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Objectives

After participating in this session, attendees will be able to:

o Describe the current state of suicidality of children and adolescents

o Understand the patient flow when a child presents to the ED with a non
mental health complaint

o Understand the importance of a structured suicide screen/identify
strategies to improve adherence

o ldentify discharge and safety planning strategies and resources
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The Burden of Mental and Behavioral Health in
Children and Adolescents

[ ]
11N 5 youth ages 13 to 18 live with a

There have been double-digitincreases|in

mental health emergency visits in 2020.
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Suicide was the second-leading cause of death

among those ages 13 to 19 in 2019.

629,000
ATTEMPTED SUICIDE.
12%
OF ADOLESCENTS
12 TO 17 HAD SERIOUS
THOUGHTS OF SUICIDE.

Ina 2020 survey of_(ages 13to 17):
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REPORTED REPORTED
Black children are nearly SYMPTOMS OF SYMPTOMS OF
as White ANXIETY. DEPRESSION.

children to die by suicide.

Sources: AAP, AACAP, CHA, NAMI, Modern Healthcare, CDC, SAMHSA, JAMA Pediatrics, JAMA Psychiatry, HHS, and Kaiser Family Foundation.
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SUICIDE SURPASSED HOMICIDE TO BECOME
SECOND-LEADING CAUSE OF DEATH FOR TEENAGERS,

AGES 15-19, IN THE UNITED STATES

Suicide Risk and Lethal

Past-Year Suicidal Thoughts and Behaviors “”“‘”E”“a?“/\

for High School Youth, United States 2019 \
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35%
29%
26% 26%
25% 24%
22%
20% 19% 19%
17% 17%
16% 16% 16%
15% 15% 15%
12% 18% Source: Population Reference Bureau analysis of Genters for Disease Control and Prevantion. National Center far
Health Statistics, “Underlying Cause of Death 1999-2014," CDC WONDER Online Database, accessed at
10% % - 9% -~ http:/wonder.cdc.goviucd-lcdiC.html, on May 27, 2016.
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Percentage
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OverallUs American Indian Asian Black or African Hispanic White Multiple Race SUICIDE: METHOD
and Alaska Native American
(AI/AN)
mSeriously Considered Attempting Suicide  MMade aSuicidePlan  mAtiempted Suicide  WSuicide Attempt Requiring Treatment* Other
for. poisoning, or overdose
WWW.SPIC.Org that o

Source: CDC, 2020

» Screening: Who is likely to die by suicide Suffocation

45.9%

* Lethality of suicide

* |ethal means restriction Flreermns
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10 Leading Causes of Death, United States
2020, Both Sexes, All Ages, All Races
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Disparities Iin Pediatric Mental Health

Figure: Map of Child & Adolescent Psychiatrists per
100,000 Population Under Age 18 by US. County

Whitney DG, Peterson MD. US National and State-Level
Prevdlence of Mental Health Disorders and Disparities of
Mental Health Care Use in Children. JAMA Pediatr.
2019;173(4): 389 391.
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A | Prevalence of mental health disorders in children

BEHAVIORAL HEALTH WORKFORCE RESEARCH CENTER

UNIVERSITY OF MICHIGAN

4

Child and Adolescent Psychiatrists per
100,000 County Population Aged 17 and Younger

o
01-87
88-17.7
17.8+

Prevalence quartiles, %

[[176-152 [153-17.7 [17.8-199 [ 200-27.2

Health Professional Shortage Areas: Mental Health, by County, 2022

B | Prevalence of not receiving care in children with mental health disorders

Prevalence quartiles, %
[129.5-41.3 [ 41.4-46.6 Wl46.7-53.1 l53.2-72.2
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The Role of the Emergency Department (ED)

Increasing demand and decreasing
supply of mental and behavioral health
specialists have stressed the safety
net of the healthcare system (ED)

DEMAND
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-% Clarify Trends in Mental Health-Related Utilization Among
Health Institute  Children and Young Adults, 2016-2022

15
COVID-19

Pandemic
Emergency Department
ED Visits Visits up 45% since 2016
per 1K r 1K Patient:
) Inpatient Admissions
Claiires up 124%
per Year (per 1K Datien
IP Admits
per 1K
Am‘::f‘;s“s MD/OP Office Visits
up 43%
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Pediatric Mental Health Crisis — Call to Action

A AP News

AAP, AACAP, CHA declare national
emergency in children’s mental
health

October 19, 2021

CRITICAL CROSSROADS: PEDIATRIC MENTAL
HEALTH CARE IN THE EMERGENCY
DEPARTMENT

A Care Pathway Resource Toolkit

Version 1.0

The AAP, American Academy of Child and Adalescent
Psychiatry (AACAP) and Children's Hospital Association have

declared a national emergency in children’s mental health, July 2019 i
= 4 U.S. Department of Health and Human Services
citing the serious toll of the COVID-19 pandemic on top of Services Administrati

% Maternal and Child Health Bureau
existing challenges.

They are urging policymakers to take action swiftly to %ﬁﬁ@hﬁ/
E M SC address the crisis. = = L
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So, what can we do?

e Crisis or event intervention — Can ED be avoided?

* Provide resources (ED-based interventions)
- Prioritize the most acute patients (screen)
- Communication and attention to ADL needs
- Least restrictive means

- Regionalization of mental and behavioral health
care

- Expand space (when possible)
- Expand workforce (if available)

- Advocate and secure funding and support
Natlional
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Systematic Approach
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Systematic Approach

ED based interventions

Consideration for mental health
boarding

e

Frequent assessment

Safety and discharge planning
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PEAK Suicide

Pediatric Education and Advocacy Kit (PEAK): Suicide

In the United States, suicide

pediatric suicide risk and as:

is the second leading cause of death for youths

ages 10-18 (CDC NCHS Data Brief, 2019). Increasingly, the emergency care
system has hecome a safety net for treating pediatric mental health issues:
from 2007 to 2015, ED visits for suicide attempts and deation doubled among
the natior's youth (JAMA Pediatrics, 2019).

In light of the urgent need to improve pediatric suicide screening and mental
health care in emergency settings, we are pleased to share new resources as
part of our latest Pediatric Education and Advocacy Kit (PEAK): Suicide.

Through these resources, individuals can learn how to properly screen for

sess acuity, develop safety plans, advocate for

children and adolescents in

Last updated. October 2021
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health care; and

pathways to improve care for
crisis.

ENIC-TREKK Bottom Line
Recommendation: Suicidal Risk
Screening and Assessment Practice
Guideline

@ detalls

AAP Pediatric Mental Health Minute
Series: Mental Health of Infants &
Small Children with Dr. Mary
Margaret Gleasson Video
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® Step L Screen to identify thase 3t rek of suicide and SEtarming Bulty.

u Step2: Patients whe step 1 anid satery
Step 1: Screening for Suicide Risk
= While universal screaning woull be ddeal, targsted with
» Seresring should be dane at risge, be brief and emgloy valudsted tosis
* Asking sszossing " o rek of s *
& Usea screening tool ta detect risk (o.g, “The Ask Suicide-Screening Questions (ASQ)* which takes 20 soconds 10 adminkster, 38%

sensithve for detecting sukide rsk™).*

Questions. Respanies Dutcomes.
LIn the past few weaks, have | Yeie | Acuite positive imminent risk identifed]: Fatient arcwers s’ 10 any of
o wished you were Sead? Questions 1.8, o rebuses 15 3nsuer, AND Ssiers oS te Glesten 5.
Zin the past few weeks, have | |5 The patient’s chnicsl necds are emergent and they sheuld ot leave the
‘wau felt that you or your family hospital until evalusted for safety.
would be better off ff yau were | Yewa [ ® under 1deatly in a pricate
dead? ranm, withaut access to potentialy dangerous cbiects until 3 suickde sk
| assessment has been comgleted.
20 the past few weeks, have Mon-ocute positive (potential ink Kent{ied): Patient answers 'yes 10y of
‘o been having theughts ¥es/No | questians 14, or refuses to answer, AND answers ‘o’ to question 5.
hous kling yourselt? | © Thepatent i has
4 Have you ever tried to il Been eompleted.
i | e |
3 patient answers yes' o any egutive: A pationt who answers ‘nc @ quosions 3.4,
of these guestions, 3 57 »  The patent doss net require 3 further suicide nsk assessment in the
question is asked 1o desermine. ‘emargency dopartment.
riskacuny .
S At yeus Raving Boughts ol
yourself right now? Yol

Step 2: Comprehensive Suicide Risk Assessment

fot patents whe meep 1.

& Pearm 3 suldde risk

P
ana idenwiy tha can be Inenaentia

= Part af the interyiw should be mnducied privately with the paiont.

form the patient of the limits of induing yaur about

immediate safety concerns.

.

usingthe 2 ang h
Demanstrate empathy by actively litening.
There
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future suicidsl behaviour.*

for ., HEADS D 1o structure

the assesament *

©SEFTEMBER 2021, TREKR/EIC; FOR REVISION 2073, VERSION 1.0

Non-modifisble risk tactors

The 7 gomains far

1. Home (£-0, How does your farmly ge alang wieh each other? Can probe for chid peote ction istues, fumly valence l
2._ta your seh e yau working ) |
3. Actrities and peers (0.9, What are your reiaticnships flke with your friends? Can prabe for bullying)
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‘Pediatric
" Mental Health
In the ED
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Patient Flow Diagram

14yo F with abdominal pain, Vitals are stable, Pain is adequately controlled

Suicide Screening
I I L/{
|\ ED workup + Suicide Exa m
ED workup alone Assessment with
Mental Health Team ﬁ Room
—ML

(MD, SW)

Discharge Safety
Plan

) EMSC
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Suicide Screening and Assessment

Understand the importance of a structured suicide screen
- Learn strategies to improve adherence
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SUICIDE RISK SCREENING PATHWAY QEalEdca e g T

Sprenoras By AACAP'S Abemien Qieed, Craoted by
PaCC widkiatap of Prdically B Onilcd Commirats

Screening vs -l

[_ Administer ASQ L'idc:!l,fse;:ainhompurenls) _J
Assessment

—

C‘Ez";,::’JLD wo—s{ MEHRIE )
- Step 1: Screen to identify e U

MO

those at riSk Of SUiCide and ‘L Mon-acute PosHive Screen -.:omm;icrs-.i:idehlewassessmenl;sssasJ
determine acuity R

- Step 2: Assess those who |y | |aeetifee. | COESESS
screen positive to determine
need for treatment and
safety planning

INMIATE SAFETY FRECAUTIONS® |
should nct leave wilhout
a full sofety assessmant }

“SAFETY PRECALUTIONS
Pt InifihuSion profoe ol

| Conduct Full Sulcide | Moy fomily;
Salety Assessment | S S pearacien;
REFERRAL !

{ o Parthar mwenial heabi: \ = —

(S - Tttt
\ O, S icale

polive icieen ks PC ; | YES

Iniiate or maintain solety precaulions; medically stobilize pofient

CHESTRTED

HO YES |

o 2 . .
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Screening

|dentifies individuals at risk
Universal screening is ideal, targeted screening is appropriate

Screening should be done at triage, be brief and employ
validated tools

Standardize response to positive screens
Provide education and support to staff

Asking about suicide or assessing suicidality does not
increase a patient’s risk of suicide

s %ﬁﬁ@hﬁ/
%) EMSC PR Q
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The Tools

ASQ C-SSRS SAFE-T

NIMH TOOLKIT

- Always ask questions 1 and 2. Past Month
as s isk Screening Tool - - F = I
1) Have you wished you were dead or wished

(_Ask Suicide-S i stions )
e EEe T et you could go to sleep and not wake up?

— Ask the palient: ~

+ nthe st o ehed ot oy on 2) Have you actually had any thoughts about
. In the past few weeks, have you wished you were dead? D¥es o killing vourself? uicide ssessment ive-ste
2.In the past few weeks, have you felt that you or your family g y p
would be better off if you were dead? Dves QNo If YES to 2, ask quaslinns 3,4, 5and 6. E 3 -
3.1n the past week, have you been having thoughts If NO to 2, skip to question 6. valuation and I riage
about killing yourself? Dyes DNo
4. Have you ever tried to kill yourself? Des ONo 3) H?Ve you bf’e" thinking about how you i |
f yes, how? might do this? IDENTIFY RISK FACTORS
4) Have you had these thoughts and had
When? some intention of acting on them?
5) Have you started to work out or worked out
If the patient answers Yes to any of the above, ask the following acuity question: the deta“s Of how to ki" youl'self? Did you
5. Are you having thoughts of killing yourself right now? Dves DMo intend to carry out this plan?

If yes, please describe:

i Life- | Past3
_ Next sleps: Always Ask Question 6 e | ppaee
p——

Mo b6 il QSIS 1 thegh 3, Screening is eomplete (not nocessary to ask Question A5)

Mote: Ciric

6) Have you done anything, started to do anything,

. :::::!m::ﬁ:a‘::i:;uyz;u:;zszmﬁum1‘ofufuuunamwur.\my=m:nm|a|mu or prepared to do any‘thln 'lo end your Iife? CONDUCT '\l._!l( I.l)E I!‘J -lH RY
T *Yes™ o question £5 = acute posilive screen (imminant rik idantified) ~ hts, plans
. aSTAT Examples: Collected pills, obtained a gun, gave away valuables, ehavior, intent
[t canot lase el svalstad fox satety wrote a will or suicide note, held a gun but changed your mind,

ove all dangrous abjests from room. Alert physician or cliician

. cut yourself, tried to hang yourself, etc.

« Keap patier In sight.

responibie for pati
O “No" 10 question #5 = nen-acule pasiive screen (potential risk idenified )
+ Patient roguires y assessment 1

o Biae Py ce il respongiti for P I RN RISK LEVEL/INTERVENTION
Any YES indi that hould 4 te
seek behavioral healthcare.
However, if the answer to 4, 5 or 6 is YES, >
get immediate help: Call or text 988,

~ Provide resources to all patients
+ 24f7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espafiol: 1-888-628-0454
* 247 Crisis Text Line: Text “HOME" to 741741

. NATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) ¢ [T coo=s ) - LIEELINE call 911 or go to the emergency room. 'é"o""",m“f
STAY WITH THEM until they can be evaluated. Pratocol
app
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Assessment

Suicide assessment usually refers to a more comprehensive
evaluation done by a mental health clinician

Goals are:
- Evaluate severity of suicide risk
Estimate the immediate danger to the patient
- Decide on a course of treatment
Track progress

Can involve structured questionnaires, BUT typically also
open-ended conversation with a patient and/or friends and
family

2 National
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The Tools

ASQ-BSSA

((Ask Suicide-Screening

do when a pediatiic pafient
screens posilive for suicide risk:

oughts

C'SS RS'RISK ASSESMENT VERSION

Praise patient o cusigme
1y p o your 55 to screening questions. These are hard things
1o taik about. Thank you far telling us. 1 need t ask you a few more questions."

Assess the Patent o momim cipsomiaions g
e oG

aviow patient s responies fram

of suicidal gl ] f ymp! Ask Ihe pal

sk fhe palient: <in the
e thiing st b
oten™ [once ar fwice a day, seve
Couple fimes o wees, et When

e 5 of kg pousc ight
v 2 5
[ *yes,” pathent: requines an wigent STAT
mactl haaith ssluation and csenot b e slons
| A pasitie response ndicates inmieent sk

i b

Suicide plan |

R
0 heen less hungry or mone hungry

Othar concems:
changes in haw you

[ —

peles,

12 Social Support & Stressors

selor T i e, ask

nd

il s Dy

. a5 et hality of
atri

img: “Wratare some of the reasans yeu
Tl et

CEMEEA TR SIEPR U MATIOMAL INSTITUTE OF MENTAL HEALTH (KIMH) [

it you can 1alk 17 What

e
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COLUMBIA.SUICIDE SEVERITY RATING SCALE
(C-SSRS)

Posner, Brent, Lucas, Gould, Stanley. Brown, Fisher, Zelaray, Burke, Oquendo, & Mann
2008 The Research Foundation for Meneal Hyglene. Inc.

RISK ASSESSMENT VERSION

Instructions: Check all risk and protective factors that apply. 10 ba completed following the patent intervew.
review of medical record(s) andior with famity members andior other
Suicidal and Self-Injurious Behavior (Past 3 months) | Clinical Status (Recent)
I O | Actual suicide atiempt D umetme O | Hopelessness
O | interrupted attempt (=T 8 O | Major depressive spiscde
3_ [ | Aborted or Self-interrupted atempt D umetme O | Mixed affective episode
[ | other preparatory acts to kil seif (=T 5 [ | command hallucinations to hurt self
I o ﬁﬂxwhaww without ] L¥esme L | Highty imputsive behavior
| Suicidat Ideation {Most Severe in Past Month) [ | Substance sbuse or dependence
[ | wish to be dead [ | Agitation or severs anxisty
:ﬁ Suicidal thoughts - E Perceived burden on family or ofhers B
[ | Sosas meughts Wi memad (Bt wihout spechic ‘ ] | CPreme enysizal pain o atner sciie mediesl
| plan or intent to act} problemn (AIDS, COPD. cancer. ete.}
[ | Suicidal intent (without specific plan) [ | Homicidal ideation
: [ | Suicidal intent with specific: plan ‘r 1 | Aggressive behavior towards others
| Activating Events (Receny | 0 | Metnod sor suicice avaiabie gun pits, ete.)
V"0 | Recent loss or ather significant negative event "0 | Retuses or teeis unable o agree to safety plan
!_ Al Describe. T—[}_ Sexual abuse (litewme)
i 3 | Famity history of suicide (etime}
'O | pencing or |'# Factors (Recent)
rlj Current or pending isolation or feeling alone | [ | identifies reascns for ning
T History l o z:;msnwwu family or athers: lning with
;_ [ | Provious prychistric diagnoses and treatments l_D s el alah il
| 8 | Hopeless or dissatisfied with treatment | 1 | Fear of death or dying due to pain and suffering
[ | Bstief that suicide is immaral: high spirguality
‘L O | Engaged in work or school g
| other Protective Factors:
o]

CLINICAL
ASSESSMENT

- Thoughts/plan/intent/
access to means using
screening data as a
starting point

- Insight, risk factors,
protective factors

- Medical and mental
health history

- Current symptoms and
triggers

- Available resources
- Mitigating factors

- Ability to engage in
safety planning




Implementation Pearls

e
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- Identify stakeholders and champions
. Assess culture and barriers

. Structure a pathway

. Embed in medical record

- Have resources available
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Culture Shift

- Educate about and
highlight data lessons

Empower all team
members in their role

- Highlight stories
Celebrate the successes
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Discharge and Safety Planning

Discharge Counseling
\ Medication location for access to

lethal means

Follow up .. Safety Planning

Appointments

Discharge Plan —
National

Collaboratives Fediatyic Readiness Quality Collaborative

rrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrr




Safety Planning

Incorporates elements of effective brief interventions and suicide risk
reduction:

Teaching self-monitoring skills

Teaching brief problem solving and coping skills

Enhancing social support and identifying emergency contacts
Motivational enhancement for further treatment

Enhancing hope and motivation for living

Reducing access to lethal means

— National
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Assumptions Underlying Safety
Planning

Suicide fluctuates over time

Individuals often fail to recognize their early warning signs

Problem solving and coping capacity reduces during times of stress
Working collaboratively helps ensure engagement and feasibility
Over-practicing can help create rote memory (habit) for times of crisis

Nalional
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STANLEY - BEROWN SAFETY PLAN

STEP 2: INTERMAL COPING STRATEGIES = THINGS | CAM DO TO TAKE MY MIND OFF MY PROBLEMS
WITHOUT CONTACTING AMOTHER PERSOMN:

1.
2.
3.

STEP 3: PEOPLE AND SOCIAL SETTIMNGS THAT PROVIDE DISTRACTION:

1. Name: Conback
2. Name: Conback —
3. Place: 4. Ploces

STEP 4: PEOPLE WHOM | CAN ASK FOR HELP DURING A CRISIS:

1. Hame: Contact:
2. Mame: Confoch
3. Mame: Contact:

STEP 5: PROFESSHOMALS OR AGEMCIES | CAN CONTACT DURING A CRISIS:

1. Clinicion /&gency Nome: _____ Phone:
Emergency Confach:

2. Clinicion / Agency Mame: Phone:
Emergency Confach: _— _—

3. Local Emergency Department: _—

Emergency Department Address.

Emergency Departmient Phone :

4. Suicide Prevention Lifeline Phone: 1-800-273-TALK [E255)

STEP 6: MAKING THE ENVIROMNMENT SAFER |PLAN FOR LETHAL MEAMS SAFETY):
1.
2.
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Change Strategies (Fixsen et al, 2005)
Implementation Stages

2-4 Years >
Initial Full
Exploration Installation Implementation Implementation
e Assess needs * Acquire * Adjust * Monitor,manage
resources implementation implementation
. drivers drivers
* Examine - Prepare
intervention organization . * Achieve fidelity
components Manage change e ot hoin
. C iq * Prepare . Depl benchmarks
~onsiaer _ implementation eploy
implementation drivers data systems  Further improve
drivers fidelity and
_ » Prepare staff * Initiate outcomes
* Assess fit improvement
cycles
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Change Strategies

‘ Policy/Procedures

‘ EMR Optimization

‘ Reinforcement/Resources
Nabional
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Acute Suicidality
Encounters

Assessment | Percentage of patients who had a structured
suicide screen
Percentage of patients with a positive suicide
screen who had a structured suicide screen
Intervention | Percentage of patients with a positive sucide

screen who had a consultation with a licensed
mental health professional

Percentage of patients with a positive suicide
screen that received a discharge safety plan
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&A Session
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Complete Registration Register for the Next

for the Data Platform Fireside Chat
® Share demographics ° July 11. 2023
® Provide data platform users i
® Include name, email, phone # of POA ° 12 Pm CT
signatory e Topic: Pain Management
® Upload signed POA to data portal
registration

Nalional
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Pain Management Data Platform Overview  Assessment Patient Safety

0000

July 11, 2023 July 25, 2023 August 1, 2023 August 8, 2023

Join Us for Future Fireside Chats

Interactive presentations by multidisciplinary experts
on bundle topics June through September
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Nursing - CE contact hours
Fireside Chat #1 June 27, 2023

1. Enter your first and last name in the chat if you have not !m
done so already I®

2. Scan the QR code/use link to access session evaluation
3. Submit completed evaluation by 1700 (Pacific) on 6/29/2023 E .
to be eligible for CE hours https://bit.ly/PRQCFireside1

If you have any questions, please contact Robin Goodman at
robin.goodmanrn@gmail.com

BRN CE Provider: Pediatric Liaison Nurses Los Angeles County. Provider
approved by the California Board of Registered Nursing, Provider # 15456, National
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mailto:robin.goodmanrn@gmail.com
https://bit.ly/PRQCFireside1

Social Work Professionals — CEU'’s
Fireside Chat #1 June 27, 2023

1. Enter your first and last name in the chat if you have
not done so already

2. Scan the QR code/use link to access session

evaluation
https://utexas.qualtrics.co
m/jfe/form/SV 8eO1s9LrJ
qGx6¢eK
. EI I C National
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https://utexas.qualtrics.com/jfe/form/SV_8eO1s9LrJqGx6cK
https://utexas.qualtrics.com/jfe/form/SV_8eO1s9LrJqGx6cK
https://utexas.qualtrics.com/jfe/form/SV_8eO1s9LrJqGx6cK

Please Complete Session Evaluation

Thank you!
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