past few weeks, have you felt hopeless, like things would never get better?"

3 Anhedonia: “In the past few weeks, have you felt like you couldn't enjoy the things that usually
make you happy?™'

3 Isolafion: “Have you been keeping to yourself more than usual?”
3 Imitability: *In the past few weeks, have you been feeling more irritable or grouchier than usual?”

3 Substance and alcohol vse: “In the past few weeks, have you used drugs or alcohol?”
If yes, ask: “What? How much?”

3 sleep patiemn: “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 morning?"

[ Appefite: “In the past few weeks, have you noticed changes in your appetite? Have you been less
hungry or more hungry than usual?”

3 Other concerns: “Recently, have there been any concerning changes in how you are thinking or
feeling?"

D Sociql suppor‘l‘ & s“remrs (For all questions below, if patient answers yes, ask them to describe.)
O Support network: “Is there a trusted adult you can talk to? Who? Have you ever seen a therapist/
counselor?’” If yes, ask: “When?"
O Family situation: “Are there any conflicts at home that are hard to handle?”

3 School funchioning: “Do you ever feel so much pressure at school {academic or social) that you
can't take it anymore?"

O Bullying: “Are you being bullied or picked on?"
O Swvicide contagion: “Do you know anyone who has killed themselves or tried to kill themselves?"
3 Reasons for living: “What are some of the reasons you would NOT kill yourself?”

o~
(A National Insti )
{ﬁ NI ) ot m“: Health as() Suicide Risk Screening Toolkit

T
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NIMH TOOLKIT: YOUTH QUTPATIENT

q S Brief Suicide Safety Assessment

("Ask Suicide-Screening @ uestions )

(WORKSHEET) sesese

Interview patient & parent/guardian together

If patient is 2 18 years, ask patient’s permission for parent/guardian to join. Say to the parent: “After speaking with your
child, | have some concerns about his/her 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.”
“Your child said... (reference positive responses on the asQ). Is this something hefshe shared with you™
“Dioes your child have a history of suicidal thoughts or behavior that you're aware of "' If yes, say: "Please explain.”
YDioes your child seem:

O sad or depressed® [ Anxious? [impulsive? [ Reckless?® [ Hopeless?* O irritables®

O unable to enjoy the things that usually bring him/her pleasure:®

O withdrawn from friends or to be keeping to him/hersalf?®
"Have you noticed changes in your child’s: [ sleeping pattern?” [ Appetiter®
“Dipes your child use drugs or alcohal?” dves o
“Has anyone in your familyjclose friend netvork ever tried to kill themselves?" dves e
“How are potentially dangerous items stored in your home?" (e.g. guns, medications, poisons, etc.)

““Dioes your child have a trusted adult they can talk to?"' (Mormalize that youth are often more Oves Owno
comfortable talking to adults who are not their parents)

“4re you comfortable keeping your child safe at home?" dves Ono

At the end of the interview, ask the parent/guardian: “Is there anything you would like to tell me in private?™

Make a sqfefy plqn with the pqﬁen' Include the parent/guardian, if possible.

Create a safety plan for managing potential future suicidal thoughts. A safety plan is different than making a
“safaty contract"; asking the patient to contract for safety is NOT effective and may be dangerous or give a false
sense of security, Say fo pafient: “Our first priority is keeping you safe. Let's work together to develop a safety
plan for when you are having thoughts of suicide.” Examples: | will tell my mom/coachfteacher.” “I will call the
hotline," *| will call .

d Discuss coping strafegies to manage stress (such as journal writing, distraction, exercise, self-soothing
techniques).

O Discuss means resfricfion (securing or removing lethal means): “Reseanch has shown that limiting access
to dangerous objects saves lives. How will you secure or remove these potentially dangerous items (guns,
medications, ropes, etc. )"

3  Ask safety quesfion: “Do you think you need help to keep yourself safe?”’ (A “ne’’ response does not
indicate that the patient is safe; but a “yes" is a reason to act immediately to ensure safety.)

Comments

27



MIMH TOOLKIT: YOUTH OUTPATIENT

q s Brief Suicide Safety Assessment
(" Ask Suicide-Screening @ uestions )

(WORKSHEET] eesesoe

Determine disposition

J

Far all posifive screens, follow up with patient af next appointment.

After completing the assessment, choose the appropriate dispesition plan. If possible, nurse should follow-up
with a check-in phone call (within 48 hours) with all patients who screened positive.

O Emergency psychiafric evaluafion: patient is at imminent risk for suicide (current suicidal thoughts).
Send to emergency department for extensive mental health evaluation {unless contact with a patient’s current
mental health provider is possible and altemative safety plan for imminent risk is established).

O Further evaluation of risk is necessary:
Review the safety plan and send home with a mental health referral as soon as patient can get an appointment
(preferably within 72 hours).

O Patient might benefit from non-urgent mental health follow-up:
Review the safety plan and send home with a mental health referral.

O Mo further intervention is necessary ot this fime.

e Provide resources to all patients

= 24/7 National Suicide Prevention Lifeline 1-Boo-273-TALK (8255) En Espaiiol: -888-628-g454
* 24/7 Crisis Text Line: Text “HOME" to 741-741

28



Implementing the Safety Plan:

6 Step Process

Step 1: Warning Signs
»  Ask: “How will you know when the safety plan should be used?”

F  Ask: “What do you experience when yvou start to think about suicide
or feel extremely depressed?”

»  List waming signs (thoughts, images, thinking processes, mood, and/
or behaviors) using the patient's own words.

Step z2: Internal Coping Strategies
»  Ask: “What can you do, on your own, if you become suididal again, to
help yourself not to act on your thoughts or urges?”

»  Assess likelihood of use: Ask: “How likely do you think you would be
able to do this step during a time of crisis?™

»  If doubt about use is expressed, ask: “What might stand in the way of
you thinking of these activities or doing them if you think of them?”

» Use a collaborative, problem solving approach to address potential
roadblocks and 1D alternative coping strategies.

Step 2: Social Contacts Who May Distract from the Crisis

»  Instruct patients to use Step 3 if Step 2 does not resolve the crisis or
lower risk.

»  Ask: “Who or what social settings help you take your mind off your
problems at least for a little while?™ “Who helps you feel better when
you socialize with them?™

»  Ask for safe places they can go to be around people (i.e. coffee shop).

»  Ask patient to list several people and social settings in case the first
option is unavailable.

» Remember, in this step, the goal is distraction from suicidal thoughts
and feelings.

Pk Assess likelihood that patient will engage in this step; ID potential
obstacles, and problem solve, as appropriate.

Step 4: Family Members or Friends Who May Offer Help

>

>

Instruct patients to use Step 4 if Step 3 does not resolve crisis or lower
risk.
Ask: “Among vour family or friends, who do you think you could

contact for help during a crisis? or “Who is supportive of you and
who do you feel that you can talk with when you're under stress?"

Ask patients to list several people, in case one contact is unreachable.
Prioritize the list. In this step, unlike the previous step, patients reveal
they are in crisis to others.

Assess likelihood patient will engage in this step; ID potential
obstacles, and problem solve.

Role play and rehearsal can be very useful in this step.

Step 5: Professionals and Agencies to Contact for Help

>

>

Instruct the patients to use Step 5 if Step 4 does not resolve the crisis
or lower risk.

Ask: “Who are the mental health professionals that we should
identify to be on your safety plan?" and “Are there other health care
providers?™

List names, numbers and /or locations of clinicians, local urgent care
SErvices.

Assess likelihood patient will engage in this step; ID potential
obstacles, and problem solve.

Role play and rehearsal can be very useful in this step.

Step 6: Making the Environment Safe

>

>

Ask patients which means they would consider using during a suicidal
Crisis.

Ask: “Do you own a firearm, such as a gun orrifle??™ and “What
other means do you have access to and may use to attempt to kill
vourself?”

Collaboratively identify ways to secure or limit access to lethal means:
Ask: “How can we go about developing a plan to limit your access to
these means?”



The Power of
Caring:
Social

Connectic




Interpersonal Theory of Suicide

Thwarted
belongingness
lam alone

Perceived
burdensomeness
lam a burden

Desire for
suicide

Capability
for svicide

Lethal
(or near-lethal) Joiner (2005)

svicide attempts




Klonsky and May’s Three-Step Theory

1) Are you in pain and hopeless?
No Yes

I No ideation ] | Suicidal'ldeation l

2) Is your pain greater than your connectedness?

No Yes
Moderate | Strong Ideation ]
Ideation |

v
3) Are you capable of attempting suicide?

Ideation Suicide Attempt
Only

Klonsky & May (2015)
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How to respond

We care about you and | know you don’t feel it
You are not alone the world is better now, but there is
with you in it reason for hope

Thank you for telling
me

If you know they’ve De-stigmatize mental

been through tough health problem: it’s

times before, remind not a character flaw,
them; if not, ask it’s a medical condition

We have effective
treatments and we are
going to help you




The power of

VIRTUAL
h O p = HOPE BOX

Virtual Hope Box

T2 Health & Fitness *h kA 802 2

€ Everyone

E Add to Wishlist

e Elicit reasons to live

e Consider use of virtual
hope bOX qpp: Y Virtual Hope Box

Sudoku Puzzie

VIRTUAL
HOPE BOX

I Photo Puzzie

Word Search

Muscle Relaxation Ble

Guided Meditation - Beach

Remind Me

Mah|ong Solitaire Guided Meditation - Forest

Xor
TN

Guided Meditation - Country Road [l




Making the
Environment
Safer

An Unlocked Gun
is an Accident
Waiting to Happen.



Means Restriction

Modifying the environment to decrease access to
suicidal means:

One of the most effective strategies for
suicide prevention

(Yip, PA, Caine E, Yousuf S, Wu K, Chen Y, 2012)
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Rationale for Means Restriction

« Many suicidal crises are short lived

* 47% of those who attempted suicide reported
less than 10 minutes passed between making
the decision and acting (Deisenhammer et al, AN
2009)

- Highest death rate associated with methods that
are readily available, easy to use and highly lethal



Rationale for Means Restriction

Inability to interrupt an
attempt (i.e., firearms,

jumping) make means
restriction even more
important (Barber & Miller, 2014)

Approximately 90% who
survive an attempt will

not go on to die by

suicide (O’Donnel, Arthur, Farmer,
1994)



Mortality Rates by Method

Most lethal Least lethal
Firearm: 89.6% Jumping: 27.5%
Drowning: 56.4% Drug ingestion: 1.9%
Suffocation/hanging: Non-drug poisoning: 1.1%
52.7% Cut/pierce: 0.7%

Poison by gas: 30.5%

Conner A, Azrael D, Miller M., 2019



Arizona could lead in gun safety

 Storing guns locked, unloaded with ammunition
locked up separately reduces unintentional firearm
injuries (Grossman, et al 2005)

« 82% of youth who use a firearm in suicide use a gun
belonging to a family member (National violent Death
Reporting System, 2016)

» 75% of parents feel pediatricians should advise
about safe firearm storage practices, but only
12.8% have had this discussion (carbut et al, 2016)



Opioids + Suicide
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Sources of Prescription Opioids Among Past-Year Non-Medical Users?

70
60
@ Given by a friend or relative for free
50+
" ® Prescribed by =1 physicians
g 404 @ Stolen from a friend or relative
-
9 ® Bought from a friend or relative
c
g 30+ ® Bought from a drug dealer or other stranger
(-8
| Other®
20+
10
0

L : = - 2
Any 1-29 30-99 100-199 200-365
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#Obtained from the US National Survey on Drug Use and Health, 2008 through 2011.5
® Estimate is statistically significantly different from that for highest-frequency users (200-365 days) (P< .05).
©Includes written fake prescriptions and those opioids stolen from a physician’s office, clinic, hospital, or
pharmacy; purchases on the Internet; and obtained some other way.
SOURCE: Jones C, Paulozzi L, Mack K. Sources of prescription opioid pain relievers by frequency of past-year nonmedical use: United States, 2008-2011. JAMA Int Med 2014;
174(5):802-803.




Medication safe storage best practices

* Use pill boxes to limit access for daily medications

* Dispose of old meds. FDA has a helpful website for specific guidance:
https://www.fda.gov/ForConsumers/ConsumerUpdates/ucm101653.htm

e Look for medication take back days

* Dispose of meds in a Ziploc mixed with coffee grounds or kitty litter, sealed, into
the trash

* OTC medicines, like Tylenol and Advil, are particularly dangerous. Avoid easy
access to Costco-sized bottles

* When you prescribe opioids, discuss what to do with any leftovers
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https://www.fda.gov/ForConsumers/ConsumerUpdates/ucm101653.htm

Open Door Policy

After arguments or when
emotions run hot, the
bedroom door should remain
open

Increase monitoring and
supervision during times of
emotional or social distress

Especially after cell phone or
social media restrictions,
particularly following a
shameful event




Why does this matter?

* The state of the science tells us that:
« Hospitalization doesn’t treat suicidality
 Pharmacotherapy doesn’t treat suicidality
* No suicide contracts don’t work

* Bottom line: we must connect with people and
make environment as safe as possible

* TIP: The first encounter may be the only chance you
have to make a difference

« Consult with peers and document your thought process



Resources

nimh/asg-toolkit-materials

ASQ Ask Suicide Questions: https://www.nimh.nih.gov/research/research-conducted-at-

youth-suicide-

AAP: Blueprint for Youth Suicide: https://www.aap.org/en/patient-care/blueprint-for-

prevention/?srsltid=AfmBOopmBUYRgkbYIURDNyl1gcyrXaFTWsjAX27sW4MRuLdBAngHLiv-

American Foundation for Suicide Prevention: https://afsp.org/

CDC Youth Risk Behavior Survey and National Vital Statistics Service

Suicide Prevention Resource Center: https://www.sprc.org/settings/primary-care
Suicide lifeline: 988

Teen Lifeline: 602-248-TEEN or 1-800-248-TEEN

Youth Suicide Warning Signs: https://www.youthsuicidewarningsigns.org/

Zero Suicide: http://zerosuicide.sprc.org/webinar/screening-and-assessment-suicide-

health-care-settings


https://www.nimh.nih.gov/research/research-conducted-at-nimh/asq-toolkit-materials
https://www.nimh.nih.gov/research/research-conducted-at-nimh/asq-toolkit-materials
https://www.aap.org/en/patient-care/blueprint-for-youth-suicide-prevention/?srsltid=AfmBOopmBUYRqkbYIuRDNy1gcyrXaFTWsjAX27sW4MRuLdBAnqHLiv-o
https://www.aap.org/en/patient-care/blueprint-for-youth-suicide-prevention/?srsltid=AfmBOopmBUYRqkbYIuRDNy1gcyrXaFTWsjAX27sW4MRuLdBAnqHLiv-o
https://www.aap.org/en/patient-care/blueprint-for-youth-suicide-prevention/?srsltid=AfmBOopmBUYRqkbYIuRDNy1gcyrXaFTWsjAX27sW4MRuLdBAnqHLiv-o
https://www.aap.org/en/patient-care/blueprint-for-youth-suicide-prevention/?srsltid=AfmBOopmBUYRqkbYIuRDNy1gcyrXaFTWsjAX27sW4MRuLdBAnqHLiv-o
https://www.youthsuicidewarningsigns.org/

Thank you

You have the power to catch kids earlier

You are a lifeline

Please email with any questions:



mailto:callan1@phoenixchildrens.com

Y772 Phoenix
Y& Children's

Thank you!
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