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Adolescent suicide is a growing national public health challenge. Assessment and treatment of teenagers with suicidality

(ideation, plans, intent) is critically needed. Comprehensive assessment of individual, family, and environment factors are

key. Chain analysis of sequences of behavior and interaction in stressful interpersonal interactions can provide valuable
clinical information for use in a range of psychotherapeutic intervention approaches.

You receive a call from the emergency department downstairs.
They want you to interview a female teenager for possible ad-
mission after an interrupted suicide attempt. Upon returning
from school yesterday afternoon, the girl went into her parents’
bedroom, grabbed a revolver kept near the bed, and went outside
with it. Her father came home from work and found his daughter
crying in the backyard, with the revolver in her hands. After he
convinced her to hand over the weapon, he took his daughter to
the emergency room. When you arrive downstairs, you are met
with a frantic mother and a grieving father. They look at you,
desperate for some answers. What actually happened, and why?
How serious is the suicide risk?

Incidence/Prevalence

Adolescent suicide has become a national health crisis. The
Center for Disease Control and Prevention (CDC) reports it as
the second-leading cause of death among youth, ages 15-19
years (CDC, 2015). A recent study found that the number of
youth who presented to children’s hospitals from 2008 to 2015
has almost doubled (.66% to 1.82%; Plemmons et al., 2018). In
2015, 2,061 adolescent suicide deaths were reported, accounting
for 18% of all reported deaths in this age group.

The CDC examined these data by gender and found that 5.1 per
100,000 females, compared to 14.3 per 100,000 males, died by
suicide (CDC, 2015). Females tend to have a higher observed
prevalence rate of suicidal ideation and participation in suicidal
behavior than their male peers, while suicide attempts resulting
in death is higher for male adolescents due to the utilization of
more lethal means (e.g., firearms) by males (Nock et al., 2013;
CDC, 2014; Kann et al., 2016).
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Similar analyses were conducted for ethnicity. Individuals who
were identified as American Indian, Eskimo, and Aleut were at
greatest risk for death by suicide (18.2/100,000), followed by
White (10.6/100,000), Asian, Pacific Islander, (7.0/100,000) and
Black (6.1/100,000) youth (CDC, 2005).

A national survey conducted in 2015 (Kann et al., 2016) polled
American high school students to garner a better sense of health
risk behaviors, including suicidality. Of the more than 15,000
students surveyed, almost 18% had contemplated suicide within
the past year. The survey found that 14.6% had made a plan to
engage in suicidal behavior, 8.6% had made at least one suicide
attempt, and 2.8% had made an attempt that was severe enough
to warrant medical attention.

Adolescents who have experienced suicidality are likely to con-
tinue to struggle with these thoughts and behaviors throughout
their adult lives (Goldman-Mellor et al., 2014), in addition to
other psychiatric comorbidities. This reinforces the fact that
adolescence is an important time period for interventions and
long-term psychological change.
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Risk Factors

Pinpointing risk factors for suicidality in youth is imperative for
assessing risk. While there are no universally predictive patterns,
research has revealed some differences in adolescents who en-
gage in suicidal behaviors and those who do not (Franklin et al.,
2017). Most risk factor research is done at the group level, which
limits its value with individual cases. You need to assess each
individual adolescent in their unique setting and circumstance to
develop a treatment plan specific to that patient’s personal needs.

The onset of puberty is associated with an increase in rates of
suicide attempts (Gould, Greenberg, Velting, & Shaffer, 2003).
The prevalence of suicide plans and attempts increases steadily
after the age of 12, with the rate of increase slowing at the age of
15 (Nock et al., 2013). Ethnicity is also relevant, with American
Indian and Alaska Native youth having the highest percentage of
suicide attempts (Borowsky, 1999). Furthermore, identifying as
a sexual minority has been shown to be a risk factor for suicidal
behaviors (Kann et al., 2011).

Mood disorders (e.g., depression and bipolar disorder) are most
commonly associated with suicidal threat, but other psychologi-
cal disorders (e.g., conduct disorders, substance use disorder,
post-traumatic stress disorder, psychosis, eating disorders, anxi-
ety disorders) have also been shown to be related to suicidality
(Bridge, Goldstein, & Brent, 2006). Other clinical characteris-
tics, such as sleep disturbances (Emslie et al., 2012), nonsuicidal
self-injury (Klonsky, May, & Glenn, 2012), and prior suicide
attempts (Miranda et al., 2014), have also been shown to be im-
portant factors to assess.

Interpersonal difficulties have been shown to be related to the
presence of suicidality in youth (Johnson et al., 2002); specifi-
cally, conflicts with one’s family or peers (Kodish et al., 2016).
Physical and sexual abuse have also been found to be risk factors
(Cash & Bridge, 2009). Cognitive variables, such as rumination,
hopelessness, and thinking errors (Burke et al., 2016; DeCamp &
Bakken, 2016), may also play a role in suicidality.
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It is important to assess situational and environmental factors
that may require safety interventions. Access to lethal means
(e.g., firearms) has been shown to be associated with death by
suicide, even when controlling for psychiatric illnesses (Brent
et al., 1993). Bullying has also been identified as a contributing
factor to suicidal risk in adolescents (Kim & Leventhal, 2008).
Making the environment safe includes working with the client
and their caregivers to ensure that the proper safety plans and
school policies are put into place.

Beginning the Clinical Contact
Obtaining Informed Consent

Proper consent and assent documents must be obtained, along
with discussion of limits of confidentiality. Typically, for out-
patient treatment, consent is obtained from the legal guardian
of the adolescent through a signed informed consent document.
Caregivers should be given opportunities to ask questions, and
you should take care to explain their role in treatment as well as
the limits of confidentiality.

Upon obtaining parental consent, a similar process is utilized
with the adolescent to obtain assent. This includes explaining
the therapeutic process, the role of the adolescent, caregiver, and
therapist, as well as the limits of confidentiality. The caregiver,
adolescent, and therapist all need to agree about what will be
disclosed to the parent and what will remain between the thera-
pist and adolescent. It is important to use this time to make sure
everyone understands that safety and suicidality concerns are al-
ways going to be addressed among all three parties.

Possible Use of Screening Forms

Prior to the clinical interview, self-report instruments can be
helpful in assessing risk. This is easily done while administra-
tive and other matters are being addressed. It can be done using
paper and pencil forms or on a computer or iPad.

It is not uncommon for adolescents to disclose suicidal thoughts
and behaviors on a self-report instrument but not in the interview
(Duggal et al., 2000). The SIQ (Suicidal Ideation Questionnaire;
Reynolds, 1987), and the CHRT (Concise Health Risk Tracking
Scale; Trivedi et al., 2011; Mayes et al., 2018) are both self-report
measures with good psychometric properties. A clinician-admin-
istered structured interview, such as the Ask Suicide-Screening
Questions (ASQ; Horowitz et al., 2012) or the Columbia-Suicide
Severity Rating Scale (C-SSRS) screening version (Posner et al.,
2008) can be used when it is desired to integrate the screening
into the clinical process and provide more structure.

If necessary, depression measures (e.g., Patient Health
Questionnaire [PHQ-9; Kroenke et al., 2001]; Quick Inventory
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of Depressive Symptomatology [QIDS; Rush et al., 2006],
Children’s Depression Rating Scale-Revised [CDRS-R;
Poznanski, Freeman, & Mokros, 1985]), specific symptom
measures (e.g., hopelessness [Beck Hopelessness Scale, BHS;
Beck et al., 1974], interpersonal concerns [Interpersonal Needs
Questionnaire, INQ; Van Orden et al., 2008], or sleep [Pittsburgh
Sleep Quality Index, PSQI; Buysse et al., 1989]) may be
employed if relevant.

Engaging the Client

Engaging the client is one of the most difficult, but most im-
portant, components of assessment and treatment. Sommers-
Flanagan (2018) suggests the clinician should utilize a range
of skills and techniques to aid in initiating conversations about
current life events, interpersonal relationships, and suicidal
thoughts and impulses. These include building rapport, show-
ing empathy, staying balanced, and not being afraid to directly
ask about suicidal ideation (or attempts). Utilizing open-ended
questions regarding precipitating factors, current life stressors,
or any additional concerns will help inform the broad psycho-
logical and interpersonal context of the events. When a suicidal
attempt has occurred, it is useful to use a normative frame and
obtain concrete information about stress using mood scaling
with a suicide floor (see Sommers-Flanagan, 2018, for a de-
scription of their use).

Conducting a standard initial intake interview to address the
chief complaint or presenting problem is recommended for pa-
tients presenting without predetermined risk for suicide. Some
adolescents, however, have suicidal thoughts but have not ex-
pressed them to anyone. It is important to ask about suicidal
thoughts and impulses even in nonobvious clinical situations
with troubled adolescents. The goal is to be able to tentatively
place the case in one of three risk categories: a negative screen,
potential risk, or imminent risk (Horowitz et al., 2012). A nega-
tive screen indicates that no immediate suicide intervention is
necessary. Those who endorse suicidality or came in specifi-
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cally for suicide concerns fall into the potential or imminent risk
category. For both imminent and potential risk, a more in-depth
analysis of the overall situation and the most recent events are
needed. Table 1 provides a guide to the preliminary assessment
of adolescents that includes suicidal risk assessment.

Assessment of Suicidal Risk

Use a “chain analysis” of events, thoughts, and vulnerabilities
leading up to a suicide event to help understand the contribut-
ing factors (Miller, Rathus, & Linehan, 2007; Brent, Poling, &
Goldstein, 2011). The use of such a functional analysis of the
suicidal event is a way to reconstruct events, thoughts, and feel-
ings leading up to the suicide attempt with a “freeze frame” view
(Wexler, 1991).

Begin by having the adolescent describe the problematic situ-
ation and events. Ask them to be as detailed as possible in de-
scribing what they did, thought, and felt at the time. Ask about
their understanding of the thoughts, feelings, and behaviors of
others with whom they were interacting. The adolescent should
then go on to describe the precipitating event(s) that led up to
the suicide attempt. This includes describing the environment,
any known causes for the event, as well as the thoughts, feelings,
and behaviors of the adolescent. This can provide a rich descrip-
tion, which allows the opportunity to identify earlier points in
behavioral patterns for possible intervention that would change
the direction of the events and lead to a different outcome.

The next step is to collaboratively examine the vulnerability fac-
tors. This is done by asking the adolescent about their thoughts
on what factors contributed to the event. They may describe
being tired, having intense emotions, or misusing an illicit sub-
stance prior to the event. The key to the chain analysis is to help
the adolescent be as detailed as possible so that you can col-
laboratively find places where skills could have been used and
determine any alternative solutions or prevention strategies.

Obtaining collateral information regarding an adolescent with
suicidality is imperative. Important information can be gathered
from caregivers, family members, school personnel, or other
significant individuals in their life. Gathering this external in-
formation helps fill in the gaps that adolescents are unsure of or
unwilling to tell you.

The chain analysis and other interviewing will help you assess
the adolescent’s insight into their overall life situation, their han-
dling of strong feelings and conflict, and their suicidality. Hav-
ing this more detailed information will help in the development
of your treatment plan and/or disposition plan. The best suicide
prevention approach is to eliminate the factors triggering the sui-
cidal thoughts and behavior.
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Table 1. Steps for Preliminary Assessment

Identify Events That Brought Patient to Treatment

Risk for Suicide Not | Obtain proper consent.
Obvious Discuss limits of confidentiality.
Use self-report measures such as:
e Self Report Instruments
o SIQ (Suicidal Ideation Questionnaire)
o  CHRT (Concise Health Risk Tracking Scale)
e Clinician-Administered Interview
o Columbia Suicide Severity Rating Scale
Conduct standard intake interview.
Ask about suicidal thoughts and impulses.

Adolescent Presents | Obtain proper consent.

With Suicidal Discuss limits of confidentiality.
Ideation, Intent, or Use self-report measures such as:
Recent Attempts *  Self-Report Instruments

o SIQ (Suicidal Ideation Questionnaire)
o  CHRT (Concise Health Risk Tracking Scale)
*  Clinician-administered interview
o Columbia-Suicide Severity Rating Scale
Conduct standard intake interview.
Ask about suicidal thoughts and impulses.
Gather information about history with suicidality to confirm no active suicidal thoughts. If suicidal thoughts
are active, confirm there is no plan or intent to act upon them.
Maintain safety: Have parent or caretaker available that can monitor and supervise adolescent as needed,;
limit access to means, safety plan must be factored into disposition.
Conduct chain analysis:
*  Specify the problem behavior: Adolescent should be as detailed as possible in describing what they
did, thought, and felt at the time.
*  Describe precipitating event(s) that led to suicide attempt: Adolescent should describe environment,
known causes of the event, thoughts, feelings, and behaviors.
e Examine the vulnerability factors: Ask adolescent what factors contributed to the event (may describe
being tired, having intense emotions, misusing illicit substance prior to event).

Determine Screen

Negative Screen No intervention necessary (though clinical judgment can override this decision)

Potential Risk Adolescent endorsed suicidality but denied having current ideation. Adolescent should be evaluated for
safety and disposition planning.

Imminent Risk Adolescent endorsed current ideation. Adolescent should be evaluated for safety and disposition planning.
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For those in the potential or imminent risk category, the next
step is to determine if the client and their family can leave the
office and maintain safety. It is up to you to assess their his-
tory with suicidality and their current level of suicidality (e.g.,
suicidal thoughts, plans). The environment must be considered
as well. To remain safe at home, the adolescent needs to be in
an environment where (a) there are supportive caregivers who
can monitor and support the youth and (b) access to lethal means
such as firearms, medications, and sharp objects has been or will
be restricted. If the client is not a current danger to themself and
has an appropriate environment to return to, they are likely safe
to return home and continue therapy on an outpatient basis.

Ongoing Assessment for Suicide

In working with suicidal patients, it is important to include rou-
tine assessment of mood along with assessment of urges to self-
harm, suicidal thoughts, and behaviors. This is consistent with a
measurement-based care approach. It enables the clinician to as-
sess improvement and, most importantly, detect worsening that
may require a change in treatment plan.

Guidelines for Treatment

The first step to treatment is determining the necessary level of
care based on the assessment. Passive suicidal ideation may be
managed on an outpatient basis, while active ideation with plan
and intent may require a higher level of care (such as an inten-
sive outpatient program or inpatient hospitalization). Level of
care should be determined by the severity of the suicidality, the
overall needs of the adolescent and family, and an assessment of
the safety risks in the environment.

The treatment plan should be developed collaboratively with the
adolescent and their caregivers. It is critical to ensure that the
treatment plan is acceptable and feasible from the perspective of
both the adolescent and family. Strategies for maintaining safety
will be one component.

Ensuring quality care may require consultation with other pro-
viders on their care team. For example, for patients moving from
outpatient to inpatient, you would want to reach out to their out-
patient providers to discuss goals for inpatient care. Similarly,
upon discharging from the hospital it is important to collaborate
with their outpatient team (or to help them find an outpatient
provider) to facilitate appropriate linkage to care.

Evidence-Based Treatments for Suicidal Adolescents
Within each setting, there are a variety of evidence-based treat-
ments that you could implement with your client. As explained

in more detail below, forms of cognitive behavioral therapy, dia-
lectical behavioral therapy, and mentalization-based therapy are
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recommended for use due to their large effect size shown by a
recent meta-analysis (Ougrin et al., 2015). Below are some of
the most efficacious treatments (see Table 2 for links to the sup-
porting research and additional readings).

Safety planning (c.g., Samra & Bilsker, 2007; Stanley & Brown,
2012). A safety plan is a strategy to aid the client in maintain-
ing safety until their next treatment session. Clients are taught a
specific set of coping strategies and a method to establish sources
of support. Components of the safety plan include making the
environment safe, identifying warning signs that may lead to
thoughts of self-harm, and developing a list of contacts the cli-
ent can turn to in time of need. You will teach the client how
to identify a potential precipitant (e.g., fighting with a parent
about school work), methods of internal coping (e.g., listening to
music), methods of external coping (e.g., seeing a movie with a
friend), and you will provide clinical contacts (e.g., your contact
information or that of an on-call therapist).

The client’s caregivers are also involved in safety planning, in
which they are encouraged to identify barriers that may prevent
implementation of the safety plan, modify precipitants if pos-
sible through a temporary truce or school visit, identify coping
mechanisms, and learn about the emotional thermometer. You
should also discuss access to lethal means with your client and
their caregivers, including medications, poisons, or other agents
that can be used for suicidal action. If there is access to guns
at home, as in the presented scenario, talk directly with the gun
owner to remove the weapon (Brent et al., 1993). If the caregiv-
ers refuse to remove their weapons from the home, you should
work with the family to come up with some form of safe storage.
Safety planning has been shown to be efficacious in research set-
tings and real-world settings, but it is typically only a portion of
the treatment plan and is most commonly used in conjunction
with therapeutic and/or psychopharmacological interventions.

Family-focused treatment. With theoretical foundations in
attachment theory, family-focused therapy concentrates on pro-
moting the innate desire for a secure relationship in the family
environment to create a sense of security and support (Diamond,
Russon, & Levy, 2016). At the center of the treatment, you work to
unveil and resolve experiences or relational processes that might
be negatively affecting the relationship between the adolescent
and their caregiver. Sessions with adolescents and their caregiv-
ers are conducted both individually and jointly. In your sessions
with the adolescent, you will guide the adolescent in understand-
ing the dysfunction in their relationship with their caregivers,
while working to improve caregiving motivation and emotional
attunement throughout your sessions with the caregiver.

Dialectical behavior therapy. Dialectical behavior therapy

(DBT) is a comprehensive, evidence-based cognitive behavior-
al treatment in which you focus on engaging the client in treat-
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Table 2. Evidence-Based Treatment Resources

Adolescent Suicide

Evidence-Based

S1077722911000630

Article Additional Web Resources
Treatment
https://suicidepreventionlifeline.org/wp-content/up-
“Safety Planning Intervention: A Brief Inter- [ loads/2016/08/Brown_StanleySafetyPlanTemplate.
Safety Planning vention to Mitigate Suicide Risk™ at https:// pdf

www.sciencedirect.com/science/article/pii/

http://www.comh.ca/publications/resources/pub_cwst/
cwst.pdf

Family-Focused
Treatment

“Attachment-Based Family Therapy: A Review
of the Empirical Support” at https://onlineli-
brary.wiley.com/doi/abs/10.1111/famp.12241

https://afsp.org/can-family-focused-cognitive-behav-
ior-therapy-reduce-suicidal-ideation-in-young-chil-
dren-with-bipolar-disorder/

https://afsp.org/teen-just-made-suicide-attempt-now/

Dialectical Behavior
Therapy
try/article-abstract/2685324

“Efficacy of Dialectical Behavior Therapy
for Adolescents at High Risk for Suicide” at
https://jamanetwork.com/journals/jamapsychia-

https://www.mdedge.com/psychiatry/article/64223/
depression/adapting-dialectical-behavior-therapy-
help-suicidal-adolescents

https://afsp.org/dialectal-behavioral-therapy-dbt-actu-
ally-change-way-brain-works/

https://www.healio.com/psychiatry/suicide/
news/online/%7B832a9%aae-5306-4beb-87b3-
6214bc800378%7D/dialectical-behavior-therapy-
benefits-suicidal-teens

Cognitive Behavioral
Therapy for Suicide
Prevention (CBT-SP)

“Cognitive Behavior Therapy for Suicide Pre-
vention (CBT-SP): Treatment Model, Feasibil-
ity and Acceptability” at https://www.ncbi.nlm.
nih.gov/pmc/articles/PMC2888910/

https://www.med.uio.no/klinmed/forskning/sentre/
nssf/aktuelt/arrangementer/nasjonale-konferanser/7-
nasjonale-konferanse-2011/plenar_Stanley CBT.pdf

The SAFETY Program

“The SAFETY Program: A Treatment-Devel-
opment Trial of a Cognitive-Behavioral Family
Treatment for Adolescent Suicide Attempters”

at https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC4289426/

https://afsp.org/safety-program-family-intervention-
emergency-departments/

Mentalization-Based

“Mentalization-Based Treatment for Self-Harm
in Adolescents: A Randomized Controlled

https://www.rcpsych.ac.uk/pdf/RCPMentaliz-

Treatment

ence/article/pii/S0890856712007368

Trial” at https://www.sciencedirect.com/sci-

ing30.11.16.pdf

ment and reducing self-harm and suicide attempts. Through
DBT, you nonjudgmentally guide the client in acknowledging
the consequences of their destructive behaviors and teach skills
that are aimed to improve emotional regulation, distress toler-
ance, and ultimately build a life worth living. DBT has been
shown to be an effective intervention in reducing self-harm
and suicidal ideation in adolescents (McCauley et al., 2018;
Mehlum et al., 2014).
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Cognitive behavioral therapy for suicide prevention (CBT-
SP) (Stanley et al., 2009). CBT-SP was created specifically as
a manualized intervention to implement cognitive behavioral
therapy with adolescents who had made a recent suicide attempt.

CBT-SP addresses suicidality through aiding the adolescent in

developing skills to help them cope more effectively and refrain
from engaging in suicidal behavior. Risk factors related to
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suicidality (e.g., stress, family concerns, negative cognitions)
are identified through conducting a chain analysis and are
specifically targeted through an acute treatment phase. Based on
retention rates from the preliminary study, this treatment appears
acceptable with 72.4% of the adolescents attending at least 12
individual sessions.

Acute treatment is comprised of a variety of modules, which can
be chosen based on the presenting concerns of the adolescent.
Safety planning, chain analysis, assessing suicide risk and hope-
lessness, and relapse prevention constitute the foundation of the
intervention, but optional modules (e.g., cognitive restructuring,
mood monitoring, emotion regulation) can be used at the thera-
pist’s discretion. Upon completion of the acute phase, CBT-SP
implements a continuation phase which is typically comprised of
12 weeks and up to six additional individual sessions and three
family sessions. The purpose of this time frame is to ensure that
the adolescent has the appropriate skills to discontinue treatment.
Specifically, the manual guides the therapist to help the adoles-
cent prepare for potential situations that may arise.

The SAFETY program. The SAFETY program, created by
Asarnow and colleagues (2015), is a twelve-week cognitive
behavioral intervention designed to reduce suicide risk and in-
crease teen safety. Targeting both the youth and their caregiver,
the SAFETY program focuses on the SAFETY pyramid—fos-
tering safe settings, safe people, safe activities and actions, safe
thoughts, and safe stress reactions to reduce the presence of sui-
cidality. To address these skills, the SAFETY program includes
a parent therapist, an adolescent therapist, and a family compo-
nent, which allows the adolescent and parent to work together on
cementing the skills they have learned.

To foster safe behaviors, the program begins with psychoeduca-
tion, identification of family strengths, introduction of an emo-
tional thermometer, and safety planning in conjunction with a
detailed chain analysis. The second phase of the intervention is
skills-based training for the youth and utilizing skills such as cre-
ating hope boxes, reasons for living, problem-solving, distress
tolerance, and emotion regulation. During this time, parents re-
ceive psychoeducation focusing around topics such as commu-
nication, problem solving, understanding depression, and fam-
ily care. The final phase of the intervention focuses on relapse
prevention and linkage to additional outpatient care if warranted.

Mentalization-based treatment for adolescents (MBT-A; Ros-
souw et al., 2012). Mentalization-based therapy (MBT) was cre-
ated to address self-harming behaviors in youth. Mentalization,
defined by the authors as “the capacity to understand actions in
terms of thoughts and feelings,” is thought to be an important
component in reducing intentional self-harm. This manualized-
based treatment focuses on increasing both the adolescent’s and
the family’s ability to understand these self-harming behaviors
within a mentalization framework. MBT-A was created to be
conducted over a one-year time period and is comprised of week-
ly individual sessions and monthly family sessions. Sessions are
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primarily meant to focus on the regulation of affect and impul-
sivity. Ideally, these sessions will aid the adolescent and their
family in understanding and accurately portraying emotions,
even in situations with heavy emotional valence. By addressing
the adolescent’s actions in terms of mentalization, self-harm and
depression levels both decrease upon completion of treatment.

Ethical Considerations

Ensuring ethical treatment of adolescents presenting with sui-
cidality rests on ensuring that you are prepared to provide such
care. Almost all ethical considerations can be addressed through
proper training and by ensuring competency to treat this popula-
tion. The Suicide Prevention Resource Center (SPRC, 2006) has
listed seven primary domains, with a total of 24 competencies
across them, required to be competent to treat suicidality. This
list has recently been streamlined (Cramer et al., 2013) into a
list of 10 core competencies. While the specifics of each list
vary, the overarching message appears to be the same: Clinicians
should be cognizant of their emotional reactions to suicide and
be able to empathically treat this population, have a working
knowledge of risk factors and treatment modalities in order to
determine the level of risk and create an appropriate treatment
plan, follow proper legal and institutional policies regarding
documentation and reporting procedures, and implement proper
self-care strategies to prevent burnout or compassion fatigue. By
following these basic guidelines, you help to ensure adherence
to the ethical principles set forth by the American Psychological
Association’s ethics code (APA, 2017).

Conclusion

Despite efforts aimed at improving outcomes in those who suffer
from suicidal thoughts and behaviors, adolescent suicide rates
have been increasing over the past decade. Increased screening,
particularly in hospital settings has been an important change
in health care (Horowitz et al., 2012). Training in suicide as-
sessment—including screening and brief intervention—is criti-
cal for clinicians working with adolescents. Clinicians working
with populations at high risk for suicidal behavior should be well
versed in evidence-based interventions that reduce suicidal risk.
In particular, adolescents who are discharged from inpatient
care may require extra attention and clinical care. The period
after hospital discharge is a time of vulnerability for suicide at-
tempt (Olfson, Marcus, & Bridge, 2014; Bridge, Goldstein, &
Brent, 2006). Screening tools, suicide assessment, chain analy-
sis, safety planning, and evidence-based treatment strategies are
important to incorporate into a treatment plan when working
with adolescents with suicidal thoughts and behaviors. Train-
ing in suicide assessment, treatment planning, and brief inter-
ventions—including those that promote treatment engagement
(Miller & Rollnick, 2013)—is an area that has great potential for
improving outcomes in suicidal youth.

References available at NationalRegister.org
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