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TAGGEDPABSTRACT

OBJECTIVE: To describe the methodological development and

feasibility of real-world implementation of suicide risk screen-

ing into a pediatric primary care setting.

METHODS: A suicide risk screening quality improvement proj-

ect (QIP) was implemented by medical leadership from a sub-

urban-based pediatric (ages 12−25 years) primary care

practice in collaboration with a National Institute of Mental

Health (NIMH) suicide prevention research team. A pilot

phase to acclimate office staff to screening procedures pre-

ceded data collection. A convenience sample of 271 pediatric

medical outpatients was screened for suicide risk. Patients,

their parents, and medical staff reported their experiences and

opinions of the screening procedures.

RESULTS: Thirty-one (11.4%) patients screened positive for

suicide risk, with 1 patient endorsing imminent suicide risk

(3% of positive screens; 0.4% of total sample). Over half of
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the patients who screened positive reported a past suicide

attempt. Most patients, parents, and medical staff supported

the implementation of suicide risk screening procedures into

standard care. A mental health clinical pathway for suicide

risk screening in outpatient settings was developed to provide

outpatient medical settings with guidance for screening.

CONCLUSIONS: Screening for suicide risk in pediatric primary

care is feasible and acceptable to patients, their families, and medi-

cal staff. A clinical pathway used as guidance for pediatric health

care providers to implement screening programs can aid with effi-

ciently detecting and managing patients who are at risk for suicide.

TAGGEDPKEYWORDS: mental health clinical pathway; pediatric primary

care; suicide risk screening; youth

ACADEMIC PEDIATRICS 2022;22:217−226
TAGGEDPWHAT'S NEW

Pediatric providers on the frontlines lack guidance to

address increasing youth suicide rates. A novel outpa-

tient suicide risk clinical pathway was created to assist

pediatric primary care providers in feasibly imple-

menting suicide risk screening and management of

patients at risk.
TAGGEDPOVER A QUARTER of all youth deaths in the US are from

suicide, a preventable outcome.1 Youth who die by sui-

cide are more than twice as likely to see a primary care

clinician than a mental health specialist prior to death,

with roughly 45% of young suicide decedents seeing a pri-

mary care clinician within 1 month of death by suicide.2−4

In February 2016, the main accreditation organization for

US hospitals, The Joint Commission, issued Sentinel

Event Alert 56, encouraging U.S. hospitals and health
care systems to screen both youth and adults for suicide

risk in outpatient, inpatient, and emergency department

(ED) settings.5

Primary care settings provide valuable opportunities to

detect risk of suicide,6−9 yet most of these settings do not

routinely screen for suicide risk.10 Screening for depression

is more common in primary care settings, but studies show

that depression screening may be inadequate for identifying

patients at risk for suicide.11,12 Roughly half of pediatric

primary care physicians have encountered at least 1 patient

who attempted suicide in the past year.13 Barriers such as

limited time, insufficient knowledge and training about sui-

cide risk, discomfort with discussing suicide, concerns

about iatrogenic risk, and uncertainty about managing

patients who screen positive prevent successful integration

of suicide risk screening into routine care.10,14−16 More-

over, it is not well documented how pediatric patients and

their parents perceive suicide risk screening during a
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primary care visit. Without screening implementation

guidelines and input from parents/guardians, primary care

providers may be hesitant to screen patients for suicide risk

and primary care settings may become overburdened by

ineffective screening programs.

This quality improvement project (QIP) aimed to

describe the real-world implementation of suicide risk

screening in a pediatric primary care setting. Feasibility

was assessed in the following domains:

� Acceptability − do clinic staff, parents and patients

find screening acceptable?
� Disruptiveness − based on staff report, does screening

interfere with normal workflow?
� Positive screen prevalence rate − is the positive screen

rate common enough to warrant screening (ie, a study

of a large sample of hospital patients aged 12 to 17 years

old universally screened for suicide risk reported posi-

tive screen rates ranging from 2.1% to 8.5%17 or the

ASQ validation studies which found a screen positive

rate of 14% in an adolescent health clinic18 and 13.5%

on an inpatient medical/surgical unit19)?

A secondary aim was to use results from the implemen-

tation to develop an evidence-informed mental health

clinical pathway to guide future suicide risk screening

programs in outpatient medical settings.

TAGGEDH1METHODS TAGGEDEND

In May 2015, the Ask Suicide-Screening Questions

(ASQ) research team at the National Institute of Mental

Health (NIMH) established a collaboration with a primary

care pediatric practice to study the integration of suicide

risk screening and the development of operating proce-

dures into a pediatric practice’s standard of care. The lead

senior physician and nurse leader, championed the QIP

utilizing a multi-cycle, iterative “plan-do-study-act”

approach20 which was carried out in 4 phases over a

period of 11 months. For example, it was decided that the

screen would be administered when the nurse was finished

assessing vital signs. In that way, the screen could be

scored with enough time to contact the physicians in

advance of the physical exam. The NIMH ASQ team

observed and provided consultation at bi-weekly meet-

ings. This process sought to balance burden on staff while

allowing regular opportunities for feedback.21

TAGGEDH2SETTING & POPULATION TAGGEDEND

Participants were a convenience sample of all patients

ages 12 to 25 years who presented for well visits over

approximately 5 months from 1 clinic of a pediatric pri-

mary care outpatient multisite practice in a suburb of

Richmond, Virginia. The designated clinic was known as

early adopters of other quality improvement processes.

The QIP began 1 cycle with patients presenting for well

visits only, but once nurses were comfortable, another

cycle of the QI process expanded to include sick visits as

well. Exclusion criteria included being under the age of

12 years old and presenting to the practice without a par-

ent/legal guardian (hereafter referred to as “parent”).
Nurses were permitted to use their clinical judgment to

override the age exclusion criteria to screen patients as

young as 8 years who presented with a mental health con-

cern and were accompanied by a parent. The QIP was

determined to be exempt from IRB review by the NIH

Office of Human Subjects Research.
T AGGEDH2PHASE 1: PLAN TAGGEDEND

During the initial planning of the QIP, the practice

decided to use the Ask Suicide-Screening Questions

(ASQ)22 as their screening tool of choice due to its brevity

and validity among pediatric medical patients.

A suicide risk screening program was designed utilizing

the practice’s workflow in combination with the NIMH

ASQ team’s implementation experience. Flyers were

modified from the ASQ toolkit (www.nimh.nih.gov/ASQ)

and disseminated to patients and parents when registering

at the front desk. After obtaining vital signs, nurses ver-

bally screened all patients ages 12 and older for suicide

risk and depression without the parent in the room and

reviewed the results independently in real time to deter-

mine whether the patient screened positive. In this portion

of the QIP, nurses were trained to ask the questions ver-

bally in line with previous ASQ research22; however, the

ASQ is administered by some medical settings via self-

report. Nurses notified pediatricians before the pediatri-

cian entered the exam room if their patient screened posi-

tive. Pediatricians were trained to conduct a brief suicide

safety assessment (BSSA) to determine the patient’s level

of risk and discharge disposition. If the patient was found

to be at risk for suicide, they discussed with the patient

that parents would be told about their safety concerns so

that they could partner in keeping the child safe. As a

safety net process to optimize safety, before implementa-

tion began, the practice contacted a local mental health

provider who agreed to evaluate patients that screened

positive for suicide risk within 72 hours.
TAGGEDH2PHASE 2: DOTAGGEDEND
TAGGEDPSTAFF TRAINING AND BASELINE STAFF FEEDBACK PRIOR TO

ASQ IMPLEMENTATION TAGGEDEND

In September 2015, the staff attended an in-person

training session led by the NIMH ASQ team. Before the

training, staff completed a pretraining knowledge ques-

tionnaire as well as a survey gauging their opinions of sui-

cide risk screening. The training session included an

overview of the epidemiology of youth suicide with a

focus on medical settings, The Joint Commission recom-

mendations for screening, clinical warning signs/risk fac-

tors, QIP aims, safety planning and how to initiate lethal

means safety counseling (an evidence-based process of

helping patients and their support system safely store or

remove potentially dangerous items that could be used in

a suicide attempt (eg, firearms, knives, pills, etc.).23 Staff

were trained on how to administer the ASQ, interpret the

screening results, and respond when a patient screened

positive. Local and national suicide risk resources were

provided for use in the referral process. After the training
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and before implementation, staff completed the same

knowledge questionnaire to assess if scores improved

after the training.

TAGGEDPTRAINING FOR PROVIDERS TO MANAGE POSITIVE SCREENS TAGGEDEND

The NIMH ASQ team trained pediatricians, during a

2 hour in-person workshop in the practice, to conduct

brief 10 to 15-minute suicide safety assessments to

efficiently manage each patient and determine an

appropriate disposition. Pediatricians were instructed

in how to assess important details of suicide risk,

including frequency and severity of suicidal thoughts,

the presence of a suicide attempt plan and other psy-

chosocial stressors and protective factors. Pediatricians

were trained to interview the patient separately and

together with the parents, develop a safety plan, and

determine an appropriate disposition. Four disposition

outcomes were possible: 1) immediate referral to the

emergency department (ED) for a psychiatric evalua-

tion, 2) referral to outpatient mental health services

within 72 hours for a full mental health evaluation, 3)

non-urgent referral to outpatient services, or 4) no fur-

ther intervention necessary. The plan for identifying

imminent risk was to truncate the well visit and send

the patient to the ED via a parent or emergency trans-

port services.

TAGGEDPSCREENING PILOT PHASETAGGEDEND

After all staff were trained, a 4-month pilot screening

phase between November 2015 and February 2016 was

implemented during well visits to identify unanticipated

barriers and process improvement opportunities. The

NIMH ASQ team had bi-weekly conference calls with

clinic staff to continuously review the screening process

and troubleshoot problems. For example, a few parents

were concerned about whether asking young people ques-

tions about suicide would make them suicidal. When this

was discussed, the ASQ team designed a flyer that

announced the screening and why it was important. Addi-

tionally, 4 research studies refuting the myth of iatrogenic

risk were placed into a binder that was kept at the front

desk and made available to any parent that wanted more

information.
TAGGEDH2PHASE 3: STUDYTAGGEDEND

In February 2016, members of the NIMH ASQ team

conducted in-person, 20-minute one-on-one interviews

with staff to obtain staff opinions of the pilot phase.

Staff gave input on challenges associated with the

screening program and offered suggestions for any

changes they thought would improve the screening

workflow. Staff also participated in a 1-hour booster

training session in which results and lessons learned

from the QIP were presented and the office screening

procedures were reviewed.
TAGGEDH2PHASE 4: ACT TAGGEDEND

During the Act phase (February to June), the nurses

screened all patients ages 12 and older presenting for well
visits, as the annual physical or check-up would allow

more time for administering the suicide risk screen. Feed-

back surveys were then completed by patients and parents.

A concluding debriefing between the NIMH ASQ team

and the practice leadership took place in June 2016 to dis-

cuss final thoughts and address additional adjustments

that would enhance their screening program.

T AGGEDH2POST-IMPLEMENTATION FOLLOW-UP TAGGEDEND

In January 2019, the NIMH ASQ team sent a final set of

feedback surveys to the practice staff to examine the state

of screening in the office after several years.

TAGGEDH2MEASURES TAGGEDEND

Ask Suicide-Screening Questions − The Ask Suicide-

Screening Questions (ASQ)22 is a validated 4-item brief

screening questionnaire developed in the ED, but now

empirically validated in all medical settings, to assess sui-

cidal ideation and behavior in pediatric medical patients

ages 10 and above and recommended for age 8 and above

for patients who present with psychiatric chief complaints.

An affirmative response to any of the 4 items prompts a

fifth acuity item to assess current suicidal ideation.

Patients who screen positive and do not endorse the acuity

item are categorized as a non-acute positive screen.

Patients who endorse the acuity item are considered an

acute positive screen. A negative response to all items is a

negative screen. The ASQ has a sensitivity of 96.9%, a

specificity of 87.6%, and a negative predictive value of

99.7% for pediatric medical patients.22 The ASQ has since

been validated in other pediatric medical settings, includ-

ing outpatient primary care and specialty clinics and inpa-

tient medical/surgical units, as well as for adult medical

patients.18,19,22,24 The ASQ takes, on average, 20 seconds

to administer.

Patient Demographic Information − Formal demo-

graphic questionnaires were not completed by patients.

Instead, nurses accessed the patients’ sex, age and race

from their medical chart and noted the demographic infor-

mation on the patients’ ASQ form.

Patient and Parent Surveys − After completing the

ASQ, patients answered a 5-item self-report paper/pencil

evaluation questions based on their experience of being

screened for suicide risk (Fig. 1). Parents completed a

similar self-report paper/pencil questionnaire in the wait-

ing room about their opinions of suicide risk screening at

the pediatrician’s office (Fig. 2).

Clinic Staff Questionnaires - Nurses and pediatricians

completed a 15-item self-report suicide prevention ques-

tionnaire measuring their knowledge of youth suicide

immediately before and directly after the initial training

session. Staff also completed feedback surveys on their

own comfort screening and managing suicide risk at 2

timepoints: after an initial training session during Phase 2

and after the final data collection was completed.
TAGGEDH1DATA ANALYSIS TAGGEDEND

Data from the ASQ questionnaires and all feedback

surveys were analyzed using SPSS. Descriptive



Figure 1. Patient feedback survey administered to patients after ASQ screening.
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statistics were calculated and a repeated sample t test

was performed to compare staff performance on the

knowledge questionnaires before and after the initial

training sessions.
TAGGEDH1RESULTS TAGGEDEND

A total of 273 patients were screened during data

collection. Of those, 271 patients completed both the

ASQ and the Patient Feedback Survey and were



Figure 2. Parent feedback survey administered to parents of patients screened with the ASQ.
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included in this analysis. Complete demographic data

were not available for all patients (Table), due mainly

to nursing omission. The sample was predominantly

female (114/211; 54%) and White (146/181; 80%),

ranging in age from 12 to 25, with an average age of

15.1 years (n = 227; SD = 2.17). The parent feedback

form was completed by 248 parents. Twenty-three

patients did not have parent survey data and 16 of

these patients were aged 18 years old or older and did

not come with a parent to the visit. Demographic data

were not collected for parents.
T AGGEDH2SUICIDE RISK SCREENING PREVALENCE RATE TAGGEDEND

Out of the 271 patients who completed the ASQ, 31

(11.4%) screened positive for suicide risk. Of these 31

patients, 30 screened “non-acute” positive (97% of posi-

tive screens; 11% of total sample) and 1 patient screened

“acute” positive (3% of positive screens; 0.4% of total

sample), indicating imminent suicide risk. Over half of

the patients who screened positive reported a past suicide

attempt (17/31; 55%). Of the 31 patients who screened

positive, 14 (45%) were positive based on a sole “yes” to

the past suicide attempt item (Q4 on the ASQ). Table



Table. Sample Demographic and Suicide Risk Screening Characteristics

Patient Characteristics Total Sample (n = 271) Percentage

Age in years (Mean, SD) 15.1 years (2.17)

Sex

Female 114 42.07%

Male 97 35.79%

Unknown 60 22.14%

Race/Ethnicity

White/Caucasian 146 53.87%

Black/African American 26 9.60%

Asian American 6 2.21%

Other 3 1.11%

Unknown 90 33.21%

Patient Characteristics of Positive Screens Total Sample (n = 31)

Age in years (Mean, SD) 15.1 years (2.31)*

Sex

Female 15 48%

Male 9 29%

Unknown 7 23%

Race

White/Caucasian 18 54%

Black/African American 2 10%

Asian American 1 2%

Other 0 0%

Unknown 10 33%

ASQ Items Items Indorsed (n = 31) Percentage

#1: In the past few weeks, have you wished you were

dead?

14 45.16%

#2: In the past few weeks, have you felt that you or

your family would be better off if you were dead?

9 29.03%

#3: In the past week, have you been having thoughts

about killing yourself?

6 19.35%

#4: Have you ever tried to kill yourself? 17 55.84%

#5: Are you having thoughts of killing yourself right

now?

1 3.23%

Suicide Attempt Method Total Attempts Reported (n = 22)

Poisoning 10 45%

Suffocation 4 18%

Cutting/Piercing 4 18%

Struck By/Against 2 9%

Falling 1 5%

Method not disclosed 1 5%

*Age was only available for 29 patients.
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reports more information regarding demographics of

patients who screened positive and reported suicide

attempt history.
TAGGEDH2PATIENT FEEDBACK ABOUT SCREENING TAGGEDEND

Overall, 64% (175/271) of patients reported they had

never been asked about suicide previously. Grouped by

level of suicide risk, 70% (168/240) of patients who

screened negative and 22% (7/31) of patients who

screened positive had never been asked about suicide,

including the patient who screened “acute” positive.

Most patients (247/271; 91%) reported opinions that

nurses should ask kids about suicide risk in the

doctor’s office. The 1 patient who was at imminent

risk for suicide reported, “I would not have told any-

one [if I wasn’t asked]." Among the minority of

patients who were not in favor, reasons given included

concern over iatrogenic risk “it will make kids think
about suicide.” Although nurses verbally administered

the ASQ to all patients in this QIP, approximately half

of all patients (134/271; 49%) indicated they would

prefer completing a written version of the ASQ if

given the option, whereas 40% (108/271) indicated

they preferred verbally answering the questions. Eight

percent (23/271) had no preference and 3% (9/271) of

responses were missing. Patients who screened positive

answered similarly: 48% (15/31) preferred paper, 32%

(10/31) preferred answering verbally, 16% (5/31) had

no preference, and 1 patient had missing data.
T AGGEDH2PARENT FEEDBACK ABOUT SCREENING TAGGEDEND

Parent feedback forms were collected from 248 parents

(91.5%) of the 271 patients screened. Most parent feed-

back forms were completed by mothers (199/248; 80%).

Seventy-four percent (185/248) of parents reported that

nurses should screen kids for suicide risk in the doctor’s
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office, with 1 parent stating, “Kids feel comfortable at the

doctor’s office.” A portion of parents, 16% (41/248),

reported they were “not sure,” and 8% (20/248) did not

think nurses should screen for suicide risk (1% (2/248)

did not respond). Parents not in favor of screening

reported concerns over mixing physical and mental health,

“The child is [at the doctor’s office] to fix a physical

ailment.” Eighty percent (199/248) of parents reported

being “somewhat” or “very” comfortable with their child

being screened and 6% (16/248) of parents reported being

“somewhat” or “very” uncomfortable with their child

being screened. The remaining 13% (33/248) of parents

were “neutral”. When asked specifically if they had con-

cerns about screening, most parents (218/248; 88%)

reported that they had none.
TAGGEDH2FEEDBACK SURVEYS FROM STAFF TAGGEDEND

Phase 2 began with administering feedback surveys to

the staff. All pediatricians (3) and nurses (11) completed

the staff feedback survey before the NIMH training.

Almost all pediatricians (2/3) and nurses (10/11) reported

being “comfortable” or “very comfortable” working with

patients who had thoughts of suicide and asking patients

about past and current suicidal ideation. All 3 pediatri-

cians and most nurses (73%; 8/11) agreed that clinicians

should ask patients about suicide risk in the medical set-

ting. Twelve staff members also completed both a pre-

and post-training knowledge questionnaire. There was a

statistically significant increase in total scores on the

knowledge survey between the pre- and post-knowledge

surveys, with higher scores indicating more correct

answers (t(22)=3.27, P = .003).

During Phase 3, 5 nurses and 5 pediatricians partici-

pated in one-on-one interviews. All nurses reported that

initially the hardest part of the screening program was

administering the ASQ to pediatric patients due to their

own discomfort about asking direct questions about sui-

cide. Nurses further reported that after a few patients

revealed past suicidal ideations and/or attempts, they bet-

ter understood the importance of screening young people

in medical settings. Multiple pediatricians stated that

starting the QIP with a short pilot was helpful to acclimate

the staff to the new screening program. No specific

changes were suggested by staff during the interviews.

A final debriefing meeting between the practice’s lead-

ership and NIMH ASQ team occurred during Phase 4 in

June 2016 to determine how the practice would continue

screening. Staff informed the NIMH ASQ team that they

were ready to screen all patients beginning at age 10 years

during all visits, including sick visits. Since they wanted

to begin screening for depression, and they could screen

for both suicide risk and depression as self-report meas-

ures in the waiting room, a document which included the

PHQ-A (Johnson et al, 2002) and ASQ on a single page

was created for all patients to complete on their own to

improve efficiency (available on the ASQ Toolkit: www.

nimh.nih.gov/ASQ) at the request of the office staff. A

youth suicide risk clinical pathway for outpatient
pediatricians was adapted from ED and inpatient clinical

pathways25 and modeled with input from these data and

other outpatient clinics (Fig. 3). This pathway was further

reviewed and updated by expert pediatricians.

Following the implementation of screening as standard

practice at all visits for youth ages 10 years and older during

Phase 4 in June 2016, 8 pediatricians and 7 nurses com-

pleted post-implementation feedback surveys. Most nurses

(5/7; 71%) reported that screening was not disruptive to

their office workflow, they were comfortable with screening

patients for suicide risk (5/7; 71%), and they felt prepared

to screen patients for suicide risk (6/7; 86%). When asked

about the impact of the QIP in their clinic, multiple nurses

felt that the screening helped identify patients whose mental

health concerns would otherwise have been undetected. For

example, 1 nurse stated: “I believe we have saved some

patients” and another said: “We have stopped some kids

from doing something tragic.”

Most pediatricians (6/8; 75%) who provided post-

implementation feedback reported that screening was not

disruptive to their office workflow. All pediatricians

reported being comfortable with and prepared for the

management of patients who screened positive. Most

pediatricians (5/8; 62%) reported interest in more training

to manage patients at risk for suicide, with each of these

pediatricians emphasizing the importance of continuing

education on this topic.
TAGGEDH1DISCUSSION TAGGEDEND

The results from this QIP support universal suicide risk

screening in pediatric primary care practices. Results

demonstrate that screening is acceptable to most patients,

parents, and staff, is feasible to implement, and is non-dis-

ruptive to current office workflow. Support from office

leadership, adequate planning and training utilizing a QIP

framework, and frequent self-monitoring to make real-

time improvements were essential for the success of this

implementation.

Medical staff reported that trainings and a brief pilot

phase were critical to alleviating trepidation about talking

to young patients about suicide. Outpatient pediatric prac-

tices that plan to implement suicide risk screening pro-

grams may benefit from a gradual adoption of screening

methods that allow for real-time program adjustments.

Furthermore, as most nurses reported being comfortable

with screening within a month, medical settings may find

that staff are able to quickly acclimate to asking patients

about suicide, particularly with adequate training specifi-

cally around safety planning.

Creating a connection with mental health providers

before screening was implemented was another critical

step in the successful functioning of this screening pro-

gram. All patients that screened positive and were not

already in mental health care, but required further evalua-

tion were referred to the psychologist who had an a priori

agreement to evaluate this practice’s positive screens.

Outpatient practices that start to screen their patients for

suicide risk may benefit from creating connections with



Figure 3. Pediatric outpatient suicide risk screening clinical pathway.
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outpatient mental health services, including community

clinics or telehealth services, to provide their patients

with appropriate mental health follow up care. Establish-

ing a roadmap for follow-up care is a crucial step in the

success of implementation.21 Pediatric providers who do

not have access to such resources can schedule follow-up

appointments or utilize tele-health services with patients
at risk for suicide within 72 hours to follow-up on the

patients’ well-being.

The observed screen positive rate of 11.4% was high

enough to warrant screening yet, according to staff report,

was not overly burdensome, amounting to approximately

1 additional mental health referral per week. The screen

positive rate was higher than in other outpatient clinics
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(2.2%)17 possibly due to the patient age in this clinic rang-

ing up to 25 years old; older teens and young adults have

higher rates of suicidal thoughts and behaviors. These

data support other findings that patients presenting with

medical chief complaints will only rarely screen positive

for imminent risk for suicide.16,26 Only 1 patient in this

practice endorsed acute suicidal thoughts, comprising less

than 0.4% of all screens. Consistent with national data,

most youth (55.8%) who screened positive in this sample

also reported a history of suicide attempts. Previous stud-

ies have identified that the most potent risk factor for

death by suicide is a previous attempt.27 Identifying these

higher risk patients and reviewing a safety plan that

includes lethal means safety planning could reduce the

likelihood of a future suicide attempt.

Lessons learned from this suicide risk screening QIP

implementation informed the development of a mental

health clinical pathway for screening in outpatient pri-

mary care settings (Fig. 3). The proposed outpatient clini-

cal pathway was modeled after a 3-tiered system pathway

for ED and inpatient medical/surgical units created by the

Pathways in Clinical Care (PaCC) workgroup from within

the Physically Ill Child committee of the American Acad-

emy of Child and Adolescent Psychiatry (AACAP).25 The

3 tiers of the outpatient pathway consist first of a brief, 20

second screen with the ASQ, followed by a brief suicide

safety assessment using either the ASQ BSSA (www.

nimh.nih.gov/ASQ) or the Columbia Suicide Severity

Rating Scale (C-SSRS)28 to determine next steps. The use

of a BSSA as the second step is critical to help the pedia-

trician more efficiently decide on 1 of 4 choices for dispo-

sition: 1) refer to emergency services, 2) urgent outpatient

mental health services as soon as possible, 3) nonurgent

outpatient services or 4) no further interventions. The out-

patient clinical pathway serves as an evidence-informed

template to allow any outpatient medical setting to adapt

the guidelines depending upon their available staff and

resources. This pathway was also modified for virtual tele-

health administration.29

The following limitations should be taken into consid-

eration. First, the use of self-report measures limited our

ability to determine the risk status of patients who did not

disclose their recent suicidal ideations or past attempts.

Moreover, favorable opinions of screening may have been

biased towards more positive responses; however, these

data are in line with other ASQ studies that have shown

favorable opinions of screening in other medical

settings.30,31 Second, these data represent suicide risk

screening implementation, but no disposition outcomes

were available. Third, due to the focus on well visits, this

sample may not be representative of the full spectrum of

outpatients who present to a primary care practice, and is

focused on 1 clinic, thereby limiting generalizability. It

should also be noted that this practice was chosen among

a practice of multisite clinics because they were known

for being early adopters of other QIP efforts, which may

account for the higher ratings of comfort with screening

prior to the training. Staff comfort with training may typi-

cally be lower prior to gaining more experience working
with suicidal patients. Additionally, more quantitative

measures of disruptiveness, such as duration of visit or

missed opportunities for other health screenings, would

be useful in future studies. The modality of asking for ver-

bal responses to screening (vs obtaining written

responses) should undergo further study. Finally, a portion

of demographic data was not recorded, limiting the ability

to look more in depth at how suicide risk varies by factors

such as gender and race. Further research should continue

studying implementations of suicide risk screening in pri-

mary care practices across the country, particularly in

rural and underserved communities, to determine the fea-

sibility of screening programs in those outpatient medical

settings.

Pediatric health care providers on the frontlines of the

national youth suicide public health crisis can feasibly

implement universal suicide risk screening. Suicide risk

screening in medical settings, such as this clinic, provides

the opportunity for early identification of youth at risk, a

critical suicide prevention strategy. Quality improvement

practices and evidence-informed guidance for screening

can preserve resources and provide pediatricians with the

tools they need to intervene and save young lives.
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