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May the sobering statistics, past and present, 
and the tragic death of every single youth 
who has died by suicide be a call to action. 
This book is dedicated to the caring adults 
who seek to better understand and support 
youth at risk for suicide – may you be 
empowered to uncover answers that lead to 
better interventions and systems of care; may 
you initiate critical conversations and 
provide compassionate support when it is 
needed; and may you take every opportunity 
to foster resilience and help youth navigate 
life’s challenges so that more lives can be 
saved. This book is also dedicated to suicide 
attempt survivors, suicide loss survivors, and 
all those impacted by suicidal thoughts and 
behaviors. Your experiences and your voices 
guide our work. We hope that these chapters 
contribute to a better understanding of 
suicide for readers and encourage policies 
that advance innovative and effective suicide 
prevention efforts in all communities.
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Preface

Suicide among youth in the USA has been, and continues to be, a public health 
crisis. Tragically, there have been persistent increases in youth suicide rates in 
recent years despite increased resources and effort directed at this problem. This is 
not to suggest that important work is not being done. Quite the opposite is true. As 
you will see throughout this volume, our knowledge of factors that place young 
people at risk for suicide is increasing, and our ability to identify, assess, and treat 
youth at imminent risk is improving. Additionally, understanding the wide array of 
cultural contexts that dynamically in#uence risk and protective factors drives a 
pressing need for more research and interventions that are more culturally applica-
ble to understudied and underserved populations that may be at highest risk. Despite 
these advances, there are many gaps in what we know about youth suicide and how 
that is communicated to the public, disseminated in our communities, and translated 
into effective reduction of suicide and suicidal behavior.

The goal of this volume is to provide clinicians, researchers, policy makers, or 
anyone passionate about suicide prevention research with current information 
across key domains of youth suicide prevention in a digestible format. The chapters 
included in this volume are not intended to provide an all-encompassing examina-
tion of respective topics; rather, authors summarize current research, identify exist-
ing gaps in science and practice, and provide recommendations for future research, 
training, practice, and policy. This format was chosen intentionally so that individu-
als could pick a topic and quickly understand what subject matter experts in that 
!eld deem to be the most pressing issues with perspective on how to meaningfully 
advance youth suicide prevention efforts.

Chapters in this volume are grouped according to similar interests, and readers 
may choose to focus on chapters of speci!c sections. Nevertheless, we encourage 
readers to spend time with all the chapters, as each offers unique insight to advanc-
ing youth suicide prevention and policy efforts. While there is much progress yet to 
be made, years of research have built a foundation which can serve as a roadmap 
moving forward. Topics addressed in this volume include:
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• Foundations of youth suicide prevention
• Suicide prevention and postvention in school settings
• Suicide-speci!c interventions
• Cultural considerations and speci!c populations
• Improving quality of suicide care across systems
• Incorporating lived experience perspective into research and practice

This series addresses a large range of topics; however, due to limited space, it is 
not inclusive of all the current efforts in suicide prevention. While not included in 
this series, we encourage readers to also inform themselves of other noteworthy 
suicide prevention efforts, such as social media campaigns and other preventative 
treatment options. We would also like to call attention to the Blueprint for Youth 
Suicide Prevention, located on the American Academy of Pediatrics website (www.
aap.org/suicideprevention).

At times, the challenges of reducing suicide may seem insurmountable. Yet, the 
sobering statistics of youth suicide amplify the continued need for a call to action. 
It is our belief that the chapters in this volume, drawing from the wisdom and expe-
rience of some of the country’s leading suicide prevention experts and voices of 
lived experience, provide guidance on how we can continue to improve prevention 
efforts and save lives. Our hope is that this volume accelerates the pace of youth 
suicide prevention efforts and encourages readers to embrace their role in suicide 
prevention. Every one of us can make a difference.

Columbus, OH, USA John P. Ackerman
Bethesda, MD, USA Lisa M. Horowitz

Preface
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Chapter 1
Epidemiology of Suicide and Suicidal 
Behavior in Youth  

Donna A. Ruch and Jeffrey A. Bridge

Suicide is the second leading cause of death among youth aged 10–19 years in the 
United States (Centers for Disease Control and Prevention [CDC], 2020a). 
Following a steady decline since 1999, suicide rates in this age group increased 47% 
between 2010 and 2019 (from 4.2 to 6.6 per 100,000) (CDC, 2020b). The loss of a 
young life to suicide is a tragic event, leaving a lasting and devastating impact on 
families, friends, and communities. Although research has advanced many effective 
strategies to prevent youth suicide, continued efforts are needed to address this 
pressing public health problem. 

Suicidal ideation, de"ned as thoughts of ending one’s life, and suicide attempts, 
nonfatal self-injurious behavior with stated or inferred intent to die, are also com-
mon among youth and some of the strongest predictors of future suicide (O’Carroll 
et al., 1996). According to the 2019 Youth Risk Behavior Survey (YRBS), com-
pleted anonymously by US high school students, 1 in 5 youth indicated they had 
seriously considered suicide, and 1 out of 11 youth reported they attempted suicide 
at least once in the prior 12 months (CDC, 2020c). These numbers suggest that 
healthcare systems and schools should not only seek to identify youth at risk for 
suicide, but they should also be prepared to support them in a timely and compas-
sionate manner. Numerous risk factors are associated with suicide and suicidal 

D. A. Ruch (*) 
Center for Suicide Prevention and Research, Abigail Wexner Research Institute at Nationwide 
Children’s Hospital, Columbus, OH, USA
e-mail: Donna.Ruch@nationwidechildrens.org 

J. A. Bridge 
Center for Suicide Prevention and Research, Abigail Wexner Research Institute at Nationwide 
Children’s Hospital, Columbus, OH, USA 

Departments of Pediatrics, Psychiatry & Behavioral Health, The Ohio State University 
College of Medicine, Columbus, OH, USA
e-mail: jeff.bridge@nationwidechildrens.org

© The Author(s) 2022
J. P. Ackerman, L. M. Horowitz (eds.), Youth Suicide Prevention  
and Intervention, SpringerBriefs in Psychology, 
https://doi.org/10.1007/978-3-031-06127-1_1
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behavior including individual (e.g., psychopathology, prior suicidal behavior), fam-
ily (e.g., familial suicide, family discord, child maltreatment), and social (e.g., 
school-/peer-related problems) characteristics (Cha et al., 2018). This chapter will 
focus on recent developments in the epidemiology of youth suicide including trends 
in demographic subgroups and related risk factors. Knowledge of the complex 
interplay of factors contributing to youth suicide is highly relevant to the develop-
ment of effective prevention strategies. Therefore, this chapter seeks to set a founda-
tion of suicide epidemiology for the other chapters in this volume. 

 Age/Sex 

Developmental differences among youth in#uence the expression and rates of sui-
cidal thoughts and behaviors. Youth suicide rates increase with age, and males are 
more likely to die by suicide than females (Fig. 1.1). Between 2000 and 2019, youth 
suicide rates in males were three times higher than females and represented 77% of 
all suicide deaths in youth aged 10–19 years (CDC, 2020b). However, recent data 
reveals a narrowing gap between male and female youth suicide rates and age-
related sex disparities, with a larger relative increase in suicide rates among younger 
youth compared to older youth, especially in females (CDC, 2020b). Suicide rates 
among youth aged 10–14 years increased 100% between 2010 and 2019 (from 1.3 
to 2.6 per 100,000), compared to a 40% increase in youth aged 15–19 years (from 
7.5 to 10.5 per 100,000) (CDC, 2020b). Suicide rates in females aged 10–14 years 
showed the sharpest increase, with rates more than doubling during this timeframe 
(from 0.9 to 2.0 per 100,000; CDC, 2020b). Data further indicate a shift toward a 
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female). (Author’s own creation)
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more highly lethal method of suicide by hanging/suffocation in female youth, which 
could contribute to the observed increase in female suicide rates (CDC, 2020a). 
These "ndings potentially challenge the existing sex-related paradox of youth sui-
cidal behavior, where suicide rates are higher among males than females, yet 
females have higher rates of suicidal ideation and attempted suicide (Schrijvers 
et al., 2012).  

 Race/Ethnicity 

Studies also re#ect racial and ethnic disparities in rates of suicide and suicidal 
behavior among youth. American Indian/Alaska Native (AI/AN) youth in the United 
States have the highest rates of suicide (CDC, 2020b; see also Cwik et al., Chap. 16, 
this volume). In 2019, the age-adjusted suicide rate among AI/AN youth aged 
10–19 years in the United States (23.6 per 100,000) was nearly 3 times the rate for 
White youth (7.7 per 100,000) and over 4 times higher than rates for Black, Asian/
Paci"c Islander, and Hispanic youth (CDC, 2020b). Differences by race and ethnic-
ity have also been identi"ed in suicide rates among younger children. An analysis 
by Bridge et al. (2018) found the suicide rate in children younger than 13 years to 
be roughly two times higher for Black children compared with White children. An 
additional study examining suicidal behaviors among US high school students from 
1991 to 2017 showed a signi"cant increase in reported suicide attempts by Black 
youth, while "nding no change for White youth, and a signi"cant decrease for all 
other racial/ethnic groups (Lindsey et al., 2019). 

 Sexual and Gender Minority Youth 

Sexual and gender minority youth are at greater risk for suicide than their peers, 
even after controlling for other known risk factors (Raifman et  al., 2020; Johns 
et al., 2020; see also Rubin et al., Chap. 13, this volume). Data from the YRBS 
revealed signi"cantly more sexual minority than heterosexual youth reported sui-
cidal ideation (46.8% vs. 14.5%), a suicide plan (40.2% vs. 12.1%), and at least one 
suicide attempt (23.4% vs. 6.4%) in the past year (CDC, 2020c). Raifman et al. 
(2020) evaluated youth sexual orientation and suicide attempts among US high 
school students and found the proportion of youth reporting any same-sex sexual 
contact increased by 70%, from 7.7% in 2009 to 13.1% in 2017. Suicide attempt 
rates decreased in students identifying as sexual minorities during this period, but 
these students remained more than three times as likely to attempt suicide compared 
to heterosexual students in 2017 (Raifman et al., 2020). An additional study exam-
ined differences in risk and protective factors for suicidal ideation and suicide 
attempts among sexual minority subgroups in youth aged 12–17  years (Horwitz 
et al., 2021). Bisexual youth were associated with signi"cantly more suicide risk 

1 Epidemiology of Suicide and Suicidal Behavior in Youth
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factors (depression, trauma, victimization) and less protective factors (parent-fam-
ily connectedness, positive affect), along with elevated rates of both ideation and 
attempts compared to heterosexual and other sexual minority youth.  

 Suicide Method 

The most common suicide method among US youth aged 10–19 years has histori-
cally been by "rearms, followed by hanging/suffocation and self-poisoning (CDC, 
2020a). This trend has changed in recent years, partially attributable to increases in 
rates of suicide by hanging/suffocation. Although suicide rates by hanging/suffoca-
tion have increased in both males and females, the most notable increase occurred 
in females aged 10–14 years, with rates more than doubling from 0.66 per 100,000 in 
2010 to 1.4 per 100,000 in 2019 (CDC, 2020b; Ruch et al., 2019). Knowledge of 
method trends can inform targeted community suicide prevention efforts. 

 Psychopathology 

Although many environmental and social factors contribute to suicide risk, research 
consistently identi"es a signi"cant association between youth suicide and mental 
health, most commonly anxiety, mood, attention, behavior, and behavior disorders 
(Perou et al., 2013; Ghandour et al., 2019). Comorbidity of mental health issues and 
substance abuse disorders are also shown to signi"cantly increase the risk for youth 
suicide and suicidal behavior (Goldston et al., 2009). Notably, depression is strongly 
linked to youth suicidal thoughts and behaviors (Nock et al., 2013). Results from a 
national survey show the percentage of youth aged 12–17 years who experienced a 
past year major depressive episode increased from 9% in 2004 to 15.7% in 2019 
(SAMHSA, 2020). In a study comparing suicidal behavior and non-suicidal behav-
ior in youth with mental health conditions, a depression diagnosis was associated 
with a sixfold greater likelihood of suicidal ideation and attempts, independent of 
other diagnoses (Nock et al., 2013).

Previous suicidal behavior is one of the most signi"cant predictors of a future 
suicide attempt (Horwitz et al., 2015; Czyz & King, 2015). In a longitudinal study 
among youth receiving psychiatric emergency services, a history of suicide attempt 
was associated with a 4.8-fold increase for future attempts in an 18-month follow-
up period (Horwitz et al., 2015). A subsequent study of 13–17-year-olds hospital-
ized for suicidal behavior found youth with persistent suicidal ideation in the 
12 months after discharge were two times as likely to attempt suicide relative to 
youth whose suicidal ideation declined (Czyz & King, 2015). These "ndings point 
to the critical role of transition planning and a continuum of suicide care post-hos-
pitalization for high-risk youth (see Thomas et al., Chap. 15, this volume). 
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 Alcohol/Substance Abuse

Alcohol and substance abuse disorders contribute substantially to the risk for youth 
suicide (McManama et  al., 2014; Liu et  al., 2014). In a study of youth aged 
12–15  years, alcohol use did not differentiate suicidal youth from non-suicidal 
youth; however, relative to youth with suicidal ideation, youth who attempted sui-
cide had signi"cantly more frequent alcohol use (McManama et al., 2014). Illicit 
drug use is also shown to signi"cantly increase the risk for suicide attempts among 
youth, as well as the transition from ideation to attempt (Liu et al., 2014; Gobbi 
et al., 2019). In a study examining suicide attempts in intravenous and non-intrave-
nous illicit drug users aged 12–17 years, the odds of suicide attempt were three 
times as high among youth with a history of using by injection, compared to those 
who used the same substances through different methods (Liu et al., 2014). 

 Family Factors

Several family-related factors have been linked to youth suicide. A prospective 
study examining the familial transmission of suicidal behavior revealed offspring of 
parents with a history of mood disorders and suicide attempts had a "vefold 
increased odds of suicide attempt (Brent et al., 2015). An additional study of chil-
dren aged 9–10 years found family con#ict and low parental monitoring were sig-
ni"cantly associated with suicidal ideation even after controlling for demographic 
and psychosocial variables (DeVille et al., 2020). 

Studies further indicate parental loss from death, divorce, or abandonment 
increases the risk for suicide. In a sample of high school-aged youth, Timmons et al. 
(2011) examined the association between suicide attempts, feelings of belonging, 
and parental displacement, de"ned as a separation from parents or substantial dis-
ruption in the parent/child relationship. Results showed youth who experienced 
parental displacement and low feelings of belonging had the highest rates of suicide 
attempts (Timmons et al., 2011). 

A large body of research suggests child maltreatment is a signi"cant risk for 
youth suicide (Angelakis et al., 2020; Cha et al., 2018; Gomez et al., 2017). A study 
in youth aged 13–18 years found experiences of childhood abuse were associated 
with a 5.1 and 5.8 increase in suicidal ideation and attempt, respectively (Gomez 
et al., 2017), while a meta-analysis examining child maltreatment and youth sui-
cidal behavior found sexual abuse was the most signi"cant predictor of suicidal 
behavior (Angelakis et al., 2020). Youth with a history of sexual abuse were four 
times more likely to attempt suicide compared to youth who experienced other 
forms of abuse or neglect (Angelakis et al., 2020). 

1 Epidemiology of Suicide and Suicidal Behavior in Youth
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 Bullying

Bullying victimization and offending have also been identi"ed as important risk 
factors for youth suicide (Koyanagi et al., 2019; Alavi et al., 2017). Using data from 
48 countries, a global study found bullying victimization was associated with a 
threefold increased odds for a suicide attempt among youth aged 12–15  years 
(Koyanagi et al., 2019). An additional study assessed bullying and suicidal ideation 
in patients aged 12–17 years presenting to an emergency department with mental 
health issues (Alavi et al., 2017). Slightly more than 75% of youth indicated they 
experienced bullying at some point during their lives. Findings further revealed that 
victims of bullying were nine times more likely to report suicidal ideation than 
youth with no history of bullying (Alavi et al., 2017).  

 Media/Social Media Effects 

There is increasing evidence that time youth spend online and using social media 
can in#uence suicidal behavior but that these associations are complex. Duration of 
use and how content is engaged by youth is highly relevant. A systematic review 
investigating social media/internet use and suicide attempts in youth aged 
11–18  years found more frequent social media/internet use was associated with 
increased odds (1.03–5.10) for suicide attempt (Sedgwick et al., 2019). The same 
review highlighted cyberbullying and sleep disturbance as potential mediating fac-
tors for this association. In an additional review, up to 25% of studies suggested 
positive aspects of social media/internet use, revealing youth with a history of sui-
cidal behavior used the internet as a form of support and sense of community to seek 
help and connect with others (Marchant et al., 2017). 

Another concern is media contagion effects, referring to the media’s direct and 
indirect in#uence on youth suicidal behavior. Recent studies indicate that sensa-
tional reports on the suicide of a celebrity that disregard reporting guidelines 
(Niederkrotenthaler et al., 2020) and irresponsible "ctional accounts of suicide such 
as those found in 13 Reasons Why Season 1 (Bridge et al., 2020) may increase the 
rate of suicides in the population. Dunlop et al. (2011) examined contagion effects 
associated with online platforms and whether internet sites and social media exposed 
youth to information that might increase suicidal ideation. Among youth aged 
14–21 years, 79% reported being exposed to suicide-related content through family, 
friends, and traditional media and 59% through online sources (Dunlop et al., 2011).  

 Conclusions/Implications 

This brief review of epidemiology and recent trends in youth suicide highlights the 
need for future research aimed at identifying mechanisms related to individual, fam-
ily, and social in#uences that increase risk of suicidal thoughts and behavior. Suicide 
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prevention strategies that take both sex and developmental level into consideration 
and incorporate a culturally informed approach are critical. Evidence further sup-
ports the need for prevention efforts that address the distinct needs of sexual and 
gender minority youth and include improvements in lethal means restriction, abuse 
prevention, and targeted interventions to improve family and peer relations for vul-
nerable youth. 

While epidemiology has played a critical role in suicide surveillance, risk iden-
ti"cation, and intervention development to reduce youth suicide, opportunities exist 
to advance existing research methods to better inform suicide prevention strategies. 
Innovative data analytical techniques such as machine learning (see Wang et al., 
Chap. 3, this volume) and other applications of arti"cial intelligence are shown to 
more accurately predict suicide risk and identify individuals at the greatest need for 
intervention (Navarro et al., 2021; Walsh et al., 2018). Genome-wide association 
studies also offer a novel approach to suicide risk assessment by potentially detect-
ing genetic variations that contribute to suicidal behavior (Kimbrel et  al., 2018; 
Perlis et al., 2010). Given the recent increases in preteen suicide rates, psychologi-
cal autopsy studies can provide insight into speci"c risks associated with this age 
group to support early intervention (Ruch et al., 2019). Lastly, the "eld of epidemi-
ology may be uniquely positioned to address health inequities. Future efforts involv-
ing more diverse population data and comprehensive healthcare information can 
help target services for potentially high-risk underserved youth.   

Funding Details  Dr. Bridge receives research grant funding from the National Institute of 
Mental Health (NIMH), the Patient-Centered Outcomes Research Institute (PCORI), and the 
Centers for Disease Control and Prevention (CDC); he is also a member of the Scienti"c Advisory 
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Chapter 2
Neurobiology of Suicide in Children 
and Adolescents: Implications 
for Assessment and Treatment

Elizabeth D. Ballard and Maryland Pao

Emergency department visits for youth suicidal thoughts and behaviors are on the 
rise (Kalb et al., 2019), with the full impact of the recent COVID-19 pandemic on 
suicide rates still unknown. Given all that is at stake, children and adolescents with 
suicidal thoughts and behaviors need effective treatments. To maximize their effec-
tiveness, clinicians will bene"t from a range of treatments that are rapid, safe, and 
tailored to the speci"c clinical and biological needs of each patient. Unfortunately, 
regardless of age, there are few rapid pharmacologic or non-pharmacologic treat-
ments that have demonstrated immediate or lasting impact on suicidal thoughts and 
behavior. Options are even more limited for medication treatments for children and 
adolescents with suicidal thoughts, in part due to understandable concerns around 
enrolling minors into clinical trials with potentially negative and long-term effects 
on adolescent physiology and brain development. This cautious approach places 
clinicians in an untenable situation; they are asked to emergently treat youth with 
suicidal thoughts and behavior but do not have the requisite clinical tools and 
evidence- based standards from research. Consequently, clinicians cannot provide 
many suicidal youth with needed treatments without evidence-based guidance from 
potentially high-risk research and clinical trials. What follows is an overview of 
speci"c neurobiological and pharmacologic research focused on suicide risk and 
treatment. When possible, we highlight the particular needs of adolescents as dis-
tinct from adults in critical areas for future research.
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 Neurobiological Research of Adolescents at Risk of Suicide

First, any discussion of the neurobiology of suicide in adolescents should consider 
the role of brain development. The human brain does not fully mature until around 
age 24 years (Gogtay et al., 2004). Between childhood and adulthood, the adoles-
cent brain undergoes many changes that place adolescents at unique risk for impul-
sive emotional behavior. For example, the prefrontal cortex (PFC), which is involved 
in planning, impulse control, and executive functioning, is one of the last brain areas 
to fully mature and appears to develop at different rates in males and females 
(Hammerslag & Gulley, 2016). In contrast, limbic regions associated with emo-
tional reactivity, such as the nucleus accumbens and amygdala, are fully matured in 
adolescence (Casey et  al., 2008). Thus, the adolescent brain is “wired” to have 
strong emotional reactions, particularly to interpersonal interactions, at a time when 
their ability to plan and control impulses is less developed. This tendency toward 
reactive behaviors puts adolescents, particularly males, at risk for impulsive suicidal 
behavior. Research around functional magnetic resonance imaging (fMRI) and ado-
lescent suicide attempters has mostly focused on reactions to emotional stimuli, for 
example, brain reactivity to perceived angry faces or social exclusion (Harms et al., 
2019). Overall, neuroimaging studies suggest that adolescents with a history of sui-
cide attempt show altered neural activity in areas related to emotional processing. 
One analysis of adolescent suicide attempters, as compared to non-attempters with 
bipolar disorder, showed reduced functional connectivity between the amygdala 
(part of limbic system) and PFC associated with suicide attempt lethality and sui-
cide ideation severity (Johnston et al., 2017). Thus, adolescents at highest suicide 
risk may have altered connectivity between the emotional (limbic) and self-control 
regions (PFC) of the brain. These changes in brain connectivity represent potential 
targets for future intervention whether through learning strategies for emotional 
coping in psychotherapy to strengthen these brain pathways or by impacting the 
neural connectivity underlying decision-making through pharmacologic or neuro-
modulation strategies (e.g., transcranial magnetic stimulation (TMS)).

Second, there are genetic in#uences on suicidal behavior that place certain ado-
lescents at higher risk of suicide. Family studies have indicated that children of 
parents with a suicide attempt history are at increased likelihood of suicide attempt, 
possibly due to in#uence of impulsive aggression, inheritance of mood disorders, or 
environmental exposures to suicidal behavior (Brent et  al., 2015; Kendler et  al., 
2020). While there is unlikely to be a speci"c “gene” associated with suicide risk, 
analyses that take into account the in#uence of many genes, termed “polygenic risk 
scores,” are currently in use to evaluate the multifactorial impact of genetic risk on 
suicidal behavior. In one example, polygenic risk scores for bipolar disorder pre-
dicted risk for suicide attempt in a sample of adolescents and young adults but only 
in the context of a traumatic stress history (Wilcox et  al., 2017). Clearly, both 
genetic and environmental factors interact in the development of adolescent suicidal 
behavior within families. These factors suggest possible opportunities for targeted 
intervention. For example, future programs could treat offspring of parents who 
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attempt suicide to determine whether such intervention impacts later suicidal 
thoughts and behaviors, particularly for individuals with both parental suicidal 
behavior and traumatic event experiences.

The next generation of interventions based on current neurobiological research 
suggests that it may be important to intervene with certain patient groups before 
they make their "rst suicide attempt, namely, individuals with impulsivity or famil-
ial suicidal behavior. Additionally, it will be critical to understand the behavioral 
manifestations of these neurobiological markers. For example, adolescents with 
altered connectivity between emotional and self-control regions of the brain could 
be evaluated using technologies such as ecological momentary assessment (EMA), 
which typically involves the repeated assessment of current experiences on smart-
phone devices (Shiffman et al., 2008), in order to obtain a “real-time” observation 
of emotional reactivity and impulsivity. Similarly, individuals with parental suicidal 
behavior could be evaluated using measures of implicit suicide risk, which assess 
biases toward death and suicide-related stimuli (Nock et al., 2010). By incorporat-
ing these exciting new technologies with neurobiological measures, researchers can 
target their treatments to where it is most needed in order to prevent later suicidal 
behavior (see also Wang et al., Chap. 3, this volume).

 Barriers and Opportunities for Pharmacologic Treatment

Clinical trials for suicide risk are critical but dif"cult to conduct due to ethical and 
clinical concerns of enrolling and monitoring individuals at risk for suicide. These 
concerns are further compounded in trials involving adolescents due to concerns 
about minor assent/parent consent, adherence to treatment regimens, the possible 
negative impact of interventions on brain development and long-term consequences, 
as well as the aforementioned tendency of adolescents to engage in impulsive 
behavior. As such, adequately powered studies designed to evaluate pharmacologic 
treatment outcomes for suicidal adolescents are uncommon. The following section 
discusses two areas relevant to expanding opportunities for effective pharmacologic 
treatment: (1) understanding the impact of the selective serotonin reuptake inhibitor 
(SSRI) “black box” warning for suicide risk and (2) strategies to expand emerging 
research.

In the early 2000s, the US Food and Drug Administration (FDA) received reports 
from pharmaceutical companies that SSRIs, commonly prescribed for depression, 
were associated with increased risk of suicide attempt in adolescents. These reports 
led to further FDA investigation and a 2004 black box warning for the use of SSRIs 
in children and adolescents, due to concerns for suicide risk in youth up to 24 years 
of age with clear drug ef"cacy in older adults (for a full account of the FDA evalu-
ation, please see Hammad et al., 2006). This black box warning has been associated 
with signi"cant controversy; reanalysis of the randomized clinical trial (RCT) data 
by different groups has reported inconsistent results and questionable coding of 
suicidal thoughts and behaviors (Posner et  al., 2007). What is known is that 
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antidepressant prescription rates for children and adolescents sharply fell after this 
warning (Lu et al., 2014). This drop in prescriptions has been linked to increased 
adolescent suicide rates suggesting that depressed and suicidal adolescents were no 
longer receiving needed treatments, although there is also contentious debate about 
this relationship (Gibbons et  al., 2007). Delineating the underlying relationship 
between SSRIs and suicide is well beyond the scope of this review but does high-
light the following principles: (1) a positive relationship between SSRIs and suicide 
risk is not found for adults, emphasizing the need to evaluate the ef"cacy and safety 
of pharmacologic treatments in adolescent samples; and (2) prescribing any psychi-
atric medication to a child or adolescent requires careful monitoring and extensive 
documentation, particularly in the "rst few weeks of treatment. One major concern 
is that the SSRI black box warning has deterred further pharmacologic investiga-
tions into suicide-focused treatments especially for youth. Sadly, research in adult 
depression clinical trials has suggested that individuals with suicidal thoughts and 
behaviors are also now more likely be excluded from research (Zimmerman et al., 
2015), even as suicide rates continue to increase. We propose that suicide-focused 
clinical trials in adolescents are needed now more than ever and that concerns 
around the need for enhanced observation, assessment, and media scrutiny do not 
outweigh the bene"ts of preventing death by suicide.

In the absence of such evidence-based treatments, clinicians may consider other 
off-label treatments. Clozapine, the only FDA-approved medication for the treat-
ment of suicide attempt, is primarily prescribed for the treatment of schizophrenia, 
has several major side effects, and is rarely used in children and adolescents. Lithium 
has been associated with reduced suicide attempt rates and aggression in a sample 
of children and adolescents with bipolar disorder, (Hafeman et al., 2020) but is not 
FDA approved for suicidal behavior in any age group. Newer treatments, ketamine 
and transcranial magnetic stimulation (TMS), are currently being evaluated for 
adults; if effective, these will require careful additional evaluation in adolescent 
populations. Ketamine has a history of being used medically as a dissociative anes-
thetic but also as a drug of abuse. Subanesthetic intravenous administrations of ket-
amine are associated with transient reductions in suicidal thoughts within minutes 
to hours. Initial open-label trials of ketamine have been conducted in adolescents 
(Cullen et al., 2018), but research is proceeding with understandable caution due to 
concerns of substance abuse and potential effects on the developing adolescent 
brain. Even with a suf"cient evidence base, a provider might weigh the bene"ts of 
transient relief of intractable suicidal thoughts and depression in an at-risk youth 
with concerns that the individual might then pursue further ketamine administra-
tions to the detriment of other effective pharmacologic and non-pharmacologic 
therapies. Similarly, TMS involves the noninvasive direct stimulation of the brain 
using magnetic pulses. While there is an established literature on TMS for depres-
sion, which has recently expanded to include initial open-label trials of TMS in 
adolescents with depression and suicidal thoughts, concerns remain about perma-
nent neural alterations (Croarkin et  al., 2018). Therefore, while promising treat-
ments may be on the horizon, clinicians treating at-risk youth have limited 
pharmacologic resources at their disposal and often must weigh the concerns of 
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treating imminent suicide risk with off-label use of psychiatric medications without 
a clear evidence base.

Comprehensive evidence-based guidelines for the treatment of children and ado-
lescents with suicidal thoughts and behaviors are essential. Carefully designed and 
monitored clinical trials of treatments such as lithium, ketamine, and TMS in ado-
lescents could inform future prescribing practices to understand which individuals 
are most likely to bene"t from which treatments as well as potential side effects. 
Since it is likely that most youth with suicidal thoughts and behaviors are prescribed 
medications off-label, standardized patient registries and protocols may be needed 
for a complete understanding of the potential effects (and unintended side effects) 
of these treatments. In short, more data on the effects of pharmacologic treatments 
for adolescents at risk for suicide is necessary for clinicians to aid their clinical 
decision-making.

 Conclusions and Policy Recommendations

Adolescence represents a critical period in development during which the brain is 
most reactive to emotional stimuli but vulnerable due to underdeveloped planning 
and impulse control. Furthermore, genetic predisposition and environmental stress-
ors can put an adolescent at additional risk for suicide. Due to key brain changes that 
occur over the course of early development, it cannot be assumed that treatments for 
suicide that are ef"cacious for adults will show similar effects in adolescents. In 
addition, because of safety concerns, clinical treatment trials in adolescents have 
been limited. As such, it is likely that suicidal adolescents are undertreated, result-
ing in a clear call-to-action to develop research studies and clinical trials focused on 
neurobiological risk factors and treatment targets in adolescents. First, neurobio-
logical research points to areas of intervention before a child or adolescent makes a 
"rst suicide attempt, namely, individuals with impulsivity and/or familial suicide 
risk. Second, for individuals already experiencing suicidal thoughts and behavior, 
clinical trials are critically needed to understand which treatments provide the most 
bene"t, potentially incorporating new modes of data collection that monitor real- 
time active and implicit suicide risk. Policy recommendations include providing 
guidance to ethical review boards on how to evaluate research and clinical trials 
with suicidal youth as well as disseminating resources to support psychiatrists and 
primary care practitioners on the effective treatment of youth at risk for suicide 
including best practice care pathways and treatment algorithms. Without such 
research and resources, adolescents with suicidal thoughts and behaviors will con-
tinue to be undertreated, putting them at further risk of distress, suicidal behavior, 
and death.
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Chapter 3
Machine Learning for Suicide Prediction 
and Prevention: Advances, Challenges, 
and Future Directions

Shirley B. Wang, Walter Dempsey, and Matthew K. Nock 

In the 50 years from 1965 to 2015, researchers published over 350 papers examin-
ing variables that might enhance the prediction of youth suicidal thoughts and 
behaviors (STBs). Unfortunately, a meta-analysis of this work found predictive 
accuracy has not increased over time, but rather, it has remained just slightly above 
chance for all outcomes (Franklin et al., 2017). One possible explanation is that the 
vast majority of studies have focused on single risk factors from the same few 
domains (e.g., mental health) combined in simple ways (e.g., multiple linear regres-
sion) across extended timeframes (e.g., >10 years). To address these limitations, 
researchers recently have turned to novel machine learning methods, which can 
model high-dimensional datasets with potentially complex nonlinear relationships 
among risk factors and outcomes. These studies have so far demonstrated superior 
performance of machine learning compared to traditional statistical methods 
(Linthicum et al., 2019). For instance, machine learning models have provided high 
accuracy in predicting suicide attempts in large, nationally representative surveys 
(García de la Garza et  al., 2021), US Army soldiers (Kessler et  al., 2017), and 
patients hospitalized for suicidal thoughts and behaviors (Wang et  al., 2021). 
However, several outstanding questions remain regarding how to best build and 
implement machine learning models to guide clinical decision-making. In this 
chapter, we discuss key challenges at each step of the research process to provide 
recommendations for researchers, clinicians, and policy makers interested in 
machine learning for youth suicide prevention. Of note, we focus on broad, higher-
level concepts throughout this chapter, rather than technical aspects of 
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implementation and analysis, and direct interested readers to recent tutorials and 
textbooks for greater technical detail (Dwyer et al., 2018; Kuhn & Johnson, 2013). 

 Important Questions and Challenges

 Data Collection

How researchers collect data in"uences the effectiveness of STB prediction. Choices 
made during data collection can signi#cantly impact a model’s accuracy. For 
instance, models using predictors that are causes of the outcome may be more 
deployable in other sites than models with predictors that are effects of the outcome 
(Piccininni et al., 2020), though model adjustments also remain important if site 
populations are very different from one another. In addition to predictor selection, 
researchers should carefully consider the timeframes of interest. Most existing 
youth STB prediction models have considered long follow-up periods (an average 
of 7.9 years for adolescents; Franklin et al., 2017), which do not re"ect the time-
frame of greatest clinical interest (i.e., risk of a patient attempting suicide in the next 
few days, weeks, or months), especially during periods of rapid emotional and cog-
nitive development. Recent research harnessing advances in smartphone and wear-
able biosensor technology has enabled shorter-term risk prediction during these 
critical time periods (e.g., following psychiatric hospitalization) (Wang et al., 2021) 
demonstrating that despite the time- and effort-intensive nature of real-time moni-
toring studies, they can provide important data for STB prediction in high-risk time 
periods. 

 Model Building 

Numerous machine learning algorithms have been applied in STB prediction, 
including regularized regression (e.g., elastic net), random forests, neural networks, 
and naive Bayes classi#ers. A full review of these models is beyond the scope of this 
chapter, and we encourage readers to consult excellent reviews (Dwyer et al., 2018) 
and textbooks (James et al., 2013) for greater technical detail. It is worth noting that 
each approach has bene#ts and drawbacks, with complex nonlinear methods (e.g., 
random forests, neural networks) typically requiring more data to perform well and 
yielding higher prediction accuracy at the cost of lower interpretability, and vice 
versa for simpler linear methods (e.g., regularized regression). When choosing an 
algorithm, researchers should consider their ultimate goals, which could be (1) to 
maximize accuracy, (2) to interpret the logic of how each variable contributes to the 
prediction of outcomes, or (3) to identify potential targets for prevention and inter-
vention efforts. 
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Once an algorithm has been selected, an important question is whether to con-
sider missing data as a predictor in the model. Such an informative missingness 
approach has the potential to pick up on key contributors to suicide risk. For 
instance, in a sample of nearly 4,000 US Army soldiers, nonresponse to a question 
about suicidal thinking emerged as a particularly strong predictor of future suicide 
attempts (Nock et  al., 2018). However, researchers should proceed with caution 
when using missingness as a predictor in machine learning models, as changes to 
study design would lead to changes in missing data patterns, and some evidence 
suggests it may also introduce bias into models that generalize poorly to new data 
(van Smeden et al., 2020). Following these decisions, researchers should split data 
into training and test datasets to reduce likelihood of over#tting and evaluate accu-
racy with multiple metrics for a complete understanding of model performance. 

 Model Implementation and Translation

As our ability to re#ne predictive models improves, they can be implemented in set-
tings where youth with elevated suicide risk are most likely to present, such as 
healthcare settings. How models are best implemented is discussed here. Broadly 
speaking, there are three options. The #rst involves building a model and applying 
this exact model to new sites. This often is used for other health outcomes, such as 
eye diseases, cardiac abnormalities, and cancer (Ngiam & Khor, 2019). Bene#ts of 
this approach include faster implementation and model dissemination, while draw-
backs include less tailoring to site characteristics that could in"uence predictive 
accuracy (e.g., population health status, prescribing patterns, billing code assign-
ments). Another approach involves using the same modeling approach but training 
a new model at each new site. Across #ve US healthcare systems, a recent study 
using this approach found remarkably consistent accuracy for predicting suicide 
attempts (Barak-Corren et al., 2020). The third option offers a compromise: rather 
than build entirely new models or implement identical models across sites, research-
ers could use existing models to update models for new populations. This could 
involve shrinkage of a new model toward existing models or using information from 
previous models as priors at new sites. 

A related concern in implementing machine learning models involves temporal 
drift. For example, it is unknown if a model built in 2020 would show similar accu-
racy in the same population in 2030. This challenge is perhaps best exempli#ed by 
the current worldwide COVID-19 pandemic. Many models built prior to COVID-19 
may fail to adequately capture the importance and magnitude of current strong pre-
dictors of STBs, such as feelings of isolation (Fortgang et al., 2021). Thus, even 
after models are implemented clinically, they should be continually updated based 
on newly available data. 
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 Using Models to Guide Clinical Decision-Making

Healthcare providers must also consider how to integrate information from machine 
learning models into their decision-making. A critical concern when working with 
high-risk patients is forecasting risk of suicide to make decisions about clinical care 
and need for hospitalization. The goal of building and implementing STB prediction 
models is not to replace clinical judgment, but rather to guide, support, and augment 
clinical decision-making. For instance, when faced with a decision about whether to 
hospitalize or discharge a patient who may be at risk for suicide, clinicians could 
consult predictions from a machine learning model, just as they may consult other 
members of the clinical care team. 

However, two concerns that undermine use of models currently are the high rate 
of false positives and false negatives in STB prediction models to date. The problem 
of false positives has been noted as early as the 1980s (Pokorny, 1983) and contin-
ues to present challenges with integrating machine learning into clinical decision-
making today. As psychiatric hospitalization is often the #rst-line intervention for 
individuals at imminent suicide risk, high false positive rates could risk unnecessary 
hospitalization for thousands of patients erroneously predicted to be at acute suicide 
risk annually. When hospitalization occurs in the absence of clinical need, this can 
have serious iatrogenic effects via increased distress, stigma, trauma (e.g., witness-
ing threatening/violent behavior from patients or staff), coercion, and loss of auton-
omy, particularly for involuntary hospitalizations (Ward-Ciesielski & Rizvi, 2020). 
Many hospitals are already overburdened, and false positives may compromise a 
hospital’s ability to meet the needs of true positive cases. Failing to detect acute 
suicide risk when it exists (e.g., false negatives) is also highly concerning as they 
represent missed opportunities for timely and potentially lifesaving intervention. In 
light of these potentials for harm, machine learning models should be used to aug-
ment, not replace, clinical decision-making. 

 Ethics of Machine Learning for Youth Suicide Prediction

Accurate prediction of youth suicide is only useful insofar as there are effective 
STB prevention strategies. Unfortunately, we currently lack strong and universally 
effective interventions (Fox et al., 2020), and the common intervention of hospital-
ization has serious potential harms, including high suicide risk post-discharge. 
Crucially, we do not know if psychiatric hospitalization helps more people than it 
harms nor the precise effectiveness of hospitalization in preventing suicide (Large 
& Kapur, 2018). Thus, alongside research optimizing machine learning algorithms 
for STB prediction, there is a critical need to develop and disseminate effective and 
scalable STB interventions, particularly for youth (see Thomas et al., Chap. 15, this 
volume; Zullo et al., Chap. 8, this volume). 

S. B. Wang et al.



25

Regardless of these limitations, researchers and clinicians must know how to 
respond if a child or adolescent is predicted to be at high suicide risk. A recent 
Delphi study by Nock et al. (2021) including scientists, clinicians, ethicists, legal 
experts, and individuals with lived experience provided a consensus statement that 
individuals identi#ed in a research context to be at high risk for suicide should (1) 
be contacted as soon as possible (including contact with parents), (2) receive an 
individualized safety plan, (3) receive additional risk assessment, and (4) receive 
personalized outreach rather than automated contact. Importantly, many experts dis-
couraged calling 911 as a standard response, as police contact can result in elevated 
rates of physical force, trauma, and death, particularly for racial or ethnic minorities 
(Nock et al., 2021). We also note that simply contacting people predicted to be at 
high suicide risk is itself an intervention, the effects of which are unknown and 
worth investigating. Although this Delphi study was conducted in the context of 
real-time monitoring research studies, many principles may apply to ethical con-
cerns of machine learning risk predictions. We encourage researchers, clinicians, 
and policy makers to continually update best-practice guidelines over time as more 
data and considerations become available.  

 Future Directions

In this chapter, we have outlined critical unanswered questions at every stage of the 
process from building to implementing machine learning models for youth suicide 
prevention. Clearly, there is much work to be done, and we believe that expertise is 
needed from multiple domains and perspectives, including psychology, psychiatry, 
and clinical practitioners, in addition to computer scientists, statisticians, ethicists, 
and those with lived experience. Collaborative science is essential for making mean-
ingful progress especially in the challenging arena of predicting suicide risk. 

In addition to data-driven machine learning methods, we also note the impor-
tance of strong theory in advancing STB prediction and prevention. Although there 
are many in"uential suicide theories, these have all been instantiated verbally, 
which renders them underspeci#ed due to the inherent imprecision of language. 
Formalizing theories using mathematical and computational modeling can advance 
the prediction and prevention of suicide by identifying factors causally associated 
with STBs and potential targets for intervention (which can also be simulated to 
understand if, how, and why a treatment may be effective for reducing suicide risk). 

Both theory- and data-driven computational work are crucial for youth STB pre-
vention. Machine learning has revolutionized many #elds of medicine over the past 
decade. To make similar progress, we need a better understanding of the causes of 
STBs, the effect of model predictions on clinical decision-making, external valida-
tion of models, best-practice ethical guidelines, and effective and scalable interven-
tions. In addition, greater funding for suicide research is crucial for driving 
innovation and exploring the challenges described above. Whereas increased fed-
eral funding has led to declines in other leading causes of death (e.g., tuberculosis) 
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over the past century, funding for suicide research has lagged far behind, and the 
suicide rate today is nearly identical to what it was 100 years ago (Fortgang & Nock, 
2021). Increased funding and policy to support continued research in prediction of 
youth suicide can provide critical information to inform the development and imple-
mentation of machine learning models to meaningfully reduce suicide in youth. 
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Chapter 4
Effective Suicide Prevention  
and Intervention in Schools

Lynsay Ayer, Kerri Nickerson, Julie Goldstein Grumet, and Sharon Hoover

Suicide is a complex public health issue that requires the implementation of multi-
ple interventions to address the constellation of risk and protective factors that may 
exist in students’ lives. The school setting provides numerous opportunities for con-
tribution to a comprehensive multi-tiered approach to suicide prevention, especially 
for youth who reside in communities with limited mental health resources. The 
implementation of such school-based suicide prevention efforts advances a culture 
of care that encourages help-seeking and connectedness among youth. While 
schools are often limited by budget and staf!ng constraints, collaborations with 
state and local partners, including health and behavioral health systems, can help to 
mitigate these barriers. This chapter outlines key elements of a comprehensive strat-
egy to address suicide prevention and mental health promotion in schools. 
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Evidence-based interventions and recommendations for practice and future research 
are highlighted. 

 A Comprehensive Strategy for School-Based 
Suicide Prevention

Growing evidence shows that comprehensive suicide prevention programs involv-
ing a variety of interventions that address multiple risk and protective factors for 
suicide may reduce suicide rates (Garraza et al., 2019; Knox et al., 2010; Stone 
et al., 2017). Three primary approaches, when used together, have the potential to 
reduce suicidal behaviors: (1) prevention, implementation of upstream interventions 
that support mental health promotion, foster the development of healthy coping 
strategies and connectedness among the entire school community, and encourage 
help-seeking when mental health concerns arise; (2) early identi!cation, to identify 
students who may be at risk for suicide and establish clear protocols for how to 
respond when a student is identi!ed as being at risk; and (3) response, to adopt 
strategies to connect students at risk for suicide with evidence-based, culturally 
appropriate care and respond to the needs of the school community when a student 
dies by suicide. In this chapter we provide an overview of the evidence in these 
areas but refer readers to recent reviews and meta-analyses (Brann et  al., 2020; 
Singer et al., 2019) for more detailed discussions of the evidence regarding speci!c 
school-based suicide prevention programs and the strengths and limitations of each. 

 Prevention 

Population-based interventions that address healthy coping strategies and life skill 
development, including those targeting elementary school classrooms, are particu-
larly effective at reducing suicide (Wilcox et al., 2008; Wyman, 2014). For example, 
the Good Behavior Game (Barrish et al., 1969) is a program designed to promote 
positive social skills and effective coping behavior in classrooms and has been 
shown to reduce suicidal ideation later in life (Wilcox et al., 2008). The Youth Aware 
of Mental Health (YAM; Wasserman et al., 2015) program is an evidence-based 
universal program that educates high school students about mental health as well as 
risk and protective factors for suicide and provides them with skills to manage dis-
tress and suicidal behavior. In a cluster-randomized controlled trial, YAM prevented 
suicide attempts at a 12-month follow-up assessment (Wasserman et al., 2015). For 
a comprehensive list of suicide prevention programs available to schools, the Suicide 
Prevention Resource Center has a searchable database of school-based suicide pre-
vention programs (SPRC, 2021). Additionally, the Substance Abuse and Mental 
Health Services Administration has published a toolkit for comprehensive suicide 
prevention in high schools (SAMHSA, 2012). 
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Schools should consider the various cultures of their students and families when 
identifying effective and meaningful interventions to support the development of 
healthy coping strategies and life skills. One example of a culturally grounded inter-
vention is American Indian Life Skills, which has shown promise in reducing feel-
ings of hopelessness, a risk factor for suicide (LaFromboise & Howard-Pitney, 
1995). More work is needed to increase the application of suicide prevention in 
culturally responsive ways. 

Schools can also play an important role in encouraging healthy, open, and trans-
parent discussions among students and school staff about mental health and the 
importance of talking to a trusted adult or peer when needed (Goldston et al., 2010). 
Many schools have done this through communication campaigns (e.g., public ser-
vice announcements, posters, social media campaigns). Although the literature base 
for the ef!cacy of suicide prevention communication materials lacks rigor, a sys-
tematic review revealed some evidence that media campaigns can positively in#u-
ence student help-seeking behaviors, improve suicide awareness among students, 
and potentially even reduce number of suicides (Pirkis et al., 2019). 

 Early Identi!cation

A key component of any comprehensive suicide prevention strategy is to proac-
tively identify students who are at increased risk for suicide. Importantly, asking 
students about suicidal thoughts does not increase distress or cause harm such as 
increased suicidal ideation or behavior (Gould et al., 2005; Polihronis et al., 2020). 
Two common methods include screening for suicide risk and implementing training 
programs to help school community members identify and appropriately respond to 
and refer a student who is at risk for suicide. 

Both universal and targeted screening can be conducted in schools (see Mournet 
et al., Chap. 7, this volume). Universal screening involves administering a screening 
tool to an entire grade or school, regardless of individuals’ level of risk. By contrast, 
in a targeted screening approach, the screening tool is only administered to students 
who have known or emerging risk factors (e.g., history of suicidal behavior, talking 
about suicide or displaying warning signs, recent signi!cant loss). The 11-item 
Columbia-Suicide Severity Rating Scale (CSSR-S), Ask Suicide-Screening 
Questions (ASQ), and Patient Health Questionnaire-9 modi!ed for Adolescents 
(PHQ-A) are examples of tools that are commonly used in schools and medical set-
tings to detect suicide risk among adolescents (Horowitz et al., 2009). Several stud-
ies have concluded that school-based screening for suicide risk identi!es at-risk 
students who would not have been otherwise identi!ed by school professionals 
(Gould et al., 2009; Scott et al., 2009). It is important to note that the validity of 
suicide risk screening tools for children under 10 years has not been established and 
tools developed for older youth may not be appropriate for younger children (Ayer 
et al., 2020). However, school staff can be trained to recognize warnings signs for 
younger children (e.g., talking about wanting to die, engaging in self-injurious 
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behaviors, displaying severe depressive symptoms, etc.) and refer them for further 
mental health assessment. Whenever there is a concern about suicide risk (based on 
the child’s words or behavior, no matter the age of the child), the child should be 
referred for immediate follow-up with a trained professional. 

Training programs that provide information about suicide warning signs and 
how to respond if these signs are identi!ed are often called “gatekeeper trainings.” 
Gatekeeper training programs typically train non-clinicians, in this case the stu-
dents, parents, and/or school staff such as teachers, coaches, and of!ce staff, to 
recognize and respond to students at risk for suicide. Gatekeeper programs with 
empirical support include Signs of Suicide and Sources of Strength, which have 
reported increases in help-seeking behaviors, improved perceptions of adult support 
options, and some evidence that they reduce student suicide attempts (see Ackerman 
et al., Chap. 5, this volume; Schilling et al., 2016; Wyman et al., 2010). Furthermore, 
promoting a school culture where school community members are able to openly 
discuss mental health and suicide risk may help to foster student belonging, con-
nectedness, and community-level emotional support which are key protective fac-
tors for adolescent suicide (Whitlock et al., 2014). 

Overall, research is still limited on the impact of gatekeeper training on student 
suicide risk (Yonemoto et al., 2019). Speci!cally, while initial evidence suggests 
that it can improve trainees’ knowledge and con!dence in identifying and respond-
ing to those at risk for suicide (Garraza et al., 2019), there is little evidence that this 
translates to behavior change in adults or students (Robinson-Link et  al., 2019; 
Yonemoto et al., 2019) in a sustained manner. 

 Response to Student Suicide Risk

Once a student is identi!ed as at risk for suicide, steps must be taken to conduct a 
more in-depth assessment of suicide risk, engage caregivers, and connect the stu-
dent with evidence-based, culturally responsive care. Challenges can arise when 
mental health resources are not readily available to support individuals identi!ed 
through early identi!cation and assessment. Brief suicide safety assessment tools 
that help triage next steps for students that screen positive include the ASQ BSSA 
(National Institute of Mental Health, 2020) and the C-SSRS (Posner et al., 2011). It 
is critical that schools assess the availability of mental health resources  – either 
within the school or in the community – prior to setting up a screening program. 
Additionally, schools should have a protocol for following up with students who 
screen positive and/or are referred for additional services to ensure that barriers are 
navigated, the referral appointment occurs, and the care transition is supported. 
Finally, schools should ensure that all staff are knowledgeable of the existing crisis 
protocol with de!ned roles for who responds to a student after disclosure of suicidal 
ideation or behavior, who noti!es parents, and what follow-up will occur. 

Safety planning is a key aspect of a response to any person at risk for suicide, and 
there are evidence-based protocols for conducting safety planning with adolescents 
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at high risk for suicide (Czyz et al., 2019; see Monahan & Stanley, Chap. 9, this 
volume). One example of an evidence-based safety planning intervention is the 
Stanley-Brown Safety Plan (Stanley & Brown, 2011). A strengths-based collabora-
tive safety plan should be developed for any student who expresses thoughts of 
suicide with the goal of empowering the student to delay action in suicidal thoughts 
by considering accessible alternatives to self-harm. The safety plan should be devel-
oped on the same day the student screens positive for suicide, updated frequently, 
and should be shared with all providers as part of continuity of care. 

A response to youth suicide risk may include inpatient or outpatient mental 
health treatment, including interventions offered directly in the school building. 
There is compelling evidence that children and adolescents are signi!cantly more 
likely to initiate and complete evidence-based behavioral health interventions 
offered in schools compared to other community mental health settings (Jaycox 
et al., 2010). Some schools may be able to integrate programs that have been shown 
to reduce youth suicide risk in other settings (e.g., medical settings or homes). For 
example, a variety of family-based programs, such as the Family Bereavement 
Program and Family Check-Up, that were originally focused on reducing risk fac-
tors for suicide (e.g., substance use, mental health symptoms) can also reduce or 
prevent youth suicidal ideation while simultaneously impacting their original treat-
ment targets (Reider & Sims, 2016). Programs like these, which have “crossover” or 
“spillover” effects on suicide risk, can be an ef!cient way for schools to address 
multiple behavioral health concerns. Schools with greater capacity for mental health 
services may be able to integrate programs like these, while others may !nd it most 
ef!cient to develop strong partnerships and referral pathways with community men-
tal health providers to whom students can be referred. 

Schools should also be prepared to respond in the event a suicide death occurs 
within their school community, otherwise known as postvention (see Diefendorf 
et al., Chap. 6, this volume). When a student dies of suicide, the school needs to 
respond in a timely, effective way that inhibits the spread of misinformation, provid-
ing information about normal responses to grief and loss and where to access 
resources. For example, the American Foundation for Suicide Prevention (AFSP) 
and SPRC created the “After a Suicide” toolkit to guide high schools in responding 
to a suicide loss (AFSP, 2018).  

 Opportunities for Action

Addressing suicide in schools can feel daunting, especially in the face of resource 
constraints and competing priorities. This chapter highlighted key components of a 
comprehensive strategy for school-based suicide prevention and identi!ed practices 
with scienti!c support, as well as many areas in need of further, more rigorous 
research. To maximize schools’ potential for success, we offer the following 
recommendations:
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 1. Early, universal prevention is a worthy investment. Although more research is 
needed, evidence suggests that the implementation of such programs (e.g., in 
elementary school) has the potential to reduce risk for not only suicide, but other 
adverse outcomes like drug and alcohol misuse and emotional and behavioral 
problems. Therefore, these early prevention programs may have a higher likeli-
hood of impact and prove cost-effective for schools in the long run.

 2. Consider cultural factors in any school-based suicide prevention research, pol-
icy, or practice. While we know that some youth populations are at higher risk 
for suicide (e.g., AI/AN and LGBTQ youth), many suicide prevention programs 
are developed, tested, and implemented without suf!cient consideration of how 
programs could be enhanced or adapted to be more inclusive, culturally respon-
sive, and effective for these more vulnerable populations (see Chu & Khoury, 
Chap. 11, this volume). Self-reported suicide attempts have been rising among 
Black youth even as attempts by other groups have declined suggesting the need 
to focus additional attention and resources on Black youth as well (see Sheftall 
& Boyd, Chap. 12, this volume). With so much work yet to be done on school-
based suicide prevention, these considerations must not be an afterthought, but 
should be “baked into” any suicide prevention effort.

 3. Schools should evaluate the impact of their suicide prevention programs, whether 
new or existing. As we and others (e.g., Katz et al., 2013) have highlighted, there 
is an urgent need for more data on the outcomes of suicide prevention practices 
in schools. Information about how programs impact student suicidal ideation and 
behavior is particularly valuable. Attention to !delity and implementation of 
evidence-based models is also warranted (see Ackerman et al., Chap. 5, this vol-
ume). Evaluation efforts including randomized controlled trials may require 
additional funding and collaboration with outside partners such as academic 
researchers, local medical or mental health providers, and strong relationships 
with school districts.

 4. Researchers should examine whether other school-based mental health initia-
tives and social emotional learning (SEL) programs have “spillover” effects on 
student suicide risk. With major, national movements supporting trauma-
informed schools and SEL more generally, there may be opportunities to add 
measures of suicidal risk to examine whether such programs also impact suicidal 
ideation and behavior. For instance, youth exposed to trauma like child abuse 
and neglect are at risk for suicide; therefore, school-based programs intended to 
mitigate traumatic stress in this group may also prevent suicide. Promising uni-
versal SEL programs such as DBT STEPS-A (Mazza & Dexter-Mazza, 2019) 
offer students the opportunity to learn the types of individual and interpersonal 
coping skills that are effective in mitigating a suicidal crisis.

 5. Researchers should work with practitioners and school mental health partners to 
develop suicide risk screening and assessment approaches for students as early 
as elementary school and test their validity and reliability, as well as feasibility 
and acceptability in school settings. Evidence-based guidance for identifying 
and managing suicide risk in very young students is lacking, despite concerning 
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increases in suicide among minoritized youth (Ayer et  al., 2020; Lindsey 
et al., 2019).

 6. Studies on how to effectively implement safety planning in schools are needed. 
Safety planning is an important piece of any suicide prevention effort, but most 
of the research on this approach comes from clinical settings (e.g., Czyz et al., 
2019). Implementation studies on how to adapt safety planning for the school 
context and for youth of differing developmental abilities are needed to inform 
the use of this approach. 

 Conclusions

Schools are uniquely positioned to prevent youth suicide. There is a consensus in 
the !eld that a comprehensive approach to suicide prevention is the best way to 
prevent suicide, identify students at risk, and respond appropriately. Researchers 
and policymakers can contribute to advancing the science, practice, and policies 
that are still emerging. Speci!cally, policy interventions may include mandatory 
annual or biannual gatekeeper trainings for school staff, mandatory prevention pro-
gramming or screening initiatives at certain grade levels, and training requirements 
for school-based mental health providers. Though additional research is needed to 
strengthen the evidence for these practices, schools can and should adopt thoughtful 
approaches to suicide risk identi!cation and care that build connectedness, train 
staff to respond, and ultimately link youth to quality care. 
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Chapter 5
Implementation and Dissemination 
Strategies for School-Based Suicide 
Prevention Programs

John P. Ackerman, Oula Khoury, and Samanta Boddapati

Suicide is the second leading cause of death among school-aged youth aged 10–19, 
and the sharpest increase in number of suicides occurs between early adolescence 
and young adulthood. Moreover, the majority of those who have ever considered or 
attempted suicide !rst did so during their youth (Nock et al., 2013). Ayer and col-
leagues (Chap. 4, this volume) emphasize that schools provide a context for mean-
ingful suicide prevention activity. Effective school-based suicide prevention 
programs modify school culture, enhance connectedness, and improve student help-
seeking attitudes while reducing mental health stigma. Suicide prevention programs 
in schools can reduce self-reported suicidal behavior among students and improve 
school staff con!dence and competence in identifying and supporting students at 
risk for suicide (Aseltine et al., 2007; Wasserman et al., 2015). However, if pro-
gramming is time-limited or fails to attend to the local needs of the community, 
bene!ts do not extend beyond a year or two (Garraza et al., 2019). Faced with lim-
ited resources, schools often use a piecemeal approach to prevention, reducing the 
effectiveness and level of sustainability necessary to maintain reductions in student 
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suicidal behaviors. Schools and communities need to know not only what programs 
work but how to implement those programs for them to take root and !t into an 
existing array of supports. 

This chapter highlights the role of implementation science and quality improve-
ment strategies to improve school engagement, staff buy-in, and program sustain-
ability. We discuss the role of hospital-school-community partnerships in enhancing 
the delivery of upstream suicide prevention efforts using the PAX Good Behavior 
Game (elementary) and the SOS Signs of Suicide Prevention Program (secondary) 
as examples. We highlight gaps in research regarding the effectiveness of suicide 
prevention programs as well as ideal dissemination strategies. Recommendations 
are provided to support how schools and communities can maximize implementa-
tion and sustainability. 

 Implementation Science Framework

It is important to frame our discussion with a few basic assumptions drawn from the 
implementation science literature. First, suicide prevention efforts should have 
clearly operationalized outcomes, and programs need to be tested rigorously to gauge 
effectiveness of implementation in the real world. Suicide prevention knowledge and 
attitude improvements are important in assessing a program’s relative value, but a 
change in student and staff behaviors should also be prioritized by evaluation (e.g., 
increased help-seeking behaviors and linkage rates or reduced suicide attempts, hos-
pital admissions, and suicide deaths). Second, prevention program outcomes tend to 
be positively linked with implementation !delity (Durlak & Dupre, 2008). 
Implementation !delity, or the degree to which a program is implemented as planned 
and originally evaluated, requires that programs have well-articulated core elements 
that can be replicated by schools. However, it is also necessary to balance program 
!delity with #exibility as perfect implementation !delity is unrealistic in school set-
tings. Taking an overly rigid or prescriptive approach may inadvertently reduce pro-
gram adoption and ownership by schools. Furthermore, states differ in requirements 
and support for mental health programming, which may present both opportunities 
and barriers. Prevention programming should match local needs to maximize school 
engagement and effectiveness. Lastly, sustainability should be part of planning from 
the very beginning. Shared decision-making with partners from the school commu-
nity is critical to buy-in. Empowering local leadership is needed to drive a lasting 
culture shift around mental health in schools.  

 Challenges and Opportunities in Schools

Currently, there are few universal youth suicide prevention programs that have been 
rigorously evaluated using randomized control trials (RCTs) with strong statistical 
controls. Furthermore, many outcome evaluations fail to use valid and reliable 
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outcome measures, engage in external peer review processes, or replicate !ndings 
(see Miller et  al., 2009). Often programs promote certain “active ingredients” 
thought to be necessary to improve individual or school-level outcomes, but data are 
unsuited to con!rm or refute potential mechanisms of change. Despite these limita-
tions, there are processes known to enhance implementation of suicide prevention 
efforts which include the following: (1) assessing school needs and readiness for 
program implementation, (2) developing a strong infrastructure (e.g., hospital-
school-community partnerships), (3) building capacity in the school while provid-
ing technical assistance, and (4) maintaining !delity while focusing on program 
sustainability.  

 School Readiness for Suicide Prevention

Although schools represent a setting well situated to identify and support youth at 
risk for suicide, there are gaps in building capacity and delivering program content 
with !delity. A key !rst step in the implementation process is to determine the readi-
ness of a school community for programming. Implementation partners should eval-
uate school staff and administrator attitudes toward youth suicide and perceptions of 
prevention. Mental health education and suicide prevention programs are typically 
consistent with a school’s values, yet buy-in from leadership is still essential for 
engagement and sustained success. Leadership investment tends to drive a school’s 
willingness to dedicate meaningful resources, including staff professional develop-
ment and classroom time, messaging and family engagement, school-based mental 
health capacity, and collaboration with local mental health providers. Schools differ 
considerably with respect to resources, demographic makeup, student needs, and 
integration of mental healthcare. Certain districts have dedicated staff to drive com-
prehensive prevention and social emotional learning (SEL) efforts; in other districts, 
there are not a systematic approach and limited staff to support such efforts. Ideally, 
suicide prevention is part of a larger K–12 prevention framework with targeted inter-
ventions for students with elevated risk or mental health needs.  

 Assessing School Suicide Prevention Needs

Assessing school suicide prevention needs should involve a review of school and 
community partners, organizational capacity to deliver programming, and an explo-
ration of barriers to adoption and sustainability. Those who plan to support suicide 
prevention efforts should have a clear understanding of a school community’s past 
experiences with student suicide, attempts, and/or loss experiences by the school 
community. An inventory of local mental health partnerships and crisis supports 
with clear pathways for student support is also a prerequisite for any programming 
with depression and suicide screening. Awareness of cultural factors that may 
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in#uence how emotional distress is expressed and to whom should be explored (see 
Chu et al., Chap. 11, this volume), recognizing that program adaptations and addi-
tional community engagement may be needed. Attention to historically marginal-
ized groups and potential barriers to access of local resources are critical for 
planning and universal implementation (see Cwik et  al., Chap. 16, this volume; 
Rubin et al., Chap. 13, this volume; Sheftall & Boyd, Chap. 12, this volume). Many 
schools have a desire to engage in suicide prevention, but implementation will often 
falter if there is not a strong level of guidance and collaboration around the issues 
noted above. External partners such as hospitals or other mental health agencies can 
support implementation by playing a role in convening meetings, listening to con-
cerns, problem-solving, offsetting funding, and maintaining the momentum of 
school efforts. 

 Ensuring Sustainability

The adoption and implementation phase of a suicide prevention program is critical, 
but for lasting impact to be achieved, a focus on maintenance and sustainability is 
required. The same factors that drive success in the adoption phase may differ from 
those that predict success with continued delivery (Durlak & Dupre, 2008). It is 
common for there to be a decline in program effectiveness unless there is ongoing 
attention to !delity, training, and organizational change. Problems can arise as drift 
from !delity occurs and buy-in and energy around an initiative can wane. Champion 
turnover (i.e., the loss of a key school partner) can lead to a decline in enthusiasm, 
administrative capacity, and delivery skill. Diffusion of program ownership can also 
occur. Sustainable prevention and the institutional memory of a program should not 
exist in one person, or it is at high risk for failure should a role change occur. Making 
sure there are multiple individuals with “skin in the game” and elements of the pro-
gram embedded within the school culture are key to ongoing efforts. 

Several strategies exist to combat these barriers. Regular, transparent communi-
cation and two-way feedback is needed at all stages of implementation. 
Implementation partners should provide tools and create accessible resources for 
staff and students, given that school staff face many competing demands. Providing 
direct reinforcement, such as appreciation for their commitment, data illustrating 
the effectiveness of their efforts (e.g., number of youths who were identi!ed and 
linked with care), and training and resources delivered at a frequency that keeps 
efforts top of mind without being overwhelming is ideal. Programs should seek out 
staff and student input regularly and incorporate changes in an iterative fashion. 
Family engagement should be prioritized to enhance community commitment. 
Program champions can be nurtured through collaborative planning meetings, con-
tinuous education, and communities of practice to learn from other schools 
(Flaspohler et al., 2012). Virtual trainings and consultation can enhance connection 
and reduce barriers for geographically isolated schools and overcome barriers posed 
by the recent pandemic (see Michael & Ramtekkar, Chap. 17, this volume).  
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 Implementation in Action: Examples from Nationwide 
Children’s Hospital

As part of an effort to expand behavioral health services in the community, 
Nationwide Children’s Hospital (NCH) has focused on the dissemination and 
implementation of two universal suicide prevention programs to increase aware-
ness, enhance early identi!cation, and reduce youth suicide rates in the community. 
Throughout central and southeastern Ohio, elementary schools are offered the PAX 
Good Behavior Game (PAX GBG), and middle and high schools are offered an 
enhanced Signs of Suicide Prevention Program (SOS). These programs are offered 
without cost, taking a “!delity with #exibility” approach. Both programs were 
selected on the basis of replicated outcome data re#ecting consistent reductions in 
youth suicidal behaviors. PAX GBG is a universal prevention model that is imple-
mented in schools by classroom teachers and aims to improve student self-regula-
tion skills by promoting a nurturing school environment and prosocial student 
behaviors. PAX GBG targets early risk factors and fosters resiliency in elementary-
aged children. Longitudinal examination shows that elementary students in PAX 
GBG classrooms are less likely to experience behavioral disorders, substance use, 
and suicidal ideation in adolescence and young adulthood (Wilcox et al., 2008). 

SOS is a universal suicide prevention program delivered in middle schools and 
high schools that combines three critical best-practice features: (1) gatekeeper train-
ing for staff, (2) student education and guidance for seeking support, and (3) univer-
sal screening. These elements increase awareness about suicide, reduce stigma, 
inform students of crisis resources, and teach action steps to respond to someone 
displaying warning signs of suicide. SOS helps identify vulnerable students using 
several approaches (e.g., self-referral, standardized screening, and referral by a con-
cerned peer/adult). In multiple RCTs, SOS has led to approximately 40–64% reduc-
tions in student self-reported suicide attempts, greater knowledge of depression and 
suicide, and more adaptive attitudes toward these issues (Aseltine & DeMartino, 
2004; Aseltine et al., 2007; Schilling et al., 2016). These studies also !nd that staff 
display increased competence and con!dence when managing at-risk students 
which empowers school staff to sustain this work. 

 Implementation of PAX GBG and Sustainability Considerations

NCH has invested in the dissemination of the PAX GBG since 2013 viewing it as a 
critical upstream prevention program aimed at reducing risk factors and promoting 
resilience. Initially, NCH primarily provided implementation and consultation sup-
port to local schools in an urban context but has since expanded efforts to include 
numerous rural counties. In partnership with local community agencies, including 
mental health boards and behavioral health agencies, the hospital supports a 
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multi-county regional PAX GBG initiative. Three overarching research-based 
themes guide the hospital’s approach to sustainable PAX GBG expansion:

 1. Community Partnerships: The hospital sought to maximize community partner-
ships by including key leadership representatives from all agencies that have 
roles in the initiative to facilitate buy-in and shared ownership. Ongoing stake-
holder meetings were held to review progress and to facilitate bidirectional feed-
back and continuous quality improvement efforts. Community partners took 
active roles in building connections with local schools and collaborators to 
increase local commitment to the initiative over time. Local coaches/champions 
(called “PAX partners”) were recruited and trained to support implementation 
efforts in each region. Finally, a braided funding model combining local, state, 
and hospital funding was leveraged to expand dissemination and available con-
sultants within the communities served.

 2. Consulting: NCH took on a consulting role to support local PAX partners. These 
individuals were recruited and embedded in schools as a means to increase local 
and regional knowledge and the capacity to implement the program in the long 
term. Emphasis was placed on developing the expertise of local coaches through 
learning collaboratives, technical assistance, opportunities for PAXIS trainings, 
and individualized consultation.

 3. Sustainability: Sustainability is discussed at the onset of partnerships with the 
school and local stakeholders. Sustainability plans are developed in alignment 
with Positive Behavioral Interventions and Supports (PBIS) and other school 
initiatives. A 2-year  cycle of support is provided with the goal of gradually 
increasing local capacity to implement PAX GBG independently with the help of 
local coaches and school-based champions by the end of the second year.  

 Signs of Suicide: Scaling Up Universal Suicide Prevention 
with a Focus on Sustainability

The Center for Suicide Prevention and Research (CSPR) at NCH was created in 
2015 to address the growing need for youth suicide prevention in Ohio with a focus 
on implementation of evidence-based programming and long-term viability in 
schools. Most schools engaged by the CSPR had never implemented a formal sui-
cide prevention program, and other schools had embarked on time-limited efforts 
that ended as grants expired or as motivated partners left the table. Such outcomes 
demanded a different way of thinking about engagement, training, and resource 
utilization for suicide prevention to become a priority. Traditional approaches to 
program adoption have involved a partnership between a mental health organization 
and a school where an outside organization delivers the suicide prevention program 
often in collaboration with school-based mental health providers or counselors. This 
can result in the incomplete administration of a program or reduced levels of staff 
competence and effectiveness. Moreover, internal capacity to address youth suicide 

J. P. Ackerman et al.



47

risk often diminishes when partnering organizations leave the building. NCH takes 
a different approach to training and implementation. Hospitals with a prevention 
focus can serve as implementation partners with an emphasis on training and practi-
cal support throughout the most challenging pieces of implementation with an eye 
toward independent delivery over the course of approximately 2–3 years depending 
on capacity and resources. 

CSPR staff engage schools in an effort to build suicide prevention infrastructure 
in a way that addresses the unique needs of a school community. Implementation 
staff are licensed professional counselors and social workers with specialized train-
ing in suicide prevention, risk assessment, and safety planning. CSPR staff guide 
schools through two planning meetings to gauge readiness, walk through program 
elements, and identify school staff to support SOS implementation. Four trainings 
occur before SOS classroom implementation including (1) a 90-minute staff gate-
keeper training to teach awareness, competence in identifying and responding to 
at-risk students, and con!dence in using these skills, (2) a 60-minute parent/com-
munity suicide prevention gatekeeper training, (3) a 90-minute classroom presenter 
training to support teacher implementation of SOS curriculum and strategies for 
discussing suicide with youth, and (4) a 90-minute triage training to support coun-
selors and support staff to administer and respond to positive depression/suicide 
screens and determine need for further risk assessment and safety planning. 
Following these trainings, students engage in one to two class periods of SOS pro-
gram content which involves learning about depression and the risk factors and 
warning signs of suicide, viewing videos and discussing effective strategies to sup-
port friends displaying warning signs, and education around how to access help for 
yourself or a friend. This curriculum is followed by a brief depression/suicide 
screening. Students are also given response cards each day to request counselor sup-
port for themselves or a friend. Student screening responses are reviewed and cate-
gorized by school staff so that students with elevated suicide risk receive same-day 
risk assessments by onsite clinicians who obtain consent from parents/guardians 
and remain in communication throughout the process. Subsequently, recommenda-
tions for local services and an appropriate level of care are provided to parents. After 
the program is delivered, the implementation team engages in a school debrie!ng 
session held to identify opportunities for improving SOS processes. Outcomes are 
shared with the school and adjustments are discussed to be implemented the follow-
ing year. 

Sustainability is a critical goal emphasized from the !rst meeting. In order to 
build response capacity, CSPR staff provide district- or county-wide trainings in 
suicide risk assessment and collaborative safety planning which increase the num-
ber of community providers who are able to support school screening efforts. Local 
mental health partners are engaged both as referral options and as prevention part-
ners. Initially, CSPR staff support risk assessment and safety planning on site, but 
providers and local mental health boards are engaged with the aim of connecting 
them to the schools as prevention partners to maximize sustainability. Typically, 
CSPR staff support is reduced by about 50% in year two, and by year three most 
schools can provide enhanced SOS and screening with brief consultation and 
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planning support. The CSPR has initiated virtual communities of practice to share 
lessons learned and best practices in school-based suicide prevention. An evaluation 
of the factors that promote adoption and sustainability is a vital next step. 

 Policy Recommendations

  1. School districts should invest in K–12 evidenced-based SEL programs that pro-
mote resiliency and reduce risk factors for suicide. Universal, suicide-speci!c 
programs should be integrated into such initiatives to maximize impact.  

  2. Diverse partners (such as schools, parents, youth, and mental health organiza-
tions) should be engaged to increase ownership, community buy-in, and momen-
tum for suicide prevention efforts which is critical for successful program 
implementation and for driving lasting change in the school culture around men-
tal health and suicide.

  3. The implementation of school-based suicide prevention programs should incor-
porate a plan for sustainability throughout the prevention program cycle – from 
initial planning to implementation and evaluation. Tailoring the program imple-
mentation plan with school needs in mind, including training, coaching, and con-
sultation, in collaboration with behavioral health partners is ideal.

  4. Consider intentionally cultivating school-based champions to lead suicide pre-
vention efforts, sustain them overtime, and embed programs into school culture. 
This effort should include robust plans for gatekeeper training, continuous edu-
cation, and local communities of practice.

  5. There should be investment by state and federal agencies in the development and 
evaluation of youth suicide prevention programs with an emphasis on !delity 
with #exibility to meet the unique needs and available resources of schools with 
attention to prevention systems that can support sustained implementation.

 Conclusion

Schools provide an important and meaningful context in which suicide prevention 
can occur. Schools leaders need to know not only which prevention programs work 
but also how to implement and sustain these programs with !delity and #exibility to 
meet the needs of the community. Bene!ts from suicide prevention programs are 
#eeting when limited to a single training. Therefore, the implementation of school-
based suicide prevention programs should incorporate a plan for sustainability 
throughout the prevention program cycle. Connecting community partners, local 
behavioral health organizations, and school-based champions is critical for creating 
lasting change. School and community cultures focused on sustainable suicide pre-
vention can maintain gains, even after initial funding ends.    
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Chapter 6
Understanding Suicide Bereavement,  
Contagion, and the Importance  
of Thoughtful Postvention in Schools

Sarah Diefendorf, Sarah Van Norden, Seth Abrutyn, and Anna Mueller 

Recent research estimates that one in !ve adolescents has been exposed to the sui-
cide death of a family member, friend, or acquaintance during their lifetime 
(Andriessen et al., 2017). Understanding how youth cope with suicide loss is impor-
tant since grieving early in the life course may come with unique challenges. In this 
review, we discuss the characteristics of adolescent suicide bereavement, research 
on the potential for suicide contagion, and recommended postvention practices in 
school settings, which can be crucial in addressing concerns about bereavement and 
contagion and thus help in future youth suicide prevention. 

We begin by characterizing suicide loss along a continuum which contains three 
main categories (Cerel et al., 2014). Bereavement sits at one end of this continuum 
and applies to anyone who experiences long-term, signi!cant psychological distress 
in response to the loss. Those affected by suicide but not bereaved may experience 
psychological distress, but typically less than bereaved youth. Finally, at the other 
end of the continuum are those who know or identify with a person who has died by 
suicide. The suicide loss may impact them meaningfully; however, their distress is 
noticeably less than those affected or bereaved. These de!nitions acknowledge the 
effects of suicide on individuals beyond the family unit, as well as variation in types 
of exposure and responses to suicide, and help in our understanding of appropriate 
assessment, support, and intervention for those who are grieving. 
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 Suicide Bereavement

Although clinical research identi!es similarities between suicide bereavement and 
other types of grief, suicide bereavement nevertheless has unique characteristics. 
Speci!c features of suicide loss distinguish it from death by other means, including 
feelings of shock, abandonment, and anger at the deceased, which may depend upon 
the decedent’s previous history of suicidality and the perceived preventability of the 
suicide (Andriessen et  al., 2016). Those experiencing suicide bereavement often 
report both physical and psychological outcomes which can include depression, 
PTSD, complicated (protracted) grief, and subsequent suicidality (Bottomley et al., 
2019). Compared with other bereaved groups, the suicide bereaved often feel pain-
ful social emotions like responsibility, guilt, and shame (Jordan, 2001). Additionally, 
studies show that they are more likely to drop out of work or school and may engage 
in high-risk coping behaviors such as substance misuse and self-harm (Cerel & 
Roberts, 2005). 

The context in which suicide bereavement takes place is also important. A griev-
ing individual’s social relationships, their community’s shared norms, the available 
support systems, and the frequent stigma surrounding suicide can make suicide 
bereavement especially dif!cult (Jordan, 2001). Stigma, both external and self- 
imposed, can create a “double whammy” effect for the suicide bereaved who may 
feel simultaneously grief stricken and socially marginalized (Schreiber et al., 2017). 
In turn, feelings of alienation can complicate recovery. This is particularly relevant 
for adolescents whose grief experience intersects with a developmental stage char-
acterized by identity formation and heightened dependency on peer relationships 
and perceived social acceptance (Balk, 2014). 

Finally, the process of suicide bereavement and healing after suicide differs from 
other types of grief. Unexpected death typically elicits acute shock, but suicide 
often compounds this with a further need to make sense of the decedent’s intentions. 
This can elicit a cognitive process of meaning making in which the bereaved person 
attempts to create a story explaining the unknown aspects of suicide, particularly 
why a person ended their life (Currier et al., 2015). This can prolong the mourning 
process, though it can also result in post-traumatic growth as individuals (a) make 
sense of the loss, (b) !nd a “silver lining” in the experience, and (c) adopt a new 
identity, often that of “suicide loss survivor” (Sands et al., 2011).  

 Adolescent Suicide Bereavement

Adolescent suicide bereavement is unique in that aspects of this developmental 
stage, such as identity formation, may intersect with the grieving process. 
Adolescence is the time of life when mental health disorders are most likely to 
emerge. Additionally, this is a time during which their sense of self in relation to 
their social world is coalescing (Balk, 2014). Adolescents tend to value peer 
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relationships, but these relationships may become strained when an adolescent 
needs to process a suicide loss due to fears about stigma. Those bereaved by suicide 
may prefer peer support from others with similar experience in processing their 
grief, feeling that others who do not share their speci!c experience cannot appreci-
ate their needs (Cerel et al., 2009). Informal support from peers or others with simi-
lar loss experiences may also reduce the awkwardness and stigma that can 
accompany suicide. However, peer support among youth raises some potential con-
cerns; when peers support each other, they may engage in excessive and unproduc-
tive discussions of their personal challenges and mutually encourage negative talk. 
Such a process can increase feelings of closeness between the peers but also increase 
feelings of emotional distress (Andriessen et  al., 2016). Peer relationships that 
appear outwardly supportive may mask these shared negative feelings and the peers’ 
internalization of them, which can place adolescents at risk for adverse outcomes.  

 Factors That Can Impair or Facilitate Adolescent 
Suicide Bereavement

The mental health literacy of parents impacts how effectively parents access profes-
sional help for adolescents. Parents are often critical to getting bereaved youth pro-
fessional mental health supports (Andriessen et al., 2019). When this connection is 
made, a trusting patient-clinician relationship is crucial for adolescents’ engage-
ment and continuation of treatment. Barriers to formal help-seeking include reli-
ance on family, friends, or self, shame associated with mental health stigma, limited 
knowledge of services, and dif!culty identifying symptoms of mental illness or 
perceiving symptoms as not meriting professional attention (Andriessen et  al., 
2019). Bereavement among adolescents is unique as it can leave youth vulnerable to 
contagion.  

 Social Contagion

Following a suicide, there is concern that exposure to suicide through both tradi-
tional and new media (social media and use of the internet) (Marchant et al., 2017; 
Ortiz & Khin Khin, 2018) or through personal role models (Abrutyn & Mueller, 
2014; Maple et al., 2017; Cerel et al., 2016) puts youth at increased risk of suicidal 
ideation or attempt. These social in#uences, collectively referred to as contagion, 
can occur from one person to another or through a social environment, as in the case 
of suicide clusters or successive suicides (two or more) that occur in delimited geo-
graphic and temporal space (Haw et al., 2013; Poland et al., 2019). 

Contagion research has largely focused on traditional media exposure, with 
recent retrospective studies suggesting that media coverage of suicides can facilitate 
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the emergence of youth suicide clusters (Gould et  al., 2014). Questions remain 
about how much traditional media youth consume. One recent study in Japan, for 
instance, found traditional media coverage following celebrity suicides was not 
associated with population suicide rates, though Twitter coverage was (Ueda et al., 
2017). The role of social media in youth suicide is an important emerging !eld of 
research; however, studies examining the impact of exposure to suicide through 
social media on youth or the connection between social media and youth suicide 
contagion or clustering are extremely limited (Robertson et al., 2012; Ortiz & Khin 
Khin, 2018). One rare study of a high school suicide cluster found that youth who 
were posting suicide cluster-related content to their social media had a signi!cantly 
higher risk of suicidal ideation (1.7 times more likely than their non-posting peers) 
and attempts (1.7 times) (Swedo et  al., 2020); however, the study used cross- 
sectional data making it impossible to determine whether the observed association 
between posting and suicidality was because more distressed or impacted youth 
were more likely to post to social media or whether the posting (and ostensibly 
reading others’ posts) generated or exacerbated youth’s risk (or both). Given the 
importance of social media and technology to youth’s lives and connections, more 
research is necessary to unpack the in#uence social media has on youth suicide 
bereavement as well as contagion and clustering. 

Far more is known about exposure to suicide and suicide attempts through per-
sonal role models. Several decades of research using a variety of methodologies has 
con!rmed that youth are at higher risk of suicidality after experiencing the suicide 
attempt or death of a friend or family member (Hawton et al., 2012; Cerel et al., 
2016; Maple et al., 2017). Some hypothesize that this pattern is due to similarities 
in pre-existing risk factors for suicide, shared between friends or family, a phenom-
enon otherwise known as “homophily” or “assortative relating” (Joiner, 2007). 
However, multiple longitudinal studies using a variety of causal modeling strategies 
suggest that shared pre-existing risk factors do not fully explain this dyadic form of 
contagion (Baller & Richardson, 2009; Fletcher, 2017; Randall et al., 2015). In one 
study, researchers found that youth who had no previous suicidal history and who 
were exposed to a friend or family member’s suicide attempt or death in the past 12 
months were signi!cantly more likely to report suicidal ideation 1 year later 
(Abrutyn & Mueller, 2014). Though the mechanisms through which exposure to 
suicide translates into increased risk of suicide are still an important area of research, 
studies have shown that (1) social learning, where knowledge of a friends’ suicide 
attempt or death makes suicide more of an “option” for coping with particular forms 
of distress, and (2) emotional contagion contribute to suicide contagion. However, 
it is also worth noting that experiencing suicide loss does not always translate into 
increased risk of suicide; some studies show evidence of inoculation effects, where 
losing someone to suicide makes a person less vulnerable to suicide (Brent et al., 
1993; Miklin et al., 2019). Given implications for bereaved youth, investment in 
additional research is justi!ed. 
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 Youth Suicide in Schools

Studies underscore the vulnerability of youth to suicide exposure: vulnerability that 
is ampli!ed by their stage of cognitive and emotional development, which makes 
them especially sensitive to other’s in#uence (Giordano, 2003). Not surprisingly, 
then, schools (Haw et al., 2013) and youth (Gould et al., 1989) are disproportion-
ately susceptible to suicide clusters. Importantly, preventing suicide contagion and 
suicide clusters requires identifying and intervening in environmental risk factors. 
School contexts are important environments where youth form protective social 
relationships that offer youth support and meaning. However, school environments 
can also increase risk of suicide if they house a toxic, high-pressure culture, stigma-
tize mental health help-seeking, or offer few opportunities for building positive rela-
tionships with trusted adults (Mueller & Abrutyn, 2016; Pisani et al., 2012; Wyman 
et al., 2019). In addition, environments in which a suicide has occurred may develop 
a new cultural script about suicide—that is, shared beliefs about why people die by 
suicide, who we expect to die by suicide, and, in some cases, where, when, and how. 
This script can render suicide a more normative option for exposed youth, particu-
larly if schools do not engage in adequate postvention.

 School Postvention: Best Practices

Schools are critical locations for suicide postvention (see Ayer et al., this volume). 
While more research is needed to empirically establish the ef!cacy of various post-
vention practices, two key resources provide guidance on best practices: After a 
Suicide: A Toolkit for Schools (AFSP, 2018) and Suicide in Schools (Erbacher et al., 
2015). These resources suggest that it is important that schools solidify a plan for 
postvention and establish a crisis response team long before a crisis occurs. To be 
effective, these plans should encompass the following four areas:

 1. Community Relationships 

Schools should work to build community relationships, because while every 
school should have postvention practices in place, schools should never engage in 
postvention efforts alone. Establishing memoranda of understanding with commu-
nity health of!cials, crisis centers, local counselors, and others who are trained in 
grief support and/or crisis response and can be ready to enter the school and provide 
extra support contributes to a more effective postvention response. Plans to draw 
support from the school district when possible is also advised (some districts have 
complementary crisis response teams). When a crisis event does occur, it is helpful 
to have open lines of communication with trusted community and district partners 
who may be able to provide extra support or interventions; for example, community 
partners may be able to provide trainings to school staff that highlight the typical 
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and atypical responses in grieving and bereaved adolescents or risk factors for sui-
cide (Erbacher et al., 2015).

 2. Clear Plan of Communication

Schools should create a clear plan of communication to speak early and clearly 
with school staff, as well as parents and students, to help ensure that the news is 
delivered responsibly and sensitively (and not through informal means, like social 
media). Sample communications are available (see AFSP, 2018). Phone trees for 
staff can be useful, as can a crisis response team coordinator. Often, the !rst 24 
hours are critical; the school should notify key personnel, while remembering that 
students may be hearing things before many staff due to the information #ow on 
social media. Schools should follow guidelines for talking about suicide in all com-
munications (AFSP, 2018, pp. 55–59). It is a school’s responsibility to verify the 
facts of the death. Schools should be clear with all staff about what may be shared 
publicly (with parents) and what should not be shared. In making these decisions, it 
is important to respect the family’s wishes regarding disclosures of details. However, 
if rumors are circulating among students, it may be appropriate for a trusted staff 
member to talk to the decedent’s family and explain that talking about suicide with 
students can help to keep them safe (Erbacher et al., 2015). 

On the !rst morning back at school following the loss of a student to suicide, the 
school should hold a meeting to provide staff with a death announcement to read to 
their classes. How youth hear about a death can have a profound effect on ways in 
which the individual responds (Hart, 2012). As such, anyone known to be very close 
to a deceased youth should be noti!ed individually if possible, while the rest of the 
students can be told in class. The death announcement is not counseling or therapy, 
but a space where teachers can provide facts, dispel rumors, answer questions and 
normalize student reactions, and triage students following a three-tier model of cri-
sis prevention (see Erbacher et al., 2015). Schools should also facilitate students 
self-referring for additional support. Staff may also be grieving and in need of sup-
port; thus, school should have substitutes or mental health professionals available to 
support staff.

 3. Clear and Consistent Policies and Trainings 

Ideally, schools will have clear and consistent policies and trainings. These poli-
cies should outline the process of recognizing and memorializing student deaths and 
supporting bereaved parents and impacted students and staff. School-related memo-
rials for a suicide are a challenging issue as they can sometimes be interpreted as 
glorifying suicide. A standardized school policy that treats all causes of death simi-
larly can be helpful, though this policy should be developed with all causes of death 
in mind to avoid stigmatizing some deaths (Gilliam, 1994; Vidal, 1989). For more 
details on memorializing suicide losses, we recommend reviewing After a Suicide: 
A Toolkit for Schools (AFSP, 2018, p. 60). In addition to postvention policies, strong 
prevention policies are also necessary. Notably, routine mental health training for 
school staff helps prepare staff in the event of a suicide loss. Trainings should 
include information on suicide and suicide myths, normalize talking about mental 

S. Diefendorf et al.



57

health and suicide, include information on cultural differences within the student 
body, and identify strategies to overcome potential barriers for students’ access to 
out-of-school mental health help (e.g., language concerns, cultural beliefs about 
mental health, !nancial limitations, etc.). Trainings should address the pervasive 
myth that talking about suicide encourages suicide (also known as iatrogenic risk). 
This is not true (Joiner, 2011). This myth can be very salient during postvention as 
fears that a suicide may trigger contagion are common, but it is important that the 
community have fact-based conversations around suicide. After a suicide, such con-
versations are safe and necessary and likely mitigate suicide contagion.

 4. Creating Space for Suicide Bereavement 

Finally, schools should plan out a space within a school that, if needed, grieving 
students can go to, receive support, and feel safe (Erbacher et al., 2015). It is appro-
priate for impacted students to be invited into these spaces; however, students should 
be encouraged to self-refer and refer their friends as well. Scheduling meetings with 
vulnerable students (alone or in small groups) is another recommended approach. 
Collectively, these postvention strategies can help ensure a more effective suicide 
postvention experience.  

 Conclusions and Future Directions

Many youth and schools are impacted by suicide losses. Current research and prac-
tice recommendations provide sound guidance for schools to develop thoughtful 
postvention protocols that in turn serve as an important form of suicide prevention. 
Of course, more research is needed—particularly as new forms of communication 
and connection emerge—to understand the complexities of exposure to suicide dur-
ing vulnerable developmental stages and to maximize the ef!cacy of postvention 
strategies. Additionally, research on suicide postvention and bereavement would 
bene!t from a more signi!cant emphasis on equity and strategies for postvention in 
contexts of resource scarcity. 
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Chapter 7
Utilizing Suicide Risk Screening 
as a Prevention Technique in Pediatric 
Medical Settings

Annabelle M. Mournet, Nathan J. Lowry, and Lisa M. Horowitz

Pediatricians and other medical providers are de facto mental health providers on 
the front lines of the public health crisis of youth suicide and are uniquely posi-
tioned to recognize warning signs and help young people develop effective coping 
strategies for managing emotional distress (Kessler & Stafford, 2008). Universal 
screening for suicide risk, which involves screening all patients regardless of pre-
senting problem, in all medical settings, including primary care, is supported and 
encouraged by many organizations, including the American Academy of Pediatrics 
(AAP), The Joint Commission (TJC), and the National Action Alliance for Suicide 
Prevention (NAASP) (Shain & Committee on Adolescence, 2016; TJC, 2016; 
NAASP, 2012). Implementing suicide risk screening and assessment with evidence-
based tools can enhance feasibility of screening for suicide risk without overburden-
ing busy systems of care (Horowitz et al., 2010, 2020). Moreover, screening has 
been identi"ed as an effective suicide prevention tool (NAASP, 2012). Through 
education and training, pediatric providers can be pivotal partners in detecting sui-
cide risk and connecting their patients to mental health treatments. This chapter will 
highlight how utilizing evidence-based screening tools and clinical pathways to 
manage patients that screen positive can be feasible and potentially lifesaving. 

 Medical Settings as Venues for Suicide Risk Screening

Medical settings are uniquely positioned to screen for suicide risk as they are a 
major point of connection between trusted adults and youth. From a public health 
perspective, the majority of youth in the USA have annual contact with physicians 
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in emergency departments (EDs), hospitals, and outpatient primary care settings. 
Youth are also typically accompanied to healthcare settings by parents or caregivers 
which is crucial for effective assessment, intervention, and safety planning. Of note, 
death registry studies show that 80% of adolescents who die by suicide visited a 
healthcare setting in the months or even weeks prior to their death (Ahmedani et al., 
2014; Rhodes et al., 2013), whereas only 20% of suicide decedents had contact with 
a mental health professional in the month prior to their death by suicide (Luoma 
et al., 2002). For some, nonbehavioral health venues may be the only healthcare 
contact where an individual’s suicide risk can be identi"ed. 

In an effort to reduce youth suicide rates, which have increased steadily over the 
past decade (see Ruch & Bridge, Chap. 1, this volume), TJC has highlighted medi-
cal settings as critical venues for suicide risk detection by issuing Sentinel Event 
Alert 56 (SEA 56), urging medical settings to screen all medical patients for suicide 
risk using brief, evidence-based screening tools (TJC, 2016). TJC also updated 
National Patient Safety Goal 15 (NPSG 15) in 2019 to enhance patient safety and 
healthcare delivery for both behavioral health patients and medical patients at risk 
for suicide (TJC, 2019). As a result of SEA 56 and NPSG 15, many medical settings 
have begun implementing suicide risk screening, further necessitating validated sui-
cide risk screening tools for use among medical patients. Numerous institutions 
have already reported on their considerable progress implementing screening 
among pediatric medical patients (Roaten et al., 2021; Lois et al., 2020). The expe-
riences of these institutions have demonstrated that obtaining stakeholder endorse-
ment, establishing a dedicated interdisciplinary work group, and appropriately 
managing positive screens are essential to a screening program’s sustainability 
(Roaten et al., 2021; Snyder et al., 2020). There are also gaps in understanding and 
executing effective screening programs; please see TJC website for guidance 
(https://www.jointcommission.org/resources/patient-safety-topics/suicide-preven-
tion/). Medical patients typically present with somatic chief complaints and rarely 
disclose suicidal thoughts unless directly asked (Pan et al., 2009), requiring system-
atic suicide risk screening of medical patients to detect suicide risk that would oth-
erwise go undetected. It is important to use tools that are evidence-based and, when 
possible, created for the targeted age group and validated in the settings in which 
they are going to be used. A review by Thom et al. (2020) highlighted several well-
validated suicide risk screening tools for use in medical settings, including the Ask 
Suicide-Screening Questions (ASQ; Horowitz et al., 2012) and the Patient Safety 
Screener (PSS; Boudreaux et al., 2015), that were designed for and validated among 
medical patients (Thom et al., 2020). Additionally, new tools continue to be devel-
oped, such as the Computerized Adaptive Screen for Suicidal Youth (CASSY; King 
et al., 2021), which take advantage of new technologies to enhance screening pro-
cesses in the ED. 
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 Barriers to Address

Prior to implementing a suicide risk screening program, several barriers may need 
to be addressed. First, there is a common myth that asking someone questions about 
suicide can “put ideas in their head” and cause someone to have thoughts of suicide. 
This myth may lead providers and families to have concerns about or avoid suicide 
risk screening. However, this potential iatrogenic risk of screening has been refuted 
in multiple studies (Gould et al., 2005; DeCou & Schumann, 2018). In fact, one of 
the most effective ways to keep a young person from killing themselves is by asking 
them directly, “Are you thinking of killing yourself?”, and then listening empatheti-
cally, and responding supportively.   

 Suicide Risk Screening Clinical Pathways

Often, healthcare providers recognize the need for suicide risk identi"cation but feel 
ill-equipped to build screening into routine practice. To provide physicians with 
step-by-step instructions on how to manage patients at risk for suicide and to address 
some of the barriers surrounding suicide risk screening, the American Academy of 
Child and Adolescent Psychiatry (AACAP) sponsored the creation of youth suicide 
risk screening clinical pathways (Brahmbhatt et al., 2019). These screening path-
ways were designed to allow each medical facility the #exibility to adapt screening 
procedures based on available staff and resources. The pathways use a three-tiered 
system that begins with a nurse/medical assistant administering the ASQ as a brief 
screen. Next, if a patient screens positive for suicide risk, a mental health clinician, 
nurse practitioner, physician assistant, or physician conducts a Brief Suicide Safety 
Assessment (BSSA) using the Columbia-Suicide Severity Rating Scale (C-SSRS; 
Posner et  al., 2011) or the ASQ Brief Suicide Safety Assessment (ASQ BSSA; 
NIMH, 2017). The second step of the pathway, administering a BSSA, is critical as 
it aides the clinician in quickly determining next steps for a patient who screens 
positive for suicide risk. Finally, the third step of the clinical pathway utilizes the 
risk assessment results to determine whether the patient proceeds to a full mental 
health evaluation, a mental health referral, or safety planning and resources. The 
pathways were designed to be #exible and adaptable to each venue’s institutional 
milieu and can be adapted in a way that was most functional for the institution 
implementing the tools. 

Suicide risk screening of medical patients may be especially challenging when 
in-person visits are restricted such as during the COVID-19 pandemic. Although 
data are not yet available regarding how the recent pandemic affected the overall 
youth suicide rate, there remains an urgent need to continue screening for suicide 
risk. To address this need, COVID-19 suicide risk screening clinical pathways were 
developed to guide clinicians through screening for suicide risk via telehealth/phone 
to effectively manage patients who screen positive (Pao et  al., 2020). Typically, 
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individuals with acute suicidal thoughts require an urgent psychiatric evaluation in 
an ED. The pathway was revised to help patients at acute suicide risk and their par-
ents/guardians "nd alternatives to going to the ED in order to avoid exposure to 
COVID-19 and also spare the ED from over-crowding during the pandemic. In 
addition to the over-crowding problems created for the healthcare system, unneces-
sary ED visit can be traumatizing and costly to families (Lerwick, 2016), and there-
fore is not an effective intervention. A critical part of this pathway is for the 
healthcare practitioner to provide lethal means safety counseling (see Monahan & 
Stanley, Chap. 9, this volume) to the patient and family members or friends to 
ensure safe storage or removal of potentially dangerous items (e.g., pills, "rearms, 
belts, knives). Separate adult and youth versions of this pathway were created and 
are available as part of the ASQ Toolkit (www.nih.nimh/ASQ).  

 Feasibility of Screening

Screening for suicide risk has been shown to be feasible in both large and small 
healthcare systems (Roaten et al., 2021; Snyder et al., 2020; Tipton et al., 2019). In 
order to successfully implement a screening program, it is important to enact quality 
improvement processes, such as a Plan-Do-Study-Act quality improvement (QI) 
framework (Deming, 1993). The iterative QI framework aims to raise the standard 
of care for all patients and begins with formalizing a plan for what the elevated 
standard of care should be, followed by training and education to achieve this stan-
dard. A pilot phase in which individuals can provide suggestions for improvement 
allows for continuous improvements to be made as research advances. Using a QI 
approach, suicide risk screening was successfully implemented at a suburban pedi-
atric primary care practice in Richmond, Virginia (Tipton et al., 2019). Following 
the iterative Plan-Do-Study-Act QI approach, medical staff were trained to admin-
ister screening and to manage patients who screened positive for suicide risk. During 
this process, unanticipated problems were identi"ed and addressed. For example, 
upon receiving numerous questions from parents, an informational #yer for parents 
was circulated at the clinic to announce the new addition of suicide risk screening 
to standard practice. By using a QI methodology, suicide risk screening was suc-
cessfully implemented with both nurses and physicians who indicated that screen-
ing did not disrupt clinic work#ow and that they felt comfortable screening and 
managing patients for suicide risk (Tipton et al., 2019). The ASQ tool is available 
publicly in the ASQ Toolkit in many different languages (www.nih.nimh/ASQ). 
Resources for other commonly used screeners, like the C-SSRS, are available 
(www.cssrs.columbia.edu).  

A. M. Mournet et al.



67

 Screening Underserved Populations

Black, Indigenous, and people of color (BIPOC) youth have been historically 
excluded in suicide research. When universally screening for suicide risk, it is impor-
tant to use screening tools that are valid for use among groups at higher risk. 
Similarly, screening tools need to be culturally and psychometrically sensitive. The 
ASQ has been translated into 18 languages, but to maintain its psychometric proper-
ties, there was a need to go beyond verbatim translation. For example, the ASQ tool 
was considered for use in a medical facility that served members of the Navajo 
Nation. There were concerns about how screening would be perceived, as the ASQ 
has items that ask directly about suicide using words like “death,” which is a taboo 
word in this culture. Changing the language of validated tools is typically advised 
against; however, measures are often validated in contexts that do not account for 
cultural differences, and administering to a new group without accounting for these 
factors may be equally problematic. With input from members of the Navajo Nation, 
researchers created a Diné version of the ASQ speci"cally for members of the 
Navajo Nation which replaced the word “death” with “not alive.” Whenever chang-
ing the language of a tool, it is important to retest it. A study is underway to validate 
this version of the tool to ensure that it still accurately identi"es suicide risk. 
Linguistic differences should also be considered when translating suicide risk 
screening tools. 

 Conclusion

Medical settings represent one of the few opportunities for young people to disclose 
mental health issues and be connected to resources. Through implementing QI 
methodology and using three-tiered suicide risk screening clinical pathways, evi-
dence-based suicide risk screening programs are achievable and can allow health-
care systems to feasibly integrate screening into practice. To ensure that universal 
suicide risk screening programs are truly “universal,” we must question whether our 
tools and pathways work for all intended populations. Speci"cally, providers should 
evaluate whether screening instruments and assessment approaches are effective for 
understudied populations who may also be at high risk for suicide. Providers should 
also consider how they gather and act on feedback from communities as well as 
individuals with lived experience (see Rowan et al., Chap. 18, this volume). Future 
research, clinical practices, and policies must focus on addressing the needs of high-
risk populations to ensure screening tools accurately identify risk among all individuals 
and are culturally sensitive. 
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Chapter 8
After Screening: A Developmentally 
Informed Approach to Safety Planning 
and Stabilization 

Lucas Zullo, Tamar Kodish, and Joan Asarnow

This chapter focuses on clinical interventions after a youth has been evaluated as 
showing signs of suicide risk. We build on evidence-based approaches for identify-
ing youth at risk for suicide (see Mournet et al., Chap. 7, this volume) and focus on 
Safe Alternatives for Teens and Youths-Acute (SAFETY-A, also known as the 
Family Intervention for Suicide Prevention, FISP), a brief therapeutic assessment 
and intervention that emphasizes stability, safety, and linkage. This approach has 
potential for preventing unnecessary and costly hospitalizations, which have vari-
able effectiveness compared to intensive community-based outpatient services 
(Giles et al., 2021; Hutcherson et al., 2021; Coyle et al., 2018; Hughes et al., 2017). 
Such brief interventions aim to elicit behaviors and protective factors that mitigate 
the risk of suicidal behavior and allow for transition to outpatient care for youth who 
might otherwise require extended hospitalization or acute behavioral healthcare to 
maintain safety. 

 State of the Evidence: What Have We Learned?

Currently, there are several interventions that have shown promise for reducing sui-
cide attempts and suicide attempt risk in randomized controlled trials (RCTs) with 
youth. Three interventions have shown ef"cacy for reducing suicide attempts in 
single RCTs relative to comparison conditions: Integrated Cognitive Behavior 
Therapy for Suicidality and Substance Abuse (Esposito-Smythers et al., 2011); the 
12-week SAFETY treatment, a DBT-informed cognitive behavioral and family 
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treatment (Asarnow et  al., 2017); and Dialectical Behavior Therapy (DBT, 
McCauley et al., 2018). DBT has also been classi"ed as a “well-established” inter-
vention for self-harm, inclusive of both suicidal and non-suicidal self-injurious 
behavior, based on evidence from three independent RCTs (Mehlum et al., 2019; 
McCauley et al., 2018; Santamarina-Perez et al., 2020). Five “probably ef"cacious” 
interventions for self-injurious thoughts and behaviors have also been identi"ed. 
These include cognitive behavioral therapy with individual and family components, 
interpersonal therapy for adolescents, psychodynamic therapy with individual and 
family components, integrated family therapy, and parent training (for review, see 
Glenn et  al., 2019). Additional promising suicide-speci"c interventions include 
attachment-based family therapy (Diamond et  al., 2010), as well as Cognitive 
Behavioral Therapy for Suicide Prevention (CBT-SP) (Stanley et al., 2009) and the 
Collaborative Assessment and Management of Suicidality (CAMS) (Jobes et al., 
2019), both of which have been tested primarily in adults. Because successful rep-
lication of bene"ts for reducing self-harm in youth was identi"ed only for DBT, and 
there have been failures to replicate bene"ts, continued research to replicate and 
extend these "ndings is needed. Research is also needed to test interventions among 
youth from diverse backgrounds (e.g., racial and ethnic minority youth, LGBTQ+ 
youth, urban vs. rural, youth in foster care) to determine the degree to which treat-
ment bene"ts extend to heterogeneous groups of youth presenting with suicide and 
self-harm risk. 

Despite emerging data pointing to effective treatments for suicidality and self-
harm, the majority of youth at risk for suicide do not receive care, and racial/ethnic 
minority youth are less likely to receive evidence-based treatments (EBTs) relative 
to nonminority youth (Wu et al., 2010; Asarnow & Miranda, 2014). Racial and eth-
nic minority youth may be particularly likely to bene"t from EBTs (Ngo et  al., 
2009; Adrian et al., 2019), underscoring the value that integrating evidence-based 
suicide prevention into community care may have in reducing racial disparities in 
mental health. To accomplish this goal, barriers such as systematic racism and struc-
tural inequity within our healthcare systems must be addressed through policy ini-
tiatives. In addition, interventions designed to enhance continuity of care for suicidal 
youth should be implemented in routine care settings, and strategies that support 
sustainability of these programs are needed.  

 SAFETY-A

In this section, we illustrate one promising suicide-speci"c care model used with 
adolescents with initial evidence of effectiveness. SAFETY-A is a therapeutic 
assessment approach which aims to achieve three primary aims: (1) provide crisis 
intervention for youth presenting with suicidal episodes; (2) enhance youth safety; 
and (3) improve linkage to follow-up care and continuity of care. Results of a two-
site RCT indicate that SAFETY-A is effective in improving rates of linkage to fol-
low-up treatment after an emergency department (ED) visit for suicidal ideation or 
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behavior (Asarnow et al., 2011). This is an important outcome and treatment goal, 
as rates of follow-up treatment are low in this population and receiving follow-up 
care is a necessary condition for receiving effective treatment. Of note, improving 
continuity of care is listed as Objective 8.4 of our National Strategy for Suicide 
Prevention (United States Department of Health and Human Services, 2012). 

Figure 8.1 illustrates how SAFETY-A "ts into a care process model for treating 
youth presenting with elevated risk for suicide. Following initial identi"cation of 
suicide or self-harm risk, and medical clearance, SAFETY-A provides additional 
evaluation and brief therapeutic intervention. Initially developed for use in the ED 
and based on an earlier specialized ED intervention (Rotheram-Borus et al., 1996), 
SAFETY-A can be completed in 20–90 minutes depending on available time, allow-
ing for adjustments based on youth and parent/caregiver response and practical con-
siderations (Asarnow et al., 2009, 2020).

This strengths-based, developmentally nuanced approach includes "ve key youth 
tasks and three parent/caregiver (hereafter referred to as parents) tasks. These 
“tasks” aim to assess whether the clinician can elicit behaviors that are incompatible 
with suicidal thoughts and self-harm. Youth tasks include (1) identifying three 
strengths in the youth and family/environment; (2) understanding the youth’s emo-
tional reactions using an “emotional thermometer”; (3) participating in safety plan-
ning in which the youth identi"es skills/strategies that can be used instead of 
self-harm; (4) identifying a minimum of three people the youth can go to for support 
in staying safe (emphasizing responsible adults); and (5) making a commitment to 
using the safety plan instead of resorting to self-harm behavior. The clinician also 
provides some counseling on means restriction and the potential disinhibiting 
effects of substance use. 

By leading with a focus on strengths, a clinician disrupts the emphasis on prob-
lem behavior and provides an opportunity for the youth to focus on content that is 
associated with feelings of self-worth, hopeful thoughts, and reasons for living. 
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Changing the tone of crisis care in this way allows the clinician to build rapport with 
the youth, shift the focus to thoughts and behaviors that are incompatible with sui-
cide/suicide attempts, and gather key information that can be used in safety plan-
ning. Conversely, if a youth is unable to identify strengths in themselves or the 
environment, this may be an indicator that additional evaluation and intensive sup-
port is needed prior to discharge to home or a lower level of care. 

Parent tasks feature the following elements: (1) identifying three strengths in the 
youth and family/environment; (2) committing to and developing a plan for restrict-
ing access to dangerous self-harm methods (e.g., "rearms) and increasing support-
ive monitoring and protective supervision; and (3) enhancing caregiver ability to 
support youth in using the safety plan instead of self-harm. When a parent is unavail-
able, parent involvement is contraindicated (e.g., abuse), and/or there are other key 
caregivers; this work can also include or substitute signi"cant others in the youth’s 
life. Safety planning should attend to the youth’s current social environment (e.g., 
outreach to noncustodial parent and adults with whom the youth may reside). 

Several promising "ndings have emerged using this model. After an average of 
2 months, youth receiving SAFETY-A were signi"cantly more likely to attend out-
patient treatment; receive psychotherapy; and had more psychotherapy visits. 
However, analyses (adjusting for selection biases in receipt of treatment) did not 
result in bene"ts of linkage to community treatment as usual (Asarnow et al., 2011). 
While this trial did not indicate SAFETY-A led to improved clinical outcomes, the 
assessment approximately 2 months after hospital discharge may have been too late 
to detect clinical response. This is suggested by results from the earlier/"rst-gener-
ation ED intervention which indicated decreased suicidal ideation at an immediate 
post-discharge evaluation (Rotheram-Borus et al., 1996). In addition, open trial data 
of response to SAFETY-A in an outpatient crisis clinic indicated that after delivery 
of SAFETY-A, youth and parents reported signi"cant improvements in their con"-
dence that they could keep themselves or their children safe (Zullo et al., 2020). 
Signi"cant reductions were also seen from pre- to post-intervention in youths’ urges 
to self-harm, intent to end their lives by suicide, and level of misery/unhappiness. 

Importantly, both an earlier trial with the early/"rst-generation version of 
SAFETY-A and a later trial that incorporated the emergency/SAFETY-A interven-
tion as the "rst session of a more extended yet still brief follow-up treatment found 
reduced suicidality relative to comparison conditions (Rotheram-Borus et al., 2000; 
Asarnow et al., 2017). These studies support the bene"ts of the SAFETY-A approach 
for reducing suicide attempt risk when combined with a suicide-focused evidence-
informed intervention. Speci"cally, the data support SAFETY-A is an effective "rst 
step during the transition to evidence-based programs such as DBT or longer-term 
treatments such as SAFETY or Integrated CBT. Moreover, SAFETY-A has some 
key overlap with longer-term treatments and sets the groundwork for an initial fol-
low-up session by establishing safety through the creation of a developmentally 
informed safety plan. SAFETY-A complements these evidence-based modalities by 
targeting the critical component of safety before follow-up care is administered. 
Typical recommended courses of action following SAFETY-A are supporting the 
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rapid linkage to evidence-based care and protective action from caregivers as needed 
during this transition period.  

 Conclusions and Policy Implications

It is critical that healthcare settings offer evidence-based suicide-speci"c interven-
tions to youth at risk for suicide. In addition to outpatient treatment modalities such 
as DBT, CBT-SP, CAMS, and other interpersonal, dynamic, and cognitive behav-
ioral treatments with support, brief targeted emergency department intervention can 
have a positive impact. SAFETY-A "lls a critical gap in the clinical pathway for 
treating suicidal youth (Fig. 8.1). After a youth screens positive for elevated suicide 
risk, a brief therapeutic intervention to further assess risk and enhance safety for 
youth who can be safely discharged home is an important next step. Use of 
SAFETY-A to further assess risk and offer a brief intervention allows for improved 
access to evidence-based suicide prevention care, with the potential for especially 
large bene"ts for racial and ethnic minority youth who often lack access to such care 
(Asarnow & Miranda, 2014). 

Suicide-speci"c care models have the potential to drive improved intervention 
outcomes among vulnerable youth. We highlighted how one such evidence-based 
approach, SAFETY-A, contributes to enhanced evaluation, safety planning, and 
linkage after a positive screen for suicide risk. SAFETY-A represents a critical next 
step as screening without effective therapeutic intervention may contribute to poor 
outcomes (e.g., elevated readmission and suicide rates) and increase burden on the 
healthcare system and families. Early results suggest integrated mental health and 
medical care can help reduce the "nancial burden of mental health problems emerg-
ing after a suicide loss (Perrin et  al., 2019). Now that strong evidence-based 
approaches to screening have been developed (Mournet et al., Chap. 7, this volume), 
research and quality improvement efforts should consider how to best augment 
screening by increasing the availability of effective therapeutic assessments and 
follow-up care. 

One such initiative to increase access to evidence-based care for youth suicide 
prevention is through the UCLA-Duke Center for Trauma-Informed Suicide, Self-
Harm & Substance Abuse Treatment & Prevention ASAP Center (SAMHSA 
U79SM08004). Given the strong association between suicide/self-harm risk and 
trauma exposure, the ASAP Center advances the dissemination and implementation 
of evidence-based interventions for youth mental health by offering resources and 
trainings on trauma-informed care, SAFETY-A, and the 12-week SAFETY pro-
gram and integrating effective strategies for evaluating and reducing suicide and 
self-harm risk in primary care, emergency, school, and other key service settings 
(Goldston & Asarnow, 2021). More information on the ASAP Center resources and 
programs can be found at https://asapnctsn.org/. 

SAFETY-A and other promising suicide-speci"c intervention approaches have 
the potential to increase the chances that youth at risk for suicide receive care that 
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meets their individual needs for safety, stability, family support, and ongoing thera-
peutic care. Ultimately, this type of work is highly complementary of existing sui-
cide prevention efforts. It is our hope that clinicians and policy makers will use this 
information to enhance suicide care in their communities and prevent premature 
deaths and suffering among our youth.     
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Chapter 9
Safety Planning and Lethal Means 
Counseling with Youth

Maureen F. Monahan and Barbara Stanley

There is a growing body of research to suggest that most suicidal crises (i.e., the 
period of time in which someone seriously contemplates killing themselves) are 
relatively brief. Close to 50% of youth aged 11–15 who died by suicide had no evi-
dence of pre-planning (Holland et al., 2017), and 24% of those aged 13–34 made a 
near lethal attempt after 5 min of deliberation (Simon et al., 2001). Given that many 
youth contemplate suicide for a short period of time, targeted interventions during 
these periods may avert suicide attempts. In particular, having limited access to 
lethal means and effective methods of distracting from suicidal thoughts and urges 
play a key role in youth suicide prevention.

One way to thwart suicidal behaviors and allow suicidal crises to dissipate is 
through the use of a safety plan (SP; Stanley & Brown, 2012; Stanley et al., 2018). 
SPs are individualized lists of factors that indicate heightened risk of suicide (i.e., 
warning signs) and ways to prevent the person from engaging in suicidal behaviors. 
These plans are tailored to individuals at risk and highlight their preferred internal 
coping strategies, external distractors (i.e., persons and social settings), and contact 
information for supportive family members, friends, and mental health profession-
als that can assist during a crisis. Arguably, the most critical component of an SP is 
lethal means counseling (LMC), the "nal step in the Stanley-Brown Safety Planning 
Intervention (Stanley & Brown, 2012), which has been adopted in many healthcare 
and community settings. LMC involves working directly with individuals at risk for 
suicide to limit access to lethal methods (e.g., locking pills in a cabinet) until the 
risk of suicide has diminished substantially. LMC may be especially important for 
youth living in homes where "rearms are present. Studies have documented that 
youth who live in homes with "rearms have up to a "vefold increased risk of 
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suicide, even if they are not the owner of the "rearm (for a review see Barber & 
Miller, 2014). This risk can diminish by 30–50% when "rearm access is limited 
(e.g., temporary removal of "rearms from the home, utilizing gun locks), and 
research suggests limiting access to other lethal means can help further decrease the 
overall risk of suicide (Barber & Miller, 2014). Thus, LMC in addition to safety 
planning can have a profound impact on preventing youth suicide.

 Safety Planning/Lethal Means Counseling with Youth

An important distinction between youth- and adult-focused suicide-speci"c treat-
ments (D’Anci et  al., 2019) is the emphasis on family involvement, particularly 
through providing psychoeducation and enhancing family communication and con-
nection. Promising youth treatments that incorporate families include As Safe as 
Possible (ASAP; Kennard et al., 2018), Cognitive-Behavioral Therapy for Suicide 
Prevention (CBT-SP; Stanley et  al., 2009), the Treatment of Adolescent Suicide 
Attempters (TASA; Brent et  al., 2009), the SAFETY Program (Asarnow et  al., 
2017), and a specialized emergency room (ER) care intervention (Rotheram-Borus 
et al., 2000). Family support is a critical component of many successful youth inter-
ventions and is also used in the current stand-alone SP interventions for this 
age group.

Previous work suggests that lethal means interventions that emphasize psycho-
education for parents can signi"cantly increase the likelihood of limiting their 
child’s access to household lethal means (Barber & Miller, 2014). More recent stud-
ies have documented positive relationships between SP interventions that involve 
families and increased outpatient treatment adherence (Asarnow et al., 2011), SP 
use and means safety behaviors (Hill et al., 2020), and self-ef"cacy in implementing 
coping strategies to refrain from suicidal behavior (Czyz et al., 2019). As such, fam-
ily involvement is likely an important component of youth SP/LMC. Clinical con-
siderations for incorporating families in treatment, as well as other recommendations 
for engaging in SP/LMC with youth, are discussed below.

 Important Considerations for SP/LMC with Youth Clients

Developing an SP with youth clients should always involve a caregiver, either dur-
ing the development of the plan or after the plan has been created. In either case, 
caregivers should be provided with copies of their child’s SP. This collaboration can 
increase caregiver self-ef"cacy in helping youth manage crises and identifying 
when immediate, emergency care is needed. With caregiver involvement playing a 
signi"cant role in maintaining safety over time, it is equally as important that youth 
consent/assent is obtained, and youth are made aware their SP will be shared with 
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their caregivers. Safety planning is built on a foundation of trust between the client 
and mental health provider. Failing to disclose parent involvement and limitations 
of con"dentiality generally could be perceived as a betrayal of trust with negative 
implications for treatment adherence and outcomes.

The next set of recommendations relate to the school environment. Similar to 
working with caregivers, providers should strongly consider communicating with 
the youth’s school regarding their SP and make note of any special accommodations 
that may be warranted (e.g., unrestricted access to guidance counselors, permission 
to step out of classroom to use coping skills when highly distressed). Providers 
should obtain youth consent/assent, make youth clients aware of what will be dis-
cussed with the school, and carefully follow each school’s unique consenting proce-
dures. Another important consideration is that youth may have different internal 
coping strategies at school versus at home or outside of school, based on availability 
of resources and the degree to which each skill can be used covertly (Hill et al., 
2020;  e.g., deep breathing versus singing aloud versus taking a cold shower). 
Providers and youth clients may want to develop separate SPs for home and school 
or create distinct categories for each setting in one comprehensive SP.

It is also important to be aware of how youth’s developmental stage may differ-
entially impact the safety planning process. Most youth do not initiate therapy on 
their own (Stiffman et al., 2004) and may feel a lack of autonomy related to being 
in treatment in the "rst place. Without initial buy-in, youth may be less likely to 
fully engage in therapy, which could negatively impact their likelihood of develop-
ing a meaningful SP or disclosing thoughts of suicide. Developmental consider-
ations are especially relevant with respect to counseling on lethal means. SPs should 
be developed as collaboratively as possible so that the youth feel empowered to 
have an active role in creating a safe environment rather than restricted. If approached 
in a prescriptive or rigid manner, clients can interpret a discussion on limiting their 
access to lethal means as a violation of their rights or a form of punishment. Mental 
health providers may decide to devote extra time toward reframing this process as a 
way for the individual to help keep themselves safe, as opposed to a way to restrict 
their independence.

Fostering the youth’s autonomy in this process should be carefully balanced with 
the overarching goal of keeping them safe. This balance may be more salient when 
generating lists of internal coping strategies and external supports (Hill et al., 2020). 
When compared to adults, youth may have less life experience and often a smaller 
repertoire of coping skills. Thus, providers may have to offer a range of suggestions 
and teach adaptive coping strategies that will be effective in a time of crisis. In addi-
tion, providers should keep in mind the changing peer relationships and perceptions 
of closeness inherent in adolescence (Marsh et al., 2006). Only adult contacts should 
be listed as people the youth can turn to for help in a crisis. Trusted peers may only 
be listed as people who can help distract them from suicidal thoughts.

Finally, given the facility youth have with electronic media and its ubiquity, pro-
viders should consider utilizing mHealth (mobile health) applications, such as the 
Stanley-Brown Safety Plan© app (Two Penguins Studios LLC, 2013) or the MY3 
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app (Mental Health Association of New York City Inc, 2013), in addition to paper 
copies of the SP. An added bene"t of mobile applications is that they are more read-
ily accessible through the youth’s phone, as opposed to a paper version which may 
be more inconvenient or susceptible to being misplaced. It is important to note that 
these recommendations for youth SP are largely based on clinical judgment and 
experience as opposed to speci"c empirical "ndings. There is a pressing need for 
research to address the gaps in youth SP.

 Future Directions for Research and Policy

Some gaps are methodological and others technological. There is a striking need for 
studies with rigorous designs (e.g., longitudinal, randomized controlled trials) to 
assess the effect of youth SP/LMC on key outcomes (e.g., suicidal ideation, attempts, 
suicides). Along these same lines, future work should investigate the active ele-
ments of SP on treatment outcomes to generate a clearer picture of which steps are 
critical for preventing youth suicide. The "eld would also bene"t from greater 
development and testing of mHealth or web-based SP interventions for youth. Areas 
for further study include mobile app push noti"cations that prompt users to practice 
coping strategies and reinforcement after successful SP app use to increase the like-
lihood of using SP strategies in the future. Studying how mobile technologies can 
increase SP/LMC use is especially relevant in light of the world’s growing reliance 
on technology.

While continued research in these areas is important, SP/LMC practices must 
also be adopted in real-world settings to effect meaningful change. We are high-
lighting a call to action to allocate more funding, training, and resources for large- 
scale implementation and dissemination of SP/LMC across youth educational 
institutions. Training more school counselors in these brief and effective interven-
tions could have a major impact on youth suicide. Unfortunately, youth at risk often 
do not get referred for specialized care as suicide risk is complex and sometimes 
dif"cult to recognize. Therefore, this initiative would be most effective if, in addi-
tion to training school counselors in SP/LMC, training in suicide risk screening was 
broadly disseminated to school staff and community members (e.g., teachers, 
administrators, coaches, mentors, etc.). These parallel initiatives could facilitate 
more referrals to school counselors trained in SP/LMC in the hopes of reducing 
youth suicide.

Lastly, attention should be paid to care transitions. Youth are at a signi"cantly 
heightened risk of suicide when transitioning between levels of care (e.g., inpatient 
unit to outpatient treatment; Fontanella et al., 2020). While SPs can aid in reducing 
risk during this time, more research and policy work should focus on how health-
care and education systems can work together to make care transitions as safe and 
seamless as possible.
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 Conclusion

Research has identi"ed how limiting access to lethal means greatly reduces suicide 
among adults, yet there is much to learn about SP/LMC with youth clients. Based 
on what is known regarding current best practices, providers should center SP adap-
tations around family involvement and strongly consider working with youths’ 
schools to maximize SP ef"cacy. Providers must also pay careful attention to issues 
of consent and con"dentiality, ensuring that youth are aware of what information 
will be shared and with whom. Further, providers may decide to devote extra time 
toward generating buy-in and maintaining a collaborative stance throughout the SP/
LMC process. Policy work should focus on care transitions, implementation of SP/
LMC in schools, broad dissemination of suicide risk screening in communities, and 
technological advancement of SP/LMC.
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Chapter 10
Youth Crisis Hotlines: Merging Best 
Practice Suicide Prevention Within 
a System of Care

Bart Andrews, Laura Coleman, Mandy Bowlin, and Catherine Cox

The primary purpose of a crisis hotline is to provide timely, empathetic support to 
callers, identify problems and potential solutions, ensure callers are safe, and con-
nect them with appropriate resources. While crisis hotlines can provide support for 
a variety of presenting concerns, such as domestic abuse or drug use, they are a 
promising tool for suicide prevention. When individuals experience a suicidal crisis, 
hotlines can serve as a “just in time” intervention and provide support to ensure 
immediate safety and a plan for after the crisis resolves. 

In 1958, the !rst suicide prevention crisis hotline in the USA was established in 
Los Angeles, California (Of!ce of Surgeon General & National Action Alliance, 
2012). The line was staffed by trained, community volunteers (Harding, 2009). In 
1963, the line began 24/7 coverage, and staff were trained in an active intervention 
model that emphasized that crises are often short term. Listeners were coached to 
ask questions such as “Where does it hurt?” and “How can I help?” (Morris, 2011). 
Subsequently, suicide prevention crisis centers were established throughout the 
USA to assist those experiencing acute suicidality or emotional distress. In 2004, 
the Substance Abuse and Mental Health Services Administration (SAMHSA) cre-
ated the National Suicide Prevention Lifeline (Lifeline), a national network of 180 
crisis centers that provides free and con!dential emotional support to people in 
suicidal crisis or emotional distress 24 hours a day, 7 days a week. The Lifeline cur-
rently answers over 2 million calls per year (National Suicide Prevention Lifeline, 
2020), with call volume likely to increase substantially in the coming years. As of 
July 16, 2022, “988” is designated as the dialing code for the Lifeline allowing 
everyone in the USA to quickly access the Lifeline as opposed to the longer 
1-800-278-8255 which will remain active as well. 
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Despite the extensive practice of using of crisis hotlines, there are limited data on 
the prevalence, patterns of use, or overall effectiveness of this type of intervention. 
Notably, there have been signi!cant challenges in demonstrating the ef!cacy of 
crisis hotlines over time, with the most signi!cant being the absence of randomized 
controlled trials (RCTs) to test effectiveness. However, during the !rst major expan-
sion of crisis hotlines, a comparison of counties with and without crisis hotlines 
found evidence that the presence of crisis hotlines was associated with a reduction 
in suicide rates but only among white women 24 and younger (Miller et al., 1984). 
Not only is more current effectiveness data needed, but an evaluation of who is will-
ing to access hotlines and who bene!ts from these interventions is needed. 

Crisis hotlines tend to incorporate a similar approach to assisting and managing 
callers. Generally, an individual experiencing acute distress calls the hotline, and a 
crisis worker will attempt to de-escalate the situation via phone, create an immedi-
ate plan for safety, and, if appropriate, provide referrals to community resources. 
While this traditional approach has been considered best practice in the !eld, there 
are limitations. Prior to the mid-2000s, there was little evidence-based guidance on 
best practices for suicide prevention and crisis hotline work. For example, “no harm 
contracts” were considered standard practice at the time despite having no empirical 
support (Lewis, 2007; see Monahan et al., Chap. 9, this volume). 

Although it will be important to augment the research base around crisis hotline 
interventions over time, we !rst need to understand the consensus components of 
best practice in this area. This chapter illustrates innovations in crisis hotline ser-
vices that can improve the quality of engagement during times when individuals 
need timely and effective support. Behavioral Health Response (BHR) is a regional 
crisis hotline located in St. Louis, Missouri. BHR is a member of the National 
Suicide Lifeline Network and has sought to improve mental health support access 
for individuals in crisis by adding problem-/demographic-speci!c hotlines, internet 
chat links, texting options, telehealth, and mobile outreach responses. This chapter 
also provides a detailed description of how BHR created and implemented a Youth 
Connection Helpline system to serve as a model of how to integrate the science of 
crisis hotline work into a youth-focused community safety net. This chapter empha-
sizes the importance of integrating crisis hotlines with other community resources 
and the value of tracking outcomes to achieve intended goals. Guidance on how to 
implement and evaluate a youth-focused crisis system is provided. 

 Behavioral Health Response 

In 1994, Missouri created a statewide crisis system with 24/7 crisis intervention 
hotline and mobile outreach services. At the time, Missouri’s crisis system was the 
!rst statewide crisis system that guaranteed 24/7 telephonic and mobile outreach 
services that could directly connect callers to state-funded systems of care. Missouri 
helped to advance the !eld by using a crisis hotline service to systemically connect 
callers to both mobile outreach services and ongoing outpatient services. This also 
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marked the beginning of a transition from crisis hotlines being mostly volunteer, 
community-initiated efforts to publicly funded statewide efforts. As part of this 
effort, BHR was created to provide crisis hotline and mobile outreach services to 
residents of the eastern region of Missouri, encompassing St. Louis City and the 
surrounding nine counties. 

BHR provides a regional crisis hotline for the St. Louis metropolitan area and 
also answers Lifeline calls that originate from this same region. Only about 8% of 
callers to BHR’s regional crisis line report suicidal thoughts compared with the 
more than 20% of Lifeline callers from the same region. Callers to the regional 
crisis hotline are often motivated to speak to someone in the moment and establish 
a connection to services. Alternatively, Lifeline callers are often more motivated to 
engage in a supportive conversation, are already engaged with services, and often 
call the Lifeline phone number rather than the crisis line number for their treatment 
agency. Interestingly, some Lifeline callers struggling with thoughts of suicide 
avoid calling their own treatment agency’s 24/7 crisis line number, as they want to 
speak to someone outside of their treatment team and want that information kept 
separate from their ongoing care. It is important to recognize that callers’ wants and 
needs do not always align with providers’ wants and needs. Notably, calls to BHR’s 
youth dedicated lines are most often from youth or from a third party (e.g., parent, 
other concerned adult, peer) trying to obtain help for a youth in crisis.  

 The BHR Youth Connection Helpline System

The BHR program created the Youth Connection Helpline (YCH) system to better 
meet the needs of the community. In 2009, only a small percentage of calls, less 
than 200 callers in all, to BHR were from youth under the age of 18 in a metropoli-
tan area of 2 million people, suggesting limited awareness and/or accessibility. In 
response, BHR sought and obtained funding to create a youth-focused crisis system 
in 2010. BHR believed that having a youth-focused line that was dedicated and 
marketed to youth, with the addition of text and chat access, would increase utiliza-
tion and lead to more youth in crisis getting services. 

In 2010, BHR received a grant from SAMHSA and Lifeline with the aim of add-
ing crisis hotline follow-up services. Prior to receiving this grant, BHR was unable 
to fund follow-up phone calls. A majority (90%) of crisis calls were resolved via the 
initial phone call and a referral. The remainder either received a mobile outreach 
and the case was resolved after completing the mobile outreach. Only callers 
deemed to require police rescue received follow-up calls and that was to determine 
outcome of the police response. This grant allowed BHR to make follow-up calls as 
standard of care for all callers who were experiencing suicide thoughts at the begin-
ning of the call. The results were often dramatic for callers. At !rst, callers expressed 
confusion when the option of a follow-up call was offered. However, BHR began 
reporting deeper and more enriching contact with callers. Because BHR had ongo-
ing contact with an individual after their initial call, BHR was able to better 
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understand how the crisis line had helped them and learn more about the caller’s life 
and their challenges accessing ongoing services. Additionally, BHR clinicians 
formed more meaningful connections with callers through consistent follow-up. 
Some client’s developed deep bonds with their follow-up clinician, and we had to 
develop transition plans in order to end the follow-up contact. Offering follow-up 
phone calls also made it easier to de-escalate callers and decreased use of responses 
by law enforcement. Callers indicated that the opportunity to receive a follow-up 
call reduced perceptions of loneliness and created a tangible sense of hope. 
Collection of outcome data also increased, allowing BHR to track how many callers 
were connected with mental health services, followed their safety plans, required 
hospitalization after contact, or subsequently engaged in suicidal behavior. 

At the end of 2010, BHR expanded services to all youth under the age of 19 in 
part of their coverage area, which resulted in the creation of the Youth Connection 
Helpline (YCH) system. BHR committed to follow up every caller on the YCH, 
whether the caller was a youth or someone calling about a youth. Additionally, fol-
low- up expanded from 2 weeks (the model of care under the Lifeline follow-up 
grant) to 4 or 6 weeks. The expansion allowed BHR to add follow-up clinicians 
whose sole job was to manage outbound follow-up to everyone in follow-up care. 
Each clinician has a dedicated caseload of follow-up clients so that youth and fami-
lies speak to the same clinician to maintain continuity. Text and chat options were 
added over time so that youth could reach the YCH in a mode of their choosing. 
Mobile outreach services were also expanded so that all callers were eligible for 
mobile outreach, rather than only the most urgent cases. System of care referrals 
was built into the electronic health care record so staff could not only see each refer-
ral that was provided but, on follow-up, BHR could record each referral that resulted 
in a service linkage. Outcome variables on every single call are tracked. The YCH 
thereby became the !rst fully integrated, 24/7 system of care for youth in the nation. 

 Best Practices Drive the System

The YCH integrated best practices from Lifeline’s standards for assessment and 
intervention and added non-demand care follow-up for all callers. The standards 
guiding YCH training include the following: Lifeline Suicide Risk Assessment 
(Joiner, et al., 2007); Helping Callers at Imminent Risk of Suicide (Draper, et al., 
2015); National Suicide Lifeline Follow Up Procedures (National Lifeline, 2021); 
Counseling on Access to Lethal Means (Frank & Ciocca, 2009); and Stanley and 
Brown’s (2012) Collaborative Suicide Safety Planning. 

In addition, all callers received follow-up, including referral sources and any of 
the caller’s active treatment providers. BHR discovered that often the caller’s thera-
pist was unaware of the caller’s suicide crisis or that when there were multiple pro-
viders, the providers were not coordinating care with each other. BHR found that by 
calling all identi!ed providers and the referral sources, we could improve care coor-
dination and outcomes. YCH follow-up clinicians actively reached out to guardians, 
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teachers, primary care providers, and therapists to ensure clients were linked with 
appropriate services and everyone in the youth’s treatment team was involved with 
coordinating care. This wraparound approach was key in making sure that it is not 
just the youth who is the focus of care but that the entire system is responding and 
adjusting to the needs of the youth. Renaud et al. (2009) found that youth who died 
of suicide either were not connecting with a care system at all or had inadequate 
care that was not coordinated across multiple providers and caregivers. The YCH 
system was designed to ensure callers get established best practices in suicide pre-
vention at each contact using a well-coordinated system-based approach to meet the 
needs of youth in crisis.  

 Data and Outcomes

One of the goals of creating the YCH system was to have better data and track the 
outcomes of our interventions. The following BHR data is from July 1, 2019, to 
June 30, 2020, and describes the nature of presenting issues, caller responses, and 
disposition outcomes. Youth-related calls to BHR increased tenfold during the !rst 
3 years of the program. Having youth-speci!c services (e.g. text, chat, and YCH 
helpline marketing) signi!cantly increased access to the crisis system. All callers 
were eligible to participate in the postcrisis follow-up program and 78% (1780/2283) 
of callers accepted follow-up. A clinical care coordinator contacted callers within 
48 hours of their initial call and stayed in touch with the caller on a weekly basis 
until the crisis was resolved or until the caller decided to no longer participate. The 
average length of calls between clinical care coordinator and caller was approxi-
mately 10 minutes. 

The most common presenting problems were non-acute mental health needs 
such as depression, anxiety, and concentration problems (982/2283), followed by 
current suicidality (365/2283) and behavioral issues including truancy, running 
away, risky behaviors, and de!ance (320/2283). The most common callers were 
youth calling for themselves (799/2283); other callers included parents/legal guard-
ians (639/2283), friends/concerned others (502/2283), school staff (159/2283), and 
social service agency staff (160/2283). Callers reported hearing about YCH from a 
number of referral sources, including school (753/2283), social service agencies 
(616/2283), prior use of YCH (410/2283), marketing campaigns (158/2283), family 
and friends (137/2283), medical providers (114/2283), and police (91/2283). 

The majority of calls by YCH were not of immediate life-threatening or acute 
psychiatric crises, but rather, calls were from youth experiencing signi!cant distress 
or behavioral disruption with need for in the moment emotional support and con-
nection to services. Providing immediate assistance to parents/guardians, concerned 
third parties, and agency/school staff also plays an important role in connecting 
youth to services. School and social service agencies generate the plurality of refer-
rals. Having a system that can support outreach from many different individuals 
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including trusted adults and those who work with youth likely enhances a youth’s 
safety network and ensures that there is no wrong door to getting help. 

Of youth accepting follow-up, BHR veri!ed linkage to ongoing care 58% 
(1032/1780) of the time. These data were especially promising as they also include 
cases where BHR was unable to reach anyone in follow-up. In cases where BHR did 
reach someone in follow-up, 72% (1282/1780), linkage to services was veri!ed in 
80% (1032/1282) of those cases. Common reasons for failing to connect with ongo-
ing services were that the inability to reach the caller after repeated follow-up attempts 
(349/498/), declined/discontinued follow-up before linkage veri!cation (125/498), 
and transportation, insurance, and appointment accessibility issues (25/498). 

Several encouraging outcomes emerged; 88% (1566/1780) of clients were 
diverted from presenting to the emergency department for psychiatric services dur-
ing follow-up. Of the clients that did present to emergency departments, 75% 
(160/214) were admitted for inpatient psychiatric treatment. Less than 1% (<18) of 
clients attempted suicide while receiving follow-up services and there were no 
reported deaths by suicide.  

 Case Study: Preteen Suicide

This case study illustrates crisis hotline standards and processes relevant to youth. 
An elementary school counselor called the YCH after a particularly intense outburst 
from an 11-year-old girl named Kylie (name and details changed to protect privacy). 
Kylie recently had several disruptive episodes in class and stated she wanted to kill 
herself. The phone clinician completed a brief assessment, provided de-escalation 
support, and recommended a mobile outreach clinician to assist further. The coun-
selor explained they had been unable to reach parents, who were newly divorced 
and shared custody. A short-term safety plan was developed, and a mobile outreach 
clinician was dispatched. The phone clinician reached out to both parents and, after 
a brief dispute, the father agreed to meet the outreach team at the school. 

On scene, the clinician completed a detailed risk assessment and determined that 
the disruptive behaviors had started shortly before the divorce, the distress was seri-
ous, but there were no imminent safety concerns or severe symptoms that required 
inpatient psychiatric care. The clinician developed a collaborative safety plan, 
ensured the home was free of lethal means of suicide, and referred family for coun-
seling services. The case was transferred to a YCH clinical care coordinator (CCC). 
The CCC contacted the school and both parents the next day. The school reported 
that Kylie had not yet scheduled an appointment and the parents provided con#ict-
ing accounts of barriers to treatment. After several calls with all three parties, the 
CCC was able to resolve the communication challenges and arrange a same-day 
appointment. A week later, Kylie started texting the YCH because she was experi-
encing thoughts of suicide. The texting clinician reviewed the safety plan with 
Kylie, connected with her father, ensured immediate safety, and arranged for next- 
day follow-up. During this follow-up, the CCC contacted all parties, reinforced the 
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safety plan, and made sure the family and treatment agency had a plan in place to 
address Kylie’s needs. After three weekly follow-up calls, the agency was able to 
con!rm ongoing engagement with parents and Kylie with noted improvement. 
Kylie’s parents con!rmed she was doing well. No additional texts/calls came 
through from Kylie. Two weeks later, the CCC followed up with all parties and 
determined no further assistance was needed. 

 Recommendations for Youth Connection Helpline Services

In order to establish a feasible and innovative youth connection helpline service, 
there are several organizational approaches to consider. Continuous quality improve-
ment is key. How youth reach out and the systems that serve youth are ever- changing. 
It is essential to develop and maintain close relationships with stakeholders, includ-
ing referring agencies (especially schools) and accepting agencies, law enforce-
ment/juvenile of!cers, hospitals/urgent care providers, and children and family 
service organizations. Organizations should also track outcome data such as where 
callers were referred to, barriers to linkage, use of emergency services, and suicide 
attempts while in care coordination to improve systems and care. Our experiences 
with the YCH highlight the importance of follow-up care with callers as well as 
those who have a role in care coordination. It recommended that care coordinators 
are available to provide youth with immediate emotional support and resources 
using a structured approach to follow-up. 

Youth connection helpline services should be rooted in a strong evidence base 
and utilize best practices in service delivery. For instance, it is important to use 
standardized screening and assessment processes to evaluate suicide risk  
(see Mournet et al., Chap. 7, this volume) and to minimize coercive interventions 
whenever possible. Additionally, crisis hotlines for youth should integrate technical 
strategies to provide alternate modes for crisis contact, such as text, chat, and more 
structured phone assessment/intervention when mobile outreach services are not 
available. Using these organizational and technical best practices can allow for the 
implementation of impactful youth-serving helplines that are able to provide sup-
port in times of crisis and allow for connection to potentially lifesaving care. 

While suicide prevention via crisis lines has improved, notable gaps still exist. 
For example, the implementation of 988 has the potential to reshape crisis care 
across the USA. However, 988 legislation requires states to individually fund 988 
services. Without sustained federal support, there are concerns many states may not 
increase funding to meet 988 and other crisis needs. When the “911” emergency 
number was rolled out, there was already  an existing infrastructure (e.g.,  law 
enforcement, jails, ambulances, hospitals) – it was just a matter of making it easier 
to access those resources. Comparatively, mental healthcare infrastructure is limited 
and underfunded. If we are going to make signi!cant steps in creating a true system 
of care, where a call to 988 will lead not only to effective crisis line services but 
direct and immediate connection to urgent mental health services, national funding 
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will be required to improve the capacity of the crisis systems. Additionally, national 
funding is needed to create a system of mental health services, from crisis stabiliza-
tion to urgent mental health clinics and emergency housing. We also need to estab-
lish a standard of care that mandates care coordination between providers and 
verifying linkage to services as opposed to just making a referral. When a clinician 
makes a referral, it is incumbent upon them to make sure the receiving agency/pro-
vider is aware and has accepted the referral. If we do not ensure sustainable, nation-
wide funding for 988 and enhanced crisis services, we may be creating a highway 
of crisis line services that dead-end when it is time to connect those callers with 
ongoing services. A call to a crisis line, in an appropriately funded system, would 
mean every caller who wanted and needed services would be connected quickly to 
appropriate ongoing care. Despite progress, we are not there yet.     
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Chapter 11
The Cultural Theory and Model  
of Suicide for Youth

Joyce Chu, Sam E. O’Neill, Juliana F. Ng, and Oula Khoury 

Rates of suicide are often elevated in racial and ethnic minority youth, with increas-
ing rates for Hispanic, Black, and Asian or Paci!c Islander youth and a decreasing 
rate for White youth between 2018 and 2019 (Ramchand et  al., 2021). Further, 
LGBTQ+ youth are at high risk for suicidality, with some research suggesting this 
population is three times more at risk than their heterosexual and cisgender peers 
(Hatchel et al., 2021; see Rubin et al., Chap. 13, this volume). These higher suicide 
rates among racial, ethnic, gender, and sexual minority youth align with some !nd-
ings that these populations have higher rates of suicide ideation and behaviors, in 
comparison to their non-minority counterparts (Kann et al., 2016; King et al., 2008). 
Research has shown that cultural factors play a signi!cant role in predicting and 
explaining suicidal behavior in racial and ethnic minority youth (Goldston et al., 
2008). However, current research has not created recommendations that incorporate 
cultural considerations for youth, making it dif!cult for practice and policy to inte-
grate these factors (Polanco-Roman & Miranda, 2021). For this reason, the current 
chapter presents the Cultural Theory and Model of Suicide for Youth, to provide 
guidelines for integrating cultural differences into suicide practice, policy, and 
research. 

 The Cultural Theory and Model of Suicide for Youth

The original Cultural Theory and Model of Suicide synthesized research from 1991 
to 2011 via an extensive literature review of articles regarding culturally speci!c 
suicide risk and protective factors into theoretical principles across four major 
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The Cultural Theory and Model of 
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Fig. 11.1 The cultural theory and model of suicide for youth. Author’s own creation. (Note: * 
Indicates additional subdomains added for youth)

cultural factors (cultural sanctions, idioms of distress, minority stress, and social 
discord). The model was originally developed for use across the life span; however, 
this chapter examines speci!c use of the model with cultural minority youth, pre-
sented in Fig. 11.1 (Chu et al., 2010). The Cultural Theory and Model of Suicide for 
Youth addresses the four overarching cultural factors that have been shown in 
research as particularly salient or more strongly related to suicide behaviors for 
various ethnic minority and LGBTQ+ youth. Because of this cultural factor rather 
than group-speci!c approach, individual minority groups are often discussed 
together (e.g., as “cultural minority youth”) in this chapter. 

 Cultural Sanctions

Cultural sanctions are the messages of approval or acceptability supported by one’s 
culture. The literature suggests that two types of cultural sanctions, including the 
unacceptability and shame associated with life events and the acceptability of sui-
cide as an option, in#uence the developmental pathways to suicide. Notably, cul-
tural sanctions can moderate the relationship between one’s exposure to stressful 
life events and suicidal distress (Chu et al., 2020). For instance, while academic 
dif!culties augment suicide risk for all youth, academic stress is a particularly 
salient suicide risk factor for Asian American youth due to cultural demands for 
academic excellence and shame associated with academic failure (Wong et al., 2011). 

Second, the perception of suicide as an “acceptable” action increases suicide risk 
for ethnic and sexual minority youth. For example, some Asian American youth view 
suicide as a rational (even honorable) way of handling stressful situations that might 
bring dishonor to their families (Thapa et al., 2015), and lesbian, gay, and bisexual 
youth have been found to view suicide as more acceptable than their heterosexual 
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counterparts (Canetto et al., 2021). In contrast, religions with negative attitudes toward 
suicide may protect ethnic minority youth from suicide risk (Cole-Lewis et al., 2016). 

 Idioms of Distress

A second major way in which culture interfaces with suicide risk is through varia-
tions in youth’s expression of suicidal distress – called “idioms of suicidal dis-
tress.” Chu et al. (2010) suggested that minoritized individuals vary in whether or 
not they express suicidal thoughts and behaviors, the manner of expression, and 
speci!c methods of attempting suicide. Ethnic minority youth, for example, 
appear to be less likely to reveal their suicidal ideation and behaviors (Anderson 
et  al., 2015). Externalizing behaviors as an effort to guard themselves against 
victimization may be particularly related to suicide expression among Black 
youth (Congressional Black Caucus Emergency Taskforce on Black Youth Suicide 
and Mental Health, 2019). As another example, Latinx youth tend to express their 
suicidality through risk-taking behaviors, irritability, and substance use (Olshen 
et al., 2007).  

 Minority Stress

Minority stress includes elevated stress levels stemming from experiences of dis-
crimination and social inequities for youth of minority status (Meyer, 2003). Such 
stress results in increased depression, substance use, and suicidal thoughts or 
behaviors. For Black youth, discrimination, racism, low socioeconomic status, 
and neighborhood disadvantage are associated with higher risk of suicidal thoughts 
and behaviors (Opara et al., 2020). Among Asian American youth, experiences of 
perceived discrimination have been linked to increased lifetime suicidal ideation 
and attempts (Kuroki & Tilley, 2012). Likewise, experiences of victimization and 
prejudice among transgender individuals (particularly for ages below 25) are 
related to high levels of suicidality (Johns et al., 2019). Research has also shown 
that acculturative stress from both family and society is positively associated with 
suicidal thoughts and behaviors in Latinx, Asian American, and Black youth 
(Gomez et al., 2011).  

 Social Discord

Family discord, con#ict, perceived burdensomeness, and lack of positive relation-
ships are strong predictors of suicide risk for Hispanic, Asian American, and Black 
youth (Garza & Pettit, 2010; Joe et al., 2007; Kuroki & Tilley, 2012). Intergenerational 
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cultural con#ict (ICC) is a unique construct associated with family discord, which 
refers to the gaps between levels of acculturation and cultural values between youth 
and their parents. This con#ict is shown to be a stronger contributing factor to Latinx 
and Asian American youth’s suicide behaviors in comparison to their White coun-
terparts (Fortuna et al., 2007; Lau et al., 2002). Additionally, family alienation and 
invalidating familial discourse are related to increased suicidal thoughts and behav-
iors for LGBTQ+ youth (McBee-Strayer & Rogers, 2002). 

Peer rejection, victimization, and bullying are also strongly associated with an 
increased risk of suicidal behaviors among LGBTQ+ youth with ethnic minority 
identities (Hatchel et al., 2019a, b). The relationship between peer victimization/
bullying and suicidal ideation is mediated by increased feelings of alienation and a 
reduced sense of school belonging (Lardier et al., 2020).  

 Three Theoretical Principles for Cultural Suicide Factors

Past research indicates that the four cultural suicide factors  - cultural sanctions, 
idioms of distress, minority stress, and social discord - operate according to the fol-
lowing three theoretical principles. First, culture affects the types of stressors that 
are related to increased suicidal ideation and behaviors for youth. Second, the cul-
tural meanings (i.e., cultural sanctions) associated with life stressors and suicide 
affect the development of suicide risk, one’s threshold of tolerance for psychologi-
cal pain, and potential for suicidal behavior. Third, culture affects how suicidal 
thoughts and behaviors are expressed. In particular, culture can impact how one 
expresses their suicidality, such as their choice to disclose or hide their thoughts, as 
well as what methods they use to make attempts. 

 Implications

 Practice Implications

Given the myriad of ways that suicidal distress can be expressed across cultures, 
cultural idioms of suicidal distress should be integrated into screening and assess-
ment for symptoms of suicidal ideation, intent, plan, and means. For example, the 
Cultural Assessment of Risk for Suicide (CARS; Chu et al., 2013) was developed to 
assess culturally speci!c suicide risk factors among adults, which is now adapted, 
but not yet psychometrically validated, for use with adolescents as CARS-A 
(Khoury, 2020). Furthermore, how youth symptoms are assessed (e.g., interview 
and self-report), what questions are asked and in what sequence, and how con!den-
tiality concerns and psychoeducation are provided should be carefully considered. 
Providers need to account for internalized stigma, trust with healthcare systems, 
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different reporting styles, willingness to disclose risk, and unique idioms or expres-
sions of suicidal distress for ethnic, gender, and sexual minority youth. Moreover, 
risk and protective factors related to minority stress and social discord should be 
integrated into comprehensive assessment protocols to determine the ultimate sui-
cide risk level for clients, with cultural sanctions/meanings of suicide about stress-
ors and suicide as in#uential factors that modulate such risk. Together, these factors 
and principles are important for facilitating recovery through culturally tailored 
safety plans and treatments with youth and their families.  

 Research Implications

The four factors and three principles of the Cultural Theory and Model of Suicide 
for Youth can serve as grounding principles for research across diverse popula-
tions. It is important to use evidence-based tools and assessments to ensure con-
sistency across the !eld and that all individuals are screened appropriately. Studies 
are needed to further develop and validate culturally adapted suicide risk screen-
ing and assessment measures for adolescents, as well as to infuse these cultural 
factors into adaptations of existing evidence-based protocols. There is also a 
growing need to validate, adapt, or create suicide prevention programs that are 
speci!cally tailored to these factors. Future research is needed to deepen our 
understanding of the ways in which the cultural factors and principles are experi-
enced in speci!c cultural groups. This research has particular relevance for cul-
tural minority subgroups who have elevated rates and/or risk for suicide, suicidal 
ideation, or attempts (e.g., Latinx, Black, Native American/Alaskan Native, and 
LGBTQ+ youth).  

 Policy Implications

Suicide prevention strategic plans and safety protocols at the school, county, state, 
and national level should incorporate culture and diversity (including the four fac-
tors and three principles of the Cultural Theory and Model of Suicide for Youth iden-
ti!ed in this chapter) as a priority when aiming to reduce youth suicide. For example, 
policies outlining best practices for suicide prevention efforts should include tar-
geted outreach to speci!c groups of minoritized youth experiencing family rejection 
and/or academic stress. Prevention and postvention services in schools should also 
incorporate minority-speci!c resources (e.g., The Trevor Project for LGBTQ+ 
youth). Furthermore, resources that include suicide warning signs should highlight 
cultural factors (e.g., idioms of distress such as risk-taking behaviors, irritability, or 
displays of aggression, or minority stress such as feeling targeted or bullied as a 
minority individual) to promote awareness of speci!c cues for minority youth sui-
cide risk. 
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Training and education policies would also bene!t from integration with the 
Cultural Theory and Model of Suicide for Youth. For example, policymakers and 
administrators should place a strong value on cultural factors as they prioritize sui-
cide-related competencies in mental health graduate education, and state-level 
licensing requirements that require continuing education in suicide. Otherwise, 
well-meaning efforts may fall short of meeting the needs of some of our most vul-
nerable youth and families. Finally, local and national guidelines for suicide safety 
and treatment should be re-examined from a cultural lens taking into account the 
factors highlighted throughout this chapter and a willingness to revise or recreate 
programs.   

 Conclusions

Evidence, although limited, suggests that a downward extension of the Cultural 
Theory and Model of Suicide is appropriate for ethnic, gender, and sexual minority 
youth, with considerations of speci!c risk factors that may increase their vulnerabil-
ity to suicidal behaviors. A better understanding about how risk factors such as 
academic stress, ICC, and peer rejection in#uence suicide risk can have implica-
tions for practice, research, and policy. Routine integration of these cultural risk and 
protective factors of suicide will help promote cultural responsivity in youth suicide 
prevention and postvention efforts. Recent efforts to attend to the need for cultural 
infusion into suicide prevention efforts are evident in printed resources such as the 
Suicide Prevention Resource Center’s Guidelines for Culturally and Linguistically 
Responsive Media & Resource Materials or Guidance for Culturally Adapting 
Gatekeeper Trainings (SPRC, 2017, 2020); however, progress is nascent and in 
need of dedicated commitment and resources in the !eld. There is an urgent need to 
provide additional support for practitioners, researchers, and policymakers to fur-
ther integrate culture into the valuable work of mitigating youth suicidality.    
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Chapter 12
Black Youth Suicidal Behavior: What 
We Know and Where We Go from Here 

Arielle H. Sheftall and Rhonda C. Boyd

There is a crisis among Black youth that has largely been ignored. A racial disparity 
in youth suicide and suicidal behavior (SIB) has been found (Bridge et al., 2015; 
Lindsey et al., 2019; Sheftall et al., 2016), yet little research, policy, or practice 
recommendations have been suggested to address these gaps. This limits our ability 
to prevent the devastating effects of suicide and SIB in Black communities. 

The limited data we do have suggest Black children experience elevated suicide 
risk compared to the general population. Speci"cally, Bridge et al. (2015) identi"ed 
a signi"cant increase for suicide rates for Black males, while a decrease was seen in 
their White counterparts over the course of two decades from 1993 to 2012. A fol-
low-up study examined precipitating circumstances of suicide found child 
(5–11 years) decedents were more likely to be Black compared to early adolescent 
(12–14 years) decedents (Sheftall et al., 2016). Finally, in a recent publication inves-
tigating SIB in high school youth, researchers found from 1991 to 2017 suicide 
attempts increased 73% in Black adolescents and, for Black males, an increase of 
122% was found for suicide attempts requiring medical care, suggesting a higher 
lethality for suicide attempts for this group of youth (Lindsey et al., 2019). 

The increase in SIB among Black youth is disturbing, and the reasons behind 
these increases are unclear and in need of further investigation. In 2019, the 
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Congressional Black Caucus convened an Emergency Taskforce on Black Youth 
Suicide and Mental Health, and its workgroup of researchers, clinicians, and public 
health of"cials issued the “Ring the Alarm” report which described the problem of 
Black youth suicide and set forth recommendations for research, practice, and pol-
icy (Congressional Black Caucus Emergency Taskforce on Black Youth Suicide and 
Mental Health, 2019). The current article extends this seminal report’s recommen-
dations and provides additional perspectives relevant to addressing the current crisis 
of Black youth SIB. 

 Research Recommendations

There is a dearth of research studies that focus on Black youth SIB and preven-
tion strategies. Research studies should not assume that prior work done with 
primarily White middle-class youth will generalize, but rather they may need to 
start from the ground level and work toward suicide prevention strategies speci"c 
to Black youth (Sheftall & Miller, 2021). We must "rst understand the risk (e.g., 
racial discrimination (Opara et al., 2020)) and protective factors (e.g., high faith-
based community involvement (Molock et al., 2008)) that are speci"c for Black 
youth. This understanding will have repercussions on the speci"c suicide preven-
tion strategies used. 

A major challenge is that the current lens we use for suicide prevention may be 
inappropriate for Black youth (Bath & Njoroge, 2021). Suicide prevention methods 
that incorporate principles of justice, equity, diversity, and inclusion (JEDI; Bath & 
Njoroge, 2021) will lead to more culturally sensitive prevention methods. JEDI 
offers a perspective of being conscious about race/ethnicity and racism that Black 
youth encounter regularly. The lack of their incorporation within suicide prevention 
research undermines the experiences of Black youth and limits our ability to advance 
the "eld. However, implementation and testing of programs that incorporate these 
principles through randomized controlled trials (RCTs) has not been conducted. 
Doing so would provide improved understanding of what works for preventing SIB 
in Black youth. 

Another recommendation for research is to test how engaging community mem-
bers and other institutions in the prevention of SIB could be bene"cial in decreasing 
the rates among Black youth. For example, prevention strategies for medical con-
cerns (e.g., hypertension) for Black men have been implemented in places outside 
of healthcare settings such as barbershops (Ferdinand et al., 2020) and have been 
highly successful. However, for youth SIB the literature is limited. One study sug-
gests there is value in incorporating the church into youth suicide prevention 
(Molock et al., 2008); however, large-scale studies are still needed to determine if 
this is an avenue Black youth suicide prevention should take. Finally, examining the 
effectiveness of existing evidence-based suicide prevention programs with Black 
youth populations, then adapting these suicide preventive interventions to meet the 
speci"c needs of Black youth, and testing these adaptations are research gaps that 
must be "lled.  
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 Practice Recommendations

The increased risk for SIBs for Black children and adolescents signals an urgent 
need for action. Despite the limited research, Black youth must be provided services 
to treat SIBs and prevent deaths. There are multiple settings (e.g., primary care, 
emergency departments, schools, juvenile justice, child welfare) in which youth are 
identi"ed to be at increased risk for suicide and provided services. Suicide preven-
tion efforts should be implemented in all of them to varying degrees. Three practice-
related areas to be discussed in the context of Black youth suicide include (1) 
identi"cation, (2) mental health utilization disparities, and (3) intervention. 

 Identi!cation

One critical issue is the accurate identi"cation of suicide risk in Black youth. 
Although there are not screening questions developed speci"cally for Black youth, 
it is important to routinely ask Black youth about SIB. Recent "ndings suggest for 
Black youth, parents are more likely to be unaware of youth’s suicidal ideation and 
youth are more likely to deny suicidal ideation that parents report (Jones et  al., 
2019). We need to improve understanding of Black youth reporting patterns. This 
raises concern that providers may be missing SIB risk (DeVylder et al., 2019), espe-
cially if they rely solely on parent report or lack knowledge of current trends, risks, 
and behavioral presentations for Black youth. 

Additionally, providers should consider risk, protective, and cultural factors that 
impact youth’s potential for SIBs (Opara et al., 2020). It is critical that providers are 
aware that exposure to racism and discrimination, community violence exposure, 
and trauma occur disproportionately among Black youth and can serve as risk fac-
tors for SIBs (Congressional Black Caucus Emergency Taskforce on Black Youth 
Suicide and Mental Health, 2019). Thus, inquiring about such factors in clinical 
assessments is necessary (Opara et  al., 2020). Inquiring about protective factors 
such as religious af"liation, extended family support, and community assets among 
others is signi"cant to complete clinical formulation and to be incorporated into 
safety planning. Gathering this clinical information for Black youth and their fami-
lies should inform treatment, the planning of services, and cannot be overlooked.  

 Mental Health Utilization Disparities

There is a longstanding disparity in mental health service utilization among Black 
youth (Freedenthal, 2007). Two recent systematic reviews examined why this lack 
of utilization may exist (Fante-Coleman & Jackson-Best, 2020; Planey et al., 2019). 
The most relevant factors included lack of perceived need, self-reliance, mental 
health stigma, mistrust of providers and treatment, perception of treatment 
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effectiveness, few mental health centers present, dif"culties in physically accessing 
available services (e.g., transportation), and associated costs and insurance limita-
tions. Furthermore, clinician barriers included a lack of cultural competence and 
bias (Fante-Coleman & Jackson-Best, 2020; Planey et al., 2019). These reviews also 
identi"ed factors that could facilitate mental health service engagement for Black 
youth. Preliminary "ndings suggest that severity of mental health presentation, sup-
portive social network, parental expectations and experiences, and referrals from 
those the family/youth feel comfortable with may increase engagement (Fante-
Coleman & Jackson-Best, 2020; Planey et al., 2019). It is crucial for providers and 
practices to address these barriers strategically to improve engagement in mental 
health services for Black youth.  

 Intervention

Currently, providers are tasked with treating Black youth for suicide risk using lim-
ited empirical evidence. Promising treatments for suicidal outcomes with Black 
youth include multisystemic therapy and attachment-based family therapy. However, 
large-scale trials with Black youth have not been implemented to date (Congressional 
Black Caucus Emergency Taskforce on Black Youth Suicide and Mental Health, 
2019). Robinson et  al. (2016) culturally adapted an empirically based cognitive 
behavioral depression prevention for Black adolescents with suicide risk in a school 
setting. The intervention was associated with a reduction in suicide risk compared 
to standard care. Additionally, there is a need to identify alternative settings and 
ways to deliver services for Black youth. Providing services in community settings 
with partnerships with the community stakeholders should be explored. These com-
munity mental health services must be easily accessible and trustworthy for Black 
youth. Also, mental health check-in slots can be available in these settings so youth 
who are experiencing an acute stressor can receive immediate assistance and triage 
as an alternative to an emergency department setting prior to SIBs. 

When providing mental health services for Black youth, culturally competent 
mental health care without bias and racism is critical. Doing this effectively involves 
training providers to be culturally competent in assessment and treatment of Black 
youth. Moreover, providers need to incorporate culturally speci"c risk and protec-
tive factors into the delivery of interventions and programs (Opara et al., 2020). 
Graduate training programs, professional societies, and licensing organizations can 
be utilized to provide in-depth trainings in these domains. Furthermore, we recom-
mend that it is required for professional license renewal to participate in training 
focused on cultural competence with Black individuals. For practices, it is critical to 
identify Black youth suicide prevention as a priority. Directors of practices should 
ensure quality improvement projects are conducted to directly measure how respon-
sive providers’ services are for Black youth with suicide risk. To support this, fund-
ing for practice-based and quality improvement projects is needed as well as 
supports to dissemination.   
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 Policy Recommendations

Current policies have not addressed Black youth suicide or mental health dispari-
ties. We will not make advances in mental health and suicide outcomes for Black 
youth without having intentional policies targeting this problem. On a positive note, 
a few activities have recently been initiated to address Black youth suicide. The 
Pursuing Equity in Mental Health Act (H.R. 1475; Watson Coleman, 2021) was 
introduced into Congress. The bill seeks to advance integrated behavioral health 
programs, increase mental health disparity research, establish professional compe-
tencies to address racial/ethnic disparities, and develop a behavioral health outreach 
and education program. Also, the Mental Health Services for Students Act of 2020 
(H.R. 1109; Napolitano, 2019) seeks to amend the current Public Health Service 
Act to increase access to and availability of comprehensive mental health interven-
tions in school settings. To complement these acts, we recommend further invest-
ments into Black communities and partnerships with community organizations to 
focus speci"cally on Black youth and to provide more culturally competent mental 
health services for Black youth with suicide risk.  

 Conclusion

Black clinicians and academics are underrepresented to advance this work. For 
example, only 4% of psychologists in the workforce are Black, although increases 
are present for early career psychologists (11%; Lin et  al., 2018). Additionally, 
Black researchers are less likely to receive large grant funding (e.g., R01) from the 
National Institutes of Health compared to their White counterparts (Hoppe et al., 
2019). To combat these problems, we recommend formulating a Black Youth Mental 
Health and SIB Consortium. This consortium would include a multidisciplinary 
group of experts that would confront the problem of Black youth suicide and would 
be available to provide training and expertise across research, practice, and policy 
settings. A funded consortium would address the above recommendations for the 
discovery of effective methods to engage Black individuals into the behavioral 
health workforce, advance our knowledge concerning Black youth mental health 
and SIB, and provide guidance concerning policies geared toward Black youth 
mental health.     
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Chapter 13
Suicide and Self-Harm Prevention 
and Intervention in LGBTQIA+ Youth: 
Current Research and Future Directions

Alex Rubin, Diana M. Y. Smith, W. Cole Lawson, and Kathryn R. Fox 

Youth who are lesbian, gay, bisexual, queer, and questioning their sexual identities 
(LGBQ+) and/or who are a gender distinct from their birth-assigned sex (i.e., trans-
gender and gender diverse), collectively LGBTQIA+, show nearly triple the risk for 
self-injurious thoughts and behaviors (SITBs), including nonsuicidal self-injury, 
suicide ideation, and suicide attempts (Marshal et  al., 2011). Unfortunately, few 
studies to date have rigorously tested SITB treatments in LGBTQIA+ youth. In a 
recent meta-analysis of all randomized controlled trials of SITB interventions, only 
60/642 treatment studies reported on the LGBTQIA+ composition of the sample, 
and no study speci"cally focused on treatment for LGBTQIA+ youth or adults (Fox 
et al., 2020). It remains unclear if treatments designed for cisgender, heterosexual 
youth are similarly ef"cacious for LGBTQIA+ youth and regardless whether they 
are suf"cient to reduce this heightened risk. 

In this chapter, we review the state of research on SITB treatment and prevention 
programs for LGBTQIA+ youth. Given the high prevalence and social and emo-
tional burden of LGBTQIA+ youth, we leverage this incomplete literature to pro-
vide steps for researchers, clinicians, and public health of"cials to take action now 
while we continue to build stronger evidence. We describe existing research and 
argue that to successfully reduce SITBs among LGBTQIA+ youth, treatment and 
prevention efforts should target LGBTQIA+ minority stress across individual, inter-
personal, and structural levels (Chaudoir et  al., 2017). Although discussed sepa-
rately, each level interacts; for example, individual-level stressors (e.g., internalized 
stigma) are born out of the structural and interpersonal stressors that LGBTQIA+ 
youth face. 
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 Key Terms and Considerations

SITB rates differ across speci"c LGBTQIA+ identities and across intersections 
with birth-assigned sex, race/ethnicity, and disability. Despite these nuances, most 
studies on LGBTQIA+ SITBs ignore individual identities and intersections to 
increase sample size and power. When relevant, abbreviated acronyms will be used 
to represent who was included in a given study. We will state when "ndings support 
clear differences across LGBTQIA+ and intersectional identities.  

 Evidence for Individual Targets for Suicide Prevention

Intrapersonal attributes encompass how a person thinks, acts, and feels as they navi-
gate their own experiences. For example, internalized stigma is the process by 
which some LGBTQIA+ people internally adopt the societal norm (i.e., heterosex-
ism) and, in turn, absorb negative stereotypes and assumptions about themselves 
(termed internalized stigma; Meyer, 2003). A systematic review of 35 studies 
recently identi"ed internalized stigma as a major risk factor for adverse mental 
health outcomes in LGBQ youth (Hall, 2018), providing preliminary evidence that 
internalized stigma likely relates to elevated SITB risk as well. Similar relationships 
have been observed in transgender and gender-diverse adults, with internalized 
transphobia associated with suicide attempts above and beyond other factors (Perez-
Brumer et al., 2015). 

Due to an often hostile culture, rejection sensitivity, or the tendency to readily 
perceive, anxiously anticipate, and avoid possible rejection, may be a risk factor for 
SITBs for LGBQ+ (Feinstein, 2019) and transgender and gender-diverse (Wells 
et al., 2020) youth. Indeed, research suggests that rejection sensitivity is associated 
with social anxiety, posttraumatic stress, and generalized anxiety in GB men (Cohen 
et al., 2016) and with suicide attempts among LGBQ+ adults (Mereish et al., 2019). 
LGBTQIA+ youth may also hide (“conceal”) their identity to protect themselves 
from potential discrimination, which may cause stress, anxiety, and internalized 
stigma (Gleason et al., 2016). However, research linking identity concealment to 
psychopathology is relatively weak (Pachankis et al., 2020), and more research is 
needed to examine the relationship between concealment and SITBs.  

 Evidence for Interpersonal Targets for Suicide Prevention

Heteronormativity and binary views of gender (i.e., classi"cation of gender into two 
distinct categories of man/woman) often lead to interpersonal stress and rejection 
for LGBTQIA+ youth by family members, friends, and peers. LGBTQIA+ youth 
report lower levels of family connectedness and support from teachers and other 
adults compared to non-LGBTQIA+youth (Eisenberg & Resnick, 2006). Bisexual 
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and pansexual youth may face additional rejection from others in the LGBTQIA+ 
community and romantic partners (Feinstein, 2019). Interpersonal con#icts and 
rejection are consistently associated with SITBs among LGBTQIA+ individuals. 
For example, LGBTQIA+ young adults who died by suicide were more likely to 
have experienced relationship dif"culties prior to death (e.g., Lyons et al., 2019). 

In contrast, support from family members, friends, and communities is protec-
tive for LGBTQIA+ individuals (Puckett et al., 2019) and may play a key role in 
reducing SITB risk. Family connectedness and adult caring are protective against 
suicidal ideation and attempts among LGB youth both cross-sectionally (Eisenberg 
& Resnick, 2006) and longitudinally (Mustanski & Liu, 2013). Support from friends 
and family is negatively associated with past-year suicide attempts and ideation in 
transgender and gender-diverse youth (Kuper et al., 2018). 

General and bias-based bullying and victimization are major stressors for many 
LGBTQIA+ youth (Kosciw et al., 2018). A scoping review on this topic indicates 
that LGBQ+ youth experience more bullying compared to their heterosexual peers 
and that these experiences are associated with higher rates of suicide ideation and 
attempts (Gower et al., 2018). Importantly, compared to other LGBTQIA+ youth, 
bisexual and transgender and gender-diverse youth (Gower et al., 2018; Horwitz 
et al., 2021) may experience particularly elevated rates of bullying and victimiza-
tion. Bias-based bullying (due to LGBTQIA+ identity) may be even more harmful. 
Across several studies, anti-LGBQ+ discrimination was associated with higher 
rates of suicide attempts among youth concurrently and longitudinally (e.g., Fish 
et  al., 2019; Mustanski and Liu, 2013). Among transgender and gender-diverse 
youth, violence and discrimination are especially prevalent, even compared to their 
cisgender LGBQ+ peers (Price-Feeney et al., 2020). Experiences of victimization 
and discrimination partially explain elevated SITBs in transgender and gender-
diverse youth.  

 Evidence for Structural Targets for Suicide Prevention

The nature of most structural-level factors (e.g., city- and statewide policies, under-
lying cultural factors) precludes randomized controlled trials assessing their impact 
on SITBs. However, several studies have used large, cross-sectional, and longitudi-
nal samples to assess the effects of policies that support LGBTQIA+ youth on men-
tal health and SITBs. Compared to their cisgender, heterosexual peers, LGBTQIA+ 
youth are more likely to be homeless, with rates of homelessness ranging from 8% 
to 37% among this population (McCann & Brown, 2019). In addition to increasing 
risk for mental health dif"culties and SITBs, homelessness also impacts access to 
mental and physical healthcare services and increases potential exposure to vio-
lence, food insecurity, and a host of other negative outcomes, each of which is dis-
proportionately experienced by LGBTQIA+ youth (Paley, 2021). Hostile 
sociopolitical climates are also associated with SITBs in LGBTQIA+ youth. For 
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example, low LGB supportiveness across the school and county level is associated 
with higher suicide risk (Hatzenbuehler & Pachankis, 2016).  

 Evidence-Based Interventions

 Individual-Level Interventions

There is good news despite the many barriers to mental health equity. Interventions 
leveraging LGBTQIA+-af"rming principles can effectively reduce internalized 
stigma and psychopathology. For example, interventions based on cognitive behav-
ioral therapy (CBT) principles targeting minority-related stressors reduce internal-
ized stigma, depression, alcohol use, and anxiety in young GB men (Pachankis 
et al., 2015) and LGBQ+ women (Pachankis et al., 2020). Given the strong link 
between internalized stigma and SITBs, these interventions may also be effective 
for reducing SITBs in LGBTQIA+ youth. Brie#y, given evidence that interventions 
targeting psychopathology and SITBs show similar ef"cacy (Fox et al., 2020), inter-
ventions targeting psychopathology may also reduce SITBs in LGBTQIA+ youth. 
In light of the unique stressors faced by LGBTQIA+ youth, these treatments should 
be modi"ed to incorporate modules and frameworks that incorporate these unique 
experiences (see Smithee et  al., 2019). At least one uncontrolled study provides 
preliminary ef"cacy for this approach (Lucassen et al., 2015).  

 Interpersonal-Level Interventions

Interventions designed to bolster familial support and acceptance of LGBTQIA+ chil-
dren may help to reduce SITBs. In a small (n = 10), uncontrolled study, an adapted 
model of attachment-based family therapy for LGBQ+ youth signi"cantly reduced 
suicidal ideation (Diamond et  al., 2012). Other interventions targeting parents of 
LGBTQIA+ youth that have shown potential include an educational "lm (Huebner 
et al., 2013), interactive online modules (Goodman & Israel, 2020), and expressive 
writing (Abreu & Kenny, 2017). As reviewed by Chaudoir et al. (2017), other interper-
sonal-level interventions seek to (1) increase contact and empathy with LGBQ+ peo-
ple, (2) teach caregivers, health providers, teachers, and peers to reduce LGBQ+-based 
discrimination, and (3) increase LGBQ+-af"rming behaviors. Each of these interven-
tion targets demonstrates preliminary support. Across both experimental and correla-
tional studies, intergroup contact— across teachers, medical providers, and 
students—increases positive attitudes and empathy toward LGBTQIA+ youth (Smith 
et al., 2009), and interventions have increased LGB-af"rming behaviors and decreased 
rejection (Chaudoir et al., 2017). Future research is needed to test whether these inter-
ventions can reduce LGBTQIA+ discrimination long term and whether they lead to 
decreases in SITBs among LGBTQIA+ youth.  
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 Structural-Level Interventions

Improved school climates and supportive environments across city and state levels 
also reduce SITBs across LGBTQIA+ youth (Gleason et al., 2016). Two factors 
may be key: anti-bullying policies including LGBTQIA+ youth as a protected group 
and gay/gender-straight alliances (GSAs). At the school and district level, anti-bul-
lying policies are associated with reduced risk of suicide attempts (Hatzenbuehler & 
Keyes, 2013). The bene"ts of GSAs are also widely documented; schools with 
GSAs have fewer suicide attempts (Poteat et al., 2013), and students experience less 
homophobic victimization, fear for their safety, and homophobic remarks (Marx & 
Kettrey, 2016). Of note, several confounding factors co-occur with the presence of 
a GSA (e.g., larger schools, more experienced teachers; Baams et  al., 2018). 
Additionally, state-level policies banning insurance policies from gender-based dis-
crimination were associated with decreased suicidality in transgender and gender-
diverse people (McDowell et  al., 2020). Finally, indicating the importance of 
federal, LGBTQIA+-af"rming policies, same-sex marriage policies have been asso-
ciated with an estimated 134,446 fewer suicide attempts per year among high school 
students, with this effect driven by LGBQ+ students (Raifman et al., 2017).   

 Conclusions and Recommendations

Interventions that reduce minority stressors and increase coping skills in the context 
of minority stress are most effective. Although large randomized controlled trials 
using diverse samples of LGBTQIA+ youth are needed, interventions across levels 
and targets will likely result in the largest reductions in SITBs. In addition to inter- 
and intrapersonal-level interventions, we argue that major structural changes are 
needed to meaningfully reduce elevated risk for SITBs. 

 Policy Makers and Community Leaders

LGBTQIA+ inclusive and protective policies decrease SITBs in LGBTQIA+ youth. 
Continued creation and enforcement of LGBTQIA+-af"rming, supportive, and pro-
tective policies are needed to reduce SITB risk in LGBTQIA+ youth. For example, 
federal and state-level laws should explicitly include sexual orientation and gender 
identity in laws protecting against discrimination and harassment in schools, hous-
ing, and the workplace; healthcare policies should explicitly prohibit discrimination 
based on gender and sexual identities.  
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 Clinicians

Education for clinicians should include LGBTQIA+-af"rming language and prac-
tices to reduce stigma, harassment, and insuf"cient care. This will decrease barriers 
and increase use of lifesaving physical and mental healthcare for LGBTQIA+ youth. 
Moreover, access to gender-af"rming, including medical transition, services for 
transgender and gender-diverse individuals seeking such services decreases risk for 
SITBs (Bauer et al., 2015). Training programs and licensure exams should ensure 
that clinicians are knowledgeable of these services (e.g., local providers, require-
ments, structural barriers) and should teach clinicians to direct transgender and 
gender-diverse clients to gender-af"rming care as desired while recognizing that 
individuals’ needs and desires will differ.  

 Researchers

Increased emphasis must be placed on recruiting diverse and representative sam-
ples; for too long, majority-white samples have remained the norm. Innovative 
methods are needed to engage racially diverse LGBTQIA+ youth and families, and 
researchers should aim for suf"cient sample size for disaggregation of intersec-
tional identity subgroups. Randomized controlled trials including active control 
groups and SITB outcomes in studies testing LGBTQIA+ interventions are also 
needed. When studying structural-level impacts on SITBs, quasi-experimental 
designs during major policy changes (e.g., after legalization of same-sex marriage) 
may allow for a more thorough investigation of potential confounding factors, com-
pared to the existing, largely cross-sectional literature.     
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Chapter 14
Preventing Suicide in Youth 
with Intellectual and Neurodevelopmental 
Disorders: Lessons Learned and Policy 
Recommendations

Katie Johanning-Gray, Pankhuree Vandana, Jacqueline Wynn, 
and Jane Hamel-Lambert

 Suicidality in Intellectual and Neurodevelopmental Disabilities

Autism spectrum disorder (ASD) is a neurodevelopmental disorder characterized 
by social communication de!cits and the presence of repetitive and restricted 
behaviors. Based on tracking of 8-year-old children within 11 communities in the 
USA, 1 in 54 children was identi!ed with ASD in 2016 by the CDC’s Autism and 
Developmental Disabilities Monitoring (ADDM) Network (Maenner et al., 2020). 
Mayes et al. (2013) found that 14% of youth with ASD were endorsed by mothers 
as experiencing suicidal thoughts and behaviors whereas only 0.5% of neurotypical 
children were rated by mothers as having these same concerns. Baer et al. (2020) 
reported that 41.8% of parents registered with the Interactive Autism Network 
(IAN) noted that their child or dependent adult (25 years or younger) had displayed 
suicidal behaviors. Furthermore, the most commonly reported age of onset for both 
passive and active suicidal ideation was 8 years old or younger. Children as young 
as 5 years old were reported by their parents as having tried to end their life. Within 
the IAN sample, 3.5% had attempted suicide.

Several ASD symptoms overlap with known suicide risk factors. Further, ASD is 
associated with many comorbid mental health conditions. Research has explored 
the in#uence of impaired social communication and cognitive #exibility, social iso-
lation, bullying, high rates of psychiatric comorbidities (e.g., depression, anxiety, 
ADHD, trauma), impulsivity, de!cits in understanding the temporal sequencing and 
durability of events, masking/camou#aging, and alexithymia on suicidal behavior 
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(Baer et al., 2020; Cassidy, et al., 2020; Joshi et al., 2010; Mayes et al., 2013; Richa, 
et al., 2014; Storch et al., 2013). Conversely, the psychiatric hospitalization of youth 
due to their suicidal behavior may lead to the identi!cation of intellectual and neu-
rodevelopmental disorders (INDs) by their treatment team. In some medical set-
tings, consults for neurodevelopmental evaluations of psychiatrically hospitalized 
youth may be completed to aide in establishing immediate safety and treatment 
planning for at-risk youth.

Intellectual disability (ID), which often accompanies ASD, does not have a pro-
tective effect against suicide. Horowitz et al. (2018) studied children between the 
ages of 10 and 18 with ASD, a quarter of whom had mild ID. They found that 63% 
of parents indicated that their child “talks about death or suicide” for a “period last-
ing several days.” “Frequent periods” of talking about death or suicide were reported 
in 22% of the sample. Their analyses further explored rates of suicidal ideation 
among children within three ranges of intellectual ability reporting 25.4% in those 
with an IQ above 85, 20% in those with IQ below 70, and 15.4% for those with IQs 
between 70 and 85.

Another source of data that sheds light on the prevalence of suicide attempts and 
deaths is the Ohio Department of Developmental Disabilities (ODODD) which 
tracks these outcomes among its more than 95,000 consumers aged 10 to 60. From 
2015 through 2019, ODODD reported that 15 individuals with developmental dis-
abilities died by suicide, 8 of whom had a diagnosis of ASD. Of these eight indi-
viduals, all were male, 50% were 21 or younger, and 25% had ID. Between 2012 
and 2019, there were 182 suicide attempts. Of those making attempts, 40% did not 
have an intellectual disability, 35% had mild ID, 6% had moderate ID, and 0.6% had 
severe ID; 56% of these consumers had at least one comorbid mental health condi-
tion, and 44% had made a prior attempt (Internal ODODD data retrieved 2020). 
These !ndings, pulled from a large population data set, provide strong foundational 
information about suicidality in persons with INDs. It corroborates the occurrence 
of suicide attempts in children as young as age 10, with a preponderance of reported 
attempts and deaths by suicide occurring in individuals who are under the age of 30.

Collectively, these data substantiate the urgent need to ensure universal suicide 
screening inclusive of children and adolescents with INDs. However, there are few 
evidence-based tools available to researchers and clinicians that can be used with 
individuals with INDs. Frequently, individuals with INDs are excluded from 
research studies despite the possibility of inclusion with minimal adaptation 
(Feldman et al., 2014). There are adverse consequences to excluding individuals 
with INDs from research studies designed to establish the effectiveness of instru-
ments and intervention particularly as it relates to suicide risk. The generalizability 
of current tools and interventions which have been validated on neurotypical sam-
ples is unknown, leaving parents and providers relying on observation and intuition, 
rather than science. Excluding individuals with ID from research efforts is problem-
atic and potentially harmful despite the well-intended goal of preventing harm 
among those with ID. Although including individuals with neurodevelopmental dis-
abilities in research requires heightened engagement, creativity, and patience, doing 
so results in !ndings and recommended practices that are generalizable to a broader 
spectrum of youth (Carlson, 2013).
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 Lessons Learned in Suicide Prevention in Youth with INDs

Due to the lack of validated suicide screening tools and interventions, clinical pro-
viders often struggle with how to appropriately complete these essential responsi-
bilities with patients with INDs. This section outlines suicide prevention efforts for 
individuals with INDs conducted at Nationwide Children’s Hospital (NCH), a large 
pediatric hospital in the Midwest. It can serve as a road map for other healthcare 
organizations and further the conversation regarding best practices in suicide pre-
vention for youth with INDs. One gap identi!ed with respect to suicide prevention 
was the consistent use of a validated suicide risk screening tool. Across numerous 
internal planning discussions regarding the design of suicide prevention policies at 
NCH, the validity of conducting universal screening with the Ask Suicide-Screening 
Questions (ASQ; Horowitz et al., 2012) tool for children presenting for either neu-
rodevelopmental assessment or treatment for ASD was debated. Decisions were 
made at the unit level to design protocols that best matched their service line. At the 
NCH Child Development Center, a center which focuses on the assessment of ASD 
and other INDs as well as treatment for individuals with INDs, and NCH Center for 
Autism Spectrum Disorder, which focuses on treatment for youth with ASD, we 
have implemented broad suicide screening of all patients 10 years old and above. 
Exceptions to this screening may be made when the clinician determines that the 
screening would be developmentally inappropriate (e.g., a verbal IQ lower than 70). 
Our experiences have con!rmed the value of suicide prevention policies that are 
inclusive of children with ASD and other INDs. Universal suicide screening was 
launched for children presenting to these NCH centers in July 2019. Through the 
second week of February 2021, 1410 ASQs were completed at the Child Development 
Center; approximately 15.2% had a positive screen (a “yes” to any of four initial 
suicide-speci!c questions), and 0.57% had a positive screen on Question 5, asking 
if the child had present thoughts of killing themselves following a positive response 
to one of the !rst four items. At the NCH Center for Autism Spectrum Disorder 
outpatient treatment program, 400 ASQs were completed during the same time 
period; approximately 35.7% had a positive screen, and 3.0% were positive on 
Question 5 (Internal NCH data retrieved on Feb. 17, 2021).

 Considerations in Screening, Risk Assessment, and Safety 
Planning: Illustrative Vignettes

Enhanced screening, risk assessment, and safety planning have become the standard 
of care across the behavioral health service line at NCH over the several years 
including for youth with ASD and other INDs. Use of a program-wide screener 
(e.g., ASQ) for suicidal thoughts and behaviors has been critical in identifying indi-
viduals at risk for suicidal behaviors and engaging in appropriate safety planning for 
them. Along with the utility of the ASQ, we have found through continuous quality 
improvement efforts that clinical best practices have emerged. We share some of 
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these cases to highlight the nuances in assessment and management of suicidality as 
well as recommendations for safe and effective care with this population.

Several consistent observations have guided adaptations. As we have adminis-
tered the ASQ to children with INDs, it has become apparent that some patients 
struggle with understanding timeframes such as “within the past few weeks” and “in 
the past week” on the ASQ. In the case of a 12-year-old male diagnosed with ASD, 
without language and intellectual delays, and ADHD receiving psychiatric care at 
our clinic, when asked if he had thoughts of killing himself in the last week, he 
responded “yes.” Furthermore, when asked if he had ever tried to kill himself, he 
responded “yes” and then stated that the attempt had occurred at school during the 
past week. His caregivers expressed shock at this revelation as no recent incident 
report was sent by school; however, they described similar past incidents that had 
been reported to them by school staff. Collateral information from the school clari-
!ed that such an incident had occurred several months ago and the school team had 
verbally de-escalated the patient to safety. This case highlights that children within 
this population may struggle with the abstract concept of time; in response, clinicians 
have offered speci!c dates to help anchor the timeline for patients in these situations.

We have also encountered other cases at our clinic where patients’ understanding 
of the intent of the ASQ questions limited their utility. In another case, a 14-year-old 
male who presented to our clinic for evaluation of ASD, and who was later diag-
nosed with ASD without language or intellectual delays, struggled with the phrase 
“better off” in Question 2 (“In the past few weeks, have you felt that you or your 
family would be better off if you were dead?”) of the ASQ. In response to the ques-
tion, he stated, “what do you mean ‘off,’ like turning a computer ‘off?’.” The clini-
cian again attempted to ask the question verbatim, and the patient continued to be 
confused. Finally, the clinician rephrased the question by replacing “better off” with 
“happier,” the patient seemed to understand the meaning of the question at that 
point, and the patient was able to provide an answer.

 Recommendations for Screening, Risk Assessment, 
and Safety Planning

We offer several recommendations to address these challenges. As the phrasing of 
screening questions appears to be understood by most individuals with INDs, clini-
cians should continue to ask screening questions verbatim, consistent with initial 
validation studies and administration guidance (see Mournet et al., this volume). 
However, in some cases it will become evident that the patient does not understand 
the intent of the question. In those cases, clinicians should not abandon the screen-
ing, but rather, they should be prepared to modify the question(s) to complete a 
screening of the patient while assessing for adequate comprehension of each ques-
tion’s intended meaning.
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When assessing for suicidality in children with ASD and ID, the heterogeneity of 
self-injurious behaviors must also be considered. Hunsche et al. (2020) highlight 
that self-injurious behavior in children with ASD does not always indicate the pres-
ence of suicidal intent. In our practice at the Child Development Center and Center 
for Autism Spectrum Disorder, visual supports have proven useful in clarifying the 
underlying function and intent of the self-injurious behaviors. Additionally, these 
visual supports bene!t safety planning as they allow for strong individualization of 
the safety plan and collaborative patient engagement in the safety planning process.

The case of “Sarah,” a 13-year-old female, illustrates the use of visuals and 
assessment of self-injurious behaviors. Sarah is diagnosed with mild ID and has a 
history of two previous self-aborted suicide attempts; she presented for treatment of 
panic attacks, recurrent suicidal ideation, and non-suicidal self-injurious behaviors 
(NSSIB). She had a history of multiple hospitalizations in the past due to her com-
plex clinical presentation. Sarah struggled to verbally report intent behind NSSIB as 
compared to suicidal ideation. Clinicians utilized concrete visual supports to assess 
her motivation behind the self-injurious behaviors, including identifying a grave-
yard as a symbol to depict end of life when clarifying suicidal intent. From the 
beginning, the safety plan was identi!ed as belonging to Sarah, so she had choice 
and control of its content. She was able to choose her preferred color and font for 
the text of the plan. Color associations and thermometers previously learned in cog-
nitive behavioral therapy to describe emotions were included. Pictures Sarah chose 
from Google Images of the precursor behaviors were also placed in the “Warning 
Signs” section along with a few descriptive words and pictures she chose to illus-
trate preferred activities. Personal interests were also included in her plan. 
Additionally, due to Sarah’s struggles with self-awareness and decreased self- 
monitoring capacity, speci!c need for close adult supervision and monitoring was 
discussed with caregivers. As the safety plan is considered to be a “living docu-
ment,” it continued to be modi!ed during treatment. As other triggers, drivers for 
suicidal behavior, and coping strategies were identi!ed in later visits, they were 
incorporated in her plan. In order to fully include individuals with INDs in the pro-
cess of screening, assessment, and safety planning, visual supports are useful. 
Figure 14.1 provides examples of how visual supports can be utilized.

There are instances when a patient’s level of cognitive ability interferes with 
understanding the questions as intended and the ASQ is deemed to be “developmen-
tally inappropriate.” For individuals with INDs who are unable to complete the ASQ 
or other suicide risk screeners, alternative safety screening methods are recom-
mended. For example, individuals with less impaired communication may be able 
to engage in a conversation with the clinician which will allow for clari!cation and 
frequent perception checking. Individuals with more impaired communication abil-
ities may take part in a conversation with the clinician with an informed caregiver 
who is familiar with their language abilities as part of the conversation.
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Warning Signs: Warning Signs At School:

Sa ellin aving to Writ ath Class

Things I Can Do to Cope: Things I can Do to Cope At School:

Play Basketball Listen to Musi aint Take Deep Breaths

People or Things to Dist Things to Distract Me At School:

Playground Play Soccer with Joe Count to 10 Read a Book

People I can Ask for Help From: Adult at School I can Ask for Help:

Dad and Mari r. Jack Mrs. Smith

Who I Can Call for Help: 
Mom XXX-XXX-XXXX 
Dr. Alex XXX-XXX-XXXX 
911 
County Crisis Line: XXX-XXX-XXXX 
Text: 741-741 

Two Things That Are Very Important to Me and Worth Living For: 

Max Game

d Y g H e M

c P             

ract Me:             

a M

Fig. 14.1 Examples of a safety plan utilizing visual cues (pictures). A safety plan should be cre-
ated in collaboration with the patient and can be modi!ed during treatment. (pexels.com)
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 Future Directions and Policy Implications

Additional research is needed to validate existing tools and provide clinical guid-
ance in the pediatric IND populations. The vignettes and discussion illustrate how 
two centers at NCH used clinical discretion and creativity to meaningfully adapt 
existing tools for the pediatric IND populations. More guidance in this area will be 
important for clinicians and families.

There are several ways in which work in this area can be advanced. In order to 
create appropriate tools for this population, funding agencies should support the 
inclusion of individuals with INDs in population-based research on suicide preven-
tion. Research should be conducted to identify needed modi!cations to screening 
processes, to assess the effectiveness of safety planning, and to clarify other neces-
sary treatment components to serve the unique needs of patients with suicidality and 
ASD/INDs. Licensing and accrediting bodies should consider mandating universal 
screening for youth age 10 and up. It is further recommended that the credentialing 
and licensing authorities for the various health professions review and consider 
requiring, or otherwise prioritizing, training on suicide prevention, risk assessment, 
and safety planning for specialty populations, including ASD/INDs. As The Joint 
Commission (2016) requirement has pushed institutions to incorporate standardized 
implementation of screening measures, institutions like NCH have recognized the 
need for formal training on assessment and management of suicidality in this high- 
risk population, with special focus on implementation of existing tools using a 
developmental approach.
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Chapter 15
Investing in Suicide Prevention: Zero 
Suicide in a Pediatric System of Care  

Glenn V. Thomas, Meredith R. Chapman, and Julie Goldstein Grumet 

Youth suicide continues to be of signi!cant concern, with the number of youth pre-
senting for suicidal thoughts and behaviors to pediatric hospitals across the nation 
doubling between 2008 and 2015 (Plemmons et al., 2018). Many youth treated in 
emergency settings do not receive follow-up care, and even those who do fail to 
show improved outcomes (Asarnow et al., 2011). When risk for suicide is detected, 
the current standard of care is to hospitalize youth deemed to be at imminent risk. 
This remains the case despite an absence of randomized controlled trials demon-
strating this approach alone saves lives (Kennard et  al., 2019; Goldman-Mellor 
et al., 2021). Inpatient hospitalization temporarily protects suicidal patients from 
engaging in self-harm by restricting access to lethal means. However, most patients 
receive little or no suicide-speci!c treatment, and risk for suicidal behavior remains 
extremely high in the month after discharge (Chung et al., 2019). Furthermore, most 
hospitalized adolescents who attempt suicide receive limited follow-up care 
(Doupnik et  al., 2020; Spirito et  al., 2011). Rates of noncompliance with !rst 
appointments post-hospitalization have been reported to be as high as 42%, and in 
at least one study of adolescent suicide attempters, 25% never attended a single 
follow-up appointment (Burns et al., 2008; National Action Alliance for Suicide 
Prevention, 2017). This is concerning as follow-up mental healthcare within 7 days 
of discharge has been associated with a decreased risk of suicide (Fontanella et al., 

G. V. Thomas (*) · M. R. Chapman 
Big Lots Behavioral Health Services, Nationwide Children’s Hospital, Columbus, OH, USA 

Department of Psychiatry & Behavioral Health, The Ohio State University College of 
Medicine, Columbus, OH, USA
e-mail: Glenn.Thomas@nationwidechildrens.org; 
Meredith.Chapman@nationwidechildrens.org 

J. G. Grumet 
Zero Suicide Institute, Education Development Center, Waltham, MA, USA
e-mail: JGoldstein@edc.org

© The Author(s) 2022
J. P. Ackerman, L. M. Horowitz (eds.), Youth Suicide Prevention  
and Intervention, SpringerBriefs in Psychology, 
https://doi.org/10.1007/978-3-031-06127-1_15



136

2020). Furthermore, outpatient mental healthcare, when provided, is often nonspe-
ci!c and inadequate to address suicidal thoughts and behaviors. Unfortunately, few 
professionals are trained in evidence-based suicide care (Schmitz et al., 2012), even 
though promising treatments for suicidal youth exist (see Zullo et al., Chap. 8, this 
volume). 

Pediatric hospitals and academic medical settings are well-positioned to drive 
innovation by creating comprehensive evidence-driven approaches to reducing sui-
cide risk. Such approaches should incorporate a continuum of upstream prevention 
programming as well as family-centered acute clinical services. Nationwide 
Children’s Hospital (NCH) is an example of a pediatric hospital with a large 
Behavioral Health (BH) service line that offers multiple levels of care from preven-
tion through crisis stabilization and inpatient psychiatric care. This chapter will 
review integration of the Zero Suicide framework into NCH’s existing preventable 
harm reduction quality improvement (QI) initiative to improve clinical care. 

 Setting the Stage

Zero Suicide is an aspirational goal designed to catalyze transformational change in 
an organization by providing best practice tools and strategies designed to improve 
suicide care (www.zerosuicide.edc.org). The Zero Suicide framework is based on 
three critical factors:

 1. Core values that reinforce the belief that suicide can be eliminated by improving 
service access and quality through continuous quality improvement.

 2. Systems management to create a culture that no longer !nds suicide to be an 
acceptable outcome, where aspirational but achievable goals are set to eliminate 
suicide attempts and deaths and service delivery and supports are organized 
accordingly.

 3. Evidence-based clinical care practices that all staff are trained to provide, deliv-
ered consistently across the system of care. 

More speci!cally, Zero Suicide consists of seven elements essential to full 
implementation:

• Lead system-wide culture change committed to reducing suicides.
• Train a competent, con!dent, and caring workforce.
• Identify individuals with suicide risk via comprehensive screening and 

assessment.
• Engage all individuals with suicide risk using a suicide care management plan.
• Treat suicidal thoughts and behaviors using evidence-based treatments.
• Transition individuals through care with warm handoffs and supportive contacts.
• Improve policies and procedures through continuous quality improvement. 

Healthcare systems that bundle core components of Zero Suicide show evidence 
of reduction in patient suicides and suicidal behaviors (Hampton, 2010; Layman 
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et al., 2021; Stapelberg et al., 2021; Turner et al., 2021). Eliminating gaps in suicide 
safer care requires a comprehensive, system-wide approach, in our case speci!cally 
adapted to a pediatric population. The !rst step for any organization is the comple-
tion of the Zero Suicide Organization Self-Study (Zero Suicide, 2021a). This tool 
helps to identify organizational strengths and gaps and serves as a baseline as well 
as a needs assessment.

NCH Zero Suicide Organizational Self-Study summary
Strengths Gaps
Teams engaged in crisis care had high 
levels of training
Routine suicide risk assessments 
administered during diagnostic 
assessments
Evidence-based suicide risk assessment 
for programs routinely managing 
psychiatric crises
Suicide-speci!c treatment programs (e.g., 
Dialectical Behavior Therapy)

Inconsistent processes for suicide risk screening, 
evidence-based risk assessment, and safety planning 
across services
Limited input from attempt and loss survivors
Inconsistent suicide-speci!c training across all 
programs and disciplines
Gaps in communication and documentation of prior 
treatment and safety plans
Limited follow-up during transitions in care
Inconsistent coordination with families and schools

 

 Lead Element of Zero Suicide

As with most organizations that adopt the Zero Suicide framework, successful 
implementation and incorporation of core values into the culture of NCH’s large BH 
service line required the following:

• Visible support and direction from senior leadership
• Clear expectations for staff, consistent communication, procedures, and work-

#ows demonstrating organizational responsibility for suicide prevention
• Ongoing training and education
• Minimal increase in provider burden including documentation or workload 

requirements
• Efforts to reduce provider anxiety related to engaging in suicide care and the 

potential for adverse events 

Accordingly, staff across the BH service line were provided an overview of the 
framework with an overwhelmingly enthusiastic response. The Zero Suicide 
Workforce Survey (Zero Suicide, 2021b) was then provided to all staff, clinical and 
nonclinical, with an 80% response rate. The Survey provided a snapshot of staff’s 
self-perception of their competence, comfort, training needs, and perceived skill 
with regard to providing suicide care which was then used to create a training plan. 
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Informed by the Workforce Survey results, our approach to training focused on the 
following:

• Engage clinical leaders (e.g., managers and supervisors) across the service line.
• Review the aims of Zero Suicide and its intent to be both an aspirational goal as 

well as a speci!c bundle of interventions.
• Focus initially on the Lead, Train, Identify, and Engage elements, given that 

some suicide-speci!c treatments were already part of the continuum of care.
• Standardize skills in screening, assessment, and safety planning in an interactive 

fashion.
• Develop work#ows and process maps #exible enough to tailor for each 

department.
• Ensure the electronic medical record (EMR) supports decision-making and 

reduces clinician burden to enhance communication and eliminate duplicate 
efforts.

• Ensure leaders are able to monitor compliance and provide timely feedback to 
support staff at different developmental levels. 

A key innovation in setting the stage for implementation was the development of 
an NCH Zero Suicide “Toolkit” as a centralized location in the EMR to house all 
suicide-speci!c tools and processes across encounters and levels of care (e.g., auto-
mated prompts and work#ows for screening, assessment, safety plans, and risk cat-
egorization). This information had previously been siloed and dif!cult to access as 
patients moved among programs and levels of care, disrupting communication of 
clinically signi!cant information and leading to inconsistent processes. Work#ows 
were informed by our lived experience champion who provided valuable feedback 
regarding acceptability to patients while pointing out the frustration of answering 
the same questions about suicide risk and safety to each new provider in the midst 
of a crisis. Availability of this toolkit contributed to progress in all seven of the Zero 
Suicide elements, including “Improve” as it facilitated easy access to process mea-
sures. Furthermore, it has been well-received by clinicians who report it does indeed 
improve access to suicide risk-related information and enhances ef!ciency.  

 Train and Engage Elements of Zero Suicide

Training of staff across disciplines and programs laid the foundation for all ongoing 
Zero Suicide efforts in BH which included a focus on clinician attitudes and biases, 
supervision strategies, and legal considerations. Clinical competencies addressed 
were evidence-based screening (Ask Suicide-Screening Questions; Horowitz et al., 
2012), risk assessment (Columbia-Suicide Severity Risk Scale; Posner et al., 2011), 
risk and protective factors, safety planning (Stanley & Brown, 2012), and lethal 
means safety and risk categorization. Since the initial department-wide series of 
Zero Suicide trainings, training on suicide care competencies has been incorporated 
into onboarding processes of all BH teams. An aspect of the Engage element is to 
create a suicide care management plan based on level of risk. Our risk 
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categorization now clearly identi!es those higher-risk youth needing additional ser-
vices and is visible to all departments across the hospital. A next step is to develop 
a consistent set of practices across departments for those high-risk youth. 

 Treat and Transition Elements of Zero Suicide

As re#ected in the Self-Study and Workforce Survey summaries, BH services had 
some programs in which clinicians were highly skilled in treating youth presenting 
with suicidal thoughts and behaviors and others with low comfort and competence. 
Guided by the extant literature, NCH had developed a continuum of best practice 
targeted interventions and suicide-speci!c treatments. These included a Psychiatric 
Crisis Department with a strong emphasis on safety planning and lethal means 
safety, a crisis stabilization unit, inpatient psychiatry units, and intensive outpatient 
and partial hospitalization programs, in addition to an outpatient Dialectical 
Behavior Therapy (DBT) program. The Zero Suicide framework helped knit these 
and other elements into a more cohesive whole and served as a focus for training 
clinical providers on suicide-speci!c interventions. 

Effectively addressing transitions in care has been dif!cult, and we have not yet 
fully implemented a transition care pathway for youth stepping down to a lower 
level of care. We have attempted to implement warm handoffs, but this can be a 
challenge in a large hospital system when referrals are made outside the hospital’s 
system of care. On a positive note, NCH has improved care transitions for high acu-
ity youth by adding non-demand caring contacts in the form of validating text mes-
sages with images of hope and supportive language sent to adolescents in the year 
following discharge, regardless of whether they are transitioning within NCH or to 
an outside agency. We will continue to address the Transitions element by revisiting 
and formalizing protocols for a transition care pathway supported by review of data 
to determine linkage, follow-through, and dropout rates.  

 Improve Element of Zero Suicide

Healthcare organizations implementing Zero Suicide engage in continuous quality 
improvement (QI) and are able to engage in high-risk work while minimizing seri-
ous harm or adverse events. Viewing suicide as a “never event” forces organizations 
to use best practices, apply continuous QI, and emphasize reducing errors while 
holding the system accountable, rather than blaming individuals. NCH had an exist-
ing commitment to reducing preventable harm via a “Zero Hero” initiative with 
signi!cant improvements in serious safety events, such as central line catheter 
infections, using a QI methodology (Miller et al., 2011). Incorporating Zero Suicide 
was seen as a natural extension of the hospital’s QI efforts. 
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The development of an internal Zero Suicide Toolkit with discrete data elements 
made it possible to evaluate compliance and set realistic goals for improvement. 
Initial goals focused on adherence to suicide risk screening with the Ask Suicide-
Screening Questions (ASQ) at !rst visit and every 30 days thereafter, suicide risk 
assessment with the Columbia-Suicide Severity Risk Scale (C-SSRS), and comple-
tion of a safety plan for youth identi!ed as at elevated risk. Within 3 months of 
implementation, the initial goal of screening >90% of all new patients for suicide 
risk was met. Focus then shifted to ensuring that all patients with an acute positive 
screen received a same-day risk assessment and safety plan. After addressing report-
ing inconsistencies in the EMR, compliance of >93% was quickly established for 
same-day risk assessment and safety planning. The robustness of a systemic 
approach to suicide care was demonstrated when screening compliance at !rst 
appointment remained consistently in the target range (>90%) after the shift to tele-
health at the onset of the pandemic. 

A dynamic Zero Suicide dashboard is available to clinical leaders to monitor 
progress in real time, evaluate the performance of speci!c programs, and provide 
feedback to individual providers. In the future, patient care and outcome data will 
be prioritized, while process measures will continue to be collected to assess !del-
ity. QI methodology offers the ability to monitor process and treatment outcomes 
and, using an iterative approach, modify processes to improve patient outcomes 
(Valleru et al., 2019).  

 Gaps and Next Steps

The Zero Suicide framework was adopted at NCH in response to a large increase in 
high acuity patients and a desire to maximize the effectiveness of growing crisis and 
inpatient services. Over the past 5 years, NCH BH has successfully implemented 
many best practice elements. What was previously fragmented suicide care is now 
more intentional, offering staff greater connection to the work and youth and their 
families more hope for the best possible outcomes. Consistency of implementation 
and increased staff competence and con!dence across the BH workforce effectively 
means that no matter where youth enter the BH system, they will receive the evi-
dence-based suicide screening and, as appropriate, assessment, safety planning, and 
intervention. The model has now been adopted by the hospital broadly even outside 
of BH, and next steps include expansion to other departments starting with those 
seeing signi!cant numbers of youth with elevated risk, such as primary care. This 
expansion requires:

• Development of referral pathways that enhance each department’s internal 
capacity to screen and assess for suicide risk, thereby avoiding unnecessary 
emergent referrals for BH assessments.
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• Development of a suicide care pathway wrapping elements of care around 
patients at highest risk (e.g., immediate follow-up when patients fail to attend an 
appointment).

• Ongoing monitoring to ensure effective transition of patients among services.
• Ongoing monitoring of communication among providers and departments. 

Successful adoption and sustainability of Zero Suicide requires careful planning, 
supportive infrastructure, and routine review of data aimed at enhancing practice 
and training. The Zero Suicide model is feasible both in pediatric hospitals and 
many other healthcare settings, and the release of suicide-speci!c standards by 
accrediting bodies has signaled that suicide prevention is a core responsibility of 
healthcare. However, these standards are still open to interpretation (e.g., frequency 
of screening) and require further investigation. The use of peer supports or other 
therapeutic interventions as well as greater speci!city regarding risk strati!cation 
may help defray the burden on monitoring and environmental controls that currently 
exists. 

Ideally, alternative payment models that support Zero Suicide and suicide-spe-
ci!c care practices would be offered by payers to incentivize this work. It is argu-
ably in the best interests of managed care entities and accountable care organizations 
to invest in high-quality and effective suicide prevention. Decreased suicide behav-
iors and improved treatment outcomes should result in patients being supported in 
less restrictive care settings, decreased healthcare costs, and better experiences of 
care. Decreased #ow to acute care services would, in turn, decrease pressure on the 
BH system and improve waitlists. This would likely be most effective if providers 
across communities collaborated to align suicide care practices. 

Access to timely care continues to be a challenge, and, as indicated above, even 
when care is provided, utilization of follow-up referrals tends to be poor. Further 
investigation into engaging families and high-risk adolescents in treatment is war-
ranted. This includes exploring technology to enhance engagement, increase access, 
improve lethal means safety and safety planning, and enhance a sense of connected-
ness. Additionally, using technology helps to increase !delity to best practices that 
directly reduce suicide thoughts and behaviors, particularly in the face of a work-
force that has variable training and comfort with using suicide-speci!c 
interventions. 

In summary, Zero Suicide provides a #exible framework for combining best 
practice suicide care interventions into a comprehensive and systematic approach 
using real-time data to improve processes and outcomes. There is still a need for 
more research on the effectiveness of the model and for more systems to share les-
sons learned as well as how they have managed gaps in care to ease the implementa-
tion burden for organizations new to this model. By adopting and striving for the 
aspirational goal of Zero Suicide and embedding this model’s bundle of speci!c 
suicide care practices, healthcare systems expressly support their workforce, alter 
the quality of care provided, and increase patient safety.      
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Chapter 16
Suicide Prevention for American Indian 
and Alaska Native Youth: Lessons Learned 
and Implications for Underserved 
Communities

Mary F. Cwik, Teresa Brockie, Sarah M. Edwards, Holly C. Wilcox, 
and John V. Campo

Suicide is a serious and universal public health challenge, yet signi!cant disparities 
have been observed in suicide and attempt rates across a variety of cultural, racial, 
and ethnic subgroups. A better understanding of differences among cultural, racial, 
and ethnic subgroups with regard to suicide and suicidal behavior has the potential 
to inform suicide prevention efforts, not only within these speci!c subgroups but in 
general populations as well. This chapter will focus on the American Indian and 
Alaska Native (AI/AN) population as illustrative of several best practices and les-
sons learned with implications for other underserved communities, as well as calls 
to action for the !eld more broadly.
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 Epidemiology of Suicide in AI/AN Communities

AI/AN communities have some of the highest suicide rates among youth (see Ruch 
and Bridge, Chap. 1, this volume), although there is considerable heterogeneity in 
rates across AI/AN communities. Suicide was the leading cause of death in 
10–14-year-old AI/AN males in the United States in 2019. Notably, the suicide rate 
among AI/AN males has increased from 17.3 per 100,000  in 2001 to 20.3 per 
100,000 in 2019 and 3.9 per 100,000 to 6.9 per 100,000 in AI/AN females—a 77% 
increase for females vs. a 17% increase for males. Suicide rates in all male race/
ethnicity groups increase sharply to age 20–24, with AI/AN male suicide rates far 
surpassing those of all other groups at this age bracket. Comparing across all male 
racial/ethnic groups, AI/AN males have the highest suicide rate until age 40–44.

Despite these signi!cant disparities in suicide rates, suicide prevention in under-
served populations has been limited by critical gaps in research, training, and pro-
gram implementation. Moreover, these underserved populations, such as AI/AN 
communities, are often not represented in national epidemiological studies in a 
meaningful way. This underrepresentation contributes to invisibility. Native 
Americans, for example, are often put in an “other” category or lumped together 
with other racial/ethnic groups with small numbers in the sample. Consequently, 
large-scale data describing suicide in a Native context are relatively lacking, making 
it dif!cult to appropriately direct funding and to further make an argument to pur-
posively include Natives and other underrepresented minorities in large-scale clini-
cal trials. As a result, there appears to be a lack of “evidence-based” interventions 
for underserved communities, even though AI/AN populations have championed 
several important innovations that have often been ignored by the larger suicide 
prevention !eld, including being early advocates for strengths-based and community- 
based approaches, developing frugal interventions, harnessing the power of early 
identi!cation in community settings, and emphasizing culture and spirituality as 
part of holistic approaches.

 Best Practices in Underserved Communities

 Strengths- and Community-Based Approaches

A shift from a de!cits-based approach to suicide prevention, which focuses on 
individual- level risk factors and psychopathology, to a strengths-based approach is 
underway in underserved communities and timely for the rest of the !eld (Tingey 
et al., 2016; Yuan et al., 2015). While de!cits-based approaches can guide individ-
ual risk mitigation efforts, they also have the potential to inadvertently contribute to 
individual and group stigmatization and overemphasize problems in communities. 
De!cit models are not always effective either; decades of suicide prevention work 
and federal government-funded programs applying de!cit models have not reduced 
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the high prevalence of suicide in Indian country. Utilizing a de!cits-based approach 
might even prove harmful to marginalized communities and hinder their ability to 
adequately address suicide. Conversely, strengths-based approaches highlight com-
munity and cultural protective factors and involve community members to promote 
well-being and positive health outcomes. For example, one strengths-based approach 
for addressing substance use and suicide utilizes a positive youth development 
framework to provide an entrepreneurship education intervention for White 
Mountain Apache youth (Tingey et al., 2016). Additionally, the Sources of Strength 
program employs effective public health messaging and stories of personal resil-
ience in managing emotions for upstream suicide prevention (Thiha et al., 2016). 
The !eld of suicide prevention, in general, can learn from the community-based 
participatory research process that is the foundation for many strengths-based 
approaches, which has building trust as the foundation of successful research, 
regardless of whether the researchers are considered “insiders” or “outsiders” 
(Wallerstein & Duran, 2010).

 Frugal Interventions

The scarcity of mental health services and providers has required underserved 
communities to develop “frugal innovations.” Frugal innovations in mental or 
public health sectors can be thought of as interventions that do more with less, 
capable of reaching the many. There are few sustained programs that address 
community mental health needs, especially those that focus on suicide prevention. 
Programs tend not to detail speci!c risk and protective factors identi!ed in remote, 
resource-poor settings. The frugal intervention development process—whereby, 
in limited resources settings, creativity and imagination have better opportunities 
to develop—goes beyond addressing limitations based upon external resource 
constraints. Such a model enhances an understanding of self-reliant processes and 
internal resources that are often overlooked. The suicide prevention !eld needs to 
develop new solutions in resource-challenged settings rather than relying on 
untested adaptations often developed far away in well-resourced communities 
(Lorini, 2016). One type of frugal intervention model that Native and other under-
served communities support is a brief intervention delivered by community health 
workers. For example, a pilot study evaluated the potential effectiveness of a spe-
ci!c brief intervention, New Hope, with !ndings indicating reductions in negative 
thinking, depression, and suicidal thoughts among youth with a history of suicide 
attempt (Cwik et al. 2016a).
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 Early Identi"cation in Community Settings

Suicide surveillance is often viewed as an important way to identify individuals at 
risk for suicide. Community-based identi!cation is especially important in under-
served communities relative to hospital- and clinic-based approaches to case identi-
!cation since there are many barriers to vulnerable youth accessing care. The White 
Mountain Apache Tribe has developed an innovative and effective system that man-
dates any person who lives or works on the reservation to report any suicide-related 
incident (ideation, attempt, and death) to a central task force called Celebrating Life 
(CL). After a report is made, a CL staff member follows up in person to gather more 
information on risk and protective factors, enable a warm handoff to services, and 
provide case management. This is both an innovative and culturally acceptable way 
of delivering services to those most at risk for suicide. This system gives the Tribe 
accurate, timely, and thorough data on suicide in their community, allowing them to 
target suicide prevention efforts. Over time, surveillance has raised community 
awareness, identi!ed many individuals at risk for suicide, and increased the percent-
age of those getting referrals for treatment. The initial surveillance data resulted in 
a comprehensive program that included universal, selected, and indicated suicide 
prevention activities; this multitiered approach was associated with a signi!cant 
reduction in suicide attempts and deaths (Cwik et al., 2016b).

 Holistic Approaches

Approaches that incorporate culture and/or spirituality have potential to contribute 
to both prevention and treatment, particularly in AI/AN communities. Elders from 
the White Mountain Apache Reservation, for example, have focused on the impor-
tance of their culture and language to prevent suicide, developing a standardized 
curriculum that they have been teaching in schools since 2014 (Cwik et al., 2019). 
The Elders believe that language provides youth with a solid sense of self, tribal 
identity, and connection to the community, all of which serve as protective factors. 
Respect is a core value addressed across all the lessons, and the monthly content 
corresponds with what is traditionally taught at that time of year with a different 
theme for each lesson/month. Youth learn Apache words, stories, and seasonal 
responsibilities related to that month’s theme. Students reported high program satis-
faction and displayed knowledge of their culture and language on written assess-
ments after participating (Cwik et al., 2019). Finally, many underserved communities 
are already implementing programs which they believe to be effective in their set-
tings, and do not feel a need for evidence in the form of a randomized clinical trial. 
As a larger scienti!c !eld, we often do not know about community perceptions 
about the success of these local efforts or dismiss them, with potentially negative 
consequences for developing and advancing evidence-based suicide prevention 
efforts in underserved communities. Some traditional suicide prevention approaches, 
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terminology, and interventions are not viewed as acceptable or culturally congruent. 
For instance, “gatekeeper” programs have been implemented in tribal communities, 
often with adaptations, but this terminology has been replaced with “caretaker” to 
avoid negative conations associated with the idea that “gatekeepers” might exclude 
some individuals. Examples of culturally congruent, strength-based programs can be 
found in the Culture Forward guide (https://caih.jhu.edu/programs/cultureforward) 
and include the Healing of the Canoe project, the Qungasvik Toolbox, the Yappali 
Project and Culture Camps, and Native H.O.P.E. (Helping Our People Endure).

 Call to Action

There are two overarching calls to action for what suicide prevention research, pol-
icy, and practice can learn from underserved communities. First and most impor-
tantly, we need to diversify the suicide prevention !eld, both in terms of who is 
being included in our study populations and who is conducting the research. It is 
imperative to include underserved communities in research so that we have better 
data (and interventions) moving forward. Furthermore, developing more indepen-
dent investigators and funded researchers from underserved communities has poten-
tial to advance suicide prevention efforts, not just in vulnerable populations but in 
general. Researchers and clinicians from the same racial/ethnic group are more 
likely to be sensitive to, understand, and appreciate the cultural norms and values, 
past and current traumas, and language issues relevant to the study of suicide risk 
and protective factors and preventive interventions. From a clinical perspective, 
training more providers from underserved communities has potential to be an 
important contribution to the continuum of care relevant to suicide prevention 
efforts. In addition, having a provider from the same racial/ethnic group can provide 
comfort and security for some individuals at risk for suicide, and may feel less stig-
matizing, enhancing the likelihood that individuals will reach out for help and stay 
in treatment. Additionally, providers from other communities need more training on 
the process and content speci!c to addressing suicide in underserved communities. 
Many providers lack suicide prevention training generally, but the nuances of work-
ing with underserved communities are rarely addressed in training programs. 
Policies with funding and speci!c programs attached to it are urgently needed to 
focus on increasing the diversity of the workforce and mandating these types of 
trainings at the federal, state, and institutional level.

Second, suicide prevention programs need to be developed with sustainability in 
mind, which is critically important in underserved communities. Although seeking 
community buy-in would intuitively seem to be an important !rst step in suicide 
prevention, policy makers, funders, and researchers have often failed to put this 
principle into action. We need to begin with an approach that includes listening to 
the community with a sense of openness and curiosity, tailoring prevention efforts 
to the community at risk instead of !tting the community to an established program. 
It is also vital to understand the effort, training, and supervision required for local 
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communities to enact best practices. Implementing a “train the trainer” approach is 
often more productive than relying exclusively on “outsiders”; there is wisdom in 
being open to community health worker delivery models for practical and cultural 
reasons. Finally, policy makers, researchers, and individuals in clinical leadership 
roles need to identify sustainable funding streams and innovative service delivery 
models (O’Keefe et al., 2021)—as prevention programs may be particularly chal-
lenging to deliver with !delity in underserved communities, who may feel a sense 
of abandonment when initial grant funding comes to an end.

 Conclusions

The study of underserved communities has potential to contribute to suicide preven-
tion efforts for both underserved communities and the general population. 
Researchers, policy makers, and clinicians can no longer afford to ignore what is 
happening in underserved communities. Focused research can inform the efforts of 
health policy experts and lawmakers to mitigate disparities and improve access to 
high-quality, evidence-based mental health and substance use services for all. 
Priority research targets should include ensuring that Native American and other 
racial/ethnic groups are represented in large-scale or national epidemiological stud-
ies in a meaningful way; understanding root causes of suicide beyond individual- 
level factors (e.g., past and current traumas, socioeconomic conditions); and 
innovative models of prevention and intervention focused on holistic well-being. 
Our shared humanity makes suicide a problem that transcends speci!c cultural, 
ethnic, or racial groups; however, it is also true that cultural, ethnic, and racial dif-
ferences can be associated with differences in rates of suicide and suicidal behav-
iors, suggesting the need for both universal and targeted approaches to suicide 
prevention in subpopulations of individuals at risk, particularly in the underserved. 
A better understanding of suicide in underserved communities has potential to 
improve the quality and effectiveness of interventions in those communities, inform 
the adaptation of successful suicide prevention strategies to speci!c subpopulations, 
motivate the creation of new programs, and contribute to our understanding of sui-
cide and suicide prevention in general.
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Chapter 17
Overcoming Barriers to Effective Suicide 
Prevention in Rural Communities 

Kurt D. Michael and Ujjwal Ramtekkar 

Rising suicide rates, the opioid crisis, and persisting healthcare disparities have col-
lectively created a perfect storm of factors associated with higher rates of premature 
death in rural communities. Unfortunately, rural communities often experience dis-
proportionate suicide rates compared to urban settings (Fontanella et! al., 2015). 
Moreover, the capacity of the healthcare systems in most rural communities has 
been in steady decline for years. This capacity problem is due, in part, to the closing 
of rural hospitals and clinics and workforce shortages in remote regions (Thomas 
et!al., 2012). These workforce and clinic shortages are exacerbated by other barri-
ers, including economic disparities (e.g., lack of insurance), geographic remoteness, 
inadequate transportation, and a lack of suf"cient infrastructure for telehealth 
solutions. 

Acceptability of mental health services or lack thereof also acts as a barrier to 
effective suicide prevention in rural communities. It is not an uncommon perception 
in small communities that disclosing personal health information to a medical or 
mental health professional is unnecessary, unhelpful, or a sign of being disloyal to 
the family (Owens et!al., 2013). Similarly, individuals from rural areas have also 
reported that receiving conventional mental health care signals weakness or indi-
cates that one has spiritual #aws (Curtin et!al., 2017). 

Easy access to lethal means, primarily "rearms and dangerous medications, also 
makes it dif"cult to prevent suicide in rural regions. Between 1999 and 2019, the 
leading mechanism of suicide for youth aged 10–19 living in the least populous 
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(rural) areas of the United States was "rearms (56%), whereas "rearm suicides in 
this age group overall was lower (46%; CDC WONDER, 2021). Ready access to 
prescription opioids in rural Appalachia has been well-documented (Meit et! al., 
2017), and increased access to any prescription or over-the-counter medication in a 
crisis can lead to increased suicide attempts. The barriers described here, though 
certainly not exhaustive, are major impediments to the planning and implementa-
tion of effective youth suicide prevention strategies in rural settings. Despite these 
barriers, school mental health partnerships and telehealth models have shown prom-
ise in addressing them. These two innovations will be discussed in detail with an 
emphasis on how they can lead to effective suicide prevention implementation in 
rural communities. 

 School Mental Health Innovations for Suicide Prevention

The potential suicide of a student is a serious concern for many K–12 educators and 
administrators. Results from the 2019 Youth Risk Behavior Survey indicate that 
18.8% of teens seriously considered suicide, 8.9% reported at least one suicide 
attempt, and 2.5% said that they made an attempt that required medical treatment 
during the previous 12!months (Ivey-Stephenson et!al., 2020). As discussed else-
where in this volume, the epidemiological trends of youth depression, hopelessness, 
suicidal thoughts, and suicide deaths are sobering (see Bridge et!al., this volume). 
Identifying and treating youth suicidal thoughts and behaviors as early as possible 
is optimal; however, reaching youth who are at risk presents logistical and practical 
challenges in rural communities. This makes serving youth where they spend the 
majority of their time, in the school context, particularly important. However, most 
schools are already overburdened, and therefore suicide prevention efforts in schools 
will only succeed if community partners are also committed to reducing existing 
burdens placed on teachers, counselors, social workers, and administrators, which 
includes minimizing the negative impact on instruction time. 

 Assessment, Support, and Counseling (ASC) Centers

In rural western North Carolina, a model of early detection, service provision, and 
proactive suicide prevention has been implemented, sustained, and evaluated in sev-
eral rural K–12 districts. The partnerships, called Assessment, Support, and 
Counseling (ASC) Centers, serve 10–30% of enrolled students annually. These cen-
ters represent a creative approach to improving access and acceptability for mental 
health and suicide prevention services (Albright et! al., 2013). ASC Centers are 
staffed by licensed mental health professionals and graduate trainees under supervi-
sion by faculty from various human service disciplines, including clinical psychol-
ogy, social work, and marriage and family therapy. Thus, in addition to serving 
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youth in the context where they spend the majority of their time during the day, ASC 
Centers have the capacity and expertise to assist schools and communities to address 
the problem of suicide directly. 

A typical course of treatment for students who access these services includes 
10–14 sessions of individualized cognitive behavioral therapy (CBT) over about 
2–3!months. Each session lasts about 40!min to minimize the loss of instruction 
time. ASC Center services have been shown to be effective for the majority of youth 
receiving them (Albright et!al., 2013; Kirk et!al., 2019), including signi"cant symp-
tom reduction following treatment of mood disorders (Michael et!al., 2016). ASC 
treatment has also been associated with improved academic outcomes (e.g., better 
attendance, fewer discipline referrals). Moreover, a signature feature of the ASC 
Center is the development and implementation of effective and sustainable practices 
to assess, treat, and manage youth who present with suicidal crises in the context of 
under-resourced rural school districts. Evidence-based assessments and interven-
tions including CBT, Counseling on Access to Lethal Means (CALM), safe storage 
of "rearms and dangerous medications, the Collaborative Assessment and 
Management of Suicidality (CAMS), and the use of tangible safety plans as part of 
CALM and CAMS have been implemented successfully under the auspices of the 
ASC Model (Capps et!al., 2019; Jobes et!al., 2019; Kirk et!al., 2019).   

 Telehealth Innovations for Suicide Prevention

In addition to integrated school mental health models, technology represents a way 
to overcome traditional barriers in rural communities. Over the past few decades, 
there have been signi"cant strides in deploying tele-behavioral health (TBH) solu-
tions for mental health issues with outcomes that are often equivalent to traditional 
in-person care. Most youth are well versed in using digital platforms for school-
work, creative expression, and social engagement, making them “digital natives” 
who readily accept and adopt evolving technologies (Nesi, 2020). Using digital 
platforms to deliver mental health care is therefore a feasible and acceptable method 
of service provision for most youth. Despite the upside of such approaches and the 
emerging evidence base, there have been barriers in adopting TBH.!These include 
in#exibility of regulating bodies, interstate variability in legal requirements for pri-
vacy and security, licensure guidelines that restrict reimbursement, insurance cover-
age limitations, and an inadequately trained TBH workforce. A silver lining of the 
COVID-19 pandemic is that the process of pivoting to remote practice methods has 
accelerated dramatically and readiness to adopt these strategies has likely increased. 

One of the persisting barriers to TBH is inconsistent access to broadband con-
nectivity and high-speed data-enabled phone services in rural communities. Even 
when there is adequate connectivity, socio-economic disparities that are prominent 
in rural communities have exacerbated existing access barriers. It can be challeng-
ing for families to afford to purchase the necessary equipment for TBH, such as 
smart phones or camera-equipped laptops (Benda et!al., 2020). Overcoming access 
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and acceptability barriers to suicide prevention in rural communities ideally involves 
the merger of the two primary innovations highlighted in this chapter, that is, cou-
pling TBH and school mental health partnerships while seeking funding from local 
companies and mental health boards as well as small grants from school boards. 
Such funding can help to offset costs of technological supports (e.g., remote hot 
spots) and the clinical labor necessary to implement effective suicide prevention 
programming (Michael, 2020). 

 School-Based Tele-Behavioral Health (TBH)

School-based health centers and K–12 partnerships have been among the most 
important drivers of TBH for both medical and behavioral health needs of students. 
These innovations are now increasingly common in rural and urban schools given 
the recognition that educational settings are often the hub of the community and that 
embedding services in schools improves access and acceptability to healthcare 
treatment, including the normalization of help-seeking (Stephan et!al., 2016). The 
use of TBH in tandem with CAMS in K–12 schools has been especially important 
during the pandemic leveraging virtual instruction as a way to increase access and 
reduce negative health outcomes and interruptions to student learning (Jobes et!al., 
2020). Providing TBH in schools is a practical method of offering a full continuum 
of student mental health services ranging from building-wide universal mental 
health promotion to classroom-based education on suicide prevention, tertiary-level 
crisis intervention, outpatient treatment, and referral. There have been several 
demonstrably feasible school-based TBH programs established over the past decade 
(Stephan et!al., 2016), and these include an array of services including traditional 
ambulatory care, case coordination, suicide risk assessment, triage, and crisis man-
agement for students. Some models such as COPE (Community Outreach in 
Pediatrics/Psychiatry and Education) program for elementary schools include 
stepped care approach of inter-professional consultation with pediatrician in the 
school-based health clinic followed by telehealth-based psychiatric evaluation 
(McLennan et!al., 2008), whereas other programs are designed for delivering direct 
therapy independently (Nelson & Patton, 2016) or through the existing network of 
school health clinics (North, 2020). The available literature provides insights on 
design and implementation of these programs, but evaluation of longitudinal effec-
tiveness is still needed.  

 Project ECHO

Project ECHO (Extension for Community Healthcare Outcomes) is an established 
TBH model that has the potential to bridge some of the prominent barriers to suicide 
prevention services in rural communities, including K–12 schools. Project ECHO is 
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considered to be a national model for rural health care overall. It is a “hub and 
spoke” model of telehealth that connects an interdisciplinary hub of experts to 
spokes of remotely located constituents. It builds local capacity by teaching best 
practices via case-based learning, video technology, and program evaluation (Zhou 
et!al., 2016). 

The composition of the subject matter experts (hub) and the trainings are tailored 
to meet the needs of the communities or schools (spokes). The interdisciplinary 
subject matter experts can include psychiatrists, psychologists, social workers, 
counselors, family advocates, and administrators. Similarly, the “spokes” could be 
either speci"c provider groups (e.g., school social workers, counselors) or various 
constituents such as teachers, nurses, and administrators depending on the needs of 
the school. The ECHO sessions are then conducted at a regular frequency for the 
duration of 3–6!months with the same cohort of learners but should be #exible based 
on school schedules. The didactic content and the case discussions can be tailored 
to provide the cohorts with high quality, individually tailored training in the preven-
tion, assessment, case conceptualization, intervention, and management of youth at 
risk for self-harm and suicide. It also overcomes the need to travel long distances to 
academic medical centers, regional meetings, or national conferences.   

 Conclusions and Policy Recommendations

There are a number of well-documented barriers when planning and implementing 
suicide prevention strategies in rural communities. However, school mental health 
partnerships and TBH innovations represent two approaches that have shown con-
siderable promise in overcoming known impediments to service provision and the 
prevention of youth suicide in remote settings. Clinicians, program developers, edu-
cators, policymakers, and researchers are encouraged to consider four speci"c rec-
ommendations when attempting to address these aforementioned barriers. 

First, those interested in school mental health partnerships and telehealth solu-
tions for suicide prevention in rural communities are strongly encouraged to include 
evidence-based, suicide-speci"c therapeutic assessments and management para-
digms, such as CAMS, as a key feature of their programming. Second, developers 
and implementers should focus on promoting means reduction principles, including 
the consistent use of safety plans in their work with patients and families. Some 
states (e.g., North Carolina) have applied for and received federal funding through 
the CDC to provide and sustain CALM trainings for mental health clinicians and 
organizations statewide. Similarly, community agencies, K–12 schools, and health 
departments should consider partnering with local gun shops and community mem-
bers invested in "rearm safety, proper medication disposal, and safe storage pro-
grams to reduce suicide death overall (see Harvard’s Means Matter website for a 
review: https://www.hsph.harvard.edu/means-matter/gun-shop-project/). Third, 
K–12 partners in rural communities should consider the speci"c guidance by Schorr 
et!al. (2017) and implement already established evidence-based suicide prevention 
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programs in rural schools. The two programs that have the strongest evidence are 
Signs of Suicide (SOS; Aseltine et! al., 2007) and Lifelines: A Comprehensive 
Suicide Awareness and Responsiveness Program for Teens (Underwood & Kalafat, 
2009). Schorr et! al. (2017) also provide a considerable amount of guidance for 
implementing effective suicide prevention programs across the multitiered systems 
of support (MTSS) framework in the context of rural schools. Lastly, those inter-
ested in scaling up TBH solutions should apply for federal grants like the Distance 
Learning and Telemedicine (DLT) Program offered by US Department of Agriculture 
and consider implementing a suicide-speci"c program such as CAMS, especially in 
light of recent innovations developed during the COVID-19 pandemic (e.g., Jobes 
et!al., 2020). Investments in rural communities will help curb youth suicide rates in 
settings, but understanding how to navigate their speci"c barriers and opportunities 
is critical.     
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Chapter 18 
Disclosure of Youth Suicidality: Views 
from Lived Experience

Rowan Willis-Powell, Amanda Fox, and Julie Cerel 

Living through a suicide attempt gives one a critical perspective that has not been 
consistently incorporated into treatment and suicide prevention approaches. The 
engagement of people who are willing to draw from their own experiences of being 
impacted by suicidal thoughts or behaviors (STB) to advocate for others with simi-
lar experiences is foundational to effective suicide prevention. Individuals who 
identify as suicide attempt survivors, suicide loss survivors, and those who have 
experienced a suicidal crisis can help others understand the complexities of STB, 
foster empathy through sharing, and generate hope for people at risk. However, 
lived experience perspectives have historically not been shared broadly, and this is 
to the detriment of the !eld’s understanding of how best to prevent suicide and pro-
vide treatment to those most impacted. 

According to the National Strategy for Suicide Prevention (2012) and the 
Surgeon General’s Call to Action on Suicide Prevention (2021), lived experience 
should be highly valued in the creation and delivery of mental health care. Such 
perspectives add credibility and value to suicide prevention efforts by going beyond 
research and academic theory by ensuring that those most impacted by practices 
and policies are able to contribute to their creation and evaluation. Opportunities to 
incorporate individuals with lived experience include, but are not limited to, devel-
opment of care pathways, peer support specialist roles, organizational messaging 
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efforts, program evaluation, or meaningful roles on advisory boards for youth sui-
cide prevention efforts. Quality improvement efforts such as a recent PCORI con-
vening grant “Convening Lived Experience & Research Communities to Improve 
Patient-Centered Outcomes,” which brought together individuals with lived experi-
ence and suicide prevention researchers to discuss how to integrate lived experience 
into the design, dissemination, and implementation of research, may be a model for 
engagement. Lived experience perspectives are especially important when working 
within mental health service systems with marginalized populations, such as youth, 
who are often underestimated for not having enough “life experience” to have 
insight about their own needs. Suicidal thoughts and behaviors are complex and 
multi-determined; and as such, approach to prevention and treatment requires 
insight from those who have experienced it themselves. 

An important theme that arises when listening to individuals with lived experi-
ence is that an early negative experience with disclosure of STB can greatly inter-
fere with future engagement in treatment. Regrettably, there are many instances in 
which negative disclosure experiences such as shaming lectures or coercive refer-
rals for hospitalization had a lifelong impact on a young person. The stigma around 
suicide often prevents communication of helpful information in a way that leads to 
positive support, and the myth that talking about suicide can put ideas of suicide 
into someone’s head is widely detrimental to suicide prevention efforts. 

A critical area that the !eld of suicide prevention must continue to evaluate is the 
use of involuntary hospitalization as an undifferentiated response to youth suicidal 
ideation or behavior. This approach may contribute to physical or psychological 
harm and undermine the autonomy of those most in need of collaborative care. 
Although inpatient hospitalization may reduce immediate access to lethal means 
and decrease the amount of time an individual is left alone, this level of care typi-
cally offers limited proactive intervention. Rather, the focus of treatment is often on 
diagnosis, monitoring, stabilization, and medication management (Abas et  al., 
2003). Many crisis-oriented units focus on short-term safety goals and medication 
management while limiting the amount of interaction that patients have with family 
or peers on that unit. The experience of inpatient hospitalization is a major change 
from everyday life and can be very stressful, especially for young people who are 
removed from their typical environment, support structures, and coping skills (Lear 
& Pepper, 2018). This type of disruption can affect identity development also result-
ing in internalized stigma (Haynes et al., 2011; Polvere, 2011). 

Importantly, hospitalization often fails to decrease risk for suicide and can even 
increase the likelihood of future hospitalization or suicidal behavior (Knesper, 
2010). The days and weeks after hospitalization is a period of particularly high risk 
for further suicidal behavior and even death by suicide (Crawford, 2004; Knesper, 
2010). Although deferring to hospitalization when STB is identi!ed is frequently 
based in good intentions, most patients expressing suicidal ideation are not at immi-
nent risk (Roaten et al., 2021). Disproportionate responses may contribute to devas-
tating negative effects on youth and young adults. 

We acknowledge that this chapter departs from traditional academic endeavors 
by centering on personal lived experience before providing recommendations. 
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Speci!cally, we highlight the lived experience of two of the authors during adoles-
cence, with an emphasis on the disclosure of suicidal ideation while centering the 
importance of lived experience. We then offer insights to drive improved care in 
acute settings. Utilizing lived experience can help create supportive care environ-
ments that are patient-centered, recovery-oriented, and value-driven. To do this 
effectively, it is important to ask for input and guidance from people with lived 
experience. We conclude by arguing that when lived experience is valued by the 
service system, people with mental health diagnoses will face less stigma and expe-
rience more compassion when interacting with providers. Given the negative effects 
of inappropriate provider responses, it is crucial to incorporate insight from those 
with lived experience to identify the most effective and appropriate care options. 

 Lived Experiences

 Rowan’s Lived Experience

When I was 16 years old, I felt like a relatively normal child, yet for a while I had 
been struggling with post-traumatic stress disorder (PTSD) in response to events 
occurring in the context of unhealthy relationships. I went in to visit my primary 
physician for a regular checkup. During that visit, I built up the nerve to disclose to 
her that I was thinking about killing myself. I let her know that I had experienced 
thoughts of suicide for a long time but that I did not have a plan or desire to act on 
my thoughts. It had taken a great deal of courage for me to share this, and unfortu-
nately the result was an immediate referral to the hospital. I felt betrayed and power-
less. This traumatic experience contributed to an intense distrust of talking about my 
passive suicidal ideation even though such thoughts remain present to this day. At 
the time, my provider asked me a few simple questions, but never asked about the 
intensity or quality of my suicidal ideation, or even if I had a plan or method to end 
my life. It did not make sense to me that the person I had reached out to for help 
encouraged such a restrictive level of care when I was not feeling unsafe. With some 
luck and fortunate connections, I was able to avoid a 72-h hold at a hospital that 
night. Because my mother is a social worker, she was able to !nd me an urgent 
therapy appointment for the next day. My family’s advocacy was the primary reason 
that I was provided with other options of care that allowed me to avoid additional 
trauma and !nancial burden. In retrospect, I can understand that my provider was 
probably scared, uncomfortable, and unsure of what to do, and although she was 
concerned with my safety, she likely had no other tools except hospitalization when 
confronted with a teen with thoughts of suicide. I have witnessed this fear and dis-
comfort in many providers with whom I have interacted over the years as a patient 
and as a professional. It is a fear that I understand deeply as a passionate youth 
advocate and as someone with a younger sibling who struggles with suicidal 
thoughts. But in my advocacy work, I have seen the harm that can be done when the 
care provided is based on fear. Examples are when fear of liability comes before 
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patient well-being and when providers lack speci!c training in managing suicide 
risk through care pathways that are informed by lived experience perspectives. 

My provider’s overreaction has stuck with me to this day. Providers should be 
aware that how they respond to youth in crisis contributes to whether they seek help 
in the future. I rarely bring up suicidal ideation with anyone now, and when I do, I 
sanitize my descriptions and make sure I label it as “passive” due to a fear of being 
hospitalized. If my provider had been trained to explore my suicidal ideation with 
empathy rather than fear and discussed the range of options available for me, then 
the result would not likely have been hospitalization to meet my needs. Rather, 
establishing a collaborative plan for safety would have been the priority and led to 
a better outcome. I would also feel more comfortable disclosing suicidal ideation to 
providers now. 

In my work as a mentor and advocate for young adults with lived experience in 
Maryland, I frequently tell the youth with whom I work to be speci!c when they 
describe their suicidal ideation to their providers, and to be ready to advocate for 
what they want their care to look like, so they are not hospitalized without a clear 
justi!cation. My job is to mentor and support young adults with lived experience 
who have an interest in advocacy and peer support, and that includes teaching them 
how to advocate for themselves and their recovery needs.  

 Amanda’s Lived Experience

As I entered my teenage years, I began struggling with mental illness, including 
thoughts of suicide. My family didn’t know anything about mental health care or 
how to get me help. I already felt like a burden and wanted to protect them, so I hid 
as much from them as possible. My depression worsened and when I was about 15, 
I had my !rst suicide attempt. When my mom took me to my primary care doctor 
after this attempt, my doctor lectured me about why I should want to live. I was 
struggling intensely, and instead of having a conversation about the pain that led me 
to seek to end my life, I was shamed for my act of desperation. My doctor told my 
mom that “I would be !ne because I had vomited” and told her to take me home 
without additional precautions. I had to research my own mental health needs and 
treatment options. Then I had to personally educate my parents in order to get any 
type of mental health treatment. 

When I was later admitted for inpatient hospitalization years later for a separate 
suicide attempt, I was horri!ed at the way people who were struggling to manage 
severe distress were treated by hospital staff. It was like those admitted had lost the 
right to be treated like a human simply for experiencing an emotional crisis. 
Personally, inpatient care has been minimally therapeutic, and really only ensured 
that I did not have access to things to harm myself with (even this was not effective). 
I have been on different types of psychiatric units and have found that more special-
ized units tend to offer higher-quality suicide-speci!c care. Nevertheless, the most 
helpful part of treatment for me has been the shared experiences and friends that I 
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have met along the way. The support and comradery that develops between people 
who truly understand what it is like to live through these struggles is empowering. 
Other things that have been helpful for me are connecting with clinicians who 
understand the process of level of care assessments and proper safety planning, 
which have allowed me to stay safe without being admitted to an inpatient unit for 
years since these initial distressing experiences.  

 Other Learning Experiences

In our advocacy roles, we have learned that many youth face unhelpful reactions 
when !rst disclosing their experiences of suicidal thoughts to adults who are under-
prepared to respond effectively. Speci!cally, we have heard responses ranging from 
a young elementary student being told by their parents that they are “just overreact-
ing” and “can’t possibly have feelings of wanting to die” to a 16-year-old being 
hospitalized without so much as a conversation. 

Yet, we have also witnessed providers discuss suicidal ideation and past attempts 
in a curious and empathetic way which typically leads to better outcomes for young 
people. In one instance, a young woman screened positive for suicide risk at a pri-
mary care visit. Instead of immediate hospitalization, the provider conducted a brief 
suicide safety assessment and a collaborative safety plan. Her provider asked her 
multiple questions about what her suicidal ideation looked like, how it was impact-
ing her, whether it was passive or active, and if she had a plan to end her life. Based 
on the safety assessment and commitment to her safety plan, the provider and 
patient together agreed that hospitalization was not necessary because the patient 
was not expressing active suicidal ideation and was not at imminent risk for suicide. 
The provider conducted a follow-up call with the patient. As a result, this young 
woman spoke highly of her interactions with providers and had a positive outlook 
on services available to help her through a suicidal crisis. The clinician’s process 
emphasized the patient’s agency in decision-making and safety planning. This posi-
tive experience set her up to be able to disclose suicidal ideation to providers in the 
future because she felt the provider would conduct further assessment to determine 
the appropriate disposition.   

 Discussion

The lived experience of struggling with suicidal ideation and having dif!cult con-
versations of disclosure, as detailed in our stories above, have shaped our views of 
what kind of supports are helpful versus harmful. We recognize that unhelpful pro-
vider reactions are primarily caused by two things: (1) a lack of training on suicide-
speci!c screening, assessment, and treatment for providers and (2) a tendency for 
providers to respond from a place of fear/discomfort. That fear may be due to 
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discomfort managing suicide risk, liability concerns (e.g., fear of being sued if a 
client dies by suicide), or misconceptions about the best ways to protect children. 
Most mental health clinicians feel that they have not been appropriately trained to 
adequately help suicidal youth (Schmitz et al., 2012). There are important lessons to 
learn from these anecdotes above that unfortunately are common among youth with 
suicidal ideation. To address these issues, we present recommendations for 
providers. 

 Recommendations for Discussing Suicide

As people with lived experiences, we make three recommendations for clinicians 
who encounter patients with suicidal ideation: (1) First, clinicians should do an 
internal assessment about what they feel about youth with suicidal thoughts so they 
can understand their personal biases and make sure they respond to young people 
who are struggling with compassion and without judgment. (2) Second, clinicians 
should listen to and fully discuss with patients what suicidal ideation means to the 
patient, ask about personal triggers and warning signs, and ask speci!cally what 
suicidal thoughts and behaviors look like for that person. (3) Lastly, they should 
provide options other than hospitalization taking into account the patient’s support 
system and a willingness to contribute collaboratively to safety decisions. 

The use of safety plans with suicidal youth is critical (see Monahan & Stanley, 
Chap. 9, this volume) so that nuanced decisions around safety and level of care 
recommendations can be made without unnecessarily restrictive hospitalizations. In 
our own lives and our work, we have witnessed a lack of options presented to youth 
and their families. We have seen youth hospitalized multiple times in a single year 
due to a lack of alternatives presented to the family, and we believe that the patient 
should not have to be an expert in mental health treatment systems in order to 
receive appropriate care, nor should they need special connections to guarantee 
appropriate supports. It is important for families to know that there are other options 
other than hospitalization which could better suit their needs. Intensive outpatient 
(IOP) programs, crisis counseling, an emergency therapy appointment, or peer sup-
port providers are examples of appealing alternatives. 

Many communities are taking meaningful steps to reduce the frequency of hos-
pitalizations among youth. One key approach is an increase in peer support special-
ists working in wellness and recovery centers, emergency rooms, and mobile crisis 
teams. Individuals in these roles are often adept at de-escalating someone in crisis 
and have connections and knowledge about the available services in the area. They 
are trained to take the time to sit with a youth who is in crisis and talk with them 
about the options available, which often allows the youth to !nd an option that is a 
better !t for their needs. 

Additionally, evidence-based treatments are available that decrease the need for 
emergency department visits. We have seen hospital units who staff peer supporters 
and engage patients in creating a Wellness Recovery Action Plan (WRAP) and are 
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committed to making what can be a traumatic experience more recovery oriented. 
Providers should prioritize safety planning while educating youth and families 
about different treatment options that extend beyond crisis care and medication 
management. Patients prefer to be informed of treatment options (Bellairs-Walsh 
et al., 2020), and safety planning may increase perceptions of agency. 

Training providers to have empathic nonjudgmental conversations with young 
people and improving comfort level in working with people who have thoughts of 
suicide is critical. A recent study found that individuals weigh the costs and bene!ts 
associated with disclosure of suicidal ideation and only disclose when the perceived 
bene!ts outweigh the perceived costs (Frey et al., 2018). They are most likely to 
disclose to a con!dant, a person who has responded compassionately to disclosures 
of suicidal ideation previously, or someone who had known about past suicidal 
behavior and been emotionally supportive. Unfortunately, our experiences and 
existing research suggest that many providers have inadequate training for detecting 
and managing suicide risk. Many clinicians, especially those with limited experi-
ence, are unable to accurately determine when hospitalization is the best choice 
(Stulz et al., 2015). One reason for this is that few states require clinicians to receive 
formal training in suicide risk assessment and safety planning. For providers, sui-
cide-speci!c treatments like the Collaborative Assessment and Management of 
Suicidality (CAMS; Gould et al., 2013; Jobes, 2012; Smith-Osbourne et al., 2017) 
or Lifeworks’ ASIST: Applied Suicide Intervention Skills Training (Ashwood et al., 
2015) may guide how to interact with a suicidal person.   

 Conclusions

Each of these recommendations requires a culture shift within healthcare systems 
and will require increased research and funding to meet the increased need for sui-
cide prevention and treatment services in the USA.  From our work, we know 
responding to suicidal ideation is an incredibly complex task that can have a signi!-
cant emotional impact. Youth experiencing suicidal ideation should feel supported 
and empowered in the care they receive. We ask that providers enter into conversa-
tions about suicidal ideation with the intent to listen and ask questions, engage the 
youth in the process of safety planning, provide alternatives to hospitalization 
whenever safe to do so, and collaboratively decide how to stay alive.     
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