Running head: SUICIDE SCREENING IN PEDIATRIC GASTROENTEROLOGY

Universal Suicide Screening in a Pediatric Gastroenterology Outpatient Clinic
by
Morgan H. Stankiewicz
Under Supervision of
Barbara Wise, PhD, RN, CPNP-AC/PC
Second Reader
Renee Franquiz, DNP, RN, CNE

A DNP Project Manuscript
Submitted in Partial Fulfillment of the Requirements for the
Doctor of Nursing Practice Degree

University of Maryland School of Nursing
May 2020

SUICIDE SCREENING IN PEDIATRIC GASTROENTEROLOGY

2

Abstract
Problem and Purpose
Suicide is the second leading cause of death in young people ages 10-24 in the United States.
The Joint Commission issued a sentinel event recommending healthcare providers screen all
patients for suicide. Universal screening is a key strategy to prevent suicide in the pediatric
population. This quality improvement (QI) project implemented an evidence-based suicide
screening tool for patients ages 10-21 who presented to a multidisciplinary pediatric
gastroenterology (GI) outpatient clinic affiliated with a large urban academic medical center and
referred at risk patients for further evaluation and treatment.
Methods
The Ask Suicide-Screening Questions (ASQ) screening tool was chosen for its robust reliability
and validity among pediatric medical patients. The GI clinicians were trained to use the ASQ
tool and to further assess at risk patients with a brief suicide safety assessment (BSSA). The
clinic social worker screened all patients meeting inclusion criteria, and results were entered into
the electronic health record (EHR). Patients were excluded from screening if they were less than
age 10, the guardian refused, or the patient could not answer the questions due to a
developmental delay. Patients at risk for suicide received a safety plan and follow up resources.
Results
The clinicians self-reported 100% competency prior to implementation. During the
implementation phase, sixteen patients met inclusion criteria, and one guardian refused
screening. Ten patients had screening results recorded in the EHR (66%), and two patients (20%)
were found to be at risk for suicide. Both patients screened positively due to previous suicide
attempt(s) which is a strong predictive factor for future suicidal behaviors.
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Conclusions
With proper training, the GI clinicians were confident to implement suicide screening using the
ASQ tool. Twenty percent of patients screened at risk for suicide and received mental health
resources. This QI project validates the feasibility and value of suicide screening in a pediatric
subspecialty clinic and suggests screening could be implemented in other subspecialty clinics
within the hospital system.
Keywords: suicide screening, Ask Suicide-Screening Questions (ASQ) tool, pediatric
subspecialty clinic, quality improvement project
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Universal Suicide Screening in a Pediatric Gastroenterology Outpatient Clinic
Introduction
In the United States, suicide accounted for more than 6000 deaths in young people in
2017, continuing as the second leading cause of death for persons ages 15-24 (Centers for
Disease Control and Prevention, 2017). Over 2 million young people attempt suicide every year,
yet 90% of these attempts are unknown to their parents and guardians (Ask Suicide-Screening
Questions, 2018). Health care providers are charged with promoting optimal health for their
patients, yet many miss opportunities to assess mental well-being. One study reported 35% of
patients had never before been asked about suicide by a health care provider (Ballard et al.,
2014). Another study found 80% of patients who died from suicide were seen by a health care
provider within the year of their death, yet less than 25% had a recorded mental health diagnosis
in the month prior to committing suicide (Ahmedani et al., 2014).
In 2016, the Joint Commission issued a sentinel event and urged clinicians to screen all
patients, including adolescents, for suicide with an evidence-based tool (“Detecting and treating
suicide”). Screening is a public health tactic used to identify those at elevated risk for a condition
of interest so the condition can be further investigated. Universal suicide screening helps
clinicians identify individuals at risk for suicide and initiate referral for further evaluation and
treatment as needed.
A pediatric gastroenterology (GI) outpatient clinic affiliated with a large urban academic
medical center on the east coast has chosen to implement universal screening to identify patients
at risk for suicide. The pediatric GI population may be at heightened risk for suicide because
feelings of suicide can manifest as somatic GI complaints such as abdominal pain, constipation,
or headaches (American Psychiatric Association, 2013). Data from a pediatric emergency
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department with a similar patient population found 25% of their patients who screened at risk for
suicide presented with GI complaints (Cwik, Jay, & Wilcox, 2018). These findings correlate with
data collected in the systematic review by Spiegel, Schoenfeld, and Naliboff (2007) which found
patients with chronic abdominal pain were 2-11 times more likely to have suicidal behaviors.
Clinicians in the multidisciplinary GI clinic reported they occasionally screen for depression if
the patient’s clinical presentation suggests it, but they did not screen for depression routinely.
Furthermore, depression screening alone fails to detect 25% of pediatric patients at risk for
suicide (Lanzillo et al., 2017). Asking questions specifically about suicide is the only way to
accurately identify those at risk (Horowitz, Bridge, Pao, & Boudreaux, 2014).
The purpose of this DNP project was to implement a suicide screening tool for patients
ages 10-21 years presenting to the pediatric GI outpatient clinic, to briefly evaluate patients who
screen positive to determine acuity of suicidal risk, and to use those assessment findings to
appropriately refer patients for further assessment and treatment.
Literature Review
Previous practice in the multidisciplinary pediatric GI clinic did not include universal
screening for suicide. One clinician stated three or four patients have been identified with
suicidal ideation during their five years in the clinic, however their previous practice did not
routinely ask about suicide. Prior to implementation, the GI clinic providers indicated support for
universal suicide screening as a tool to ensure patient safety. The primary concerns with the
practice change were liability related to follow up for a patient with an identified risk and lack of
training related to the assessment and management of a patient at risk for suicide.
The purpose of the external evidence review was to search the literature for best practices
in the implementation of universal suicide screening in the pediatric population. The Preferred
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Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) tool (see Appendix A)
describes the search. The CINAHL and PubMed databases were searched using the key terms:
"suicide screening" AND (pediatrics or adolescents or young people or teen or young adults or
children or child or youth) AND (outpatient or clinic or office) which yielded 31 results. Articles
not written in English or published before 2009 were excluded, and the remaining articles were
assessed for applicability to the practice problem. One additional article from the Joint
Commission board was added to the described search. Out of the 26 articles reviewed, six
articles were chosen for inclusion in the evidence review. The articles were critically appraised
for strength and quality using The Johns Hopkins Nursing Evidence-based Practice Rating Scale
(Newhouse, Dearholt, Poe, Pugh, & White, 2007) in an evidence rating table (see Table 1). The
selected articles include one randomized quasi-experimental study, one qualitative study, one
well-designed retrospective cohort study (level III evidence), and three articles with expert
consensus supported by high-quality research (level IV evidence). The available evidence was
found to be credible, methods were well-defined, and results were consistent across the selected
studies.
The available evidence supports universal suicide screening in the pediatric population as
a key strategy to suicidal prevention (Brahmbhatt et al., 2018; “Detecting and treating suicide”,
2016; Horowitz et al., 2014; Horowitz et al., 2012). The retrospective study by Ballard et al.
(2017) found 53% of psychiatric patients screened positive for suicidal ideation even though they
did not initially present for suicide-related complaints, reinforcing that many patients go
undetected without screening. Many clinicians are fearful of discovering suicidality and therefore
do not ask. Not asking questions about suicide for this reason is comparable to not measuring
blood pressure for fear of hypertension; the patient has the symptom whether or not the clinician
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asks about it therefore it is in the patient’s best interest to ask (Horowitz et al., 2014). Most
adolescents agree asking about suicide is important. In the qualitative study by Ballard et al.
(2012), the majority of adolescents were supportive of suicide screening because they felt
screening would identify those at risk for suicide and allow them to get connected with
potentially life-saving resources.
Suicide screening is a critical step in identifying adolescents at risk for suicide (Ballard et
al., 2017; Brahmbhatt et al., 2018; “Detecting and treating suicide”, 2016; Horowitz et al., 2012),
but little evidence was found describing implementation of suicide screening in a pediatric GI
outpatient setting. After reviewing the available screening tools, the Ask Suicide-Screening
Questions (ASQ) screening tool (see Appendix B) emerged to the forefront. This open access
tool from the National Institute of Mental Health (NIMH) was developed specifically for
pediatric medical patients 10-21 years and was originally tested in the pediatric emergency
department environment. The tool takes only 20 seconds to administer but preserves 96.9%
sensitivity, 87.6% specificity, and 99.7% negative predictive factor (Horowitz et al., 2012).
The ASQ tool is encouraged for use in all settings including outpatient settings (ASQ
toolkit, 2018; Brahmbhatt et al., 2018), but successful implementation of the tool in the
outpatient subspecialty setting has yet to be described in the published literature. Implementation
continues to be successful in emergency department settings despite many potential barriers in
this fast-paced environment (Ballard et al., 2017, Horowitz et al., 2012). One recent study
implemented screening on two inpatient pediatric units with a 44% screening rate during the
pilot period. Sixty-five percent of the registered nurses who administered the screening tool
denied discomfort with asking and talking about suicide with their patients (Inman, Matthews,
Butcher, Swartz, & Meadows, 2019). Successful implementation in these settings have given
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experts confidence in expanding suicide screening to outpatient settings (Brahmbhatt et al., 2018,
“Detecting and treating suicide”, 2016).
Theoretical Framework
As the advanced practice nurse (APRN) prepared for implementation of the practice
change, suicidal risk was explored using Thomas Joiner’s interpersonal-psychological theory of
suicide (IPTS) which attempts to explain the phenomenon of suicidal desire (Joiner, 2005).
According to this theory, three concepts are interconnected with suicidal desire: perceived
burdensomeness, thwarted belongingness, and acquired capacity for suicide (see Appendix C).
Perceived burdensomeness is feeling like a liability to others (Stewart, Eaddy, Horton, Hughes,
& Kennard, 2017). If a young person does not experience success in their home, school, or social
environment, their sense of competency is weakened, and their feelings of burdensomeness are
reinforced (Hill & Pettit, 2013). The second concept, thwarted belongingness, is a perceived lack
of relationships or connectedness with others (Hill & Pettit, 2013) and is highly associative with
suicidal desire in the adolescent population (Buchman-Schmitt, Chiurliza, Chu, Michaels, &
Joiner, 2014; Chu et al., 2017; Stewart et al., 2017). Belongingness is considered a basic human
need and, if unmet, negatively impacts psychological health by impairing self-regulation and
increasing threshold for pain (Van Orden, Witte, Gordon, Bender, & Joiner, 2008). When an
individual experiences these concepts of thwarted belongingness and perceived burdensomeness
concurrently, they are at a heightened risk for suicidal intent.
Finally, acquired capacity for suicide is when an individual has the ability to block out
their innate drive for self-preservation (Van Orden et al., 2008). If acquired capacity for suicide
overlaps with suicidal desire, the individual is at high risk for engaging in suicidal behavior
(Joiner, 2005).
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The IPTS theory reinforced the APRN’s selection of the ASQ suicide screening tool for
the pediatric GI clinic as the tool directly address the concepts described by the theory. Questions
1 and 3 ask about suicidal desire, question 2 addresses perceived burdensomeness, and question
4 determines if the individual has ever had the acquired capacity for suicide in the past.
Analyzing the ITPS allows the APRN to better understand why the ASQ screening tool has been
effective in identifying young persons at risk for suicide. The knowledge of suicidal desire
within the context of the IPTS theory supported the successful implementation of suicide
screening in the pediatric GI outpatient setting.
Methods
The quality improvement project sought best practice in suicide prevention for the
adolescent population by implementing universal suicide screening with the ASQ (Appendix B).
The population to be affected by the practice change was patients ages 10-21 presenting to an
interdisciplinary pediatric GI clinic affiliated with a large urban academic medical center on the
east coast. Children as young as age 10 years were included based on expert opinion
(Brahmbhatt et al., 2018) and recent data reporting a positive screening rate of 7.1% for children
ages 10-12 years old (Lanzillo et al., 2019). Patients were excluded from screening if a parent or
guardian refused or if the patient was unable to answer screening questions due to developmental
delay.
The practice change was executed by altering several structures and processes in the
pediatric GI clinic and formulating an implementation timeline (Appendix G) with specific
strategies and tactics to support the changes. The screening process was initiated by the clinic’s
social worker who would ask the guardian to step out of the room and administer the ASQ. The
results were recorded on paper and given to the GI nurse practitioner to record in the patient’s
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EHR because the social worker did not have access to the EHR. Patients were stratified into
three risk groups: negative screen (no identified risk), non-acute positive screen (potential risk),
and acute positive screen (imminent risk). Negative screens required no further action. Acute
positive screens had to be sent to the emergency department for emergent psychiatric evaluation.
All non-acute positive screens required the provider and/or social worker to perform a BSSA
(see Appendix D) to assist the clinicians in collecting more information about the patient’s risk
and protective factors and determine an appropriate follow-up plan. Prior to discharge from the
clinic, the clinicians worked with the families to develop a safety plan (see Appendix E) and
referrals. The screening process is described with a flow chart in Appendix F.
The ASQ and BSSA assessments were constructed in the EHR as smart phrases so the
provider could transcribe the paper results into the patient’s permanent record. This structural
change was chosen not only to support sustainability of the screening process but to inform all
providers caring for the adolescent of their suicide risk status and to streamline data collection.
Prior to implementation, the GI clinicians were informed on the current state of suicide
among the adolescent population and the literature’s support of screening for suicidal risk at
every health care encounter (see Appendix H for lesson plan). This education was reinforced
with case scenarios (Appendix I) and the opportunity to ask questions and address concerns with
a social worker who has much experience evaluating young people for suicide. The clinicians
practiced administering the screening tool, performing a BSSA, and determining appropriate
follow up. Additionally, staff demonstrated competency in documenting the screening tool,
BSSA, and follow up information in the EHR. Effectiveness of the learning tactics was evaluated
using a Likert scale (see Appendix J) with the goal that 100% of clinicians would “agree” or
“strongly agree” they were confident in their ability to implement the practice change. As a last
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step prior to implementation, the APRN met individually with the pediatric GI clinicians to
address any questions or concerns prior to implementation.
In order to inform patients and families about the importance of suicide screening,
educational posters (see Appendix K) were placed in patient rooms and questions were
encouraged by providers. Families also received an informational brochure (see Appendix L) if
their child screened positive to provide further facts about suicide and to reinforce the
importance of talking with their child about suicide and following through with recommended
outpatient therapy.
Data was collected weekly during the eight-week implementation period and was
compiled into an Excel audit spreadsheet. Data collected included patient’s visit date, age,
ethnicity, gender, screening eligibly, ASQ completion, risk score (acute, non-acute, negative),
and BSSA completion and disposition for non-acute screens. Interim data was shared with staff
at three week intervals to discuss barriers and facilitators related to the screening process,
documentation, and referrals. During these meetings, staff were rewarded with homemade baked
goods if they achieved 100% screening during the previous three weeks of data collection. The
data was analyzed by the APRN using run charts (see Appendix M) and descriptive statistics to
look for trends in screening and positive screening results.
Results
During the eight weeks of implementation, sixteen patients were eligible for screening.
Of these sixteen patients, one parent refused screening for their child, and ten of the remaining
fifteen patients had documentation of screening in the EHR (see Table 2). Patients screened were
ages 10-18 years, majority male (60%) and African American (50%), and 80% screened
negative, indicating no risk detected. Two patients were screened as non-acute positive,
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suggesting potential risk for suicide. One patient was provided with outpatient mental health
resources and a safety plan, and the other patient was encouraged to continue with their current
therapy. No patients were identified as acute positive (imminent risk for suicide). There was no
missing data to exclude. Patient demographics and results are further described in Table 3 and
Figure 2.
A run chart (see Figure 1) demonstrates a 100% screening rate during the first five weeks
of implementation followed by a steep decline in screening during the final three weeks resulting
in an overall screening rate of 67%. The project likely succeeded at the beginning of
implementation due to the small number of clinicians who were involved in the QI project and
their demonstrated commitment to the goals of the project. Several factors likely contributed to
the decline. The two-step screening documentation process proved to be cumbersome as the
implementation progressed. There were several instances in the final three weeks when the
screening had been completed by the social worker on paper but was not transcribed to the EMR
which translated to a missed screening for data collection purposes. The decline also started the
week of Thanksgiving, suggesting the holiday break may have disrupted the flow of screening
and threw the team off track for the remainder of implementation.
Discussion
This quality improvement project demonstrates initial support for the feasibility of
universal suicide screening in the pediatric subspecialty setting. Though providers were initially
hesitant about screening, education about current rates of suicide and the role of screening in
suicide prevention was successful in gaining support for the practice change. Providers’ concern
for lack of mental health training was diminished following education about the components of a
BSSA and practicing with case study examples to build up clinician confidence.
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The findings of this quality improvement project are limited by small sample size, but the
GI clinic did identify a higher percentage of patients who screened positive for suicidal risk
compared to the general medical population (20% versus 4% respectively) as projected by the
literature. Of the two adolescents identified for potential risk of suicide, both were classified as
non-acute positive screens because they had attempted suicide in the past. A previous suicide
attempt suggests a time where the patient had the acquired capacity for suicide which, when
coupled with suicidal ideation, puts the patient at risk for suicidal behavior in the future as
described by Joiner’s IPTS. One study found 25-33% of youth who died from suicides were
preceded by one or more suicide attempts (Bilson, 2018). This has been found markedly true
among males who have a 30-fold increase of dying by suicide if they have previously attempted
suicide compared to those who never have (Bilson, 2018). Of the two young men who had
previous suicide attempts, both denied current or recent suicidal ideation (questions 1-3). One
patient already had adequate follow-up with mental health care, but the other patient had never
received psychiatric health care services. This example highlights the value of universal suicide
screening in the early identification of at risk adolescents.
The multidisciplinary GI clinic was ideal for developing a pilot QI project in an
outpatient setting because of the low patient volume and resulting availability of time spent with
each patient. The project was strengthened by the clinicians’ enthusiasm for the practice change.
The clinic social worker had prior experience evaluating adolescents for mental health problems
and was therefore a strong resource for the nurse practitioner and physician. The project was also
strengthened by the availability of psychiatric resources due to its urban setting as compared to a
more rural clinic location.
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Limitations of the QI project included small sample size and variance in attendance at the
clinic over the implementation phase. The percentage of patients screened during the eight-week
implementation period may have reached the 100% goal if the social worker had had access to
the EMR to enter screening results independently rather than the 2 step process necessitating
provider data entry. Screening refusal occurred only once, but more accessible education for
families on the purpose and importance of screening may have eliminated this parent’s
apprehension.
Conclusions
This DNP project demonstrates the feasibility for suicide screening implementation in the
pediatric subspecialty setting using the ASQ tool. Universal screening was able to identify two
patients potentially at risk for suicide and link them to community mental health resources. The
sustainability of this project is dependent on the clinicians’ commitment to screening following
the initial implementation period. The GI clinicians remain positive about screening and have
expressed willingness to assist in implementation of the ASQ screening tool in other outpatient
clinics. Future QI projects could be aimed at spreading implementation of the screening tool at
other subspecialty clinics within the organization.
The documentation of the ASQ tool in the EHR was initially created as a structure
change to support sustainability but appeared to have a paradoxical affect as it complicated the
documentation process. Future QI projects could create a more user-friendly way to document
the screening results in the EHR to improve clinician documentation compliance. Another
suggestion for future work is to more fully utilize the capabilities of the EHR system such as
suggesting for the clinician to add a mental health diagnosis to the child’s medical history or to
alert the patient’s primary care provider. Either of these options would improve the EHR’s
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ability to communicate important information to all health care providers involved in that
patient’s care and therefore maximize the chance of that at risk patient receiving the support they
need.
This project emphasizes the important role all health care providers have in mental health
screening. Clinicians should become comfortable screening and assessing for suicide regardless
of their educational or training background because screening is a crucial step to preventing
suicide and ultimately saving lives.
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Table 1
Evidence Review Table
Author and
Date

Study
Design

Sample

Method

Findings

Horowitz
et al.
(2012).

Prospective,
crosssectional
instrument
development
study

Participants answered
17 questions about
suicide and were
assessed using the
Suicidal Ideation
Questionnaire. Logistic
regression models and
C statistics used to
measure the predictive
ability of each question
to evaluate for suicide.

Horowitz
et al.
(2014).

Expert
opinion

524 (344
medical /
surgical and
180
psychiatric)
patients ages
10-21
presenting to
three urban
pediatric
emergency
departments
N/A

Ballard et
al. (2017).

Retrospective
cohort study

970 patients
ages 8-18
presenting to
an urban
pediatric
emergency
department
with
psychiatric
complaints

Participants answered
the 4 questions of the
ASQ suicide screening
in triage. Univariate
analyses of nursing
compliance with
screening and
characteristics of
screening results (both
positive and negative
screenings) to evaluate
the implementation of

4 screening questions were found
to be the best predictors of
suicidal risk:
- Sensitivity of 96.9%
- Specificity of 87.6%
- Negative predictive values of
99.7% (medical/surgical
patients) and 96.9%
(psychiatric patients).
These 4 questions make up the
Ask Suicide-Screening Questions
(ASQ) tool.
Two assumptions are addressed:
1. Strategies for screening
adolescents should be tailored
to their developmental stage.
2. Instruments to be utilized for
screening must be:
- Developed for youth
- Developed and tested
specifically for suicide risk
detection
- 53% of psychiatric patients with
complaints unrelated to suicide
screened positive for suicide risk.
These patients were more likely
to be male, African-American,
and have a bipolar diagnosis or
externalizing behaviors.
- ASQ had a 83% sensitivity for
predicting which patients would
return to the ED for suiciderelated chief complaints

Addresses the National
Action Alliance for
Suicide Prevention’s
Research Prioritization
Task Force’s Aspiration
Goal 2 (screening for
suicide risk) as it relates
to adolescents.

Limitations

Level

Quality

Convenience sampling
could introduce bias
into findings
- Emergency department
rather than sub-specialty
setting.
- Lacking longitudinal
follow-up to see if those
who screened positive
were more likely to
attempt suicide after
discharge
- No experimental
component/no new data
shared

III

A

IV

B

III

B

-

-

-

Sample of psychiatric
patients in emergency
department –
questionable
applicability to
inpatient medical
patients
Parents were allowed
to stay in room – may
have biased responses

SUICIDE SCREENING IN PEDIATRIC GASTROENTEROLOGY

21

the ASQ suicide
screening tool.
Ballard et
al. (2012).

Qualitative
phenomenological study

“Detecting
and
treating
suicidal
ideation”,
(2016).

Case Report

Brahmbhatt
et al.
(2018).

Clinical
Practice
Guideline
from the
American
Academy of
Child and
Adolescent
Psychiatry
(AACAP)

156 patients
ages 10-21
presenting to
an urban,
tertiary
pediatric
emergency
department
(68% nonpsychiatric
complaints,
32%
psychiatric
complaints)

Participants were
interviewed regarding
their opinions on being
asked about suicide in
the emergency
department after they
had just been screened
for suicide using the
ASQ
(i.e. Had you ever been
asked about suicide
before today?, Do you
think it is a good idea
for nurses to ask kids
about suicide?)

N/A

Sentinel event issued by
Joint Commission in
review of recent suicide
trends in the United
States.

N/A

Reviewed the available
evidence and created
pathways for screening
pediatric patients for
suicide in the medical
inpatient setting.

- 96% of participants agreed
nurses should ask about
suicide.
- Only 35% reported they had
ever been asked about suicide
before.
- Themes identified:
1. Identification of at-risk
youth
2. Desire to feel known and
understood by clinician
3. Connection of youth with
mental health resources
4. Prevention of suicidal
behavior
5. Lack of people to speak with
about these issues
Recommends patients are to be
screened for suicidal ideation at
every interaction with a health
care clinician, including hospital
inpatients. Reminds clinicians
that there is not a typical suicide
victim therefore universal
screening is imperative.
ASQ chosen as recommended
screening tool. If acute-positive
screen, patient requires immediate
full suicidal safety assessment by
mental health provider. If nonacute positive screen, patient
requires brief suicide safety
assessment by a provider
(MD/NP/PA) to determine if a
full suicidal safety assessment is
warranted.

-

-

-

-

-

Convenience sample
from a single
emergency department
Results may be biased
towards suicide
screening as patients
had to agree to
participate in suicide
screening before they
could participate in the
qualitative part of the
study.

III

B

Not specific to
pediatric population
No experimental
component

IV

B

Acknowledges
limitations in higherlevel evidence
Much of the mentioned
evidence is from the
emergency department
setting rather than a
sub-specialty setting

IV

A
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Inman et
al. (2019)

Descriptive
study of
nurses’
comfort in
asking ASQ
suicide
questions

Number of
nurses
trained to
use tool not
stated. 67
inpatient
pediatric
patients
(med-surg,
diabetes,
hem-onc)
ages 12 and
over were
screened
during 6
week pilot.

Pediatric nurses were
trained on ASQ
screening tool and
asked to screen all new
admissions. Nurses
self-evaluated their
comfort and ease in
using the tool as well as
confidence in
supporting a patient
who may express
suicidal thoughts.

Pre- and post-test scores from the
nurses were not significantly
different.
65% of nurses did not have
concerns working with patients
with suicidal thoughts.
60% of nurses felt very
comfortable asking about suicidal
thoughts and previous attempts.
67/152 admissions screened
(44%). 1 non-acute positive
screen (1%). No acute positive
screens.

22
-

Did not include
patients ages 10-11.
Number of nurses in
study never divulged.
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Table 2
ASQ Screening Compliance (n=16)
Category
Number (%)
Parent Refusal
Yes
1 (6%)
No
15 (94%)
ASQ Screening completed in EHR?
Yes
10 (67%)
No
5 (33%)
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Table 3
Demographics of Patients Screened using ASQ (n=10)
Category
Age
<13
13-15
16-18
>18
Gender
Female
Male
Ethnicity
African American
Caucasian
Hispanic
Unknown
Screening Result
Negative
Non-Acute Positive
Acute Positive
BSSA Completion (n=2)
Yes
No
Mental Health Referral (n=2)
Yes, referral made
No, resources in place

Number (%)
3 (30%)
3 (30%)
4 (40%)
0
4 (40%)
6 (60%)
5 (50%)
2 (20%)
2 (20%)
1 (10%)
8 (80%)
2 (20%)
0
2 (100%)
0
2 (100%)
0
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Figure 1
ASQ Screening Run Chart
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Figure 2
Pediatric GI Clinic ASQ screening results
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Appendix A
PRISMA FLOW diagram of literature search

Articles identified by searching
PubMed and CINAHL
(n = 31)

Article from Joint Commission
reporting website
(n = 1)

Articles retrieved
(n = 32)

Articles to be assessed for
eligibility
(n = 26)

Studies included in
evidence review
(n = 6)

Records to be excluded
based on limiters:
2009-2019, English
language
(n = 6)

Articles excluded:
Unrelated to topic (2), not
specific to screening (4), case
study of one patient (2), only
applicable to emergency
department (3), not pediatric
focused (6), not United States
(3)
(n = 20)
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Appendix B
Ask Suicide-Screening Questions (ASQ) Screening Tool from the NIMH Toolkit
Say to parent/guardian:
“National safety guidelines recommend that we screen all kids for suicide risk. We ask these
questions in private, so I am going to ask you to step out of the room for a few minutes. If we
have any concerns about your child’s safety, we will let you know.”
Ask the patient:
1. In the past few weeks, have you wished you were dead?
2. In the past few weeks, have you felt that you or your family would be better off if you
were dead?
3. In the past week, have you been having thoughts about killing yourself?
4. Have you ever tried to kill yourself? If yes, how? When?
If the patient answers yes to any of the above, ask the following question:
5. Are you having thoughts of killing yourself right now?
Next steps:
• 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).
•

If patient answers “Yes” to any of questions 1 through 4, or refuses to answer, they are
considered a positive screen. Ask question #5 to assess acuity:
o “Yes” to question #5 = acute positive screen (imminent risk identified)
▪ Patient requires a STAT safety/full mental health evaluation.
▪ Patient cannot leave until evaluated for safety.
▪ Keep patient in sight. Remove all dangerous objects from room. Alert
physician or clinician responsible for patient’s care.
o 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 is needed. Patient cannot leave until evaluated
for safety.
▪ Alert physician or clinician responsible for patient’s care.
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Appendix C
Diagram of Joiner (2005)’s interpersonal-psychological theory of suicide

30
SUICIDE SCREENING IN A PEDIATRIC UNIT
Appendix D
Brief suicide safety assessment (BSSA)
Section

Low Risk

Mild Risk

Moderate Risk

High Risk

☐ Often, not
intense

☐ Frequent
suicidal thoughts

☐ Preoccupied
with suicidal
thoughts

☐ Minimal
intent/plan

☐ Moderate
intent/ plan

☐ Clear
intent/plan

Lethality of plan or ☐ Not lethal
attempt
or no plan

☐ Not lethal

☐ Possible lethal

☐ Lethal if acted
on

Prior attempts/self- ☐ None
injurious behavior

☐ Greater than
12 months

☐ 6-12 months
ago

☐ Less than 6
months ago

Suicide Inquiry
Suicidal ideation
☐ Some
(frequency,
fleeting
intensity, duration) thoughts,
passive wish
or no SI
Intent/Plan to die

☐ No
intent/plan

Symptoms
Mood disorder and ☐ None
symptom severity

☐ History of
☐ History of
mood symptoms major depressive
disorder or bipolar
disease

☐ Current major
depressive
disorder with
severe symptoms

Hopelessness

☐ Hopeful

☐ Some hope

☐ Ambivalent

☐ Hopeless

Anxiety and
symptom severity

☐ None

☐ History of
anxiety
symptoms

☐ History of
major anxiety
disorder

☐ Current major
anxiety disorder
with severe
symptoms

Impulsivity
(including ADHD

☐ None

☐ Mild

☐ Moderate

☐ Severe
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diagnosis) and
aggression
Substance Abuse

☐ None

☐ Occasional
use

☐ Abuse

☐ Dependence

☐ less than 6
years of age

☐ 6-9 years of
age

☐ 10-14 years of
age

☐ 15-24 years of
age

☐ Few
adjustment
difficulties; good
social support

☐ Multiple
adjustment
difficulties;
limited support

☐ Family/Peer
rejection, bullying
victim, co-morbid
conditions

Risk Factors
Age

Sexual
☐ None
development/Orien
tation
concerns/Gender
concerns
Family adversity /
Family history

☐ Stable /
Intact; no
discord

☐ Family
discord
involving
arguments

☐ Family history
of mood disorders,
substance abuse,
recent separation,
multiple family
moves

☐ Family history
of suicidal
behavior,
impulsive,
aggression,
violence, neglect

School / Social
functioning
(academic
difficulties, bully
victim, poor peer
relations)

☐ None

☐ Mild

☐ Moderate

☐ Severe

Loss / Trauma
(physical or sexual
abuse, witness to
violence)

☐ None

☐ Moderate

☐ Serious

☐ Multiple

Precipitants
(romantic breakup, legal/
disciplinary
problems

☐ None

☐ Mild

☐ Moderate

☐ Severe
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☐ Difficult
access

☐ Easy access

☐ Possesses

External Factors
☐ Good;
(social supports
specify:
parent-child
connection,
parental
supervision &
availability, school
connection, nondeviant peer group,
therapeutic
relationships,
safety plan)

☐ Some;
specify:

☐ Few; specify:

☐ Little/None;
specify:

☐ Good;
specify:

☐ Some;
specify:

☐ Few; specify:

☐ Little/None;
specify:

Access to lethal
means (firearms
medications)

☐ None

Protective Factors

Internal Factors
(optimism, coping
skills, spiritual
beliefs, frustration
tolerance)

Global Assessment of Risk (based on clinical judgement)
Risk Stratification (optional):
Rationale for Global Assessment (include details of risk):
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Disposition/Aftercare Plan
☐ Guardians participated in safety planning to reduce current risk and are in agreement with
plan
☐ No further intervention is necessary at this time
☐ Mental health referrals/psychoeducation provided
☐ Full behavioral health evaluation needed
☐
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Appendix E
Safety Planning Worksheet
STEP 1: Warning signs or possible triggers that a crisis might be developing (thoughts, images,
mood, situation, behavior)
1.
2.

STEP 2: Internal Coping Strategies - Things I can do to take my mind off my problems without
contacting another person (e.g., relaxing activities)
1.
2.

STEP 3: People and social settings that provide distraction (Names and phone numbers)
1.
2.

STEP 4: People who I can ask for help
1.
2.

STEP 5: Professionals or agencies I can contact during a crisis
Clinician Name:
Clinician Emergency Contact Number:

National Suicide Prevention Lifeline (Available 24 Hours every day)
Call: 1-800-273-TALK (1-800-273-8255)
En Español: 1-888-628-9454
Chat: http//www.suicidepreventionlifeline.org/GetHelp/LifelineChat.aspx
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National Crisis Text Line – Text “HOME” to 741-741 to text confidentially with a trained
crisis counselor
Local Urgent Care Services: Baltimore Child and Adolescent Response System (BCARS):
24/7 hotline 410-752-2272
Additional Phone numbers by Maryland are available in the link
http://www.suicide.org/hotlines/maryland-suicide-hotlines.html
If you feel this is an extreme emergency, please:
Call 911
OR
Go to your nearest Emergency Room

STEP 6: Making the environment safe for myself and/or others
1.

Lock up / remove all firearms / potential weapons (i.e.: box cutters, razor blades, knives)

2.

Lock up / remove prescriptions, over the counter medications, herbals and supplements.

***The one thing that is most important to me and worth living for is:
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Appendix F
ASQ Suicide Screening Tool Flowsheet in Pediatric GI Clinic
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Appendix G
Timeline for Project Implementation
July 2019 – IRB approval via email to proceed with DNP project implementation phase
September 10, 2019 – Formal education session: ASQ tool review, screening process, how to
document in EPIC, how to further evaluate a non-acute positive screen (BSSA) -- Presented by
DNP student and Justin Turner, LMSW
September 17, 2019 – Demonstration of competency: Case scenarios to practice using EPIC to
document ASQ screening results. One-to-one meetings: Meet with clinicians to discuss any
concerns they have prior to implementation. Complete Confidence in Practice Change
assessment (see Appendix J). Hang educational posters for patients/families in clinic (see
Appendix K).
October 22, 2019 – Reminders and Rewards: Implementation team will receive reminders that
implementation begins today and will receive a reward for their first successfully completed
screening tool.
November 4, 2019 – Data Reports and Rewards: Data will be disseminated to implementation
team to evaluate their own progress, and a reward will be given out if the team hits goal of
screening 80% of patients.
November 25, 2019 – Data Reports and Rewards: Data will be disseminated to implementation
team to evaluate their own progress, and a reward will be given out if the team hits goal of
screening 90% of patients.
December 10, 2019 – Data collection ends.
December 17, 2019 – Data Reports and Rewards: Data will be disseminated to implementation
team to evaluate their own progress, and a reward will be given out if the team hits goal of
screening 100% of patients.
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Appendix H
Lesson Plan for 9/10/19
Learning objectives:
● Learners will be able to:
o State the importance of asking suicide-related questions to youth ages 10-21 in the
GI clinic setting
o Discuss the validity of the Ask Suicide-Screening Questions (ASQ) tool in the
literature
o Determine which patients are appropriate for the ASQ screening tool
o Explain how to administer the screening tool and how to categorize the patient’s
risk score based on their ASQ responses (acute positive, non-acute positive,
negative)
o State the process for an acute positive screen
o Complete a brief suicide safety assessment for patients who are a non-acute
positive screening
o Explain possible dispositions for a non-acute positive screen based on the BSSA
findings
Content outline:
● Suicide statistics
● Debunking myths about suicide screening
● Why screen patients in an outpatient GI clinic?
● ASQ screening tool
● EHR documentation
● BSSA
● Process Map
● Scripting for asking about suicide
● Role of screening
● Follow-up
Method of instruction:
● Power point presentation
Time spent:
● 15-20 minutes
Method of evaluation:
● Case scenarios (Appendix I), Confidence in Practice Change assessment (Appendix J)
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Appendix I
Case Scenarios
Case Scenario #1: 16 y.o. female’s responses
In the past few weeks, have you wished you were dead?
No
In the past few weeks, have you felt that you or your family would be better off if you were
dead?
Yes
In the past week, have you been having thoughts about killing yourself?
Yes
Have you ever tried to kill yourself?
No
(Ask 5th question because there is a “yes” to at least one of the previous questions):
Are you having thoughts of killing yourself right now?
No
Result of screening:
Positive non-acute screen (potential risk identified)
Brief suicide safety assessment (BSSA):
Frequency: 1x this past week after failing English test
Suicide plan: Thought about shooting myself with a gun. Father has gun at home but it is locked
in a cabinet and I don’t have the keys.
Past behavior: None
Symptoms: Stress about getting into college, anxiety about failing class, more difficulty falling
asleep, no alteration to appetite, no substance abuse, no isolation/anhedonia
Social support/stressors: School is stressful, no changes at home/friends/bullying. Says will talk
with a trusted adult if these feelings would return. Family, friends, future as reasons for living.
Safety Plan:
1. Will talk with my mom and/or aunt if these feelings arise again
2. Coping strategies – go on a walk, listen to music, journal
3. Discuss restricting lethal means at home with parent
4. Do you think you need help to keep yourself safe?
No
Disposition:
1. Help patient make appointment for therapy to learn stress-reduction techniques to reduce
anxiety r/t school.
2. Give suicide resources brochure.
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Case Scenario #2: 18 y.o. male’s responses
In the past few weeks, have you wished you were dead?
No
In the past few weeks, have you felt that you or your family would be better off if you were
dead?
No
In the past week, have you been having thoughts about killing yourself?
No
Have you ever tried to kill yourself?
Yes – when I was 15, I took a bunch of pills and went to the emergency room.
(Ask 5th question because there is a “yes” to at least one of the previous questions):
Are you having thoughts of killing yourself right now?
No
Result of screening:
Positive non-acute screen (potential risk identified)
Brief suicide safety assessment (BSSA):
Frequency: None
Suicide plan: N/a
Past behavior: Suicide attempt in past – sees counselor once a month
Symptoms: Doing well
Social support/stressors: Stressful family and school situations but excited about his future and
will discuss any thoughts of suicide with his parents or counselor if they would reoccur
Disposition:
1. Continue outpatient therapy.
2. Give suicide resources brochure.
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Appendix J
Confidence in Practice Change
1. I am able to use the ASQ screening tool.
Strongly disagree

Disagree

Slightly disagree

Slightly agree

Agree

Strongly agree

2. I am able to perform a brief suicide safety assessment for a patient who has a non-acute
positive ASQ score.
Strongly disagree

Disagree

Slightly disagree

Slightly agree

Agree

Strongly agree

3. I am able to complete a safety plan for a patient who has a non-acute positive ASQ score prior
to their discharge from the clinic.
Strongly disagree

Disagree

Slightly disagree

Slightly agree

Agree

Strongly agree
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Appendix K
Educational Poster for Patients and Families
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Appendix L
Suicide Education & Resources Brochure
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Appendix M
Table M1
Data Collection Audit Tool
ID
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16

Date
9/10/2019
9/10/2019
10/22/2019
10/22/2019
10/29/2019
10/29/2019
11/5/2019
11/12/2019
11/12/2019
11/19/2019
11/26/2019
11/26/2019
11/26/2019
12/3/2019
12/10/2019
12/10/2019

Sex

Age
0
0
0
1
0
0
0
0
1
1
0
0
1
1
0
1

Ethnicity
16
10
12
12
16
17
10
13
13
14
17
13
16
20
12
14

Appropriate
3
1
4
1
3
1
1
1
3
1
4
1
5
5
1
3

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

Screening
1
0
1
1
3
1
1
1
1
1
1
0
1
0
0
0

Risk

Table M2
Variable Labels
ID
Date
Sex

Patient identifier number
Date of patient encounter
sex
0 - male
1 - female
Age
age
Ethnicity
Ethnicity
1 - African American
2 - Asian
3 - Caucasian
4 - Hispanic
5 - Other
Appropriate Is patient appropriate for screening?
0 - no, developmental or cognitive delay
1 - yes
Screening
Was the ASQ screening completed and documented in EHR?
0 - no
1 - yes
2 - Screening not appropriate (do not count in totals)
3- Screening refused (do no count in totals)
Risk
ASQ risk stratification
0 - screening tool not completed

BSSA
2
0
1
1
0
1
1
1
1
2
1
0
1
0
0
0

Disposition
1
2
2
2
2
2
2
2
2
1
2
2
2
2
2
2

2
6
6
6
6
6
6
6
6
3
6
6
6
6
6
6
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BSSA

Disposition

1 - no identified risk
2 - non-acute positive (potential risk)
3 - acute positive (imminent risk)
Was a BSSA completed for patients categorized as non-acute positive (potential risk)?
0 - no
1 - yes
2 - not necessary
What disposition was determined for any patient with positive screen?
0 - No disposition documented
1 - Set up with outpatient psychiatric services
2 - Continue with current psychiatric services
3 - Given suicide resource brochure only
4 - Walked to ED for full psychiatric evaluation
5 - Other
6 - Not necessary

