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B Abstract

Suicide is a leading cause of death among youth, and the
emergency department (ED) serves as the primary point of
healthcare contact for many with suicidal ideation. As suicide-
related presentations to the ED continue to rise, the implemen-
tation of time- and cost-effective care pathways becomes ever
more critical. Evidence-based tools for the identification and
stratification of suicide risk can aid in clinical decision-making
and care linkage. This issue reviews best practices for suicide
risk assessment of youth to guide evaluation, management, and
disposition planning within the ED setting.
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Case Presentations

A 13-year-old girl presents with her father with the request for a medical evaluation after she ran

away from home for 24 hours...

* The girl tells you she wanted to hang out with friends after recently getting into an argument with her
father about her grades at school. She has a history of depression noted in the electronic medical re-

* During triage assessment, the patient avoids eye contact with the triage nurse and answers questions

* You wonder whether there is more to this patient’s story and what questions you should ask when inter-

* The boy was recently started on an antidepressant medication and started to see a therapist last year

but has not recently followed up. His foster mother discovered recent texts to a friend on his phone
discussing suicidal ideation over the past several weeks. He has no prior history of suicide attempt or

* Inthe ED, he is placed in a safe room. While conducting your history, he shares that he has been en-

An 8-year-old boy with history of autism spectrum disorder presents with his parents for self-harm by

* The parents tell you the head-banging is a new behavior that started 3 days ago and is increasing in

-
w
2 cord and no prior ED visits.
O
with few words.
viewing the patient in a room.
A 16-year-old boy presents with his foster mother for concern for worsening mental health
symptoms...
N
w
2
O self-harm.
gaging in self-harm activities of cutting.
*  What are your next steps to complete his ED assessment?
head-banging...
™
v
2 requency.
(§) °

In the ED, the patient appears upset and is trying to hit his head on the gurney.
What underlying etiologies for his symptoms should you consider? What strategies can be used to help

with your assessment of a child with autism spectrum disorder and concern for self-harm in the ED?

B Introduction

Suicide and self-harm behavior among youth rep-
resent a major public health crisis.” Suicide is the
second leading cause of death for children aged 10
to 14 years and the third leading cause of death for
those aged 15 to 24 years.? Nearly half of all youth
suicide deaths occur by firearms,® and suicide at-
tempts involving firearms have high case fatality
rates.” Suicide deaths are often preceded by suicidal
thoughts and behaviors. In 2021, 30% of United
States high school students reported seriously consid-
ering attempting suicide, and 13% reported attempt-
ing suicide in the prior year.” To prevent suicide, it is
helpful to identify at-risk youth and provide them with
resources and support.

The emergency department (ED) represents a criti-
cal contact point to detect youth at risk for suicide and
to initiate suicide prevention interventions.®’ One-
third of youth who die by suicide visit the ED in the
6 months prior to their death.®? Of youth seen in the
ED for suicidal thoughts or behaviors, the period after
discharge is considered high risk,'®"" with approxi-
mately one-quarter of these youth returning to the
ED for a mental health reason within 6 months.'? Brief
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interventions delivered in the ED are often effective at
reducing subsequent suicide attempts and ensuring
that patients engage in follow-up mental health care.’

Use of the ED by children with mental health
crises has increased over the past decade, with one
study finding a 329% increase in presentations for
deliberate self-harm.’'¢ Simultaneously, hospitaliza-
tions for suicidal thoughts or behaviors among youth
are also rising, with a 163% relative increase from
2009 to 2019." During the COVID-19 pandemic, the
proportion of ED visits by children for mental health
reasons increased.'® The length of stay for pediatric
ED visits also has risen over time, with many youths
experiencing prolonged periods awaiting inpatient
psychiatric care, called ED boarding.""?'

In this context, it is crucial for ED clinicians to
understand best practices for the evaluation of youth
with suicidal ideation and self-harm behavior. This
issue of Pediatric Emergency Medicine Practice
reviews key risk factors for youth suicide, strategies
for screening and assessment, ED-based interven-
tions, and considerations for determining appropriate
levels of care.

3
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B Critical Appraisal of the Literature

A systematic search was conducted in PubMed,
Psychlnfo, Embase, and the Cochrane Library using the
following keywords: child (or pediatric or adolescent or
teens or teenagers or youth), emergency department
(or ED or emergency room or emergency services), sui-
cide (or suicidal ideation or suicidal thoughts or suicide
attempt or suicidal behaviors or suicidality), screen-
ing, or diagnosis, or evaluation, or management, or
treatment, or disposition, or lethal means counseling.
After reviewing the titles and abstracts of 961 articles,
240 were selected for full review. Additional review
and original research articles that focused on epide-
miology, presentations, management, practice gaps,
and policy guidelines were included. Few studies were
identified that focused on prevention of firearm sui-
cides or evidence-based practices to care for children
and youth experiencing ED boarding.

H Etiology and Pathophysiology

Suicide is substantially more common in adoles-
cence, although suicides do occur among elementary
school-aged children.?? Suicide rates among male
youth are 3 times higher than for females, whereas
suicidal ideation, suicide plans, and nonfatal suicide
attempts are higher among females.?* Across racial
and ethnic groups in the United States, American In-
dian and Alaska Native youth have the highest suicide
rates.? Rates of suicide death among Black children
aged <13 years are twice as high as for White chil-
dren,?* and suicide attempts by Black high school
students have increased over time.?® Sexual and gen-
der minority populations are at higher risk for suicide
attempts and suicide compared with their peers.?
When examining differences across geographic areas,
youth living in rural and high-poverty areas are at
elevated risk for suicide.?’?8

Youth with certain mental health conditions and
those with a history of prior suicide attempts are at
increased risk for suicide.?? Prevalent mental health
conditions prior to suicide include anxious and
depressed mood, as well as disorders of conduct,
eating, and substance use.’0 Lack of access to men-
tal health treatment is an additional risk factor for
suicide.3! While 1 in 5 children in the United States
has a mental or behavioral health condition, less than
half receive needed treatment from a mental health
professional.3! Psychosocial risk factors for suicide in-
clude adverse childhood experiences such as abuse,
family conflict, bullying, socioeconomic disadvantage,
involvement in foster care, and housing instability.3?
Access to lethal means substantially increases suicide
risk, as youth who live in a home with firearms have a
3-fold to 4-fold increased risk for suicide.®® Protective
factors include family cohesion, strong interpersonal
relationships, social connectedness, and access to
mental health care.®*
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M Differential Diagnosis

There are many medical conditions that can cause or
exacerbate psychiatric symptoms, including infection,
neurologic disorders, endocrine disorders, medica-
tions, substances, or conditions such as electrolyte
derangements.3>% A careful review of systems can
be helpful to uncover conditions that can be evalu-
ated and treated in the ED. Additionally, co-occurring
eating disorders may require evaluation and medical
management.?” Among youth presenting with suicidal
thoughts, attention is needed to identify and report
neglect, emotional or physical abuse, sexual abuse,
or commercial sexual exploitation.®

Bl Prehospital Care

Approximately 11% of prehospital pediatric encoun-
ters in the United States are for mental or behavioral
health emergencies.?’ Despite representing a sizeable
portion of pediatric prehospital encounters, a 2023
scoping review found only 2 publicly available pediat-
ric-specific behavioral health emergency medical ser-
vices (EMS) protocols and 2 adult hyperactive delirium
with agitation protocols with pediatric-specific recom-
mendations.*? Furthermore, it is unknown how many
EMS agencies have protocols for transport of individ-
uals with suicidal thoughts or behaviors, with a review
of one state showing few agencies had these currently
in place.*! While EMS have traditionally transported
children in mental health crises to EDs, protocols
facilitating transport of children meeting prespecified
criteria to alternative destinations, such as local crisis
stabilization units, have been implemented and dem-
onstrated to be safe in Alameda, California.*?

B Emergency Department Evaluation

Evaluation of youth with suicidal ideation involves a
detailed history of the presenting chief complaint, as
well as identification and review of co-occurring con-
ditions that require active ED management.3

History

When obtaining patient history, a confidential mental
health assessment is necessary to obtain accurate
information. The limitations of confidentiality should
be explained to the patient, including disclosure of
thoughts relating to harm to self or others.** Relevant
historical details include whether the suicidality is
passive (ie, wondering whether one would be better
off dead) or active (ie, currently wanting to die), the
presence of a plan, and any history of past suicide
attempts. Patients should be asked about self-harm
behaviors such as cutting or ingestions.**

Knowledge of the patient’'s home medications as
well as alcohol and/or substance use may aid in un-
derstanding the potential for withdrawal, medication
side effects, drug interactions, or symptoms related
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to medication discontinuation. Diagnosis and assess-
ment of illness severity may be informed by asking
questions regarding sleep, appetite, and the patient’s
ability to perform activities of daily living.*¢ Collateral
information from parents, caregivers, or other provid-
ers should be obtained whenever possible, particu-
larly when patients have poor insight, delusions, hal-
lucinations, developmental delays, or communication
barriers.*> Relevant history also includes conditions
requiring ongoing medical evaluation, such as dia-
betes or eating disorders, as well as those that may
require rescue medications, such as severe allergies
or epilepsy.

Physical Examination

Assessment should begin with a complete set of vital
signs, which may provide insight into etiologies of
presenting symptoms.** For example, bradycardia
may reflect an eating disorder or a medication over-
dose, while fever can indicate infection or presence of
a toxidrome.*> Neurologic and mental status evalu-
ation may reveal altered mentation or neurologic defi-
cits, which can prompt clinicians to consider inges-
tion, psychosis, or intracranial pathology. A thorough
skin examination should be performed to inspect for
injury secondary to self-harm.

Subtle physical examination findings can help dif-
ferentiate specific toxidromes or medical conditions
that can mimic symptoms of depression. Serotonin
syndrome will demonstrate increased tone, hyper-
reflexia, and clonus, while neuroleptic malignant
syndrome displays more severe rigidity (“lead pipe”)
and bradyreflexia.***> Unlike most toxidromes, neu-
roleptic malignant syndrome is not dose-dependent
and takes days to weeks to precipitate,** making it
unlikely after an acute ingestion. Dilated pupils may
result from anticholinergic or sympathomimetic toxic-
ity. Sympathomimetic toxidromes demonstrate dilat-
ed, responsive pupils, while those with anticholinergic
toxicity often lack or have sluggish pupillary response
due to muscarinic blockade. Conversely, constricted
pupils can indicate cholinergic or opioid toxidromes.
Hyperactive bowel sounds may indicate serotonin
syndrome or cholinergic toxicity, while hypoactive
bowel sounds may reflect opioid or anticholinergic
toxicity.*** Identification of diaphoresis or anhidrosis
may also aid in toxidrome differentiation.®

Patients experiencing prolonged ED stay while
awaiting definitive mental health care should receive
vital sign and physical examination re-evaluation every
12 and 24 hours, respectively, or when indicated due
to a change in clinical status.*

Suicide Risk Screening Tools

While some youth present to the ED for suicidal
ideation or behavior, many presenting for chief com-
plaints not related to mental health have undetected
mental health needs.*’** Suicide risk screening in the
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ED can facilitate identification of suicide risk and link-
age to treatment for these youth."®%8 Although imple-
mentation of universal screening has been shown

to detect suicide risk among children who would

have otherwise been overlooked, there are currently
limited pediatric data regarding the efficacy of suicide
screening as a preventive measure.>°

Due to these limitations, there are differing rec-
ommendations regarding universal suicide screening
in youth from national organizations including The
Joint Commission,®! the American Academy of Pedi-
atrics (AAP)," and the United States Preventive Ser-
vices Task Force (USPSTF).>2 Based on their appraisal
of the literature, the USPSTF concluded that evidence
is insufficient to assess the balance of benefits and
harms of suicide screening.? However, there are
several limitations to their evaluation, as described in
an editorial rebuttal by Bridge et al.>® The USPSTF as-
sessment omitted several studies that validated youth
suicide screening tools and did not present data
to refute hypothetical concerns around iatrogenic
consequences of screening. Additionally, although
the USPSTF highlighted concern for “false positive”
screens, these responses may actually hold benefit to
care linkage, as most youth who screen positive have
at least 1 lifetime mental health disorder.>* Further-
more, in adult patients, universal suicide screening
demonstrates promising results in subsequent linkage
to outpatient care and protection against subsequent
suicidal behavior.>®

In contrast to USPSTF, The Joint Commission
requires suicide screening with a validated tool for all
patients aged =12 years who present to the ED with
a primary mental or behavioral health concern.® AAP
guidelines go a step further, recommending suicide
screening for all youth aged =12 years and those
aged 8 to 11 years with clinical indications (ie, pri-
mary mental or behavioral health condition, caregiver
concern, history of suicidal behavior or self-harm, or
findings uncovered during the clinical evaluation that
warrant further assessment).’

Universal suicide screening in the ED and hospi-
tal setting has been shown to identify a substantial
number of children with an elevated risk for suicide or
self-harm.>® A recent review article of 8 studies found
that 46% to 93% of patients who screened positive
for suicide risk had presented with a primary medical
concern that would have been missed without the
aid of universal screening.>® The review highlighted 5
studies that conducted universal screening, encom-
passing patients aged 8 to 18 years.”*¢°? The authors
found that screening was acceptable and did not in-
crease length of stay.*° Early detection of suicide risk
may facilitate provision of brief safety interventions.
These brief interventions are associated with favor-
able outcomes such as timelier outpatient psychiatric
follow-up as well as decreased suicide attempts.®9-

The Ask Suicide-Screening Questions (ASQ) tool
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(see Figure 1) and Columbia Suicide Severity Rating risk, further assessment is not indicated. Affirmative

Scale (C-SSRS) Screen Version (see Figure 2, page responses should be followed by a brief suicide
7) are the most widely utilized validated suicide risk safety assessment to elucidate the degree of suicide
screening tools for youth. ASQ is a 4-to-5 question risk, which will guide disposition decisions. (See
screen that has been validated in children aged =8 Figure 3, page 9 and National Institute of Mental
years;*% the C-SSRS Screen Version is a 3-to-6 ques- Health ASQ Emergency Department Suicide Risk
tion tool that has been studied in children as young Clinical Pathway for Youth, page 17.) The ASQ
as 6 years.*4% (See Table 1, page 8.) Refusal to an- toolkit, available through the National Institute of
swer suicide screening questions is also of diagnostic Mental Health (NIMH), includes the ASQ Brief Suicide
value. One study examined youth presenting to the Safety Assessment (ASQ BSSA; tips for screening
ED for nonpsychiatric concerns who did not answer implementation, and care pathways for various clinical
=1 ASQ question. Based on subsequent interviews settings.?”®’ The C-SSRS protocol is available through
with mental health providers, 84.5% within this cohort the Substance Abuse and Mental Health Services
were discovered to have some degree of suicide risk, Administration (SAMHSA), and may be paired with
including 15.5% determined to be at high risk.®® the Suicide Assessment Five-Step Evaluation and

If screening does not indicate elevated suicide Triage (SAFE-T).%® (See Figure 3, page 9.)

The ASQ BSSA and the SAFE-T

. . e . . assessments share features, including
Figure 1. Ask Suicide-Screening Questions (ASQ) Tool = """~ =" . factors, support sys-

NIMH TOOLKIT tems, potential plans, and access to le-
qs suicide Risk Screening Tool thél means. Common risk fact.ors |.nc|ude
- \ : prior suicide attempts or self-injurious
(Ask Suicide-Screening @uestions ) behavior, current or past psychiatric

diagnoses, ongoing medical illnesses,
substance use, and triggering events (ie,
1. In the past few weeks, have you wished you were dead? OYes ONo loss of a loved one, ending of a rela-
tionship, abuse). Key protective factors

— Ask the patient:

N

. In the past few weeks, have you felt that you or your family

would be better off if you were dead? OYes ONo include effective Coping Ski”S, religious
3. In the past week, have you been having thoughts beliefs, social supports, and therapeUtiC
about killing yourself? OYes ONo relationships. The extent of planning
4. Have you ever tried to kill yourself? OYes ONo and preparation for suicide attempt
If yes, how? (or lack thereof) is also evaluated.®?

The ASQ, C-SSRS, and their respective
pathways each have merits, but no high-
When? quality head-to-head comparison has
been performed, which highlights a gap

in the literature.®’
If the patient answers Yes to any of the above, ask the following acuity question:
5. Are you having thoughts of killing yourself right now? OYes ONo R . R
If yes, please describe: . DlagnOStlc StUdIes

The approach to diagnostic testing

Next steps: . . . . .
(- hexisiep among youth with suicidal ideation or

If patient answers “No” to all questions 1 through 4, screening is complete (not necessary to ask question #5). - .
No intervention is necessary (*Note: Clinical judgment can always override a negative screen). be h aviors sh ou |d be g u |d ed by th e
If patient answers “Yes” to any of questions 1 through 4, or refuses to answer, they are considered a . . . .
posilive screen. Ask question £ o assess acuity: history and physical examination. For
[ “Yes" to question #5 = acute positive screen (imminent risk identified) H 1 1 H H H
* Patient requires a STAT safety/full mental health evaluation. ped Iatrl c patl € nts Wh o req uire in patl € nt
Patient cannot leave until evaluated for safety. 1 1 H 1 1 H
 Keep patient in sight. Remove all dangerous objects from room. Alert physician or clinician psyCh Iatrl ca d mission I rOUtI ne screenin g
responsible for patient’s care. laboratory tests are not recommended,
[ “No” to question #5 = non-acute positive screen (potential risk identified) .
 Patient requires a brief suicide safety assessment to determine if a full mental health evaluation as th ey rare | y resu |t N Ch an g es tO
is needed. Patient cannot leave until evaluated for safety. . .. 70-77
e Alert physician or clinician responsible for patient’s care. management or dISpOSItIOI‘\. For
~— Provide resources to all patients lns.tance, In a prospective study o.f 210
e 24/7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espafiol: 1-888-628-9454 Ch I ld ren an d a d o l escents prese ntin g
+ 247 Crisis Text Line: Text “HOME” to 741741 to the ED with psychiatric conditions,

54 had testing obtained without

o B - g e ey

and physical examination. Of these,

The Ask Suicide-Screening Questions (ASQ) Toolkit is available at: www.nimh.nih.gov/ASQ 99 : h
en n
Lisa M. Horowitz, Jeffrey A. Bridge, Stephen J. Teach, et al. Ask Suicide-Screening k{o (5 patle ts) ad u fSU;petheld d
Questions (ASQ): a brief instrument for the pediatric emergency department. Archives a norma ities, none ot w 7|0C altere
of Pediatrics & Adolescent Medicine. 2012. Volume 166, issue 12. Pages 1170-1176. ED patient management. In another

MARCH 2024 ¢ www.ebmedicine.net 6 © 2024 EB MEDICINE


https://www.nimh.nih.gov/ASQ

retrospective single-center study of 1082 children
presenting to the ED for a psychiatric condition,

81% had laboratory tests performed, including urine
and serum tests. Of these, only 7 had a laboratory
abnormality that resulted in a disposition change;
only 1 of these abnormalities (a positive pregnancy
test) was not suspected from the patient’s history and
physical examination.”?

Several studies have specifically examined routine
urine drug testing and have found little to no utility of
this testing. In a retrospective study of 539 children
presenting to the ED with a psychiatric complaint,

An online tool for the Columbia Suicide
Severity Rating Scale (C-SSRS Screener)
is available at: www.mdcalc.com/
calc/10169/columbia-suicide-severity-

rating-scale-c-ssrs

a urine drug screen was positive in 11.5%, and no
changes to patient management were made based
on these results.”® In another study that included 385
pediatric psychiatric patients in the ED who had urine
toxicology screens that were routine (ie, not indi-
cated by medical assessment), 5% were positive, and
none were associated with changes in management.
Moreover, there were no significant differences in
disposition between cases with positive and negative
toxicology screens.”®

On the basis of this evidence, obtaining screening
laboratory testing for youth requiring inpatient psychi-
atric admission has been identified as low-value care
by the AAP's Pediatric Emergency Medicine Choosing
Wisely Campaign.”’ Routine screening tests prolong
ED length of stay and increase costs.”>’% One study
estimated that elimination of this practice across the
United States may save up to $90 million annually.”
Encouragingly, quality improvement initiatives have

been successful in reducing

Figure 2. Columbia Suicide Severity Rating Scale (C-SSRS) Screen

Version

COLUMBIA-SUICIDE SEVERITY RATING SCALE

Screen Versfon - Recent

unnecessary testing. At one
hospital, implementation of
a medical clearance algo-
rithm for children requiring

psychiatric admission suc-
cessfully reduced routine
laboratory testing from
93% to 20%.”®

Past
month

Ask Questions 1 and 2

YES | NO

Laboratory testing

up?

1) Have you wished you were dead or wished you could go to sleep and not wake

is indicated in specific
circumstances, based on

2) Have you actually had any thoughts of killing yourself?

the presenting history or
physical examination. If

If YES to 2, ask questions 3, 4, 5, and 6. If NO to 2, go directly to question 6.

an intentional ingestion
is suspected, labora-

3) Have you been thinking about how you might do this?

E.g. “1 thought about taking an overdose but I never made a specific plan as to when
where or how I would actually do it....and I would never go through with it."

tory studies should be
obtained to evaluate for
toxicity from the offend-

4) Have you had these thoughts and had some intention of acting on them?
As opposed to “I have the thoughts but I definitely will not do anything about them.”

ing agent and to identify
treatable co-ingestions
such as acetaminophen

Did you intend to carry out this plan?

5) Have you started to work out or worked out the details of how to kill yourself?

or salicylates.””8% When
the time of ingestion is
known, an acetaminophen

level should be drawn

to end your life?

a will or suicide note, etc.
If YES, ask: Was this within the past three months?

6) Have you ever done anything, started to do anything, or prepared to do anything

Examples: Took pills, tried to shoot yourself, cut yourself, or hang yourself, took out pills but
didn’t swallow any, held a gun but changed your mind or it was grabbed from your hand,
went to the roof but didn't jump, collected pills, obtained a gun, gave away valuables, wrote

4 hours after the acute
ingestion and plotted

on the Rumack-Matthew
nomogram®' to determine
toxicity and potential
benefit of N-acetylcysteine
(NAC) therapy. Acetamino-

YES | NO

O Low Risk
O Moderate Risk
B High Risk

Used with permission from Kelly Posner Gerstenhaber, PhD, Founder and Director of the Columbia Lighthouse Project.
The C-SSRS is available at: https://cssrs.columbia.edu/the-columbia-scale-c-ssrs/about-the-scale/

phen levels in the setting
of repeated or chronic
supratherapeutic inges-
tion do not correlate with
hepato‘coxicity,82 so the
nomogram should not be
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used to guide care in these instances. For more
information on managing toxic ingestions in children,
see the December 2023 issue of Pediatric Emergency
Medicine Practice, "Management of Pediatric Toxic
Ingestions in the Emergency Department,” available
at: www.ebmedicine.net/toxic-ingestions

If the child’s presentation includes features of
acute psychosis, laboratory studies may aid in identifi-
cation of potential medical etiologies.®* Mental health
conditions and substance use in youth are associated
with high-risk sexual behaviors.34 For patients who are
sexually active, testing for sexually transmitted infec-
tions should be offered.?

Neuroimaging is rarely indicated but may be con-
sidered for patients with focal neurologic deficits, signs
of potential central nervous system infection, trauma,
or headache.® For cases of self-injury by hanging that
involve significant force or duration (eg, those with
ligature marks visible on the neck) computed tomog-
raphy angiography of the neck should be obtained
to evaluate for blunt cerebrovascular injury, laryngeal
injury, and injury to the trachea or oropharynx.8

B Treatment

Ensuring a Safe Environment

Provision of high-quality care to children with suicidal
ideation begins with ensuring a safe environment for
patients and staff. Steps should be taken to eliminate
potentially dangerous objects from the patient’s attire
and property as well as the ED room.®”"%? Patients
with diabetes should have insulin pumps removed, if
present, and a hospital-administered insulin regimen

should be initiated to prevent intentional overdose.
Ligatures such as otoscope cords or strings from
hooded sweatshirts, and asphyxiation risks such as
garbage bags should be removed. Metal detection
devices may aid in recognition of the presence of haz-
ardous items. The use of standardized patient scrubs
may reduce some of the aforementioned risks. Simi-
larly, food trays and utensils should incorporate soft
plastic or polystyrene foam rather than hard plastic

or metal. Non-locking, barricade-proof doors should
be employed in patient rooms and bathrooms.® If
possible, furniture should be affixed to the ground or
weighted (ie, sand-weighted chairs) to prevent throw-
ing or dangerous use.

Appropriately trained staff are integral to
maintaining a safe, therapeutic environment. Recently
published multidisciplinary consensus guidelines
identify social workers and behavioral-health-trained
nurses as important team members who facilitate
multidisciplinary care for children with mental health
needs in the ED.* Trauma-informed care is a patient-
centered approach that aims to foster therapeutic
relationships and avoid retraumatization.”® Trauma-
informed care acknowledges that maladaptive
behaviors may result from past traumatic experiences
and encourages demonstration of support, trust,
empowerment, and cultural sensitivity by clinicians
toward all patients.”® Resources such as the Safewards
Model”! and Therapeutic Crisis Intervention’? offer
training programs in de-escalation and crisis response
for healthcare workers. Not only do such programs
improve staff knowledge and confidence, but they
have also been shown to decrease staff injury.”>7

Table 1. Ask Suicide-Screening Questions (ASQ) and Columbia Suicide Severity Rating

Scale (C-SSRS) Screen Version

Ask Suicide-Screening Questions (ASQ)

www.nimh.nih.gov/ASQ
(Validated in children aged =8 years; see Figure 1, page 6)

Columbia Suicide Severity Rating Scale (C-SSRS) Screen Version

https://cssrs.columbia.edu/the-columbia-scale-c-ssrs/about-the-scale/
(Studied in children as young as 6 years; see Figure 2, page 7)

1. In the past few weeks, have you wished you were dead?

1. Have you wished you were dead or wished you could go to sleep and
not wake up?

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

2. Have you actually had any thoughts of killing yourself?

3. In the past few weeks, have you been having thoughts about killing
yourself?

If yes to question 2, questions 3-6 should be asked. If no to question 2,
skip directly to question 6.

4. Have you ever tried to kill yourself? If yes—When? How?

3. Have you been thinking about how you might do this?

If a child answers yes to any of these questions, they should be asked
question 5.

4. Have you had these thoughts and had some intention of acting on
them?

5. Are you having thoughts of killing yourself right now?

5. Have you started to work out or worked out details of how to kill
yourself? Do you intend to carry out this plan?

6. Have you ever done anything, started to do anything, or prepared to do
anything to end your life?

Next Step: ASQ Brief Suicide Safety Assessment (BSSA)
https://www.nimh.nih.gov/sites/default/files/documents/research/
research-conducted-at-nimh/asq-toolkit-materials/youth-ed/bssa

Next Step: Suicide Assessment Five-Step Evaluation and Triage
(SAFE-T) (See Figure 3, page 9.)
https://store.samhsa.gov/sites/default/files/sma09-4432.pdf

ed youth asq nimh_toolkit.pdf

MARCH 2024 ¢ www.ebmedicine.net

© 2024 EB MEDICINE


https://www.nimh.nih.gov/ASQ
https://cssrs.columbia.edu/the-columbia-scale-c-ssrs/about-the-scale/
https://www.nimh.nih.gov/sites/default/files/documents/research/research-conducted-at-nimh/asq-toolkit-materials/youth-ed/bssa_ed_youth_asq_nimh_toolkit.pdf
https://www.nimh.nih.gov/sites/default/files/documents/research/research-conducted-at-nimh/asq-toolkit-materials/youth-ed/bssa_ed_youth_asq_nimh_toolkit.pdf
https://www.nimh.nih.gov/sites/default/files/documents/research/research-conducted-at-nimh/asq-toolkit-materials/youth-ed/bssa_ed_youth_asq_nimh_toolkit.pdf
https://store.samhsa.gov/sites/default/files/sma09-4432.pdf

Medication Management

Medication management is an important component
of care. Medication adherence should be assessed,
and reasons for discontinuation or alteration of regi-
men should be elicited. Of note, many psychotropic
medications should be weaned rather than abruptly
discontinued to prevent withdrawal or discontinua-
tion syndromes.”” Barring serious adverse reaction or
drug-drug interactions, home psychiatric prescriptions
should be continued in the ED.?®

Wound Care For Self-Inflicted Injuries

General principles of wound management (including
cleansing, closure, dressing, and antibiotic prophylax-
is) should be followed when treating youth with lac-
erations due to self-harm. Tetanus prophylaxis should
be administered when indicated.””'% Children aged
<7 years should receive DTaP vaccines, while those
aged =7 years should have Tdap administered. Those

Figure 3. Suicide Assessment Five-Step
Evaluation and Triage (SAFE-T) Risk
Stratification

SAFE-T

Suicide Assessment Five-step
Evaluation and —I_riage

IDENTIFY RISK FACTORS

Note those that can be
modified to reduce risk

2

IDENTIFY PROTECTIVE FACTORS
Note those that can be enhanced

CONDUCT SUICIDE INQUIRY

Suicidal thoughts, plans,
behavior, and intent

DETERMINE RISK LEVEL/INTERVENTION

Determine risk. Choose appropriate
intervention to address and reduce risk

5

DOCUMENT

Assessment of risk, rationale,
intervention, and follow-up

who have received <3 doses of tetanus toxoid-con-
taining vaccine should receive the vaccine regardless
of cleanliness and/or size of the wound, and human
tetanus immune globulin should be administered

for all non-minor or contaminated wounds in tetanus
under-immunized patients.””'%° Material that could
be used for self-harm, such as bandage rolls and
other items that could be used as ligatures, should
be avoided.® Needles, scalpels, scissors, and other
sharp objects used for wound repair should never be
left accessible to patients. Extra staff may be needed
during procedures to maintain safety.

Management of Intentional Ingestions
Intentional poisoning is one of the most common
means of self-harm in youth.'"'9? Consultation with
the regional Poison Control Center or local toxicolo-
gist may be valuable in the evaluation, diagnosis, and
management of patients with known or suspected
ingestions.'® Orally administered activated charcoal
is an option for gastric decontamination for known or
suspected ingestion.'1% |t should be administered
in cases of potentially toxic exposures and, ideally,
within 1 hour of ingestion.'%41%%.110 Activated charcoal
should not be administered in cases of depressed
mental status (current or anticipated), elevated aspira-
tion risk, or for ingestions involving substances that
adsorb poorly to activated charcoal (eg, acids, bases,
metals, alcohols, and hydrocarbons).m“"107 Other his-
torically used methods of gastric decontamination—
including ipecac, gastric lavage, cathartics, and whole
bowel irrigation—have insufficient evidence support-
ing their use and are rarely, if ever, advised. 105108
Acetaminophen and salicylate toxicity are trouble-
some in that, unlike other ingestions, poisoning may
be difficult to identify in early stages. When ingestion
is suspected, clinicians should have a low threshold
to evaluate and treat potential toxicity from these
medications.”? Activated charcoal should be con-
sidered for patients who have ingested a potentially
toxic amount of acetaminophen (>150 mg/kg) and
present to the ED shortly after ingestion.'941%7 Pa-
tients with 4-hour serum acetaminophen levels above
the treatment threshold on the Rumack-Matthew
nomogram should receive treatment with NAC, an
amino acid-derived antioxidant that has the ability to
reduce hepatotoxicity secondary to acetaminophen

RISK LEVEL | RISK/PROTECTIVE FACTOR SUICIDALITY

POSSIBLE INTERVENTIONS

Psychiatric diagnoses with severe
symptoms or acute precipitating event;
protective factors not relevant

High

suicide rehearsal

Potentially lethal suicide attempt or
persistent ideation with strong intent or

Admission generally indicated unless a significant
change reduces risk. Suicide precautions

Multiple risk factors, few protective
factors

Moderate

or behavior

Suicidal ideation with plan, but no intent

Admission may be necessary depending on risk
factors. Develop crisis plan. Give emergency/crisis
numbers

Modifiable risk factors, strong protective

Low factors

behavior

Thoughts of death, no plan, intent, or

Outpatient referral, symptom reduction.
Give emergency/crisis numbers

Substance Abuse and Mental Health Services Administration. SAFE-T: Suicide Assessment Five-Step Evaluation and Triage. United States Department
of Health and Human Services, Substance Abuse and Mental Health Services Administration. Available at: https:/store.samhsa.gov/sites/default/files/

sma09-4432.pdf
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overdose.'”? For patients who consumed a potentially
toxic dose of acetaminophen or who have abnormal
liver enzymes presenting with an unknown ingestion
time or ingestion outside of a 24-hour window, it is
reasonable to initiate empiric NAC therapy.'%’

When salicylate overdose is suspected, serum
salicylate level, serum electrolytes, blood gas, and
urine pH should be obtained during initial assessment
and re-evaluated frequently.""" Because salicylate
poisoning produces a mixed respiratory alkalosis and
elevated anion gap metabolic acidosis, endotracheal
intubation should be approached with caution.'"
Fluid resuscitation with IV lactated Ringer’s solution is
preferred over IV normal saline, which could worsen
pH.""" Activated charcoal should be considered
within 2 hours of ingestion. Although there is not an
antidote for salicylate toxicity, urine alkalinization is an
effective treatment.""" Hemodialysis is the most effec-
tive method to remove salicylate from the body, and
is utilized in cases of severe symptomatic toxicity.'""

Management of Specific Toxidromes and
Acute Agitation

For more information on management of specific
toxidromes, see the December 2023 issue of Pediat-
ric Emergency Medicine Practice, "Management of
Pediatric Toxic Ingestions in the Emergency Depart-
ment,” at: www.ebmedicine.net/toxic-ingestions
Management of acute agitation is beyond the scope of
this review and is discussed separately. See the Janu-
ary 2018 Pediatric Emergency Medicine Practice issue,
“Best Practices in Managing Child and Adolescent
Behavioral Health Emergencies,” at: www.ebmedicine.
net/behavioral-health and the consensus statement
on acute agitation management by Gerson and col-
leagues for further information.'"?

B Special Populations

Children With Intellectual Disabilities and
Autism Spectrum Disorder
Self-injurious behavior among children with intellec-
tual disabilities and autism spectrum disorder requires
a distinct approach to evaluation and management.
Self-injurious behavior occurs in approximately 4%
of individuals with intellectual disability,’"® and may
present as head-banging, face-slapping, self-biting,
self-pinching, scratching, or hair-pulling.”'* Children
with autism spectrum disorder present with a range
of developmental abilities but, taken together, they
have 3-fold higher odds of self-injurious behavior and
more than double the risk for suicidality relative to
peers without autism spectrum disorder.'"
Standardized evaluation of suicidal thoughts and
behaviors among children with intellectual disabilities
is challenged by the lack of appropriate tools. Many
screening questionnaires require a certain level of
reading comprehension, receptive language skills,
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and abstract thinking."'® Among children with intel-
lectual disabilities, distress may be signaled by a
regression in functional skills or a change in outward
behaviors from baseline (eg, an increase in stereo-
typic or repetitive behaviors)."®

When a child with an intellectual disability pres-
ents to the ED for self-injurious behaviors, a care-
ful history and physical examination are needed to
evaluate for an underlying medical etiology. Among
children with limited communication abilities, self-
injurious behaviors may represent a manifestation of
pain. Important historical questions include the nature
of the presenting behaviors, how they have changed
from baseline, whether the change was acute or
occurred gradually, identified triggers for the behav-
iors, recent changes to the patient’s home or school
environment, and recent medication changes.'"’
The history and physical examination should focus
on identifying potential causes of pain such as acute
otitis media, dental infection, constipation, urinary
tract infection, dysmenorrhea, accidental injury, and
nonaccidental (ie, inflicted) injury."®

If a reversible medical etiology is not identified,
some children with intellectual disabilities and/or
autism spectrum disorder may benefit from place-
ment at specialized facilities with staff who are trained
in evidence-based behavioral interventions. Due
to limited availability of appropriate inpatient and
residential placement options, children with autism
spectrum disorder are at increased risk for boarding
in the ED while awaiting placement.? For these chil-
dren, the ED environment can contribute to distress
and symptoms of agitation and should be modified,
when possible, to provide a safe and therapeutic
environment.!” Sensory stimulation can be reduced
by dimming lights and reducing the number of staff.
Safe activities and soothing sensory items can be pro-
vided, along with rewards for positive behavior. Some
children may benefit from the use of adaptive com-
munication devices or picture exchange communica-
tion systems (ie, “storyboards” explaining the flow of
events in the ED)."" Additional information regard-
ing the evaluation and management of children with
autism spectrum disorder in the ED may be found in
the January 2018 issue of Pediatric Emergency Medi-
cine Practice, "Best Practices in Managing Child and
Adolescent Behavioral Health Emergencies,” at:
www.ebmedicine.net/behavioral-health

H Controversies and Cutting Edge

A "No-Suicide” Contract Is Not
Recommended

Safety planning is now recommended instead of

a "no-suicide contract,” also known as suicide-
prevention contracting.'?® A no-suicide contract is

an agreement between a patient and clinician in
which the patient agrees to abstain from self-harm or
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suicidal behaviors and reach out to medical profes-
sionals when in crisis.’®' Several concerns have been
raised regarding this strategy for suicide prevention.
First, the term contract implies a medicolegal aspect
with intention of enforcement, which may limit open
and honest communication between patients and
clinicians.'?? Additionally, a no-suicide contract may
cause false reassurance on behalf of the provider

and may replace evidence-based suicide assessment
and interventions.'?' Several reviews on no-suicide
contracts have concluded that no high-quality empiri-
cal evidence supports their effectiveness in patients
with suicidal ideation.'?1:123 Despite this, a survey of
pediatric emergency medicine chiefs conducted from
2018-2020 revealed that 17% of respondents re-
ported discharging patients with no-suicide contracts
and without psychiatric evaluation.'?* Evidence-based
safety planning tools, such as the Stanley-Brown
Safety Planning approach, should be used instead of
suicide-prevention contracts. (See Figure 4.)

Suicide Screening Does Not Increase Risk of
Suicide

Concern has been raised about the possible risk for
questions about suicidal thoughts and behaviors
leading to rumination on suicidal thoughts that results
in increased suicidal behaviors (iatrogenic effect).’?
A 2022 systematic review and random-effects meta-
analysis included 17 studies for review and 8 stud-

ies for analysis, comparing patients who were asked
versus patients who were not asked about suicide-
related behaviors, nonsuicidal self-injury, and psycho-

logical distress.’?® Asking about these topics did not
significantly change the risk for subsequent suicide-
related behaviors, nonsuicidal self-injury, or psycho-
logic distress. A potential limitation is that none of the
included studies were conducted in an ED setting.
However, these studies provide robust qualitative and
quantitative evidence that there is no iatrogenic risk
in assessing suicidality.

Provision of Safety Devices in the ED as Part
of Lethal Means Counseling

Although the AAP recommends triple-safe storage

of firearms (storing firearms unloaded, locked, and
with ammunition stored and locked separately), an
estimated 4.6 million children live in homes with

a loaded, unlocked firearm.’”” Among youth who
presented to 4 urban EDs with suicidal ideation, 28%
reported a gun was kept in the household, and 8%
reported access to a firearm.128 Additionally, sur-
veyed teens with recent depression or lifetime history
of suicidality had an increased perceived access to
firearms compared to peers without depression or
history of suicidality.’®” Nearly 50% of suicide deaths
are related to firearms,® and youth who present to the
ED for suicidal thoughts and behaviors often have a
healthcare visit (including the ED) in the 30 days prior
to the ED visit.’3%3" Therefore, the ED may offer a
critical venue for education, training, and distribution
of gun safety devices. A prospective pre-post study
performed in a pediatric ED found distribution of a
firearm safety device was associated with increased
triple-safe storage compared to observation alone.

32

Figure 4. Example Script for Stanley-Brown Safety Plan for Emergency Department Use

Step 1: Warning Signs
“What specific warning signs do you
experience when a suicidal crisis is
beginning or getting worse that will
remind you to review your safety plan?”

=

Step 4: People Whom | Can Ask
for Help During a Crisis

“Who can you contact to ask for help during
a crisis and how would you contact them
(include phone number or other way to
contact them, e.g., text message. Who can
you share the safety plan with to help you
during a crisis?”

Step 2: Internal Coping Strategies
“What specific activity can you do by
yourself, without contacting another person,
that will help to distract you from your
problems or urge to kill yourself?”

Step 5: Professionals or Agencies

I Can Contact During a Crisis
“What are the names of health care
professionals, agencies, hospitals, or other
organizations that you can contact during a
crisis and how will you contact them
(include a phone number or other way to
contact them)”

i

Step 3: People and Social Settings

that Provide Distraction
“Who can you contact or where could you
go to be with other people who can distract
you from your problems? This step does not
involve disclosing you are in crisis”

Step 6: Making an Environment
Safer (plan for lethal means safety)

“For each lethal mean that is identified, what
is the specific plan to reduce access to this
lethal method so that time will pass, your
suicide feelings will diminish, and it will be

less likely that you will kill yourself? Who may

assist you with this plan to make your
environment safer?”

This figure was adapted from the Stanley-Brown Safety Plan form, copyrighted by Barbara Stanley, PhD and Gregory K. Brown, PhD (2008, 2021). The
form and additional resources are available from: https://www.suicidesafetyplan.com
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Further research is needed to understand whether
distribution of gun safety devices in the ED reduces
youth suicide attempts and deaths.

Novel Methods to Identify Suicide Risk

Natural Language Processing

To enhance success of suicide prevention, surveil-
lance and monitoring of suicide must be improved. In
addition to universal screening, use of existing elec-
tronic health record data is an alternative avenue for
identification of high-risk youth."®3 Natural language
processing (NLP) is a form of machine learning that can
be used to identify suicide risk by analyzing language
data, such as the free text of clinical notes.”* One
study that enrolled suicidal adolescents and matched
controls in the ED demonstrated that NLP can distin-
guish between suicidal and nonsuicidal patients.”> A
subsequent prospective multicenter trial with 379 ado-
lescents and adults enrolled from EDs and inpatient
and outpatient centers showed that machine-learning
algorithms can be trained to automatically identify
suicidal subjects in a group of participants with suicidal
ideation, psychiatric illness, and control subjects. The
receiver operating characteristic curve threshold of

0.8 was met in all cases, except for adults in the adult
suicide versus psychiatric illness comparison.*® These
studies represent preliminary research and offer an
exciting potential future direction for identifying youth
at risk for suicide.

Computerized Adaptive Testing

A computerized adaptive testing (CAT) strategy is
grounded in a multidimensional extension of item re-
sponse theory, in which an individual’s responses are
used to ascertain a provisional estimate of their stand-
ing on a measured trait.'® In 2021, King and col-
leagues developed a computerized adaptive screen
for suicidal youth (CASSY) after prospective enroll-
ment of adolescent patients from 13 geographically
diverse United States EDs within the Pediatric Emer-
gency Care Applied Research Network (PECARN)."®8
The CASSY measures interrelated domains of suicide
risk and uses estimates to predict future suicidal
behavior. Out of 72 items, CASSY requires a mean of
11 self-reported items per adolescent, taking approxi-
mately 1 to 2 minutes for administration. In the initial
derivation study, the CASSY had a sensitivity of 83%
and specificity of 80% for the prediction of suicide
attempt within 3 months of the ED visit. A follow-

up multicenter study compared CASSY to the Ask
Suicide-Screening Questions (ASQ). The area under
the receiver operating characteristic curve (AUROC;
a measurement of the overall quality of the screening
test) for CASSY was higher compared to the AUROC
for ASQ overall, across specific demographic strata,
and among children who presented to the ED with
psychiatric symptoms.’3? Additionally, there were no
statistically significant differences between the tools
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with respect to sensitivity and specificity in predicting
suicide attempt or suicide-related events in patients
with physical symptoms. A limitation to the studies in-
cludes that they were conducted at academic medical
centers and therefore, the tool will need additional
assessment in all ED settings.

B Disposition

Determining an Appropriate Level of Care
Following the completion of suicide screening (eg,
ASQ and C-SSRS Screen Version) and suicide risk
assessment (eg, ASQ BSSA or SAFE-T), the next step
in care is determining appropriate disposition. Pedi-
atric and mental health resources vary among EDs in
the United States,'*? so workflows should be devel-
oped to align with local resource availability. Pa-
tients should always receive care in the least restric-
tive environment that is able to provide an adequate
level of safety.’" This can be accomplished through
a stepped-care approach that directs patients to the
appropriate level of care based on their specific risk
and protective factors (see the “Suicide Risk Screen-
ing Tools” section, beginning on page 5)."*" The
ASQ BSSA and SAFE-T assessments aid in stratifica-
tion of patients into tiers of suicide risk that align
with recommended disposition.zg'68 (See Figure 3,
page 2 and National Institute of Mental Health
ASQ Emergency Department Suicide Risk Clinical
Pathway for Youth, page 17.) The BSSA or SAFE-T
tools can be performed by any clinician with ad-
vanced training (including a physician, nurse, physi-
cian assistant, or mental health professional who has
been trained on how to administer the assessment
tool).! Training on use of these tools is available
online through the AAP’s Blueprint for Youth Suicide
Prevention." Although there are slight differences
between the clinical pathways, overarching prin-
ciples suggest patients in the lowest-risk tiers can be
discharged home after ED safety planning with out-
patient referral, while patients in the highest-risk tier
will likely need inpatient psychiatric admission.??®
Those in the middle-risk stratum will benefit from a
full suicide safety assessment by a trained mental
health provider to aid in determination of disposi-
tion. If mental health providers are not available to
conduct a full safety assessment in person or via
telehealth, youth who are determined to be in the
middle or highest suicide risk groups may require an
ED-to-ED transfer to a dedicated pediatric facility.

Preparing for Safe Discharge

It is recommended that all patients not requiring
psychiatric admission (see the “Determining an Ap-
propriate Level of Care” section) should have brief
safety planning interventions for suicide prevention
performed by the ED physician, advanced practice
provider, nurse, social worker, or a mental health
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specialist prior to ED discharge.®? One component of
safety planning, counseling on access to lethal means,
focuses on taking inventory of dangerous items in the
home (eg, firearms, knives, medications, and cleaning
products) and making specific plans for securement
or removal.'#?143 Several studies have shown that this
type of brief intervention—especially when paired
with distribution of securement devices such as lock-
boxes—is effective in improving safety practices in
homes of high-risk adults and youth."35144145 Despite
its efficacy, counseling on access to lethal means is
underutilized nationally.'*®'” The topic can be intro-
duced to youth and their caregivers through 3 steps:
(1) introduce the topic, (2) explain the importance,
and (3) provide guidance. (See Table 2.) In addition
to discussion of potential lethal means at home, use
of personal coping strategies and identification of
trusted people to contact (friends/family and profes-
sionals/organizations) should be emphasized.
Stanley-Brown Safety Planning is another, more
comprehensive available tool. Compared to usual care,
this intervention has been associated with reduced
suicidal behavior in adult patients presenting to the
ED' and has been implemented for youth as well.
The Stanley-Brown approach incorporates several
prompts into a concise format to facilitate discussions
with patients and families.’®"%152 An example script
for emergency clinicians is provided in Figure 4, page
11. These brief safety interventions not only help
prevent suicide but may also reduce rates of readmis-
sion.”>3 A 2023 systematic review supports the efficacy
of ED interventions for suicide prevention;154 however,
further research is needed to identify best practices.
Timely outpatient care following a mental-health—
related ED visit is a key driver for both short-term
and long-term benefits. While 26% of children will
re-present to the ED in the 6 months following dis-
charge, the risk for return is decreased among children
with prompt outpatient follow-up, "> therefore clini-
cians should familiarize themselves with resources

151

to improve care linkage. Direct communication with
the patient’s pediatrician is preferable, with refer-

ral to mental health professionals when indicated.®®
ED-based care coordination'® and post-visit contact
(via text message, phone calls, or postcards), increase
the likelihood of outpatient care linkage.””"">? Other
levels of care, such as psychiatric urgent care centers
or mobile crisis response units, can also aid in follow-
up and emergency psychiatric care.'® The national
crisis hotline, accessed by dialing 9-8-8, is now avail-
able 24/7 to connect families with trained mental
health counselors.'! School-based mental health
services and telehealth may remove barriers related
to transportation or provider availability."®® Intensive
outpatient or partial hospitalization programs may be
appropriate for youth requiring more intensive care
than routine outpatient therapy, but who do not meet
criteria for inpatient admission.'é? These programs
offer treatment multiple days per week, while allowing
children to return to the home environment to practice
new coping skills. Overall, improving family awareness
of available mental health services improves access to
care and may decrease return ED visits. 0162

Care of Patients Awaiting Admission

For youth determined to be at moderate or high risk
for suicide who are awaiting definitive disposition, ED
staff should initiate safety precautions (see the “En-
suring a Safe Environment” section, page 8) and 1:1
observation when feasible. Many children who require
inpatient admission board in the ED or inpatient
medical units for prolonged time periods.?® A survey
of clinicians, representing both freestanding pediatric
and general hospitals, found that 87 of 88 hospitals
regularly board youth awaiting psychiatric admission.?’
Only 14% of hospitals initiated or adjusted psychiatric
medications for boarded youth and just 18% provided
psychotherapy during boarding. The median dura-
tion of boarding was 48 hours, with patients at 75% of
institutions routinely boarding for >24 hours.?" This is

Table 2. How to Introduce Counseling on Access to Lethal Means

Step Example Verbiage

Introduce topic

¢ Many children and teens are struggling with mental health.
* When mental health concerns are identified, we like to provide information to families on ways you can help keep the home safe.

Explain .
importance .

Suicide is the second leading cause of death in adolescents.’
In just 1 year, 1in 5 high schoolers seriously considered suicide.®
« Unfortunately, adolescents can be impulsive: over 70% that attempt suicide do so after considering it for <1 hour.™®

Provide .
guidance

even if just temporarily.

149

The best way to keep your family safe is to reduce access to potentially dangerous items in the home.

Medication overdose is the most common means of suicide attempt, while firearms are the most lethal means.* Other dangerous
items include knives, razor blades, and household cleaning solutions.

* While your child is in crisis, any of these potentially lethal means that are not in regular use should be removed from the home—

¢ All remaining items should be secured in a locked cabinet or lockbox.
¢ We recommend all firearms be stored locked, unloaded, with ammunition secured separately.
¢ These actions can reduce suicide risk by nearly 80%.
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significantly higher than the maximum boarding dura-
tion of 4 hours recommended by The Joint Commis-
sion'®® and can cause psychological stress for boarded
patients, increased delays in care for all ED patients,
and detrimental financial impacts for the ED."¢0:1¢3.164

Methods to enhance the care and well-being of
boarded patients and their families through multidis-
ciplinary stakeholder focus groups have been ex-
plored and reveal themes in patient safety, develop-
ment of normal routines, interdisciplinary collabora-
tion, optimization of existing resources, mental health
skills development, caregiver/family presence and
engagement, and patient affirmation and empathy."®®
Additionally, published consensus panel recom-
mendations for children experiencing mental health
boarding give guidance on optimizing the treatment
environment, ensuring appropriate staffing, and
enhancing service delivery.*® In EDs without available
in-person mental health providers, psychiatric consul-
tation via telehealth has been shown to decrease ED
length of stay and patient cost, while also improving
patient-family experience.*¢1¢¢

B Summary

Suicide is one of the leading causes of death among
youth, and rates of presentation to the ED for suicidal
ideation and attempts have increased dramatically in
recent years. The ED may be the first or only health-
care contact for many youths in mental health crisis.
Suicide risk screening with a validated tool, such as
the ASQ or C-SSRS Screen Version, is required by
The Joint Commission for all patients aged =12 years
presenting to the ED with a primary mental or behav-
ioral health concern. Additionally, universal screening
in the ED is feasible, does not increase ED length of
stay, identifies children with previously unknown risk
for suicide, and is associated with timelier follow-up
and decreased risk for suicide attempt when coupled
with brief ED interventions. Risk factors for suicide
include poverty, rural residence, sexual and gender
minority populations, prior mental health diagnoses,
prior suicide attempt, childhood maltreatment, foster
care or housing instability, and access to lethal means
(eg, firearms). Positive suicide risk screening should
prompt follow-up assessment with a brief, evidence-
based, structured suicide safety assessment. Care
pathways from the National Institute of Mental Health
and Substance Abuse and Mental Health Services Ad-
ministration can help clinicians determine a patient’s
level of risk and inform ED disposition planning.
While noting limitations, confidentiality, includ-
ing disclosure of thoughts relating to harm to self or
others, is crucial in obtaining an accurate history from
youth. The medical evaluation of youth with suicidal-
ity should include a detailed evaluation of the pre-
senting chief complaint, as well as identification of co-
occurring conditions that require active management
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during the ED visit. The physical examination should
evaluate for alterations in mental status, vital sign ab-
normalities, neurologic deficits, and signs of self-harm
(eg, lacerations, ligature marks, and toxidromes). The
AAP recommends against routine laboratory test-

ing for “medical clearance” of children who require
inpatient psychiatric admission, as evidence shows
that this testing is costly, delays care, and does not
change management.

Optimizing safety is a cornerstone of manage-
ment for youth with suicidal ideation. Training ED
staff in de-escalation techniques and trauma-informed
care can improve safety and promote therapeutic
relationships with patients. Youth at risk for suicide
should have 1:1 observation and receive care in an
environment free of potentially hazardous items. Fa-
cilitation of outpatient follow-up and safety planning
are evidence-based interventions that can decrease
future suicide attempts for patients determined to be
safe for discharge. No-suicide contracts lack evidence
to support their use and should be avoided.

B Time- and Cost-Effective Strategies

Universal screening for suicidal ideation among chil-
dren may aid in early identification of children with
occult suicidality.>*'*” Many publications describe
screening youth aged =12 years and those aged 8

@/ 5 Things That Will

Change Your Practice

1. Implement universal suicide screening for all
patients aged =12 years.

2. When performing suicide screening, use
a validated evidence-based suicide risk
screening tool such as the Ask Suicide-
Screening Questions or the Columbia Suicide
Severity Rating Scale Screen Version.

3. Once a child is determined to be a possible
safety risk, ensure a safe environment that is
free of items that can be used for self-harm
(eg, cords, strings, ties, furniture that can be
thrown).

4. If a child is discharged from the ED after a
mental health evaluation for self-harm or
suicidal ideation, ensure safety planning
occurs prior to discharge and determine an
outpatient follow-up plan.

5. The ED assessment of a child with suicidal
ideation offers the opportunity to review
access to lethal means in the home and the
importance of safe storage of firearms as part
of the brief safety planning intervention.
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Case Conclusions

For the 13-year-old girl who presented with her father with the request for a medical evaluation...

The triage nurse used the ASQ screening tool while performing intake for the girl, and identified that the
girl had thoughts of killing herself in the past week. You placed the girl in a safe room and conducted a

CASE 1

confidential interview with her. She shared that she had suicidal thoughts in the past week with a plan to
hang herself. She also reported childhood trauma and prior physical abuse by her father. You conducted a
brief suicide safety assessment and concluded that the patient was at high risk and required assessment by

a mental health provider. You also filed a mandated report and contacted Child Protective Services due to
her disclosure of prior abuse. Telehealth was utilized for the mental health assessment, and the patient was
transferred to an inpatient psychiatric unit for further care.

For the 16-year-old boy who presented with his foster mother with concern for worsening mental

health symptoms...

Upon interviewing the boy, he denied active suicidal ideation or plan. You performed a thorough exami-
nation and identified multiple lacerations requiring repair. The timing of his last tetanus vaccination was

CASE 2

unknown. After irrigation and closure of the wounds and updating his tetanus vaccination, you performed a
safety assessment. You determined he was at moderate risk for suicide, and he was evaluated by a mental
health professional who did not think he would benefit from inpatient psychiatric care at this time. Close

follow-up was recommended with his existing outpatient provider. You contacted the outpatient provider
to discuss the case and scheduled a timely appointment. Prior to discharge, you conducted counseling on
access to lethal means and discovered that there was an unlocked firearm in the household. You counseled
his foster mother about safe gun storage and provided the family with a gun lock.

For the 8-year-old boy with a history of autism spectrum disorder who presented with his parents for

self-harm by head-banging...

Your ED team placed the boy in a safe room. You gathered further information that the child had intermit-

CASE 3

tently seemed uncomfortable. On your examination, you identified that the patient had a slightly distended
abdomen and palpated stool. His parents reported that he has never had a diagnosis of constipation, but he
has had difficulty with stooling over the past few months. They say he last had a bowel movement 7 days ago.

Based on this information, you were concerned about constipation as a cause for the self-harm. Your team
administered a pediatric enema. After a large stool in the ED, the patient’s head-banging behaviors resolved.
You discharged the patient on a stool regimen with a plan for close follow-up with his pediatrician.

to 11 years with clinical indications (see the “Suicide
Risk Screening Tools” section, page 5), based on
current recommendations from the AAP;"*? however,
studies have demonstrated the efficacy of universal
and clinically indicated screening in children as young
as 6 and 8 years old.>*°¢'¢8 While implementation
may raise concern about increasing time in the ED,
studies have shown that suicide screening does not
prolong ED length of stay.>%'®? Integration of suicide
screening into established workflows can improve up-
take and reduce care disruptions.®? Screening ques-
tionnaires such as the ASQ or C-SSRS Screen Version,
and predefined care algorithms can be embedded
within the electronic medical record.”® At one institu-
tion, a multidisciplinary quality improvement effort
streamlined processes for youth with suicidal ideation
in the ED. The team mapped care processes, stan-
dardized suicide risk screening, and implemented
follow-up phone calls after discharge.'’® Not only did
the screening rate increase from 0% to 94%, but the
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average length of stay also decreased from 5.2 to 4.0
hours.'”0

Investing in dedicated mental health staff is
another avenue to improve ED throughput. Some
institutions have embedded dedicated child psychia-
trists and psychiatric social workers within their EDs,
with resulting decreases in admission rates and length
of stay, without increasing ED return rates.!”" Tele-
psychiatry or providing mental health assessment via
telehealth are other options to facilitate timely assess-
ments and connect patients with outpatient follow-
up.'%1% One large academic center employed tele-
psychiatry services at a satellite campus and found
length of stay, on average, was reduced by 3 hours,
while patient costs decreased by over $5000.'¢¢
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Risk Management Pitfalls for Suicidal Ideation and

Self-Harm in Children

"l thought that young children didn’t need to
be screened for suicide risk.” Although suicide
is more common among adolescents, suicide
does occur among elementary school-aged
children. Children aged 8 to 11 years should be
screened for suicide risk when clinically indicated
(eg, presenting to the ED for mental health symp-
toms, caregiver concern).

"The child stated he had thoughts about kill-
ing himself within the past week but does not
have any suicidal thoughts now, so he does
not need a suicide risk assessment.” Evidence-
based suicide risk screening tools guide the
need for suicide risk assessment. Suicide screen-
ing tools, such as the ASQ and C-SSRS Screen
Version, should be followed by a brief safety
assessment if any of the screening questions are
answered affirmatively.

"l thought caregiver observation was sufficient
to mitigate safety hazards in the ED room

for children with suicidal ideation.” All medi-
cal equipment that could potentially be used for
self-harm should be removed from the room to
ensure a safe ED environment for children with
suicidal ideation or self-harm.

"] thought the child with suicidal thoughts who
had an insulin pump should keep the insulin
pump on in the ED to ensure he received ap-
propriate insulin therapy while undergoing
psychiatric evaluation.” Personal medical equip-
ment that can be used for lethal means should not
be used by youth with thoughts of self-harm or
suicidal ideation who present to the ED. The insu-
lin pump should be disconnected and therapies
should be provided by the ED team.

"The parents did not want to leave the room,
so | asked questions regarding suicidal ide-
ation and substance use with parents pres-
ent.” The ED team should make every effort to
obtain information for sensitive subjects such as
mental health in a confidential manner without
family/friends present. Informing caregivers that
this is a standard part of the adolescent examina-
tion is often helpful in encouraging them to allow
clinician time alone with the patient. In discussing
confidentiality, clinicians should also discuss the
limitations of confidentiality with youth, including
disclosure of imminent risk for self-harm.
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10.

"] didn’t think | needed to perform a full

skin examination on the child with suicidal
thoughts.” A complete skin examination should
be performed to ensure there is no soft-tissue
injury secondary to self-harm that requires irriga-
tion, closure, and/or tetanus vaccination.

"l assumed the child was at low risk for suicide
because they did not respond to the screening
questions.” In prior studies, children who refused
to answer suicide risk screening questions have
been shown to have some level of suicide risk as
determined by an interview with a mental health
provider. Refusal to answer suicide screening
questions has diagnostic value and should not be
ignored.

"She and | talked about a promise to not
engage in suicidal behaviors, and | felt confi-
dent she would keep her promise.” There is no
evidence to support suicide prevention contract-
ing or creating a no-suicide contract between the
ED clinician and patient. Instead, safety planning
should use an evidence-based tool such as the
Stanley-Brown Safety Planning approach.

"The pediatrician will probably hear about

the ED visit for self-harm, and the family will
likely schedule follow-up.” Every effort should
be made to ensure outpatient follow-up for youth
discharged from the ED after evaluation for a
mental health concern. Follow-up can decrease
the risk for ED return within the first 5 days after
discharge.

"] didn't ask about lethal means because that
is not in my role as an emergency clinician.”
Youth who live in homes with firearms have 3-fold
to 4-fold increased risk for suicide. Thirty-five
percent of gun-related deaths in children are
due to suicide, and youth often have a health
visit (including the ED) in the 30 days before an
ED visit for suicidal crisis. The ED can therefore
serve as an important location for lethal means
counseling, training, and distribution of gun
safety devices.
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National Institute of Mental Health ASQ Emergency

Department Suicide Risk Clinical Pathway for Youth

SUICIDE RISK SCREENING PATHWAY

[See accompanying text document] Sponsored by AACAP's Abramson Grant. Created by
PaCC workgroup of Physically Il Child Committee.
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The Ask Suicide-Screening Questions (ASQ) Toolkit is available at: https://www.nimh.nih.gov/ASQ
Khyati Brahmbhatt, Brian P. Kurtz, Khalid |. Afzal, et al. Suicide risk screening in pediatric hospitals: clinical pathways to address a global health crisis.
Psychosomatics. 2019. Volume 60, Issue 1. Pages 1-9.
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1. Which of the following populations of youth
are NOT at elevated risk for suicide?
a. Gender diverse youth
b. Youth living in a home with a firearm
c. Youth living in urban areas, relative to those
living in rural areas
d. Youth in foster care

2. What protective factor(s) reduce the risk for
youth suicide?

Family cohesion

Access to mental health care

Limited access to lethal means

All of the above

o0 oo

3. What medical condition(s) can cause or exacer-
bate psychiatric symptoms?

Neurologic disorders

Endocrine disorders

Infection

All of the above

o0 oo

4. A 17-year-old boy presenting to the ED due to

emotional outbursts and oppositional behavior
must be screened for which of the following to
meet hospital accreditation requirements?
a. Substance abuse
b. Suicidal ideation
c. Hyperthyroidism
d. Depression

5. The Ask Suicide Screening Questions (ASQ)
and the Columbia Suicide Severity Rating Scale
(C-SSRS) Screen Version are validated in chil-
dren as young as what age?

ASQ 8 years, C-SSRS 6 years

ASQ 3 years, C-SSRS 10 years

ASQ 10 years, C-SSRS 8 years

ASQ 12 years, C-SSRS 4 years

o0 oo
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6. Which screening laboratory test is recom-
mended for all children presenting with suicid-
al thoughts who require inpatient psychiatric

admission?

a. Urinalysis

b. Chest x-ray

c. Urine drug screen

d. No specific screening test is recommended

for children with suicidality.

7. After an attempted suicide by hanging from a
height with complete suspension, computed
tomography angiography is indicated to evalu-
ate for which of the following injuries?

Cervical spine fracture

Blunt cerebrovascular injury

Laryngeal injury

All of the above

Q0 oo

8. A 12-year-old girl presents to the ED due to a
self-inflicted forearm laceration from a shard
of glass found outdoors. She has completed
a primary tetanus diphtheria vaccine series.
What tetanus prophylaxis should she receive
at this time?

a. DTaP
b. DTaP + tetanus immune globulin
c. Tdap
d. Tdap + tetanus immune globulin

9. When should a "no-suicide” contract be
utilized in the ED management of youth with
suicidal ideation?

a. Before ED discharge
b. Before ED transfer to an inpatient psychiatric

unit
c. Atthe start of the ED visit
d. Never

10. If a child presents to the ED with suicide risk

and is discharged, what intervention is recom-

mended?

a. Safety planning

b. Counseling on access to lethal means

c. ED team communication with the patient’s
pediatrician

d. All of the above
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Points
« Using age in hours and a TSB level, the AAP
recommends using the hour-specific nomogram
(see Figure 3, page 5) to determine appropriate
management and follow-up to reduce the risk of
severe hyperbilirubinemia.
The presence of hyperbilirubinemia risk factors is
used to help interpret the results of the hour-spe-
cific nomogram. Hyperbilirubinemia risk factors
include:
o Anewborn nursery predischarge TSB in the
high-risk zone
Jaundice observed in the first 24 hours
@ ABO incompatibility or other known hemo-
Iytic discase
Gestational age 35 to 36 weeks
> Previous sibling who received phototherapy
Cephalohematoma or significant bruising
@ Exclusive breastfeeding with excessive
weight loss
Asian race
The plotted results of the hour-specific nomo-
gram willclassify neonates into a low-, low inter-
mediate-, high intermediate-, or high-risk zone
for the development of severe hyperbilirubine-
mia. Neonates in the low- or low intermediate-
risk zones can be safely discharged home, while
neonates i the high intermediate- or high-risk
zones should have the TSB plotted on the pho-
totherapy and exchange transfusion nomograms.
(See Figures 4 and 5, page 6.)
The AAP recommends using the TSB plotted
on the phototherapy and exchange transfusion
nomograms (with neurotoxicity risk factors) to
determine treatment with phototherapy and/or
exchange transfusion, respectively.
« Neurotoxicity risk factors include:
o Isoimmune hemolytic disease
© G6PD deficiency
o Asphyxia
o Significant lethargy

Temperature instability
o Sepsis

z

sis
Albumin <3.0 g/dL
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Neonatal Hyperbilirubinemia:
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the Emergency Department
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= Jaundice can be recognized by examination
of the skin, sclera, and mucous membranes.

The examination of the skin is best achieved
by blanching the skin to reveal the color of the
underlying skin. Jaundice is first observed in
the face and progresses in a cephalocaudal
direction. Visual estimation of jaundice is not
recommended for estimation of TSB levels.

& Physiologic jaundice usually begins on day 2 to
3 oflfe, peaks around day 4 to 5, and usually
resolves within 2 weeks. Breastfeeding jaundice
overlaps with physiologic jaundice in the first few
days of lfe. Breast milk jaundice appears after
the first week of lfe, peaks in the second week,
and can take up to 12 weeks to resolve. Visible
Jaundice that lasts longer than 2 to 3 weeks
should raise concern for a pathologic etiology.

o There are no current recommendations for
diagnostic testing for ABE except for the clinical
examination. ABE is characterized by lethargy
and abnormal behavior, progressing to neonatal
encephalopathy, opisthotonus, and seizures.

When initiating phototherapy, double conven-
tional phototherapy may be more effective than
single conventional phototherapy at reducing the
mean TSB and duration of treatment, Conventional
phototherapy plus fiberoptic phototherapy may

be more effective than either alone at reducing
bilirubin levels. There does not appear to be any
additional benefit of tiple therapy compared to
double therapy.

If the exchange transfusion nomogram recommends.
exchange transfusion or if TSB is >25 mg/dL at

any time, itis a medical emergency, and the infant
should be admitted. Immediate exchange transfu-
sion is recommended for any infant who is jaun-
diced and manifests the signs of ABE. Exchange
transfusion is associated with significant complica-
tions, so this procedure is reserved for neonates in a
neonatal intensive care unit.
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Points

Evaluation of youth with suicidal ideation should
include a detailed review of the presenting chief
complaint, as well as identification of co-occur-
ring conditions that require active emergency
department (ED) management.

Thorough review of systems and subtle physical
examination findings can help differentiate spe-
cific toxidromes or medical conditions that may
mimic symptoms of depression.

Children with intellectual disabilities and autism
spectrum disorder who present with self-injurious
behaviors require a careful history and physical
examination, as these behaviors may represent a
manifestation of pain.

Appropriately trained ED staff are integral to
maintaining a safe, therapeutic environment for
children with suicidal ideation and self-harm.
Training programs in trauma-informed care, crisis
response, and de-escalation techniques can im-
prove staff knowledge, confidence, and decrease
staff injury.

Universal suicide screening in the ED using a vali-
dated screening tool has been shown to identify
a substantial number of children with an elevated
risk for suicide or self-harm.** (See Figure 1 and
Figure 2.)

Asking about suicidal thoughts and behaviors
through suicide screening does not increase the
risk of suicidal behaviors in youth.'?¢

Studies have shown that suicide screening does
not prolong ED length of stay.*®

Ensure a safe environment for patients and staff
by eliminating potentially dangerous objects
from the patient as well as from the ED room.
Perform a thorough skin examination to inspect
for injury secondary to self-harm.

Routine laboratory tests, including drug screening,
for youth in the ED for self-harm thoughts and
behaviors are not recommended, as they rarely re-
sult in changes to management or disposition.”%””
While in the ED, a patient’s home psychiatric
prescriptions should be continued, barring con-
cerns for serious adverse reactions or drug-drug
interactions.”®

87-89
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When obtaining patient history, a confidential
mental health assessment is necessary to obtain
accurate information.

After identification of suicide risk, safety
assessment using a validated tool such as the
Ask Suicide-Screening Questions (ASQ) Brief
Suicide Safety Assessment (BSSA) or Suicide
Assessment Five-Step Evaluation and Triage
(SAFE-T) should be used to determine the
appropriate ED disposition. (See Figure 3.)

For youth with self-harm thoughts and behaviors
discharged from the ED, safety planning using
an evidence-based tool, such as the Stanley-
Brown Safety Plan, is now recommended instead
of a “no-suicide” contract.

One component of safety planning—counseling
on access to lethal means—is feasible to perform
in the ED and can improve safety practices in
homes of high-risk youth.

Patients not requiring psychiatric admission should
have brief interventions for suicide prevention,
including safety planning and counseling on access
to lethal means.

Counseling on access to lethal means is a recom-
mended step of preparing for a safe discharge and
focuses on taking inventory of dangerous items

in the home (eg, firearms, knives, medications, or
cleaning products) and making specific plans for
securement or removal of each of these items.
Distribution of firearm safety devices within the ED
has been associated with increased triple safe stor-
age (storing firearms unloaded, locked, and with
ammunition stored and locked separately).132
Timely outpatient follow-up for mental health-
related ED visit is a key driver for both short- and
long-term outcomes, and ED clinicians should
familiarize themselves with available resources to
improve care linkage.
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