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and treating mental health disorders in children and 
adolescents.

Risk factors and warning signs
Access to firearms increases the likelihood of death by 
suicide for children and adolescents more than fourfold 
due to its increased lethality, with 90% of child and ado-
lescent suicides by gun involving firearms from the vic-
tim’s own home or that of a relative [4]. When controlling 
differences in the rate of youth suicide attempts across 
states, it was found that household gun ownership was 
positively associated with the overall youth suicide rate. 
For 10% increase in household gun ownership, the youth 
suicide rate increased by 26.9% [5].

Across age groups, a past suicide attempt is the stron-
gest predictor of subsequent attempts, with up to a 
12-fold increase in children, a 4.3-fold increase in adoles-
cent and 5.4-fold increase in young adults [6]. Although 
some studies suggest that suicidal ideation is associated 
with a higher risk of suicide and is far more prevalent 
than attempted suicides, a considerable percentage of 
children and adolescents that commit suicide have no 
prior suicide attempts [7, 8]. In fact, a metanalysis found 
that 3% of high-risk patients discharged from a psychiat-
ric hospital could be expected to commit suicide within a 
year, and that 60% of the patients that do commit suicide 
would have likely been categorized as low risk. The study 
also found that there was no single risk factor or combi-
nation of risk factors that was strongly associated with 
risk of suicide in the year after discharge [9]. Although 
the United States Preventive Services Task Force (USP-
STF) recommends screening children 12 and older for 
depression, and ages 8 and older for anxiety, they state 
that there is insufficient data to recommend for or against 
screening for suicidal risk in all youth, which brings into 

Introduction
In the United States, recent data has shown a disturbing 
increase in suicide rates among children and adolescents. 
Recent data has shown a disturbing increase in suicide 
rates among this demographic. According to the Cen-
ters for Disease Control and Prevention (CDC), suicide 
is now the second leading cause of death for people ages 
10–24 years in the United States [1]. The suicide rate for 
this age group has increased by 56% over the past decade, 
with Black youth having the largest increase in suicide 
rate of 78% [2].

The AAP-AACAP-CHA Declaration of a National 
Emergency in Child and Adolescent Mental Health is a 
joint statement by the American Academy of Pediatrics, 
the American Academy of Child and Adolescent Psy-
chiatry, and the Children’s Hospital Association regard-
ing this ongoing crisis [3]. The joint statement highlights 
the importance of recognizing suicide risk and the need 
for increased funding to address the issue. In addition, it 
emphasizes that teachers, physicians, and other profes-
sionals who work with children and adolescents have a 
crucial role to play in suicide prevention. There is a great 
need for these professionals to be able to recognize the 
warning signs and risk factors for suicide and take appro-
priate action to intervene and connect young people with 
mental health resources. In addition to raising awareness 
about suicide risk, the declaration also calls for increased 
access to mental health care services and investment in 
research and public health initiatives aimed at preventing 
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question the utility of screening for suicidal ideation [10]. 
One study found that 66% of people that committed sui-
cide within 30 days of seeing a healthcare professional 
denied suicidal ideation, and that 50% of this group com-
mitted suicide within 2 days after being seen [11].

On the contrary, some argue that screening for suicidal 
risk in clinical settings such as primary care and emer-
gency departments can identify people at elevated risk 
for suicide who would otherwise be missed if they did 
not present primarily for behavioral health concerns [12]. 
Proponents of universal screening of youth for suicidal 
risk also state that the risks associated with screening 
are minimal, and people that screen positive for sui-
cidal ideation or behavior would benefit from a mental 
health referral. However, it is important to note that sui-
cidal ideation may be less frequent in Black youth prior 
to a suicide attempt, which highlights the importance of 
developing complementary methods to self-reporting 
tools for the assessment of suicide risk [12].

Substance use, particularly marijuana use, has been 
associated with increased suicide-related mortality in 
both adolescents and adults. One study found that states 
with medical marijuana legalization or recreational mari-
juana legalization had increased suicide-related mortality 
in 14–16-year-old people, with higher rates of suicide in 
states with recreational marijuana legalization compared 
to states with medical marijuana legalization (IRR = 1.14, 
95% CI: 1.00-1.30) and states without marijuana laws 
(IRR = 1.09, 95% CI: 1.00-1.20) [13].

Some factors that contribute to suicidal ideation and 
self-injurious behavior but not necessarily completed 
suicides are socioeconomic stressors, trauma, adverse 
childhood events, social media use and bullying. Pre-
adolescent children that have safety concerns are more 
likely to attempt suicide, which highlights the impact of 
socioeconomic stressors such as low-income and poor 
social support on increased suicide risk. A history of 
mental illness is also associated with a higher likelihood 
of a suicide attempt across all age groups [14].

People with exposure to traumatic experiences or 
adverse childhood experiences are at an increased risk 
of attempting suicide, with up to a 2 to 5-fold increase. 
Adverse childhood experiences include childhood 
abuse, witnessing domestic violence, parent separa-
tion or divorce, cohabitation with household members 
with mental illness, and cohabitation with household 
members that engage in substance use or criminal activ-
ity [14]. A growing concern is the use of social media to 
bully or harass peers, with 57% of bullied persons reach-
ing the clinical threshold for PTSD on a reporting scale 
[15]. It was also found that in children and adolescents 
that reported using social media had significantly greater 
predicted odds of self-injurious behaviors at the time of 
admission to the emergency department [16].

Some warning signs for suicide include [17]:

1.	 Showing signs of depression, anxiety, or other mental 
health issues.

2.	 Talking or writing about suicide, death, or dying.
3.	 Withdrawing from friends and family.
4.	 Showing signs of extreme mood swings or sudden 

personality changes.
5.	 Displaying reckless or risky behavior.
6.	 Engaging in self-harm or self-destructive behavior.
7.	 Losing interest in activities they used to enjoy.
8.	 Having difficulty sleeping or sleeping too much.
9.	 Feeling hopeless or trapped in a situation.
10.	Giving away prized possessions.

Prevention and intervention
Numerous studies globally have shown that school-
based, community-based and primary-care centered 
interventions across a range of settings and populations 
lead to a significant reduction in both suicide risk and 
suicide attempts in adolescents [18].

Regarding school-based prevention programs, a meta-
analysis of 12 studies showed that post-primary school-
based suicide prevention programs had a significant 
decrease on the adolescent suicidal thoughts and behav-
iors, with a number needed to treat of 55 for suicidal 
ideations, and 20 for suicide attempts. Overall, that post-
primary school-based suicide prevention programs led 
to a 13–15% reduction in suicidal ideation and a 28–34% 
reduction in suicide attempts among 33,155 adolescents 
attending 329 schools [19].

Primary care providers are the front-line for com-
munity intervention, which involve identifying and 
screening for people at risk for suicide. One such com-
munity-based intervention program involved the follow-
ing: primary care provider training on identifying and 
appropriately referring people with depression, a media 
and public relations campaign, funding for community 
facilitators, and additional support for both the patients 
and their families. The cost-effective program included 
training in suicide risk assessment and management and 
access to resources like crisis hotlines and mental health 
services. The study found that the 2-year intervention 
was associated with a 32.4% decrease in attempted and 
completed suicides [20].

Aside from group-based interventions, some individual 
interventions to reduce the risk of suicide include dia-
lectical behavioral therapy, psychoeducation for parents 
regarding suicide risk and lethal means restriction. Phar-
macological treatment such as lithium and clozapine has 
been found to reduce the risk of suicide in adults, but 
additional studies in children and adolescents are needed 
[21].
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Conclusion
The AAP-AACAP-CHA Declaration of a National Emer-
gency in Child and Adolescent Mental Health is a criti-
cal call to action for addressing the mental health crisis 
facing young people in the United States, particularly in 
considering the alarming rise in suicide rates. The decla-
ration emphasizes the importance of recognizing suicide 
risk and taking appropriate action to intervene and con-
nect young people with mental health resources. It also 
calls for increased access to mental health care services 
and investment in research and public health initiatives 
aimed at preventing and treating mental health disorders 
in children and adolescents. With the right interventions 
and resources in place, it has been shown that we can 
work towards reducing suicide rates among young people 
and providing them with the support they need to thrive. 
As a society, it is our responsibility to prioritize the men-
tal health of our youth and address this urgent issue.

Bottom line
Access to firearms is one of the biggest risk factors for 
youth suicide. Suicidal ideation is not a reliable predictor 
of future suicide attempts or completed suicide, although 
it may be useful in identifying those that would be other-
wise missed if they did not present originally for mental 
health concerns. Marijuana use has been associated with 
an increased rate of suicide in states with recreational 
marijuana legalization or medical marijuana legaliza-
tion. In addition to previous self-injurious thoughts 
and behavior, adverse childhood experiences, bullying 
and excessive social media usage are associated with 
an increase in suicidal ideation but not necessarily an 
increase in suicide risk. School-based, community-based 
and primary-care centered interventions are associated 
with a significant reduction in both suicide risk and sui-
cide attempts in adolescents.
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CLINICAL REPORT Guidance for the Clinician in Rendering Pediatric Care

Suicide and Suicide Risk in Adolescents
Liwei L. Hua, MD, PhD,a Janet Lee, MD, FAAP,b Maria H. Rahmandar, MD, FAAP,c Eric J. Sigel, MD, FAAP,d

COMMITTEE ON ADOLESCENCE; COUNCIL ON INJURY, VIOLENCE, AND POISON PREVENTION

Suicide is the second leading cause of death for 10- to 24-year-olds in
the United States and is a global public health issue, with a recent
declaration of a National State of Emergency in Children’s Mental
Health by the American Academy of Pediatrics, American Academy of
Child and Adolescent Psychiatry, and Children’s Hospital Association.
This clinical report is an update to the previous American Academy of
Pediatrics clinical report, “Suicide and Suicide Attempts in Adolescents.”
Because pediatricians and pediatric health care providers are at the
front line of care for adolescents amid a child and adolescent mental
health crisis, and because of the chronic and severe shortage of mental
health specialists, it is important that pediatric health care providers
become facile with recognizing risk factors associated with suicidality
and at-risk populations, screening and further assessment of suicidality
as indicated, and evidence-based interventions for patients with
suicidal ideation and associated behaviors. Suicide risk can be mitigated
by appropriate screening, bolstering of protective factors, indicated
treatment, community resources, and referrals to mental health
providers when available.

Important note: If you or someone you know may be considering suicide,
contact the 988 Suicide and Crisis Lifeline by dialing 9-8-8 or texting
HOME to 741741. Additional resources can be found at the end of this
report.

DEFINITIONS OF TERMS USED IN THIS REPORT

Suicide: Refers to death by suicide.
Suicidality: Refers to suicidal ideations (SIs) (thoughts) and suicide at-
tempts (acts to try to die by suicide).

INTRODUCTION

Addressing adolescent suicide risk involves multiple stakeholders, including
adolescents and young adults, their families, schools, communities, primary
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care physicians and other health care providers (HCPs), and
mental health professionals. In 2021, the American Acad-
emy of Pediatrics (AAP), in partnership with the American
Foundation for Suicide Prevention and in collaboration
with subject matter experts from the National Institute of
Mental Health (NIMH), convened a Virtual Summit on Youth
Suicide Prevention, which consisted of multidisciplinary col-
laborators (health care provider groups, public health organi-
zations, parent organizations, federal agencies, mental health
organizations, families and adolescents, and young adults
with lived experiences) to share insights, experiences, and
strategies on this public health concern. The information
shared during the summit was used to develop an online
Blueprint for Youth Suicide Prevention1 that serves as a re-
source for health care providers to support adolescent pa-
tients who may be at risk for suicide. The blueprint outlines
a 3-tiered pathway that includes the following: (1) brief
screen with a validated measure, (2) brief suicide safety as-
sessment for anyone who screens positive, and (3) disposi-
tion determined by the brief suicide safety assessment. It also
provides strategies that can be implemented in practice, as
well as a list of resources for patients and their families. This
clinical report updates the guidance from the previously pub-
lished report and explains the framework for the blueprint.

Background and Suicide Trends

Over the period between 2007 and 2019, there was a sig-
nificant increase in suicides among youth 10 to 24 years of
age.2 During the beginning of the coronavirus disease 2019
pandemic (2020–2021), emergency department (ED) visits
for suicide attempts further increased among adolescents 12
to 17 years of age: 50.6% higher in girls and 3.7% higher for
boys.3

Suicide is a major cause of mortality in youth. From 2011
to 2020, suicide was the second leading cause of death for
10- to 24-year-olds (n 5 59827), with homicides third
(50087) and malignant neoplasms a distant fourth (18904).4

In 2020, suicide was the 10th leading cause of death for 5- to
9-year-olds, the second leading cause of death for 10- to
14-year-olds, and the third leading cause of death for 15-
to 24-year-olds.

Suicide rates for 10- to 24-year-olds by race, ethnicity,
and sex are summarized in Table 1.4 Like suicide deaths,

suicide attempt rates also increased in the past decade,5

particularly among female, non-Hispanic white, and non-
Hispanic Black students. In 2021, 22% of high school stu-
dents reported SI, with highest prevalence among female
(30%), American Indian or Alaskan Native (27.3%), and lesbian,
gay, or bisexual youth (48.1%).

Suicide attempts are more common in female adolescents,6

but deaths are more common in male adolescents,2 because
male youth often use more lethal means. The leading meth-
ods of suicide in 2020 for 10- to 24-year-olds of all genders
were firearms (51%), suffocation (33.5%), and overdose/
poisoning (5.9%)4; see Table 2 for age group and mechanism.
Most common methods of suicide differ for individuals of mi-
noritized sexual orientation or gender identity, which may be
helpful to consider when safety planning.7 In a 2019 study of
suicides in individuals 15 years of age and older, suffocation
was the most common method of death for gay male adoles-
cents (38.2%), lesbian female adolescents (35.6%), bisexual
individuals (46.8%), and transgender individuals (41.5%, data
not broken down by gender identity),

Of note, terminology used within this report reflects
categories used within studies, which often do not reflect
the full spectrum of gender identity, sexual orientation, and
other identities or experiences. In discussing disparities or
inequities, risk does not come from personal identification
but from discrimination and differential treatment within
society, as a result of racism, homophobia, transphobia, op-
pression of immigrants, and adversity faced by people with
disabilities.

Factors Contributing to Increased Risk

Individual Factors

Most youth with SI, plans, or suicide attempts have preexist-
ing mental health disorder(s),8 with depression having the
strongest association. Other psychiatric disorders, including
bipolar, psychotic, conduct, anxiety, personality, substance
use, and trauma-related disorders, as well as organic men-
tal health disorders, also carry increased risk.9–11 Past sui-
cide attempts, current SI,12 nonsuicidal self-injury (NSSI),
and family history of suicide are also risk factors for suicidal
behavior.13

Adolescents with previous self-injurious thoughts and
behaviors, which include suicidal behaviors (suicidal thoughts

TABLE 1 Suicide Rates Per 100 000 for 10- to 24-Year-Olds in 2020 by
Race/Ethnicity/Sex4

Race Overall Male Female

White 10.14 16.19 4.4

Black 9.1 14.15 3.9

American Indian 18.04 26.31 9.5

Asian American/Pacific Islander 7.61 10.14 5.03

Ethnicity

Hispanic 7.86 11.81 3.73

Not Hispanic 10.85 16.79 4.66

TABLE 2 Suicides by Age and Mechanism (2020)4

All Youth 10–14 15–19 20–24

N 6643 581 2216 3846

Rates per 100 000 10.49 2.8 10.57 17.81

Mechanism % total % total % total % total

Firearms 51.1 38.6 48.2 54.7

Suffocation 33.5 53.7 35.3 29.4

Drug poisoning 5.9 5.7 6.2 5.7

Falls 2.7 0 3 2.8
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and attempts) and NSSI,12 are at a much higher risk of dying
by suicide.14,15 NSSI is defined as a direct, deliberate de-
struction of body tissues in the absence of lethal intent16;
for example, cutting, scratching, burning, biting, hitting, or
picking. NSSI often serves to regulate negative emotions.
NSSI is included in the Diagnostic and Statistical Manual of
Mental Disorders, Fifth Edition, Text Revision as a condition
requiring further study before consideration as an official
diagnosis.17

Rates of suicidality have been found to be as high as 42%
in children and adolescents with intellectual disability.18

Adolescents with physical, intellectual, and learning disabil-
ities have higher risk of suicide compared with nonaffected
adolescents.19 They are also at higher risk for depression
and anxiety, but often, in part because of difficulty with so-
cial communication, it can be easy to miss these diagnoses.
Symptoms can manifest as changes in behavior, including
increased irritability and aggression, or regression of func-
tional skill level. Gathering information from guardians is
especially important in this population. Individuals with
neurodevelopmental disorders, including attention-deficit/
hyperactivity disorder, learning disabilities, and autism spec-
trum disorder, are at higher risk for suicide attempts.18 Youth
who report a disability disclosed 3 to 9 times higher rates of
suicide attempts compared with youth without a disability.
Two or more disabilities further increased the likelihood
of suicide attempt within the past 12 months.20

Adolescent substance use significantly increases the risk
for suicidal behaviors.15 Adolescent substance use may in-
crease the risk for suicidal behavior as a result of both acute
effects, including impaired judgement and lower inhibitions,
and long-term effects, including negative chronic neurocog-
nitive/behavioral effects.21 Substance overdose, especially in
substances tainted with fentanyl, can increase the risk for
death and can potentially cause challenges when decipher-
ing cause of death.22 The cooccurrence of substance use and
suicidal behaviors may reflect both conditions and can be
related to psychosocial trauma history and mental health
conditions.23 Parsing out the root cause of death can be-
come challenging in these situations.

Relationship Factors

Children and adolescents with a history of adverse childhood
experiences (ACEs), including those in foster care,24 experience
more mental health problems, including SI and attempts.25

Additionally, adults exposed to ACEs (ie, physical, sexual,
and emotional abuse; neglect; witnessing domestic violence;
incarceration of parents; a family history of suicidal behaviors;
and ACEs external to the family, including racism, discrimina-
tion, and poverty26) had a higher likelihood of increased SI
and attempts during adulthood compared with those who
were not exposed to ACEs.27 A higher number of ACEs ex-
perienced was associated with younger age at first suicide
attempt.27 In addition, exposure to ACEs can also be associated

with posttraumatic stress disorder, depression, and substance
use disorders,28,29 all of which are associated with increased
risk of suicide.

Social media is a significant part of many teenagers’ lives,
because 97% of adolescents are using at least 1 social media
platform.30,31 Social media has benefits to teenagers, because
it provides outlets for young people to gain support, express
themselves, and connect with others (see “Protective Factors”
section).31 There are also significant potential harms of social
media usage, especially with regard to freely accessible and
unfiltered social media. Social media use in teenagers can
cause negative impacts by distracting them, disrupting
sleep, allowing oversharing of personal information, and
exposing them to harmful or inappropriate content, peer pres-
sure, and predators.32,33 Increased exposure to social media
has been associated with poor mental health in teenagers.34,35

Teenagers who post content on social media are at risk for
sharing intimate images or stories, which can lead to bullying
or harassment.31,32 A recent meta-analysis found that victims
of cyberbullying were at increased risk of attempting suicide,
harming themselves, and having suicidal thoughts. Those
who perpetrated cyberbullying were also at increased risk,
although not as high as victims.36 High school students
experiencing both bullying and cyberbullying have reported
more sadness and suicidality.37 It is important to note that,
overall, the risk for having suicidal thoughts is elevated for
adolescents with any involvement in bullying (perpetrator
or victim) and even more so for those who are both the
perpetrator and victim of bullying.13,38

Community, Societal, Structural, and Cultural Factors

A suicide cluster, or the occurrence of more suicides or sui-
cide attempts than would be expected in a certain time or
location (or both), is a special factor that warrants consid-
eration in youth suicide.39 Suicide clusters occur more com-
monly in youth and young adults (<25 years old, with a
child 10 years old being the youngest documented case)
and can occur at a specific location or be spread geographi-
cally.40 For instance, in the wake of actor Robin Williams’
death by suicide in August 2014, there was an increase of
about 10% in the number of deaths by suicide than would
have been expected for the period between August and De-
cember 2014. This was presumed to be correlated with the
increase in news and media reports of his suicide during
that time period.41 Additionally, in the month after the re-
lease of the Netflix series “13 Reasons Why” in 2017, which
depicts a teenager’s death by suicide, suicide rates among
adolescents 10 to 17 years of age increased by 29%.42 One
limitation of this study was that there was only an associa-
tion of more suicides in the month after the release; data
did not indicate whether youth who died by suicide had
watched the series. Media depiction of suicide, social media,
and Internet sites may impact the clustering of suicides.43
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Structural racism, defined as racism that disadvantages
people of color at the level of societal systems, underpins
the complex interactions between systems and individuals,
and can contribute to an individuals’ ACEs.27,44 Structural
racism produces adverse conditions that can worsen group-
level differences.44 Though there has been increasing atten-
tion to structural determinants of mental health, structural
racism has not yet been comprehensively targeted for suicide
prevention strategies. Structural racism can contribute to in-
equities in service pathways, such as accessing mental health
professionals, but can also influence the likelihood of screen-
ing for mental health concern in certain populations.44

Culture, broadly defined as the set of attitudes, values,
beliefs, and behaviors shared by a group of people, can also
include culture-related experiences such as those related to
acculturation and being an ethnic minority.45 Culture can
have an important impact on mental health, including one’s
expression of distress, help-seeking behavior, diagnoses,
and relation to psychiatric treatment.45 Culture not only in-
fluences the etiology and development of potential mental
illnesses, but can also contribute to an individual’s percep-
tion of mental illness, including stigma.45

Immigrants may face acculturative stress, defined as the
stress related to transitioning and adapting to a new envi-
ronment.45 Different acculturation experiences between
immigrant parents and their children may contribute to
intergenerational conflict,45 leading to an increase in psycho-
logical distress, especially during adolescence. Experiences
with racism and discrimination can also have a negative im-
pact on the mental health of all youth.46

Youth living in rural areas have double the rates of sui-
cide compared with their urban peers, and this disparity
has widened with suicide rates among rural youth rising
faster than youth in urban settings.47,48 Suicide preven-
tion services tend to be less prevalent in rural settings,49

and access to firearms may also contribute to these differen-
tial rates by area, with suicide deaths related to firearms be-
ing disproportionately higher among rural youth compared
with urban youth.47

Youth in foster care are more likely to have considered
and attempted suicide,50 with data showing youth in the child
welfare system having a higher likelihood of experiencing
SI (24.7% vs 11.4%) or suicide attempt (3.6% vs 0.8%)
compared with those not involved with the system.51 This
may also be related to the fact that children in the foster
care system have a disproportionate exposure to ACEs.52

Another study found that youth in the welfare system who
died by suicide were twice as likely to have visited an HCP
within 1 to 6 months before death, providing an opportunity
in which to screen more carefully for SI.53

Youth 15 to 19 years of age involved in the juvenile justice
system have 3 times the rate of suicide fatalities compared
with the general population and higher rates of suicidal
thoughts and behavior.54,55 History of depression, sexual

abuse, trauma, and substance use/substance use disorders
may also predict suicidality in youth involved in the juvenile
justice system.54

In 2019, SI and attempts were higher among lesbian, gay,
or bisexual and gender nonconforming youth (46.8%) com-
pared with their heterosexual peers (14.5%), especially for
those within unsupportive environments who experience
victimization.13 Additionally, transgender adolescents have
higher rates of suicidal thoughts and behaviors compared
with cisgender adolescents.56

American Indian/Alaska Native youth have the highest
rates of suicide compared with other racial groups in the
United States, with twice the rate of suicide among indige-
nous adolescents 15 to 19 years of age compared with white
peers and 3 times the rate compared with Black peers.4

From 1991 to 2017, Black high school students had a con-
sistent increase in suicide attempts; furthermore, Black
male adolescents had significant increases in injuries result-
ing from an attempt.57 Among Black youth, males have the
highest rates of suicide, although suicide rates among Black
females are increasing more rapidly.58

Intersectionality of multiple risk factors contributing to
a further increased risk in suicidal behavior is particularly
important to address; for example, Black lesbian, gay, bisex-
ual, transgender, or queer/questioning (LGBTQ) youth have
increased risk of suicide compared with white LGBTQ
youth, and LGBTQ youth who had been in foster care had a
3 times greater odds of a suicide attempt in the past year
than LGBTQ youth never in foster care.59,60 Structural racism
and societal inequities may also contribute to racial/ethnic
disparities in suicidal behaviors and outcomes, with under-
and overdiagnosis of certain mental health conditions, pov-
erty, access to lethal means, generational trauma, and loss
of cultural identity being major contributors, in addition to
overrepresentation of youth of minoritized sexual, gender,
and racial/ethnic groups within the foster care and juvenile
justice settings.13,61–63

Role of the Pediatrician and Other Health Care Providers
in Addressing Suicide Risk: Promoting Protective
Factors and Minimizing Risk Factors

It is important for pediatric HCPs not only to screen for
SI and risk factors for suicide, but also to ask about pro-
tective factors, which many pediatricians may already in-
quire about during general well-child visits. See Table 3
for potential questions to consider asking adolescents about
protective factors/strengths. Although protective factors
have not been as well studied in adolescents as in adults,
research has shown that factors that are protective against
suicide risk in adults are similar in adolescents.64 Both
internal factors, consisting of higher self-esteem, “zest for
life,” cultural and religious beliefs that discourage suicide,
and positive coping skills, and external factors, including
strong social supports and feeling of inclusion, contribute
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to resilience, which can protect youth from suicide at-
tempts.65 Building resilience in youth, helping to build
healthy relationships between youth and family/peers,
and improving parental mental health can also help to pro-
tect against SI/attempt.66–68

Social support is one of the most widely reported protec-
tive factors against suicide in Black adolescents.69 Supportive
environments are associated with decreased rates of suicide
for Black and LGBTQ youth.13 In addition, protective factors
against suicide among Indigenous populations include com-
munity, family, and cultural connectedness.70

Connectedness among individuals and within commu-
nities may have a protective impact against suicidality.71

Community engagement, which may involve participation
in a range of activities, including religious activities and
group exercise, can enhance overall physical health, reduce
stress, promote emotional wellness, and potentially reduce
suicide risk. Teaching coping and problem-solving skills can
prepare individuals to adapt to stress and build resilience,
which can also reduce suicide risk.

Although the negative impacts of social media were previ-
ously discussed, social media platforms can serve as places
where individuals can connect with other peers. Social me-
dia can be a place where adolescents feel that they can ex-
press themselves, including when they are having suicidal
thoughts. Platforms, including Instagram and its parent com-
pany Meta, have employed machine learning-informed strat-
egies to flag suicide-related content to deploy resources to
those in need. Users can refer their “friends” to receive as-
sistance via the platform, as well.72

Data indicate that suicide attempts in US high school
students were associated with poor eating habits, excessive
screen use, and decreased aerobic activity.73 As such, in-
creased physical activity, improved dietary habits, and de-
creased screen time can be helpful lifestyle interventions
that pediatricians generally already incorporate into their
preventive screening. Sleep disturbance (insomnia/hyper-
somnia) has been associated with deaths by suicide.74,75 In
young adults, self-reported insomnia, nightmares, and sleep
variability (as assessed by actigraphy) were found to be
acute warning signs for SI.76 These and other studies indicate
that sleep can also be a target for prevention/intervention.

Querying and counseling on healthy lifestyle choices can occur
during health supervision visits and are also recommended
when mental health concerns arise.77

Interviewing and Screening the Adolescent

A comprehensive approach to suicide prevention is im-
portant and includes identification of youth at risk for
suicide, intervention to prevent attempts in those at risk,
addressing access to lethal means, and decreasing lethal-
ity of the means used if there is an attempt. Contact with
some type of health care setting before a suicide attempt
or death by suicide is common. These contacts provide a
key opportunity for suicide prevention efforts.78

The primary care medical home, EDs,79 and hospitals
are ideal places to screen for suicide risk, to further as-
sess adolescents and young adults at risk, and to provide
prevention measures, intervention, and mental health
care referrals, as deemed appropriate. Given that primary
care providers have a limited amount of time during the
adolescent visit, integration of behavioral/mental health
into primary care, with adequate resources and payment
for providing mental health care in the primary care set-
ting, is important for the delivery of this care. More advo-
cacy work is needed in this area, including payment for
telehealth models of care, because telehealth allows for in-
creased access to care.

There is evolving evidence in terms of how and when
to address suicide risk in adolescents and young adults.
The AAP now recommends pediatricians screen all youth
aged 12 years and older for suicide risk at least annually.80

In 2022, the US Preventive Services Task Force found insuf-
ficient evidence to recommend screening for suicide risk in
primary care.81 It is important to note that insufficient evi-
dence does not equate to evidence against screening, but
rather indicates that current data fall short of the US Pre-
ventive Services Task Force standards. In 2020, the Joint
Commission required hospitals designated as accredited
critical access hospitals to screen all individuals aged 12 years
and older for SI with a validated screening tool when they
present primarily for a behavioral health concern.82 Multiple
hospital organizations have also implemented a universal
screening approach for any adolescent or young adult aged
12 years and older.

It is important that HCPs screen youth in a confidential
manner, without caregivers present, because youth may
be reluctant to report SI in the company of caregivers.
Discussion of the importance of confidentiality and limita-
tions of confidentiality should be discussed with patients
and their families before seeing the patient alone. Confiden-
tiality is considered a key tenet of effective clinical treat-
ment of adolescents. However, confidentiality has its limits,
especially in cases such as protecting patient and/or public
safety, mandated reporting, or when court ordered. HCPs
should be aware of exceptions to the privacy laws in their

TABLE 3 Questions to Ask to Screen for Protective Factors/
Strengths66

Do you feel connected to your family?

Do you feel supported by your family?

Do you have a supportive friend group?

How would your good friends describe you?

Are you religious or spiritual?

What do you think you’re good at?

What are you proud of?

Are you part of any school groups?

For parents: What are your child’s strengths?
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states regarding disclosure of protected health information.
Although challenging, it is the HCP’s role to exercise clinical
judgment on where the balance of patient and/or public
safety and confidentiality lies.83 If minor youth disclose re-
cent/active SI, the HCP is obligated to breach confidenti-
ality to protect the minor and involve the caregiver in
necessary treatment. When at all possible, this would pref-
erably be done with the consent of the patient. If there is a
question about whether breaching confidentiality is neces-
sary, an ethics or risk management consult can be helpful.
Besides breaching confidentiality, another ethical consid-
eration is infringement on the patient’s autonomy (in the
case of involuntary psychiatric hospitalization); these ethi-
cal challenges could negatively affect therapeutic alliance
and potentially result in a patient disengaging from neces-
sary services.83,84

Higher-Risk Situations

Health care systems may employ an annual, universal ap-
proach to suicide risk screening and should screen dur-
ing higher-risk situations such as any presentation of a
behavioral or mental health concern or youth with addi-
tional risk factors as discussed previously. These conditions
may present outside of a routine visit, so youth should be
screened in these higher-risk situations, regardless of previ-
ous screening. Clinicians may proactively recognize these
higher-risk situations and engage youth through verbal as-
sessment or use screening tools.85

Suicide Risk Screening

Although the AAP does not recommend one specific screen-
ing tool to use, the Blueprint for Youth Suicide Prevention
provides detailed information about the validated, evidence-
based screening tools for suicide risk. Pediatric HCPs should
decide which screen is most appropriate for their practice
and can be consistently implemented. Screening increases
recognition of suicide risk. Strong evidence indicates that
suicide risk screening does not cause people to have suicidal
thoughts.86 Decision support tools (such as templated notes)
can be effective prompts to identify suicidal risk factors.
One study showed that embedding 2 suicide questions in
the subjective section of an electronic health record well-
visit template prompted the HCP to ask adolescents directly
about suicidal thinking. This approach led to a fourfold in-
creased recognition of SI in adolescents from 0.8% (before
questions were embedded) to 3.6% (after questions were
embedded).87

HCPs may consider multiple factors when choosing an
approach to suicide risk screening, including practice setting
(ED/primary care/inpatient), screening tool, and frequency
of screening. Pediatricians who see higher-risk populations
may choose to screen at every visit, whereas others may
screen only at well visits. EDs and inpatient settings may
elect to screen at every visit. Evidence suggests that children

and adolescents presenting with psychiatric versus medical/
surgical chief complaints have higher suicide screening
positivity rates.88,89 Current guidance suggests HCPs screen
adolescents at least annually.

HCPs also need to decide how to screen. It is ideal that
the adolescent be in person in the office, to ensure that the
patients themselves are answering the questionnaire and
that an immediate safety assessment can be conducted in
the event of a positive screen. There are a variety of possibil-
ities, including verbal screening of the adolescent by medical
professionals (nurses, medical assistants) during triage; ver-
bal screening by primary care providers during the visit; or
self-report by the adolescent (written or electronic) at the
beginning of the visit. Adolescents typically respond well to
digital/electronic screening. Positive screening responses can
then lead to an alert within the electronic health record, so
the HCP or support staff can more easily recognize the con-
cern. In the case of a telehealth visit, it is important to start
off the visit by asking where the patient is and what number
the patient can be reached at, should the visit be disconnected.

Patient Health Questionnaire-9

Many HCPs routinely screen adolescents for depression
using the Patient Health Questionnaire-9 (PHQ-9). Although
validated to screen for major depressive disorder, the PHQ-9
does not screen for suicide risk. Question 9 on the PHQ-9
may be misinterpreted as a suicide risk screen, because it
asks, “In the last two weeks, have you had thoughts that
you would be better off dead, or of hurting yourself in some
way?” This question is broad, includes NSSI, and does not
screen for suicide risk. There is an expanded PHQ-9 Modified
for Adolescents90 that has 4 additional questions, the last 2
of which are: “Has there been a time in the past month when
you have had serious thoughts about ending your life?” and
“Have you ever, in your whole life, tried to kill yourself or
made a suicide attempt?” The PHQ-9 Modified for Adolescents
has not been validated as a suicide risk screening tool, and
we discourage pediatricians to use it as such; however, the
PHQ-9 can be used in combination with the Ask Suicide
Screening Questions (ASQ) screening tool described below
to screen for both depression and suicide risk.

Ask Suicide Screening Questions

The ASQ is the most studied screen and is a widely used
screening tool targeted specifically to identify suicide risk and
validated in multiple health care settings, including pediatric
primary care and the ED.88,89,91 The NIMH lists the ASQ as a
resource to use, and the AAP Blueprint for Youth Suicide Pre-
vention suggests its use as a screen. Validation of the ASQ
has primarily been conducted in the pediatric ED setting, in-
cluding 97% sensitivity and 88% specificity. The ASQ has
now been implemented in multiple health care settings,
including pediatric primary care.88 The ASQ consists of
4 questions with yes/no responses (see Table 4).
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The strength of the ASQ is that it helps the HCP assess
current SI, as well as lifetime history of a suicide attempt;
however, the first 3 questions only include the past few
weeks, so the ASQ may miss previous SI.

The ASQ is the first step of a 3-tiered clinical pathway
that helps with feasible screening and management of those
who screen positive.92 The ASQ has been designed for a pri-
mary care provider, a nurse/medical assistant, or another
office staff member to ask the suicide risk screening ques-
tions verbally during triage. Some practices that work with
adolescents have developed a comprehensive adolescent
intake form. The suicide risk screening questions can be
answered on paper or electronically by the adolescents,
although these approaches have not been validated.

Managing Positive Suicide Risk Screens: Using a Brief Suicide
Safety Assessment

Brief suicide assessment is essential in determining patient
disposition and managing positive screens. Patients who
screen positive for suicide risk should receive a brief suicide
safety assessment (BSSA) conducted by a trained clinician
(eg, social worker, nurse practitioner, physician assistant,
physician, or other mental health clinician) to determine the
need for a more comprehensive mental health evaluation;
the BSSA is essential in determining patient disposition and
managing positive screens. This screening process may
cause additional clinical burden for providers and health
systems alike. Ideally, practices have access to a behavioral
health specialist who can conduct the BSSA. However, this
approach is also feasible in smaller practices that do not
have a readily available behavioral health specialist. Approx-
imately 3% of adolescents screen positive and need a BSSA,
so depending on practice size, this may equate to develop-
ing a BSSA once every 1 to 2 weeks.

Although assessments can involve structured questionnaires,
they also can include a more open-ended conversation with
a patient and/or friends and family to gain insight into the
patient’s thoughts and behaviors, risk factors (eg, access to
lethal means or a history of suicide attempts), protective fac-
tors (eg, immediate family support), and medical and mental
health history.

There are 2 freely available BSSAs listed and available
on the NIMH Web site; these are described below. Additional
evidence-based suicide risk assessment tools are available on
the Joint Commission’s Web site (https://www.jointcommission.
org/-/media/tjc/documents/resources/patient-safety-topics/
suicide-prevention/pages-from-suicide_prevention_compendium_
5_11_20_updated-july2020_ep3_4.pdf).

ASQ BSSA

The ASQ has an additional brief suicide assessment compo-
nent to be used by clinicians. In the ASQ Assess the Patient,
categories include (1) frequency of suicidal thoughts, (2) if
there is a suicide plan, (3) past suicidal behavior, (4) current
symptoms, including depression, anxiety, substance use, im-
pulsivity, irritability, sleep, and appetite concerns, and (5)
social support and stressors. After the assessment, it is sug-
gested to interview patient and caregiver together, share
concerns, and make a safety plan with the patient and care-
giver. Finally, the ASQ recommends determining disposition.
If the patient responds ‘yes’ to Q #5: Are you having
thoughts of killing yourself now, then the patient is considered
at imminent risk, necessitating an immediate safety/mental
health evaluation. Other dispositions based on risk level include:

1. further evaluation of risk by referring to a mental health
professional as soon as possible;

2. some level of mental health follow-up, but not urgent;
and

3. no follow-up necessary at this time.93

Columbia Suicide Severity Rating Scale Risk Assessment

The Columbia Suicide Severity Rating Scale (C-SSRS)94

has both a screening component to assess the severity of
suicidal risk and a risk assessment component. The se-
verity scale has not been validated as a screening tool for
pediatric primary care; the risk assessment component is
recommended as an assessment tool by several organiza-
tions, including the Joint Commission,95 Substance Abuse
and Mental Health Services Administration (SAMHSA), Zero
Suicide, and the National Suicide Prevention Lifeline. The
C-SSRS covers suicidal and self-injurious behaviors (SIBs)

TABLE 4 ASQ Suicide Screening Tool89

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

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

3. In the past weeks, have you been having thoughts of killing yourself? Y/N

4. Have you ever tried to kill yourself? Y/N

If yes to any of the questions 1–4, then ask question 5.

5. Are you having thoughts of killing yourself now? Y/N

Interpreting the ASQ: If the patient answers no to the first 4 questions, this is considered a negative screen, and no intervention is necessary. Any yes answer or refusals to an-
swer are considered a positive screen. Any yes answer to any of the questions 1 to 4 requires a brief suicide assessment. If the answer to question #5 is yes, then that is con-
sidered an acute positive screen necessitating a safety/mental health evaluation immediately. N, no; Y, yes.
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(past 3 months), SI (past month), activating events, treat-
ment history, clinical status, and protective factors.

Safety Planning

Safety planning alone can be effective as a brief intervention
for reduction of suicide risk but can also be used in strategies
to reduce suicide risk. Safety planning generally consists of
creating a list of coping strategies that are personalized and
made in collaboration with an HCP,96 often a therapist or a
care manager. This list includes warning signs of impending
SI or behavior, reliable coping strategies that one can engage
in oneself, people and places that can provide distractions if
internal coping strategies are not sufficient, trusted people
who can help when necessary, professional support resources,
and information on limiting access to lethal means of suicide.
This can also include information on not engaging in activities
that can promote disinhibition or impulsivity, such as using al-
cohol or other substances.

Safety planning is different from no-harm or no-suicide
contracts. Suicide prevention experts do not recommend
these contracts because of lack of data indicating that
they are effective; patients may also feel they are coercive
and subsequently may not want to tell their providers that
they are having SI for fear of disappointing them or to
avoid any interference with a suicide plan.96 In addition,
no-suicide contracts do not include personalized coping
mechanisms and a list of people the patient can contact in
the event of a suicidal crisis.96 The following is an example
of a useful template for a safety plan: https://bgg.11b.
myftpupload.com/wp-content/uploads/2021/08/Stanley-
Brown-Safety-Plan-8-6-21.pdf. In addition, the following
is a helpful guide for clinicians when preparing a safety
plan with patients: https://www.sprc.org/sites/default/
files/SafetyPlanningGuide%20Quick%20Guide%20for%
20Clinicians.pdf.

The Safety Planning Initiative is a cognitive behavioral
intervention that can be used in the ED to conduct brief, one-
session intervention for patients who present with SI and
offers a “roadmap” to help manage feelings of distress until
urges to self-harm or SI has passed. It has been adapted to
adolescents to be more developmentally appropriate with
expectation of caregiver involvement and is included in the
Best Practices Registry of the Suicide Prevention Resource
Center.97,98 In combination with follow-up telephone con-
tacts, the Safety Planning Initiative is associated with reduc-
tion in suicidality.

If the patient is not hospitalized and is deemed safe for dis-
charge home, the Joint Commission recommends arranging
follow-up care in the outpatient setting; safety planning; lethal
means restriction counseling, including gun safety99; and pro-
viding contact information for the national 3-digit dialing
code 988 Suicide and Crisis Lifeline to prevent later suicide
attempt.95 Follow-up telephone calls to adolescents after dis-
charge from the ED have been shown to decrease suicidal

behavior (aborted, interrupted, actual, or completed suicide
attempts), as well.100 A recent systematic review and meta-
analysis indicates that brief suicide prevention interventions
provided in one in-person encounter are associated with de-
creased subsequent suicide attempt and increase in follow-up
care.101 The brief suicide prevention interventions mostly con-
sisted of brief contact interventions (like phone calls, texts, and
postcards), care coordination (communication between refer-
ring and receiving clinical teams), safety planning, and other
brief, evidence-based interventions.

If a patient is hospitalized for medical/surgical reasons and
is found to be experiencing SI after a screen is administered,
it is recommended that a referral be made to a psychologist
or psychiatrist on staff. Many states have child and adolescent
psychiatric access lines that provide consultation (phone,
telepsychiatry, or sometimes in person) with a child and
adolescent psychiatrist.102,103 The psychologist/psychiatrist
can assist with a safety plan, brief therapies, and assessment
of readiness for discharge, and can also help with referrals
for follow-up care (inpatient psychiatric care, intensive out-
patient program, outpatient psychiatry and psychotherapy).

Assessment for Access to Lethal Means

Although more extensive safety planning may occur with the
assistance of a mental health professional, all HCPs can as-
sess adolescents and parents for access to lethal means, par-
ticularly firearms (AAP,99 American Academy of Child and
Adolescent Psychiatry,104 and SAMHSA105) during preventive
care visits and provide counseling to decrease or eliminate ac-
cess to those firearms by implementing removal or safe fire-
arm storage practices (firearms stored unloaded and locked,
with ammunition locked and stored separately, as well).

In any higher-risk situation in which SI or plan is revealed
(ie, positive screening on the ASQ and/or the C-SSRS), it is
imperative that the HCP screen for youth access to firearms,
medicines, illicit substances, and other lethal means (eg,
knives, ropes), and counsel on ways to restrict access to
those lethal means, including safe storage. Additionally, if
firearms are present, it is recommended that HCPs discuss
ways in which parents can temporarily store firearms out-
side the home (a friend/relative’s house, local gun ranges,
self-storage facilities, or a local police department). De-
tailed education and demonstration on how to engage in
lethal means restriction is available through both the AAP
and the Harvard School of Public Health’s “Means Matter”
program.99,106

Psychotherapy and Engaging Families

Many interventions in suicide prevention use aspects of cog-
nitive behavioral therapy (challenging negative thoughts to
change behaviors) and dialectical behavioral therapy (a type
of cognitive behavioral therapy that focuses on mindfulness,
distress tolerance, emotion regulation, and interpersonal
effectiveness). Motivational interviewing has not been shown
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to significantly reduce SI in adolescents in randomized con-
trolled trials.107

A study from 2019 indicates that there is a high preva-

lence of parental unawareness of SI in their adolescent child-

ren.108 This underscores the importance of family therapy/

engagement in the treatment of adolescents with SI. The

inclusion of family in treatment, when appropriate, is a pow-

erful tool in the strengthening of positive family supports and

communication. The Family Intervention for Suicide Pre-

vention, a cognitive behavioral intervention for families, has

been used in the ED and other care settings, including pri-

mary care and school.66 Family-based crisis intervention can

be used in the ED with the intention of stabilizing adoles-

cents with SI during the ED visit so they can return home

that day. Compared with treatment as usual, there were

fewer psychiatric admissions and an increased sense of fam-

ily empowerment and satisfaction with this intervention.109

Family-centered treatment modalities within the behavioral
health setting include Safe Alternatives for Teens and Youth
and attachment-based family therapy (ABFT). Safe Alternatives
for Teens and Youth is an effective brief intervention to pre-
vent suicide attempts.98 It is a cognitive behavioral, dialectical
behavioral therapy-informed family treatment that is aimed at
decreasing risk of suicide attempts in youth who self-harm.

ABFT uses an interpersonal approach to individual and

family therapy and consists of individual and family sessions

aimed at identifying and repairing ruptured attachment(s)

that has/have occurred during the adolescent’s development.

By repairing these ruptures, adolescents may feel more as-

sured of parents’ availability to support them and help them

to manage suicidal thoughts.110 ABFT also employs parent

skills training. In a randomized controlled trial of 341 adoles-

cents, 70% of whom were Black, there was a significantly

greater reduction of SI and symptoms of depression in ado-

lescents, which was maintained at 6 months’ follow-up.110 In
a small trial of ABFT used in the LGBTQ population, this in-

tervention was also found to be effective for reduction of SI;

a larger trial is necessary.111

School-based Interventions

School-based programs, including Signs of Suicide and Sources
of Strength, have been shown to be helpful in suicide preven-
tion. Signs of Suicide is for middle and high school students
and educates students and staff on recognizing signs of depres-
sion, getting help for friends who manifest symptoms, and
self-referring for depression/SI. Randomized controlled studies
found that it decreased suicide attempts in students.112 Sour-
ces of Strength uses peer leaders (with adult mentoring) to
bolster protective factors that are effective in decreasing
suicide.113 These factors included asking for help, feeling
connected to safe adults, and remaining engaged in school.

Referral

Referral for an acute evaluation by a mental health specialist
may be indicated if a patient reports SI or attempts suicide.
It is often helpful to call ahead to the ED or walk-in mental
health clinic to let them know about the patient and why
the referral was felt to be necessary. The AAP Blueprint for
Youth Suicide Prevention recommends HCPs familiarize
themselves with resources and providers of mental health
care in the community to have better knowledge of whom
to refer to in the community should the need arise.

Acute SI is often self-limited in duration, and attempts/death
by suicide can be reduced through short-term, higher-intensity
interventions (inpatient care) followed by longer-term treat-
ment (outpatient care). HCPs have an important role in
counseling their patients and families about the process of re-
ferrals to higher levels of care, including 911 and 988 calls,
calls to mobile crisis units, and evaluation in an ED or walk-in
crisis center, to prepare them for the experience. If a patient is
deemed by the HCP to require inpatient psychiatric hospitali-
zation for safety reasons, the hope is that the families under-
stand why this is necessary and are amenable to the plan. In
cases in which guardians are not amenable to the plan, it may
sometimes be necessary to contact child protective services to
assist in hospitalizing the patient. Child protective services is
used as a last resort, because it is likely to have negative ef-
fects on the therapeutic relationship. These negative effects on
the therapeutic relationship are also possible if the patient is
legally the age of majority and needs to be hospitalized invol-
untarily. It is important to be aware that there is a crisis in
psychiatric inpatient bed availability for youth, sometimes re-
sulting in long boarding times in the ED or patients being sent
home to be monitored by their guardians, with recommenda-
tions to find an outpatient mental health provider on their
own.114

Brief interventions during periods of high risk (crisis man-
agement or safety planning), psychoeducation for youth and
parent, and establishment of follow-up care are important
acute interventions.13,98 Safety planning can assist patients
in identifying coping strategies, trusted contacts in the event
of SI, and ways to reduce access to lethal means.

If a patient hospitalized on a medical unit is found to be
having suicidal thoughts on screening, a one-to-one sitter
would be recommended. Care should be taken to ensure
that no objects with which patients could harm themselves
are left in the room, including plastic bags in garbage bins.
A child and adolescent psychiatry and/or psychology con-
sult would also be recommended. These mental health pro-
viders can help with safety planning and brief therapy. If
SI with possible plan or intent persists, the child and ado-
lescent psychiatrist can assist with transfer to an inpatient
psychiatric unit when the patient is medically stable. It is
recommended that follow-up outpatient care with a thera-
pist and child and adolescent psychiatrist (if necessary) be
made before discharge, because the period immediately
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after discharge from psychiatric hospitalization is the pe-
riod when patients are at highest risk of suicide attempts
and death.115 A recent study found that outpatient mental
health follow-up within 7 days of discharge is associated
with decreased risk of suicide in children and adolescents.116

Patients who are at lower risk may benefit from treatment
with an outpatient psychiatric care provider. Although there
is a shortage of child and adolescent psychiatrists, especially
in rural and underresourced areas, most states have access
lines to provide telephonic consultation, telepsychiatric visits,
and/or acute in-person appointments, which can be useful to
HCPs when child and adolescent psychiatrists are not imme-
diately available.102,103 Some of these access programs also
provide online mental health care trainings for HCPs to feel
more comfortable managing their patients with psychiatric
diagnoses, as well as suicidal thoughts and SIB. Some primary
care practices have integrated/colocated behavioral health
services available. A meta-analysis of integrated care versus
usual care in primary care settings on the treatment of men-
tal health in youth demonstrated that behavioral health out-
comes were improved in integrated care settings; the study
reported a 66% probability that a randomly selected youth
would have a better mental health outcome with an inte-
grated behavioral health intervention than a randomly se-
lected youth who received the usual primary care.117

Referral to community-involved management is also an
option for acute care. Community-based mobile crisis services
consist of response teams that offer acute assessment and in-
tervention in place of the ED. State and local jurisdictions often
have their own mobile crisis services that have an important
role in supporting youth experiencing SI.118 Pediatricians are
encouraged to familiarize themselves with their local mobile
crisis services and link their adolescent patients as needed. In
some areas, mobile crisis teams can respond to any setting, in-
cluding homes, schools, workplace, juvenile detention centers,
ambulatory clinics, and even to the ED.119,120 These crisis
team services can also provide warm handoffs to higher levels
of care as needed and assist in transport to other facilities.

Psychopharmacotherapy and Other Treatment Modalities

As the United States continues to experience a crisis in child
and adolescent mental health, it is imperative for HCPs, partic-
ularly primary care providers, to become comfortable treating
common psychiatric issues, including mild to moderate major
depressive disorder and anxiety, and using psychopharma-
cotherapy when indicated.121 Treatment of any underlying
disorder that may be contributing to SI is important, whether
with psychotherapy, psychopharmacotherapy, or a combina-
tion of these treatment modalities.

Selective serotonin reuptake inhibitors (SSRIs) remain
the first-line pharmacologic treatment of depression and anxi-
ety; they have been found to decrease SI in adults aged
25 years and older. SSRIs decrease depressive symptoms in
individuals younger than 25 years, although they do not

necessarily decrease SI in adolescents and young adults.122 In
2004, the US Food and Drug Administration issued a black
box warning on all antidepressant medications used in chil-
dren, adolescents, and young adults younger than 25 years
because of a finding of increased suicidality (suicidal thoughts
and behaviors) in youth. This warning is not meant to dis-
courage use of antidepressants in youth, but rather to encour-
age close follow-up/monitoring of youth who are prescribed
this class of medications, especially within the first few
months of use and after dose changes.123 Patients and fami-
lies should be informed of the black box warning in addi-
tion to other side effects, including but not limited to
gastrointestinal discomfort, headaches, changes in sleep/ac-
tivation, changes in appetite, and sexual side effects. They
may also be informed that more youth experience benefit
from treatment with antidepressants than adverse ef-
fects.124 Other antidepressants, such as the serotonin and
norepinephrine reuptake inhibitors, which include duloxe-
tine and venlafaxine, and atypical antidepressants, which
include mirtazapine and bupropion, are also sometimes
used if first-line SSRIs are not helpful or cause adverse ef-
fects; however, there is less evidence of the benefit of these
medications in youth, and they can potentially cause more
side effects.125

Other medications, typically prescribed by psychiatrists,
like lithium, ketamine, and clozapine, can decrease SI/suicidal
behavior; the use of ketamine has not been well studied in
adolescents.126–132

Neuromodulatory treatments, including electroconvulsive
therapy and transcranial magnetic stimulation, have shown
some promise in decreasing suicidal behavior/SI in adoles-
cents. In small, retrospective studies, electroconvulsive therapy
has been shown to reduce SI and SIBs.133,134 A preliminary
open-label small study of high-frequency repetitive transcra-
nial magnetic stimulation in adolescents with depression
who had SI demonstrated decreased SI after 6 weeks of
treatment.135 Larger studies are needed.

Discussing Suicide in the Media and Other Settings

The way suicide is depicted in the media can have a major
impact on deaths by suicide. For HCPs who post on social
media, work with journalists, or speak with legislators about
youth suicide, it can be helpful to review suicide reporting
recommendations. The Action Alliance, SAMHSA, and the En-
tertainment Industries Council collaborated in the develop-
ment of the National Recommendations for Depicting Suicide
(in media and/or entertainment). These recommendations
include: Demonstrating that many factors contribute to the
act of suicide, not one single event; avoiding details about
suicide method; portraying characters who have suicidal
thoughts but do not ultimately die by suicide; and plac-
ing emphasis on help and hope. The Web site www.
reportingonsuicide.org has similar recommendations. These
recommendations further state that the term “committed
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suicide” should not be used, because it indicates judgment
and perpetuates stigma, such as if one “committed a sin/
crime.” The recommended terms include “died by suicide”
(https://reportingonsuicide.org/wp-content/themes/ros2015/
assets/images/Recommendations-eng.pdf).

In addition, The National Suicide Prevention Lifeline
has worked with social media sites to establish best prac-
tices for suicide prevention on social media. Its Web site
(https://suicidepreventionlifeline.org/help-someone-else/
safety-and-support-on-social-media/) contains links to
ways to report safety concerns for Facebook, Twitter,
Snapchat, Instagram, YouTube, Discord, and TikTok. In
2019, Instagram also removed likes from public view to
“depressurize Instagram” for youth, including decreasing
“competition” for numbers of likes on a post.

Supporting Families Who Experience an Attempt or Death

The American Foundation for Suicide Prevention has re-
sources to support families after a suicide attempt (https://
afsp.org/when-a-loved-one-has-made-an-attempt) or death
(https://afsp.org/ive-lost-someone) and schools after a sui-
cide (https://afsp.org/after-a-suicide-a-toolkit-for-schools).
Special attention can be shared with siblings impacted, who
also may be at higher risk of suicide themselves; see the
“Helping Children” section of Books for Loss Survivors Web
site (https://afsp.org/books-for-loss-survivors), and the Chil-
dren, Teens, and Suicide Loss booklet (https://aws-fetch.s3.
amazonaws.com/flipbooks/childrenteenssuicideloss/index.
html?page=1).

Supporting Health Care Providers Who Have Lost a
Patient to Suicide

As HCPs begin to see and treat more and more patients
presenting with psychiatric symptoms in the current mental
health crisis, this can mean increased likelihood of one day
experiencing the loss of a patient to suicide. Providers may
experience a combination of feelings of sadness, worry, and
guilt that can negatively affect sleep, appetite, and overall
functioning. Losing a patient to suicide can also have a nega-
tive impact on confidence in one’s ability to treat patients
with mental health concerns and lead to hypervigilance for
patients with possible suicide risk. Debriefing with the clini-
cal team, supporting staff, and obtaining supports for one-
self are all important actions to take after death by suicide
of a patient (https://omh.ny.gov/omhweb/suicide_prevention/
omh_postventionguide.pdf).

SUMMARY

The reality about suicide is that, even with the best inten-
tions from an HCP, an individual could contemplate and die
by suicide without letting anyone know or asking for help.
Although this level of uncertainty can be overwhelming and
disconcerting, pediatricians and pediatric providers can open
the door to discuss suicidality through screening and have

an important role in the care of adolescents who present
with these thoughts or associated changes in behavior/
functioning. The pediatric provider’s role is to screen for
safety concerns in a developmentally appropriate manner, pro-
vide a safe place where youth can feel free to discuss those con-
cerns, recognize risk factors that may increase risk of suicide,
assess for access to lethal means, offer psychoeducation to both
youth and guardian, and treat and/or refer to mental health spe-
cialists and/or higher level(s) of care when appropriate.

Guidance for Pediatricians and Pediatric Health Care
Providers

� Be mindful of individual, relationship, and community/
societal factors, including history of trauma or other ad-
versity, when assessing suicide risk in patients.

� Screen for suicide risk as part of well-child visits starting
at 12 years of age and during higher-risk situations, such
as any presentation of a behavioral or mental health
concern or for youth with additional risk factors. Be
aware that screening only for depression is not sufficient
to identify suicide risk.

� Screen for suicide risk during ED visits and medical
hospitalizations.

� Screen for substance use disorders, because substance
use is often associated with depression and self-treatment
and is a risk factor for suicidal thoughts and behaviors.

� If suicide screen is positive, conduct a BSSA and subse-
quent safety planning and/or referrals as appropriate.

� For all adolescent health supervision visits, and espe-
cially visits with adolescents who have suicidal thoughts,
assess for access to lethal means, with counseling on
safe firearm and medication storage. Removal of fire-
arms and medications from the home entirely should
also be assessed, especially if an adolescent is having SI.

� Include the family in suicide prevention and treatment
efforts, when possible, because family-based interventions
have been shown to be effective in preventing future
suicide attempts in youth.

� During health supervision visits and visits address-
ing mental health concerns, counsel families around
sleep hygiene, community engagement, and connect-
edness, because these factors can help to promote emo-
tional wellness and may be protective against suicidal
thoughts.

� Treat depression with a referral to a psychotherapist
and with antidepressant medication, when indicated,
because depression increases the risk of suicide. When
indicated and available, refer to a child and adolescent
psychiatrist or other mental health provider.

� Be aware of use of language when speaking with youth
and families about suicide. Attempt to replace questionable
terminologies with sensitive terminologies as follows:

o Use “die by suicide” instead of “commit suicide.”
o Use “death by suicide” instead of “successful suicide.”
o Use “suicide attempt” instead of “failed suicide attempt.”
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� Recognize the importance of setting aside one-on-one
time during appointments with adolescents to discuss
potential suicidal behavior, other mental health issues,
and the teen’s history of trauma and adversity.

� Advocate for increased research on prevention strategies
for the high rates of suicide in youth in the child welfare
and juvenile justice systems.

� Advocate for suicide prevention research for other high-
risk groups, such as LGBTQ youth, American Indian/Alaska
Native and Black youth, other youth in minoritized racial
and ethnic groups, and youth living in rural areas.

� Advocate for increased access to youth mental and medi-
cal health care, including evidence-based, trauma-informed
interventions and gender-affirming care, when indicated,
and particularly for populations that have been historically
discriminated against and underresourced.

� Advocate for adequate payment for providing suicide
risk screening and assessment services, as well as pay-
ment for additional time, training, and care coordination
services for HCPs who manage mental health conditions.

� Advocate for adequate payment for integrated behavioral/
mental health care into primary care and for evidence-
based trauma-informed mental health care when indicated.

RESOURCES
� Blueprint for Youth Suicide Prevention
� 3-digit dialing code 988 (suicide prevention)
� 1-800-799-7233 (domestic violence)
� 1-866-488-7386 (Trevor Project: LGBTQ crisis support)
� 1-877-565-8860 (trans lifeline)
� Crisis Text Line: Text HOME to 741741
� Family Acceptance Project is an initiative to prevent

health and mental health risks for LGBTQ youth and pro-
vides research-based resources for ethnically, racially, and
religiously diverse families: https://familyproject.sfsu.edu/

� American Foundation for Suicide Prevention “Mental Health
Resources for Underrepresented Communities” (https://
afsp.org/mental-health-resources-for-underrepresented-
communities)

� https://theactionalliance.org/communities/american-
indian-alaska-native/hope-life-day-toolkit#:�:text=The
%20National%20Action%20Alliance%20for,suicide%
20in%20AI%2FAN%20communities

� https://www.samhsa.gov/native-connections
� http://www.npaihb.org/thrive/

RESOURCES FOR FAMILIES
� AFSP: Teens and Suicide—What Parents Should Know:

https://afsp.org/teens-and-suicide-what-parents-should-
know

� Seize the Awkward: https://seizetheawkward.org/
� National Alliance on Mental Illness: Family Members

and Caregivers: https://www.nami.org/Your-Journey/
Family-Members-and-Caregivers

� AAP Healthy Children: 10 Things Parents Can Do to
Prevent Suicide: https://www.healthychildren.org/English/
health-issues/conditions/emotional-problems/Pages/Ten-
Things-Parents-Can-Do-to-Prevent-Suicide.aspx

� Support after a suicide attempt: https://afsp.org/when-
a-loved-one-has-made-an-attempt

� Support after a loss from suicide: https://afsp.org/ive-
lost-someone
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