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Abstract
Purpose: The purpose of this project was to increase screening for risk factors of suicide, utilizing a standardized tool as part of the clinician’s initial assessment process for patients aged 12-18 undergoing outpatient mental health treatment.  Background: Suicide is the second leading cause of death amongst adolescents in the United States.  Eighty-five percent of adolescents who died by suicide have visited an outpatient psychiatric provider in the previous year, 54% within three months, and 30-35.1% within 30 days (De Leo et al., 2013; Lanier et al., 2021; Schaffer et al., 2016).  The Joint Commission (2019) and Healthy People 2030 (2020) have called upon healthcare providers to reduce the rate of suicide in adolescents by conducting suicide risk assessments during healthcare visits for patients aged 12 and older with a standardized screening tool.  Sample/Setting: The study included 37 patient charts.  Charts were selected by convenience sampling on initial intake assessments for adolescents aged 12 to 18 at a psychiatric outpatient clinic in a Midwest urban area.  Methods: A retrospective chart review of 15 charts over a 6-week period tracked the completion of suicide risk factor screening for adolescents, based on TASR-A criteria.  An educational session was conducted on the selected tool, adolescent suicide risk factors, and the quality improvement project.  Then the tool was implemented for 6-weeks on initial intakes for adolescent patients. Afterward, a prospective chart review was conducted on 22 charts.  Lastly, interviews were completed to determine barriers and usability of the TASR-A.  Results: Overall, a 55% improvement in suicide risk screenings and 86% increased risk level detection. The interviews revealed that the tool was easy to utilize and helped identify risk factors specific to adolescents.  Conclusion: A standardized tool, such as TASR-A, helps assess suicide risk level in adolescents and aids in the documentation of risk level.
Keywords: adolescent suicide, research, risk factors, diagnosis, screening, risk assessment, assessment, suicide risk assessment, comorbidities, identification
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Improving Identification of Static and Dynamic Risk Factors for Suicide in Adolescent Outpatient Mental Health: A Quality Improvement Project
Suicide is the second most common cause of death among adolescents in the United States (Center for Disease Control and Prevention [CDC], 2017).  In the past 20 years, mental health has been more prominent in national discussions.  Healthcare organizations and public initiatives are calling upon healthcare professionals to help combat the increasing rates of death by suicide.  The purpose of this quality improvement project was to implement a standardized suicide risk assessment to increase risk factor detection for patients aged 12-18 undergoing mental health treatment in the outpatient psychiatric care setting.  Research has shown that implementing processes to help identify and, subsequently, treat suicidality are key in reducing the rate of suicide (Dueweke et al., 2017).  One specific recommendation by Dueweke et al. (2017) and While et al. (2012) is that the practitioner should directly treat the suicidal risk factors, rather than the underlying mental health diagnoses to improve patient outcomes.  With the use of research, evidence-based practice, and professional expertise, the implementation of a standardized risk assessment tool specifically targeted to adolescents could increase detection of suicidal risk factors in the outpatient mental health setting. 
Background and Significance
Determining risk is important due to high mortality, costs, and the emotional burden of suicide as well as subsequent implications for practitioners. 
Mortality.  Overall, suicide is the 10th leading cause of death in all age groups across the United States, and the second leading cause of death for the 12-18 age group (CDC, 2020).  Currently, in the general population of the United States, an average of 14.5 deaths by suicide occur per 100,000 population, and 183 completed suicides per 100,000 population occur internationally across all ages (Ahmedani et al., 2014; CDC, 2020; Walby et al., 2018).  The suicide rate for the adolescent population has increased 57.4% from 2007 to 2018 (Curtin, 2020).  Prior to 2007, rates were increasing by 1% each year, thereafter, rates have increased by 2% per year, indicating increasing suicidality amongst the adolescent population (Hedegaard et al., 2017). 
It is important to note that 85% of adolescents who have died by suicide had an outpatient psychiatric visit within a year of their death and 89% had a non-specific healthcare visit (Lanier et al., 2021).  In all age groups, 66.4% of suicide decedents had a mental health care contact within a year of suicide and 39.8% of those visits were outpatient mental healthcare visits (Schaffer et al., 2016).  Fontanella et al. (2020) report that 75% of suicide decedents had a non-specific outpatient visit and 37.8% had a mental health outpatient visit within 6 months of death.  Outpatient mental healthcare contacts within three months of death were around 54% in adolescents and 30-35.1% occurred within 30 days (De Leo et al., 2013; Lanier et al., 2021; Schaffer et al., 2016).  Lanier et al. (2021) reported 49% of adolescents who died by suicide had a healthcare visit of any type within one month of their death.  Schaffer et al. (2016) reported 29% of individuals who died by suicide had a mental health care contact within a week of death, with 22% of those contacts being in an outpatient mental health care facility.  In addition, the current rate of suicide attempts in the adolescent population is 2.4% (CDC, 2018).  Adolescent suicide decedents had an average of 8 healthcare visits in the year preceding their deaths.  The above statistics strongly suggest that there is an increased utilization of healthcare interactions prior to attempts or completed suicides.  In addition, these statistics represent possible opportunities for healthcare organizations to implement processes by which to identify adolescents at risk for suicide (Lanier et al., 2021).  
Statistics of the risk of suicide after acute hospitalization are staggering and highlight the importance and necessity of transitions of care from inpatient to outpatient behavioral health care.  Suicide risk after discharge from an acute hospitalization is 300-fold after a week, 200-fold within the first month, and an elevated risk remains for three months after inpatient discharge (Chung et al., 2019; Olfson et al., 2016; Walter et al., 2019).  The outpatient behavioral health care system has the role of providing long-term care for mental health disorders and suicide safe care.  The National Action Alliance for Suicide Prevention (NAASP, 2018b) recommends that any patient with a recent acute hospitalization should have a reassessment of suicide risk at each subsequent outpatient visit, until the risk has been minimized. 
Economic Outcomes.  In addition to the high morbidity rate of suicide, there is a marked financial hardship experienced by families, friends, employers, and society from death by suicide.  Shepard et al. (2016) estimate that one suicide has an average cost of $1,329,553.  Most of these monies (97%) is related to a loss of productivity.  Medical costs account for the remaining 3% of total costs (Shepard et al., 2016).  Productivity includes “future salaries and wages, fringe benefits, and the value of household productivity lost or reduced by the suicide or suicide attempt” (Shepard et al., 2016, p.353).  In 2013, the financial stress of suicide attempts and suicides combined, in the United States, was estimated to be $93.5 billion (CDC, 2014, 2015).  
Psychosocial Outcomes.  Regarding psychosocial costs, it is estimated that one suicide directly impacts close to 60 people (Berman, 2011).  Additionally, it is estimated that nearly 5% of people in the United States were exposed to suicide in the past year and 22% will be exposed within their lifetime (Andriessen et al., 2017; Berman, 2011).  Exposure to suicide has several negative outcomes for those bereaving, including increased risk for attempting suicide themselves, impaired social functioning, and mental health disorders (Andriessen et al., 2017, Bolton et al., 2013; Erlangsen et al., 2017; O'Connor & Nock, 2014; Pitman et al., 2014; Spillane et al., 2018; Turecki & Brent, 2016).  Erlangsen et al. (2017) additionally reported that those bereaving a suicide victim experience increased utilization of healthcare services, along with increased rates of physical illness and mortality.  The estimated economic and emotional costs of suicide in the United States highlight the importance of reducing suicide ideation. 
The high mortality rates and the staggering economic and psychosocial costs of suicide speak to the need for increased efforts to reduce the rate of adolescent suicide.  Reducing the rates of suicide begins with risk assessment and identification.  The Joint Commission (TJC, 2019) set a National Patient Safety Goal (NPSG) recommending universal screening for individuals aged 12 and older for suicidal ideation, who are being seen for mental health problems, with a validated screening tool.  Mental health care providers are poised to be frontline providers in decreasing suicide attempts through risk screening of both static and dynamic risk factors.  
Public Health Mandates.  Healthy People 2030 (2020) identifies reducing the suicide rate and reducing suicide attempts by adolescents as two key mental health and mental disorders objectives.  Healthy People 2030 recommend that suicide risk assessment during health care visits could help prevent suicide (U.S. Preventative Services Task Force [USPSTF], 2014).  This recommendation aligns with TJC’s recommendation above and is supporting evidence that mental health providers have an increasing role in helping prevent suicide by detecting suicidal ideation. 
[bookmark: _Hlk69640946]Another report from the NAASP (2018a) stresses that individuals at risk for suicide receive timely treatment and mental health services to decrease their risk.  Just as health care providers reduce the risk of common diseases such as hypertension, strokes, and diabetes, health care providers should handle the risk of suicide.  To combat this public health concern, the NAASP’s four recommendations include: 
Screening patients to identify who is at risk; assessing patients’ level of suicide risk; working with patients to create safety plans that include how they will reduce their access to lethal means, such as firearms or poisons; and completing caring contacts – following up with patients by phone, email, or text within 48 hours of their health care visits (para. 4).  
These recommendations highlight the importance of screening for all adolescents.  Beyond identifying who is at an elevated risk, the interviewer should determine the degree of suicide risk and identify the next steps necessary to maintain the patient’s safety.  
	The public health problem of suicide is not only recognized at the organizational level but also at the congressional level.  In 2018, President Donald Trump signed into action the FY19 Labor HHS and Education Appropriations Bill (American Foundation for Suicide Prevention [AFSP], 2018).  This bill was in part to help the AFSP fund their efforts towards suicide prevention.  The National Suicide Prevention Lifeline was granted an additional $4.8 million per year to help with suicide prevention grants, Indian tribe suicide prevention, and to support the National Institute of Mental Health for research (AFSP, 2018).  Recognition and funding from the United States Government shows the level of importance this public health concern has, not only to the world of medicine but the general population.  

Clinical Problem 
	Adolescent suicide, the second leading cause of death in the 12-18 age group, is a clinical and public health problem.  With 85-89% of adolescents who commit suicide having visited their primary care or psychiatric outpatient provider within the previous year, it is crucial that adequate standardized screening tools for static, dynamic, and imminent risk factors of suicide are consistently utilized in the outpatient psychiatric care setting, aiding in the prevention of death by suicide.  At the outpatient psychiatric clinic of interest, current practices are inconsistent, with only 27% of initial intakes having a suicide risk assessment completed.  The outpatient clinic has not selected a standardized screening tool or defined a tool within their electronic health record (EHR) for initial assessment suicide risk detection.
Purpose
The purpose of this quality improvement project was to increase screening for static and dynamic risk factors of suicide, utilizing a standardized suicide risk assessment as part of the clinician’s initial assessment process for patients aged 12-18 undergoing mental health treatment in the outpatient psychiatric care setting.  The standardized tool chosen for this project was the Tool for Assessment of Suicide Risk for Adolescents (TASR-A).
Project Objectives
The primary objectives for this quality improvement include:
1) Improve risk screening for adolescent suicide through implementation of the TASR-A for all patients aged 12-18.
2) Increase the knowledge of mental health providers as to the static and dynamic risk factors associated with teen suicide and screening methods to enhance the detection of risk.  
3) Identify barriers and facilitators to implementing the TASR-A.
Anticipated Outcomes
The expected outcomes were to increase the documentation of completed suicide risk assessments using the TASR-A in patients aged 12-18, in the outpatient setting.  A second outcome was to identify the providers’ (2 psychiatric mental health nurse practitioners’ and 1 psychologist’s) perceived usability of the suicide risk assessment tool.  
Evaluation Plan
The evaluation plan for this project includes: 
1) Tracking the number of completed suicide risk assessments using the TASR-A tool by each provider during the designated interval by:
a.  Completing a chart review for pre- and post-intervention numbers.  
b. Documenting the rate of completed suicide risk assessment tools in an Excel spreadsheet for patients aged 12-18.  
2) Interviewing each staff member to determine the usability level of the standardized tool after implementation to determine barriers and/or facilitators. 
a. Three open-ended questions were asked for the providers to describe their perspectives on (1) the barriers to assess suicide risk, (2) the factors that facilitate suicide risk assessment, (3) their overall experience with the tool, and a fourth, closed-ended question, (4) if they were going to continue to utilize the tool post-intervention.  
Literature Review
A comprehensive review of the current literature was conducted to explore adolescent suicide within the United States and other countries.  Risk factors of adolescent suicide, current evidence-based assessment tools, and barriers to using current practices in the outpatient care setting were explored.  A literature review used Medline, CINAHL, PubMed and Clinical Key. Parameters set included peer reviewed articles, human species, the English language, and clinical trials.  Keywords included: ‘adolescent suicide’, ‘research’, ‘assessment’, ‘outpatient’, ‘health screening’, ‘risk assessment’, ‘mental health evaluation/standards’, ‘comorbidities’, ‘risk factors’, ‘diagnosis’, “psychiatric/mental health patients’, and ‘identification’.  This search yielded over 2,000 articles.  To focus and reduce the number of articles found, the limitations of ‘not adults’ and ‘not inpatient’ were used, resulting in over 350 articles.  Articles were rejected if they were not relevant to the topic, did not focus on the adolescent population, outpatient setting, or were repetitious from articles found in other databases.  
Risk Factors for Adolescent Suicide
Risk factors frequently relating to suicide and suicide ideation have been identified.  There are two types of risk factors for suicide.  These two factors are categorized as static and dynamic. Static risk factors are fixed attributes that contribute to a baseline risk for suicide, whereas dynamic risk factors are situational and change throughout an individual’s life.  Static suicide risk factors include gender, abuse, sexual orientation, ethnicity, personal history of suicidal behavior, and family history.  Dynamic risk factors include socioeconomic status, social stress, substance use, access to means, and current psychiatric symptoms.  
Static Risk Factors
Static risk factors are indications that are not going to change, even with treatment. For example, age is a risk factor for suicide.  Suicide is the second leading cause of death in individuals aged 12 to 18 years (CDC, 2017).  From the age of 12, throughout adolescence, there is a linear increase in suicide risk (Goldston et al., 2015; Sullivan et al., 2015).  Another high priority static risk factor for suicide is previous suicide attempts (Finkelstein et al., 2015; Sekowski et al., 2020; Olfson et al., 2018; Tidemalm et al., 2015).  There is an increased potential for suicide after a nonfatal suicide/self-harm attempt, up to 30-fold for one year.  Previous attempts or self-harm continue to be risk factors for more than a decade (Finkelstein et al., 2015; Horwitz et al., 2015; Miller et al., 2013; Taliaferro & Muehlenkamp, 2014; Tidemalm et al., 2015).  There is also an associated increased suicide risk related to the level of violence of the suicide attempt.  Hanging and use of a gun are related to a heightened risk of future death by suicide (Miller et al., 2013; Olfson et al., 2018).  Additionally, a family history of mental health problems, suicide attempts/completion or witnessing a family member or friend’s suicide increases the risk of suicide (Finkelstein et al., 2015; Maheshwari & Joshi, 2012; Taliaferro & Muehlenkamp, 2014; Tidemalm et al., 2015).  
Another static risk factor that has had the increasing interest of researchers is sexual orientation.  Individuals identifying with the lesbian, gay, bisexual, and transgender community or with same-sex experience are at a heightened risk for suicide attempts and suicide (Adrian et al., 2016; Chau et al., 2014; Diamond et al., 2017; Etter et al., 2018; Goldston et al., 2015; Haas et al., 2015; Hawkins et al., 2014; Im et al., 2017; Mustanski & Liu, 2013; Nock et al., 2013).  Individuals who identify as homosexual are at 200% to 400% increased risk for suicide attempts compared to their straight counterparts (Diamond et al., 2017).  Those who identify as transgender have 25-50% increased risk of suicide attempts (Haas et al., 2015; Mustanski & Liu, 2013).  Further discussing gender risk in suicide, Chau et al. (2014) reported that there is a 1.74 percent higher risk of girls attempting suicide, than boys; this was also found by Nock et al. (2013).  This risk was linked to violence, school issues, socioeconomic status, and mental health problems (Chau et al., 2014; Holland et al., 2017).  Nock et al. (2013) found that the male sex, regardless of their gender identity, is more likely to successfully commit suicide than their female counterparts.  
Additionally, a history of abuse and violence are reported risk factors for adolescents to commit suicide (Diamond et al., 2017; Hawkins et al., 2014; Holland et al., 2017; Schönfelder et al., 2019; Sekowski et al., 2020; Zatti et al., 2017).  Schönfelder et al. (2019) found abuse history in 70 percent of 85 research subjects who attempted suicide.  Emotional, sexual, and physical abuse are related to an increased risk of suicidal behavior in adolescents (Diamond et al., 2017; Zatti et al., 2017).  Though further research exploring the effects of child abuse on suicide should be conducted, practitioners must have heightened concern for the effects abuse has on a patient’s mental health (Schönfelder et al., 2019).  
As you can see, a variety of static risk factors have been identified in adolescent suicide. Common risk factors amongst suicides include the adolescent population, male gender, and sexual orientation.  Additionally, the patient’s history is an important static risk factor for suicide which includes past suicide attempts, abuse, violence, and family history of mental health issues or witnessing suicide.  These risk factors are important for the provider to assess and evaluate when determining a patient’s baseline risk for suicide.  

Dynamic Risk Factors
Working alongside the traits that cannot be altered, are dynamic risk factors, which can change frequently and are affected by environmental, physical, social, and emotional influences.  A dynamic risk factor with high priority in adolescent suicide is stress; specifically, stress relating to losses, school, and relationships (Adrian et al., 2016; Chau et al., 2014; Diamond et al., 2017; Holland et al., 2017).  According to Chau et al. (2014) and Im et al., (2017) entrance exams for college and classroom tests were directly related to suicide.  These stressors lead to feelings of hopelessness, guilt, and burdensomeness, all of which are risk factors associated with suicide (Holland et al., 2017).  
Substance use and sexual activity are also noted risk factors (Adrian et al., 2016; Chau et al., 2014; Diamond et al., 2017; Etter et al., 2018).  Adrian et al. (2016) and Diamond et al. (2017) found that consumption of alcohol, smoking, sexual activity, and drug use are related to an increase in suicidal thoughts resulting in suicide.  Specific substances, identified by Nock et al. (2013), are marijuana, alcohol, and illicit drugs.  
Mental health diagnoses are other common dynamic risk factors (Adrian et al., 2016; Etter et al., 2018; Holland et al., 2017; Im et al., 2017; Nock et al., 2013).  Common diagnoses associated with suicidal behaviors include depression, anxiety, mood disorders, schizophrenia, substance abuse disorder, sleep disorders, oppositional defiant disorder, and conduct disorder (Fontanella et al., 2020; Goldston et al., 2009; Nadorff et al., 2011, 2013; Nock et al., 2013; Norr et al., 2018; Schmidt et al., 2017; Stanley et al., 2017).  Goldston et al (2009), Nock et al. (2013), and Norr et al. (2018) also identified Major Depressive Disorder and Dysthymia as the most predominant diagnoses that indicate increased suicide risk, followed by panic disorder and General Anxiety Disorder.  Other studies identified that individuals who experience more than one disorder are at an increased risk for suicide (Effinger & Stewart, 2012; Stanley et al., 2017).  Effinger and Stewart (2012) and Holland et al. (2017) particularly noted that having a mental health diagnosis along with substance abuse puts an individual at greater risk for suicide.  
Similarly, Stanley et al. (2017) recognized that having a diagnosis of bipolar disorder and a comorbid sleep disorder increases the risk of suicide.  In relation to sleep, multiple studies have identified sleep disturbances as high-risk factors for suicide (Nadorff et al., 2011, 2013; Stanley et al., 2017).  Nadorff et al. (2011) and Stanley et al. reported that nightmares, regardless of mental health diagnoses, are a risk factor for suicidality.  Together Nadorff et al. (2011) and Nadorff et al. (2013) identified insomnia as a risk factor in suicidal behavior but attributed its risk to other mental health diagnoses.  Nadorff et al. (2013) added that the relationship of suicide risk and the duration of nightmares and insomnia, as independent factors, is linear; suggesting that as these symptoms persist, the individual’s risk for suicide increases.  Goldston et al. (2009) and Nock et al. (2013) encourage providers to realize the increased risk of suicidality with any psychiatric disorder and aging – recommending surveillance as the individual ages.   
Violence and/or anger is a risk factor noticed by Hawkins et al. (2014) and Chau et al. (2014).  These feelings and behaviors are believed to be the result of feeling unwanted and being prevented from belonging.  Furthermore, feelings of guilt, thwarted belongingness, hopelessness, worthlessness, and burdensomeness are additional risk factors and antecedents of suicide in adolescents (DeCamp & Bakken, 2016, Labelle et al., 2013; Wolfe et al., 2019).  Wolfe et al. (2019) reports that expressed hopelessness, along with suicidal ideation, planning and access to means are all antecedents to suicide.  Sekowski et al. (2020) also identified suicidal ideation, planning and access to means as suicide risk factors.  Furthermore, a recent inpatient psychiatric admission and need for subsequent admissions puts an individual at an increased risk for suicide (Chung et al., 2019; Finkelstein et al., 2015; Olfson et al., 2016; Walter et al., 2019).  Discharge from an inpatient psychiatric hospitalization increased the patient’s suicide risk 300-fold for a week, 200-fold within the first month, and an elevated risk remains for three months after inpatient discharge (Chung et al., 2019; Olfson et al., 2016; Walter et al., 2019).  
Other dynamic identifiers, reported by Diamond et al. (2017), are high risk behaviors such as using drugs, violence, dangerous driving, skipping school, and sneaking out, perilous sex, and homosexual actions.  In addition to high-risk behaviors, impulsive behaviors and personalities are risk factors for suicide (Auerbach et al., 2016; Stewart et al., 2015).  Individuals who react impulsively to their emotions are at a heightened level of risk for suicide and this should be considered in the assessment of suicide risk (Auerbach et al., 2016; Stewart et al., 2015).  
In brief, dynamic risk factors that have been indicative of suicidal behaviors and attempts include psychosocial stressors (related to school, losses, and relationships), feelings of hopelessness, guilt, and burdensomeness, high risk behaviors, mental health diagnoses, recent inpatient stays, impulsivity, sleep difficulties, nightmares, violence, and anger.  Current suicidal ideation, planning, and access to means are additional risk factors with high priority in the assessment of suicide risk factors.  
In the final analysis, many risk factors for suicide can be identified before an attempt is made. In the adolescent population, these risk factors include age, gender, sexual orientation, psychosocial stressors, mental health symptoms, family mental health history, high risk behaviors, and previous nonfatal suicide/self-harm attempts.  These risk factors, in addition to the common static and dynamic risk factors emerging throughout the literature are all identifiers that should be considered when assessing a patient’s suicide risk (see Table 1 and 2).  
Table 1
Static Risk Factors for Adolescent Suicide
	Static Factor
	Author Citation

	Past suicidal behavior
	Finkelstein et al., 2015
Horwitz et al., 2015 
Miller et al., 2013
Taliaferro & Muehlenkamp, 2014
Sekowski et al., 2020
Tidemalm et al., 2015
Olfson et al., 2018

	Past Psychiatric Admission
	Chung et al., 2019
Finkelstein et al., 2015
Olfson et al., 2016
Sekowski et al., 2020
Walter et al., 2019

	Age
	Goldston et al., 2015
Sullivan et al., 2015

	Gender
	Chau et al., 2014
Nock et al, 2013

	Abuse
	Diamond et al., 2017
Hawkins et al., 2014
Holland et al., 2017
Schönfelder et al., 2019
Sekowski et al., 2020
Zatti et al., 2017

	Sexual orientation
	Adrian et al., 2016
Chau et al., 2014
Diamond et al., 2017
Etter et al., 2018
Goldston et al., 2015
Haas et al., 2015
Hawkins et al., 2014
Im et al., 2017
Mustanski & Liu, 2013
Nock et al., 2013

	Family mental health history 
	Finkelstein et al., 2015 
Maheshwari & Joshi, 2012
Taliaferro & Muehlenkamp, 2014
Tidemalm et al., 2015



Table 2
Dynamic Risk Factors for Adolescent Suicide

	Dynamic Factor
	Author Citation

	Socioeconomic status
	Chau et al., 2014
Holland et al., 2017

	Stress (losses, school, and relationships)
	Adrian et al., 2016
Chau et al., 2014
Diamond et al., 2017
Holland et al., 2017
Im et al., 2017

	Substance use
	Adrian et al., 2016
Chau et al., 2014
Diamond et al., 2017
Etter et al., 2017
Nock et al., 2013

	Psychiatric Disorders
	Adrian et al., 2016
Chau et al., 2014
Fontanella et al., 2020
Goldston et al., 2009
Etter et al., 2018
Holland et al., 2017
Im et al., 2017
Nadorff et al., 2011
Nadorff et al., 2013
Nock et al., 2013
Norr et al., 2018
Schmidt et al., 2017
Stanley et al., 2017

	Comorbid Psychiatric Disorders
	Effinger & Stewart, 2012
Holland et al., 2017
Stanley et al., 2017

	Violence
	Chau et al., 2014
Diamond et al., 2017
Holland et al., 2017
Hawkins et al., 2014

	Sleep Disorders
	Fontanella et al., 2020
Goldston et al., 2009
Nadorff et al., 2011
Nadorff et al., 2013
Nock et al., 2013
Norr et al., 2018
Schmidt et al., 2017
Stanley et al., 2017

	Sexual Activity
	Adrian et al., 2016
Chau et al., 2014
Diamond et al., 2017
Etter et al., 2018

	Feelings of Hopelessness, Guilt, Worthlessness and Burdensomeness
	DeCamp & Bakken, 2016
Holland et al., 2017
Labelle et al., 2013
Wolfe et al., 2019

	Suicidal Ideation/Planning/Access to Means
	Finkelstein et al., 2015
Olfson et al., 2016
Sekowski et al., 2020
Walter et al., 2019

	High Risk Behaviors 
	Auerbach et al., 2016
Diamond et al., 2017
Stewart et al., 2015



Screening Tools for Adolescent Suicide
The TJC (2019) set a NPSG recommending universal screening using a validated screening tool for suicidal ideation in individuals aged 12 and older who are being seen for mental health problems.  TJC (2019) identifies an acceptable suicide risk assessment tool as one that identifies risk factors for suicide, along with suicidal behaviors, ideation, plan, and intent.   Most screening tools assess for depressive symptoms which indicate a 6-fold increase in the risk of suicidal behavior (Alsalman & Alansari, 2016; Nock et al., 2013).    Validated screening tools recommended by TJC include the Patient Health Questionnaire (PHQ-9), Tool for Assessment of Suicide Risk Adolescent (TASR-A), Ask Suicide-Screening Questions (ASQ), and Columbia-Suicide Severity Risk (C-SSRS) (Aguinaldo et al., 2021; de Lima Osório et al., 2009; Diamond et al., 2017; Posner et al., 2011; Rodriquez-Quiroga et al., 2019).  These screening tools, along with the Behavioral Health Screen (BHS), Scale for Suicidal Ideation (SSI), and Interpersonal Needs Questionnaire (INQ) are discussed in the literature (Bryan, 2011; Dueweke et al., 2017).  
The PHQ-9 is a validated self-report screening tool that screens for depression and suicidality within the previous 2 weeks (Joiner et al., 2002; Kroenke et al., 2001, 2003; Richardson et al., 2010; Simon et al., 2013).  The questionnaire screens for symptoms of psychiatric disorders, depression, and other dynamic risk factors including hopelessness, sleep disturbances, guilt, and suicidal ideation. The PHQ-9 does not assess for static risk factors of suicide.  The PHQ-9 is a 9-item questionnaire and has a shortened form, the PHQ-2, with 2-item questionnaire which has been validated in the adolescent population (Beard et al., 2016; Richardson et al., 2010).  The PHQ-2 has missed a variety of at-risk adolescents when administered alone; therefore, it is recommended to utilize the PHQ-2, in conjunction with the PHQ-9 for positive responses to the former (Arroll et al., 2010; Dueweke et al., 2018).  The use of the PHQ-2 and subsequent utilization of PHQ-9 in the psychiatric care setting has been validated to identify adolescents at an increased risk for suicidal behavior and death (Beard et al., 2016; Joiner et al., 2002; Simon et al., 2013, 2016).  
The TASR-A is a tool that was developed to help clinicians in their decision-making regarding patients’ risk for suicide and ensuring the assessment of common risk factors for suicide in adolescents (Kutcher & Chehil, 2007).  The TASR-A has been adapted from the original Tool for Assessment of Suicide Risk for adolescents and assesses the patient’s static and dynamic risk factors, along with imminent risks for suicide in the Mental Status Exam (MSE) (Kutcher & Chehil, 2007).  The static risk factors assessed by the TASR-A include gender, past suicidal behavior, and family history.  The dynamic risk factors include substance use, stressors, hopelessness, depressive symptoms, high risk behaviors, anger, and impulsivity. Imminent risk factors include suicidal ideation, intent, plan, access to lethal means, and command hallucinations.  The tool has been developed for clinicians familiar with suicide risk assessment and validated in the outpatient setting.  Although the tool is identified as validated by the TJC (2019) for identifying suicide risk, it is not widely utilized in research and literature does not confirm the validity.  
Another tool, the Columbia Suicide Severity Rating Scale (C-SSRS), is utilized to assess suicidality over the patient’s lifetime and recent months, along with an assessment of the subject’s current level of suicide risk.  The tool allows information to be obtained from multiple informants (parents, medical record, other professional, and patient) and assesses suicidal behaviors, intensity, and ideation (Posner et al., 2010).  The tool assesses for current wishes to be dead, suicidal thoughts, plan, and intent, along with triggers and protective factors.  The tool also has a risk assessment version which identifies the static risk factors of past suicidal behavior, past hospitalization, family history, and abuse.  It additionally assesses for dynamic risk factors including hopelessness, psychiatric disorders, substance use, burdensomeness, violence, impulsivity, and stressors.  The C-SSRS has been validated in the adolescent population in a variety of settings, including the clinical setting, and is one of the most studied of all the assessment tools (Conway et al., 2016; Gipson et al., 2015; Horowitz et al., 2014; Posner, 2011).  
The ASQ is a brief, evidence-based screening tool that has been validated in screening for suicidal ideation in adolescence (Horowitz et al., 2012; TJC, 2019; National Institute of Mental Health [NIMH], 2020; Newton et al., 2017).  This tool is composed of five questions, with four being yes/no and the last question given to those with a yes on any of the first questions (NIMH, 2020).  The questionnaire assesses imminent suicide risk, along with the static risk factor of past suicidal behavior.  The ASQ has been recommended in the outpatient mental health setting and provides the screener with resources for implementing the screening and managing suicidality (Aguinaldo et al., 2021; NIMH, 2020).  This tool takes less than 30 seconds to complete yet yields high negative predictive value, sensitivity, and specificity (Horowitz, 2012; Newton et al., 2017).  
The BHS is a screening tool that screens 13 biopsychosocial domains and aids in the identification of suicide risk (Diamond et al., 2010).  The tool is brief, yet comprehensive and it has a web-based platform to complete the screening.  Diamond et al. (2017) and Dueweke et al. (2017) recommend the BHS tool due to its ability to screen risks factors other than symptoms of depression, but also high-risk behaviors attributed to suicidality.  The static and dynamic risk factors include psychiatric diagnoses, abuse, high risk behaviors, and stress (i.e., sexual behavior, substance use, family and academic problems, and exposure to violence) (Diamond et al., 2017).  This screening is completed prior to the initial intake and reviewed by the clinician prior to the interview, adding to their ability to plan for further risk assessment as needed (Diamond et al., 2017).  
The SSI was developed by Beck et al. (1979) and was utilized to assess the extent of suicidal thoughts and characteristics along with the patient’s attitudes regarding suicidality.  The SSI is a 19-item self-report screening that has been validated in the adolescent population (Holi et al., 2005).  This tool can be helpful in aiding the clinical judgment of the patient’s imminent suicide risk; however, the tool does not help predict future suicidal ideation or risk for development of suicidality (Beck et al., 1979).  The tool also does not assess for dynamic or static risk factors of suicide.  
The INQ is a self-report measure developed with the interpersonal-psychological theory of suicide and measures the patient’s current feelings of thwarted belongingness, acquired capability, and perceived burdensomeness (Joiner, 2005; Van Orden et al., 2010).  These three components have shown a correlation with predicting youth with corresponding suicidal ideation (El-Behadli et al., 2019; Hill & Pettit, 2014; Hill et al., 2015).  The INQ has five different versions ranging from 10 to 25 items.  Hill et al. (2015) discovered through their research that the 10-item version was the most reliable and consistent at predicting suicidal ideation in adolescents, although all versions displayed good internal consistency.  El-Behadli et al. (2019) redefined the INQ from 25-items to 16-items to better relate to the adolescent population.  Their research found that the questionnaire is more suitable for the clinical setting and pertains to the psychometrics of adolescents.  This tool is beneficial in assessing adolescents who are depressed and have suicidal ideation but does not help determine future risk for suicidal behavior or imminent suicide risk.  
In review, these screening assessments have been researched and found valid and adequate to help aid in the diagnosis of mental health illnesses pertaining to suicide, along with identifying those at risk for suicide (Conway et al., 2017; de Lima Osório et al., 2009; Diamond et al., 2017; Dueweke et al., 2017; El-Behadli et al., 2019; Gipson et al., 2015; Hill & Pettit, 2014; Hill et al., 2015; Holi et al., 2005; Horowitz et al., 2012, 2014; TJC, 2019; NIMH, 2020; Newton et al., 2017; Posner et al., 2011).  The PHQ-9 is a brief, self-administered tool that has a shortened version, assesses dynamic and imminent risk factors, is free of cost and doesn’t require additional training to be administered.  One limitation of the tool is that it does not assess for static risk factors.  The TASR-A is brief tool, validated by TJC, that has no associated costs, can be integrated into the mental health assessment, helps the clinician summarize risk, doesn’t require additional training for mental health providers and assesses static, dynamic, and imminent risk factors.  Limitations of the TASR-A include that it has been found predictive of suicide, is not a standardized tool, requires additional training for non-mental health professionals and validation cannot be found in literature.  The C-SSRS is considered the gold-standard in evaluating suicide risk, has a shortened version, is free of cost, and assesses imminent risk factors.  On the downside, the tool does not assess dynamic risk factors or most static risk factors, requires training for administration, and is time consuming.  The ASQ is a brief, free of cost questionnaire that doesn’t require additional training and assesses one static risk factor along with imminent risk.  This tool does not offer modalities other than paper and does not assess for dynamic risk factors or most static risk factors.  The BHS is a computer-based, self-administered tool that has multiple databases, is brief, free of cost and assesses static and dynamic risk factors.  Limitations of the BHS include the staff must be trained to administer and it has variable sensitivity and specificity and poor predictive power.  The SSI is a brief tool that can be administered by the clinician or self-reported and assesses for imminent suicidality risk.  The SSI is time consuming, requires additional training, does not assess for dynamic or static risk factors, and has costs associated with its use.  Lastly, the INQ is a self-administered, free of cost questionnaire that assesses dynamic risk factors and doesn’t require additional training. Unfortunately, the tool does not assess for static or imminent risk factors.  See Table 3 for a comprehensive list of the strengths, limitations, and reliability/validity of the previously listed standardized risk assessment tools.
The goal for this project was to find a tool that helps assess for suicidal risk factors, those at risk for suicidal behavior, and suicidal ideation; versus solely examining imminent suicidality.  The TASR-A was the most fitted for screening for static and dynamic risk factors and current suicidality and aligns with the suicide risk assessment criteria of TJC (see Appendix A).  More research should be conducted in this area to identify screening tools to aid in clinical judgement and identifying adolescents with static and dynamic suicide risk factors and current ideation. 
Table 3
Suicide Risk Assessment Tools Strengths, Limitations, and Reliability/Validity
	Tool
	Strengths
	Limitation
	Reliability/Validity

	PHQ-9
	Has a shortened version.
Brief.
Self-Administered.
Assesses dynamic risk factors and imminent risk.
No Cost (public domain).
Training not required for administration.
Applicable to outpatient psychiatric setting.
	Does not assess static risk factors.

	Validated in the adolescent population.

	TASR-A
	Brief.
Integrated into Mental Health Assessment.
Intended to help clinician summarize assessment risk.
No cost.
Assessment of Static/Dynamic risk factors and Imminent Risk.
Applicable to outpatient psychiatric setting.
Training not required for administration for mental health professions.
	Not predictive.
Not a standardized tool.
Training required for non-mental health professions.
	No information is available in literature.
Validated by TJC in the adolescent population.


	C-SSRS
	Considered the “gold standard” by some for evaluating suicide risk.
Predictive in adolescents.
Offers a shortened version.
Easy access.
No Cost (public domain).
Includes suggested interventions based on score.
Applicable to outpatient psychiatric setting.
Assesses 1 static risk factor and imminent suicide risk.
	Controversial due to not measuring the full spectrum of suicide (ideation and behavior).
Training required for administration.
Time consuming.
Does not assess dynamic risk factors or majority of static risk factors

	High internal reliability/ Validated in adolescent population.

	ASQ
	Self-Administered.
Brief.
No Cost (public domain).
Assesses 1 static risk factor and imminent suicide risk.
Applicable to outpatient psychiatric setting.
Training not required for administration.
	Only on paper.
Does not assess dynamic risk factors or majority of static risk factors

	High internal reliability/ Validated in adolescent population.

	BHS
	Self-administered.
Computer-based.
Multiple databases provide tools for rapid calculation of suicide risk.
Quick to administer.
Available in Spanish.
No Cost (public domain).
Applicable to outpatient psychiatric setting.
Assesses static and dynamic risk factors.
	Must be administered by trained staff.
Variable sensitivity and specificity.
Poor predictive.

	High internal reliability/Validated in adolescent population.

	SSI
	Brief.
Interviewer & self-administered.
[bookmark: OLE_LINK1][bookmark: OLE_LINK2]Applicable to outpatient psychiatric setting.
Assessment of imminent risk.
	Time consuming.
Requires administration training.
No assessment of dynamic or static risk factors. 
Associated Cost.
	Moderately high internal reliability/Validated in adolescent population.

	INQ
	Self-Administered.
Assess dynamic risk factors.
No Cost (public domain).
Applicable to outpatient psychiatric setting.
	Does not assess static risk factors or imminent risk.
Training not required for administration.
	High internal reliability/ Validated in adolescent population.



Barriers to Suicide Screening 
	Despite multiple initiatives and guidelines recommending universal screening of suicide risk at healthcare related visits, they are not being completed routinely.  To help implement and evaluate universal screening, an assessment of perceived barriers to screening for suicide was sought in the literature.  The literature pertaining to the adolescent outpatient mental health setting is limited so inclusion of more than 10 years’ review was included, along with other age groups and settings.  
	The most common barrier in assessing suicide risk assessment was time constraints (Abright & Grudnikoff, 2020; Diamond et al., 2012; Habis et al., 2007; Horowitz et al., 2013).  Time constraints included providers reporting that they do not have enough time to include a standardized assessment tool, score the tool, and determine the patient’s level of risk in routine appointments (Abright & Grudnikoff, 2020; Diamond et al., 2012; Habis et al., 2007; Horowitz et al., 2013).  Another common barrier was insufficient training and education in utilizing screening tools and evaluating suicide risk (Diamond et al., 2012; Habis et al., 2007; Horowitz et al., 2013; Schmitz et al., 2012).  Horowitz et al. (2014) and Fowler et al. (2012) reported that the complexity of assessing suicide risk, managing positive screens, and correctly predicting level of suicide risk were barriers to implementing screening. Other barriers include electronic-health records (EHR) limitations, costs of utilizing screening tools, patient acuity, parental disapproval, disbelief of screening tools’ effectiveness and discomfort and/or unwillingness to use the screening tools (Abright & Grudnikoff, 2020; Diamond et al., 2012; Habis et al., 2007; Horowitz et al., 2013; O’Connor et al., 2016; Ryan & Oguendo, 2020).  Ryan & Oguendo (2020) also identified the patient’s report of contradicting information as a barrier to screening for suicide risk.  
	Another reported barrier in implementing universal suicide screening is readiness for change and the culture of the healthcare facility (Patterson Silver Wolf et al., 2014).  Patterson Silver Wolfe et al. (2014) and Williams et al. (2017) encourage the use of stakeholders and resources for staff to increase their readiness for change and create an environment for sustainable change.  Additional recommendations for reducing barriers in suicide risk assessment include education on suicide risk assessment, selection of a standardized tool that is easy to administer and score, brief, available to the public domain and compatible with the electronic medical record (Abright & Grudnikoff, 2020; Horowitz et al., 2013; Habis et al., 2007).   
	Barriers to implementing suicide screening must be overcome to adequately implement effective assessment and identification of imminent, dynamic, and static risk factors for suicide.  Common barriers identified in evaluating suicide risk factors include time constraints, insufficient training and education, EHR limitations, cost of assessment tools, readiness for change, disbelief in benefit, and discomfort with the selected screening tool.  Other barriers include the patient acuity level and parents’ disapproval of the screening procedure.  Overall, these barriers need to be addressed when implementing a tool for the assessment of adolescent suicide risk in the psychiatric outpatient setting.  
Model for Improvement
Plan-Do-Study-Act 
	The Plan-Do-Study-Act (PDSA) model for improvement has been selected to help guide this quality improvement project.  The mental health nurse practitioners have expertise in the assessment of suicide which influenced the utilization of the PDSA model to influence a culture change to improve focus practices versus improving content expertise.  The PDSA Cycle is a four-step problem solving model that was created by Walter Shewhart in the 1920s to test hypotheses (Shewhart, 1931).  This method uses the cycle of inductive and deductive reasoning to test the hypothesis and the technique gained popularity in the 1950s by Edwards Deming (Deming, 1994).  
	The PDSA model is a framework for quality improvement projects and works well when multiple attempts are necessary to achieve the anticipated results (Shewhart, 1931).  The PDSA model was selected due to the expertise of the nurse practitioners in suicide risk assessment, therefore content expertise is not of concern.  The focus of this quality improvement project is to change the culture of the outpatient clinic to better focus practices.  The PDSA model focuses on changing practice and Langely et al. (2009) poses three questions to be answered: 
1. What are we trying to accomplish? 
2. How will we know that change is an improvement? 
3. What changes can we make that will result in improvement?
	In this quality improvement project, the question we are trying to answer is important and the main goal is to improve the process of assessing suicide risk factors in the adolescent population.  This is an important and significant goal because accurately assessing and determining adolescent suicide risk would help providers implement appropriate management strategies and overall reduce the number of adolescent suicide deaths.  
	To use the PDSA model to improve the assessment of adolescent suicide risk factors, it must be determined what changes will be necessary to result in improvement.  According to TJC’s (2019) NPSG, all individuals aged 12 and older being seen for mental health problems should be screened for suicidal ideation.  Screening all patients aged 12 and older in the outpatient psychiatric setting would result in improved recognition of suicide risk factors.  
	Additionally, it is necessary to determine if implementation of a suicide risk assessment tool is an improvement.  This will be addressed by completing a retrospective chart review of documentation of suicide risk assessment and comparing it to post-intervention chart review data.  The barriers perceived by the nurse practitioners in implementing the suicide risk assessment will also be monitored.  An increase in suicide risk assessment documentation and minimal barriers in implementing the assessment will indicate success in the suicide risk assessment process.  
	In the first step of the PDSA cycle the problem is identified and researched.  The background of the problem and significance is measured, and the effect of the problem is analyzed.  A literature review is completed to develop a better understanding of the current state of the problem and to identify potential resolutions.  A synthesis of the literature helps identify the best interventions to improve the current problem and predictions regarding the outcomes of the interventions.  These data are then utilized to make predictions pertaining to the outcome of the quality improvement process.  During this stage a team is also formed to help plan and execute the project, along with deciding on the project’s aims.  Afterwards, the team decides on a specific plan to meet the set aims within their setting.  This step in the PDSA cycle is crucial to the outcomes of the project and consumes the most time within the stages (Langley et al., 2009).  
	The second step of the PDSA cycle implements the plan developed in the first stage.  Prior to implementing a macrosystem change, the plan is executed in a small-scale study.  During this stage of the cycle, the project coordinator educates staff, monitors the process, and collects data (Langley et al., 2009). 
	The third step of the PDSA cycle analyzes the results of the second stage of the cycle.  This stage utilizes the data collected during the second stage of the cycle and evaluates the effect of the quality improvement project.  The data collected during the second stage is compared to the expectations made in the first stage of the model.  Additionally, the team involved in the implementation of the project is interviewed for feedback regarding facilitators and barriers of the process.  
	The final step of the PDSA cycle reflects on the outcomes of the project and determines if the intervention should be standardized and disseminated or if changes are necessary.  If the desired results were not achieved, the cycle is repeated until success is determined.  Through reflecting on the past cycle, the PDSA cycle is improved for the subsequent implementation (Langley et al., 2009).  It will be necessary to continually assess for barriers to the implementation of the process and reduce those barriers throughout.  
	Overall, this evidence-based intervention will implement a universal suicide risk assessment of adolescents aged 12 to 18 in the psychiatric outpatient setting using the PDSA Model. Multiple PDSA cycles may be utilized, too, in this quality improvement project.   


Methods 
Setting. The setting for this quality improvement project involved implementing the TASR-A in a psychiatric outpatient clinic, in a Midwest urban area, for adolescents aged 12 to 18. A letter of agreement was obtained from the outpatient clinic for permission to access charts and implement the screening tool.  The TASR-A is a free tool open to the public domain for use by expert clinicians, without additional training required.  Due to the providers all being equipped with expertise and knowledge in suicide risk assessment and crisis management, in the event of a high-risk screening, additional resources and education were not provided in this regard.  Prior to implementation, the project proposal was submitted to Creighton University’s Institutional Review Board (IRB) for approval and Creighton’s College of Nursing Doctor of Nursing Practice (DNP) Review Committee.  In anticipation of the project, the outpatient mental health clinic was working with their informational technology team to integrate the TASR-A into their EHR.  The tool was unable to be incorporated into their EHR prior to implementation, so the tool was utilized in paper format. An EHR pop-up note was placed on initial assessments to remind the providers to utilize the paper TASR-A.  
Methodology. A retrospective chart review was completed as part of the PDSA planning step to determine the pre-implementation status of risk assessment practices in the outpatient mental health clinic (see Appendix B for data collection sheet).  A retrospective chart review of all patients aged 12 to 18 who came to the clinic for an initial intake assessment between October 5, 2020 and November 27, 2020 was conducted.  An excel spreadsheet was utilized in the initial chart review to track the level of completion of screening for suicide risk factors in those aged 12-18, based on the TASR-A criteria.  Statistical advice for analysis of the excel spreadsheet was obtained from a statistician at Creighton University in June.  The Excel spreadsheets were stored on a password protected hard-drive and destroyed after the completion of the quality improvement project.
	Following the retrospective chart review and implementation planning the second PDSA step involved conducting one education session, approximately 30-minutes, was conducted in August with the two nurse practitioners and the psychologist.  The education session consisted of an overview of the retrospective chart review findings, goals of the quality improvement project, an introduction to the TASR-A and implementation process, along with information about static and dynamic risk factors in the adolescent population.  
	After providing the providers with educational information, the third PDSA step involved implementing the TASR-A from September 13, 2021 to November 5, 2021.  The inclusion criteria were identical to the retrospective chart review, including all initial intake assessments for patients aged 12-18 during the identified time interval.  Intermittently throughout the implementation process, in 2-week intervals, follow up chart reviews were conducted.  During the retrospective and prospective chart reviews, IP address tracking was disabled to maintain anonymity of data.  Table 4 comprehensively lists the project timeline and the precise follow-up chart review dates.
Table 4
Project Timeline
	June/July
	Meeting with Statistician
Project Proposal Presentation to DNP Team 
Project Proposal Submission to IRB
Submit DNP Proposal Review Form to Creighton’s Review Committee

	August
	Retrospective Chart Review 
(Oct. 5th, 2020 – Nov. 27th, 2020)
Staff Education Session

	September 13th – November 5th 
	Implementation

	September 27th 
	Follow-Up Chart Review

	October 11th 
	Follow-Up Chart Review

	October 25th 
	Follow-Up Chart Review

	November 8th 
	Follow-Up Chart Review

	November 22nd 
	Follow-Up Chart Review

	November 22nd 
	Barriers and Usability Interviews

	December
	Data Analysis & Report Findings



Following completion of the implementation phase, personal interviews were conducted with each provider to assess for barriers to implementation and usability of the TASR-A.  Table 5 illustrates the specific interview questions.  The fourth PDSA step involved sending the follow-up chart review information to a statistician at Creighton University for analysis in December.  Following analysis of the data, findings were reported and disseminated.
Table 5
Interview Questions
1. How was your experience with the TASR-A?
2. What barriers, if any, did you perceive when utilizing the TASR-A?
3. How, if at all, did the TASR-A help facilitate the suicide risk assessment?
4. Will you continue to utilize the TASR-A after this research project?

Results 
The project included a retrospective and prospective chart comparison, both over a 6-week time.  In the retrospective chart review, 15 patient charts were reviewed, with only 4 (27%) risk assessments completed.  Prior to implementing the TASR-A, providers utilized a basic risk assessment tool.  The basic risk assessment tool checked yes or no if they were suicidal and if they had intent or a plan.  The tool did not interpret the patient’s level of suicide risk.  The most common diagnosis during this time was Adjustment Disorder.  Table 6 provides a complete list of pre-intervention diagnoses.  None of the charts prior to implementation had a chart tag for completion of the TASR-A.  To determine if the suicide risk factors were being gathered without utilizing a tool, the initial intakes assessment notes were reviewed for the suicide risk assessment criteria.  This review solely noted if each of these risk factors were explicitly documented in the intake assessment record.  The review did not determine if it was asked in the assessment and not recorded.  Prior to implementing the TASR-A the outpatient clinic assessed for family history of suicide, psychiatric illness, substance abuse, current suicidal ideation, and recent substance abuse in 100% of initial intake assessments.  Areas in need of improvement prior to implementation included poor support at home, psychotic symptoms, feelings of hopelessness or worthlessness, current suicidal intent or plan, unsolvable problems, and command hallucinations. Table 7 lists suicide risk factors documented for each period 
Table 6
Primary Diagnoses
	
	Pre (n=15)
	Post (n=22)

	ADHD
	2 (13%)
	1 (5%)

	Adjustment Disorder
	5 (33%)
	0

	Autistic Disorder
	0
	2 (9%)

	GAD
	2 (13%)
	4 (18%)

	MDD
	2 (13%)
	9 (41%)

	OCD
	1 (7%)
	1 (5%)

	PTSD
	0
	1 (5%)

	Reactive-Attachment Disorder
	0
	1 (5%)

	Seasonal Affective Disorder
	0
	1 (5%)

	Social Phobia
	1 (7%)
	0



Table 7

Risk Assessment Criteria Data

	
	Pre (n=15)
	Post (n=22)
	p 

	Family History of Suicide
	15 (100%)
	22 (100%)
	n/a

	Psychiatric Illness
	15 (100%)
	22 (100%)
	n/a

	Substance Abuse
	15 (100%)
	22 (100%)
	n/a

	Poor Support
	2 (13%)
	18 (82%)
	<.001

	Depressive Symptoms
	14 (93%)
	21 (95%)
	.78

	Psychotic Symptoms
	4 (27%)
	19 (86%)
	<.001

	Hopelessness/ Worthlessness
	5 (33%)
	21 (95%)
	<.001

	Anhedonia 
	7 (47%)
	21 (95%)
	=.001

	Anger/ Impulsivity
	9(60%)
	19 (86%)
	.07 (Fisher’s exact = .12)

	Current Ideation
	15 (100%)
	21 (95%)
	n/a

	Current Intent
	3 (20%)
	19 (86%)
	<.001

	Current Plan
	3 (20%)
	19 (86%)
	<.001

	Access to Means
	4 (27%)
	18 (82%)
	= .001

	Past Suicidal Behavior
	4 (27%)
	22 (100%)
	<.001

	Current Unsolvable Problems
	0
	18 (82%)
	<.001

	Command Hallucinations
	0
	18 (82%)
	<.001

	Recent Substance Use
	15 (100%)
	20 (91%)
	.23 (Fisher’s exact = .51)



During the second period, the providers administered 22 initial intake assessments.  Of these 22, 18 (86%) risk assessments were finished.  After study implementation, the only tool utilized was the TASR-A (see table 8).  The TASR-A includes suicide risk level.  Based on the risk level, 56% of the 18 patients assessed were low risk, 39% were medium risk, and 6% were high risk (see Table 9).  The subject’s most common diagnosis in the prospective chart review was Major Depressive Disorder.  Table 6 lists the diagnoses in post intervention patients. As part of the project methods 20 (90%) of the 22 charts were tagged with a reminder for the provider to complete the risk assessment, with 18 (90%) flagged charts producing a completed risk assessment.  Of the 22 charts reviewed in the prospective chart review, 0% of untagged (2) charts had a completed TASR-A.  
Table 8
Risk Assessment Types
	
	Pre (n=15)
	Post (n=22)

	Basic Risk Assessment
	4
	0

	TASR-A
	0
	18

	Risk Assessment Not Completed
	11
	4



Table 9
Post Intervention Level of Risk 
	Low
	10 (56%)

	Medium
	7 (39%)

	High
	1 (6%)


	
Overall, the outpatient clinic demonstrated an improvement in initial intake assessment suicide risk screening from 27% to 86%, with an 86% increase in suicide risk level interpretation (see Table 10).  To assess whether there was a statistically significant change in the relative intervention implementation a chi-square test of independence was used to see if the proportion of implementation was constant from pre to post.  Changes between pre- and post-intervention data for initial intake assessments of suicide risk screening were statistically significant (P<.001).  



Table 10
Pre and Post Intervention Completion Data
	
	Pre (n=15)
	Post (n=22)
	p 

	Chart Tagged
	0 (0%)
	20 (90%)
	<.001

	Risk Assessment Completed
	4 (27%)
	18 (86%)
	<.001

	
	
	
	

	Level of Risk Interpretation
	0
	18 (86%)
	<.001



	Following the completion of the study, three providers were interviewed with the questions mentioned above in Table 5.  All providers felt that the tool was easy to use and one reported that the tool helped them identify patients that were at higher risk of suicide that they would not have noted otherwise.  Two providers felt that the tool not being in the EHR was a barrier to the utilization of the TASR-A.  A third provider felt that the tool had no barriers regarding usability. In assessing the tool’s ability to facilitate the suicide risk assessment, the providers felt that the tool helped them focus on the individual patient’s suicide risk and guaranteed that the provider was attuned to adolescent suicide risk factors, ensuring they didn’t forget to assess any risk factors. Lastly, two of the three providers said they will continue to utilize the tool after the completion of the project. The third provider said that they would like to incorporate the tool’s suicide risk factors, if permissible, into their current assessment to avoid having to fill out a separate document when charting.
Table 11
Provider Interview Responses
· How was your experience with the TASR-A?
· “The tool would be better if it was in our EHR. It was easy to use, I didn’t have to engage the patient to complete the tool. I was able to identify higher risk patients, that I would not have assumed to be that high without the tool.”
· “The tool was good, and it was easy to use, took me about 15 seconds.”
· “The tool was easy to use.”
· What barriers, if any, did you perceive when utilizing the TASR-A?
· “None”
· “Not many, the tool was smooth. I would like to have help deciding level of risk and what intervention to consider with the level of risk.”
· “The tool was not in the EHR.”
· How, if at all, did the TASR-A help facilitate the suicide risk assessment? 
· “The tool tuned me into specific risk factors for suicide.”
· “The tool focused me on the individual’s risk for suicide, it helped put it all together. It grouped the risk factors well.”
· “The tool ensured that I checked everything, and it was easy to use during the assessment. It made sure that I wasn’t missing anything.”
· Will you continue to utilize the TASR-A after this research project?
· “Yes, I am ready to use it.”
· “I don’t know. I’m not sure I would go use it to separately assess suicide risk but if able, I would like to take pieces of the tool and put them into the risk assessment on our mental status exam.”
· “Yes.”

Discussion
	As public health initiatives focus in on mental health, including reducing suicide rates and attempts by adolescents, it is crucial for outpatient providers to implement suicide risk assessments during clinic visits to increase adequate treatment (Bolton, Gunnell, & Turecki, 2015; Healthy People 2030, 2020; NAASP, 2018a; USPSTF, 2014).  This quality improvement project additionally aligns with the TJC’s NPSG of universal screening, with a validated tool, for patients aged 12 and older who are receiving care for mental health problems (TJC, 2019).  To aid with this intervention, the project aimed to find a screening tool, validated by TJC, that assessed for static and dynamic risk factors of suicidality in adolescents, with favorable usability leading to an increase in screening rates.  The TASR-A was utilized due to its public domain; design; inclusiveness of static, dynamic, and imminent suicide risk factors; and risk level support; along with its support in summarizing risk while giving the provider control to utilize their professional judgement to classify a patient’s suicide risk level (Kutcher & Chehil, 2007).  Overall, this quality improvement project demonstrated that the TASR-A, along with prompts to complete the tool, was effective in increasing the number of documented suicide risk assessments for initial intakes. 
The tool was helpful for keying the providers to each patient’s individual risk and it supported them in providing a comprehensive suicide risk assessment.  Prior to implementing the TASR-A, the providers had completed 27% of patient assessments of suicide risk.  The implementation significantly improved their documentation of the patients’ risk factors for suicide to 86%.  Individual risk factors were documented as low as 0% in pre-intervention data and the use of the TASR-A brought the lowest risk factor documentation rate to 82%, showing an improvement in consistency of documentation.  Of note, the act of tagging the charts, reminding the providers to complete the TASR-A, yielded results 90% of the time, whereas 100% of untagged charts did not have a completed TASR-A.  This intervention was helpful in supporting the completion of the assessment, documentation of suicide risk, and promoting quality of care (Reshetuka et al., 2018; Tanguturi et al., 2017).  
The tool was also helpful in gathering the risk factors for risk level assessment, whereas prior to implementation, the providers were assessing for individual risk factors, but they were scattered throughout the intake assessment and not always recalled when considering the patient’s risk for suicide.  Additionally, the TASR-A is supported by The Department of Veteran Affairs and Department of Defense (2019) practice guidelines for patients with suicidal behaviors, Fochtmann and Jacobs (2015) and Weber et al. (2017), due to its “clinically focused” approach that helps practitioners identify individual factors contributing to the patient’s risk for suicide and providing a treatment plan to address these specific risk factors (p. 491).  The tool was able to meet the established aims of identifying adolescent suicide risk factors, assisting the interviewer to determine level of risk, and, additionally, had a line for disposition of the patients, allowing for documentation of management of risk level. 
The TASR-A addressed providers’ commonly perceived barriers to suicide screening, which included time constraints, cost of utilizing the screening tool, discomfort with the screening tool, and readiness for change (Abright & Grudnikoff, 2020; Diamond et al., 2012; Habis et al., 2007; Horowitz et al., 2013; O’Connor et al., 2016; Patterson Silver Wolf et al., 2014; Ryan & Oguendo, 2020).  This was demonstrated in the provider interviews when they discussed the ease of the tool’s use, “taking 15 seconds to complete”, the tool’s public domain (free to use), and the providers’ readiness to utilize the tool post study.  One barrier identified in the literature and by the providers during this project was EHR limitations, feeling that the paper form decreased the usability of the tool.  This was partially addressed through chart tags, to remind providers, which was effective 90% of the time in this quality improvement project.  McCarthy et al. (2019).  
	In summary, the TASR-A and quality improvement project demonstrated effectiveness in improving the outpatient psychiatric clinic’s consistency in utilizing a screening tool for suicide risk and documentation practices of the patient’s level of risk that was practical and easy to use for the providers. The tool/ project also helped providers recognize the need for continuous education about suicide and suicide risk factors and identified risks that they hadn’t considered previously.
Limitations 
	The study had only three providers and the intervention involved 22 patient charts; this led to low generalizability and further research should be conducted to strengthen the results.  The project utilized convenience sampling, which inhibits the generalizability of the results and impairs bias, which could also be supported with repeated research.   Another limitation of the study was the inability to get the TASR-A implemented into the EHR prior to starting the project, which was identified as a barrier to the usability of the tool by two of the three providers.
Implications For Practice
	Good record keeping and documentation are essential to providing safe and quality care to patients.  Electronic documentation streamlines processes while enhancing accuracy and efficiency (McCarthy et al., 2019).  To enhance the sustainability of using the TASR-A on-going efforts are being made to integrate the tool into the EHR to improve patient safety and quality of care (Kelley, Brandon & Docherty, 2011; McCarthy et al., 2019; Staggers & Rodney, 2012; Tanguturi et al., 2017).  Along with increased patient safety, utilizing nursing informatics and implementing the TASR-A into the EHR can lead to improvements in effectiveness, error reduction, and clinical productivity in the assessment of suicide risk (McCarthy et al., 2019; Staggers & Rodney, 2012). 
As recommended by the providers in this quality improvement project, guidance in managing the levels of risk should be available for reference to support decision-making.  Outpatient clinics should develop and implement protocols based on the three interpretive levels of risk associated with the TASR-A: low, medium, and high.  The protocol should include interventions that adequately address the denoted level of risk such as safety planning, lethal means safety, or hospitalization (Bolton et al., 2015; Fotchmann & Jacobs, 2015; Maheshwari & Joshi, 2012).   This guidance should also include resources within the community, treatment goals, and strategies for modifiable risk factors.  
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Chart Review Data Collection Sheet
	Subject Number
	Race/Ethnicity

	Age (12-18)

	Gender

	Risk Assessment Completed

	Type of Tool

	Type of Tool

	Type of Tool

	Sub Abuse Hx


	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	




	Poor Support/Prob. Environment

	Dep Sx

	Psy Sx

	Hopeless/Worthless

	Anhedonia

	Anger/Imp

	Current Ideation
	Current Intent


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	




	Current Plan

	Access to Means
	Past SI Bx
	Current Unsolvable problem
	Command HA
	Recent Sub Use
	Level of Risk Interpretation
	Level of Risk (High, Mod, Low)

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	




image1.png
%&M N -
Rebecea Olander APRN, PMHNP-BC




image2.emf



Sun Life Financial Chair in Adolescent Mental Health



The TASR-A was developed to assist in the clinical evaluation of 
young people at imminent risk for suicide. It was created by clinicians 
with expertise in the area of adolescent suicide assessment and the 
development and application of various scales and tools in clinical, 
research and institutional settings. The TASR-A was derived from the 
Tool for Assessment of Suicide Risk (TASR) that was developed for 
clinical use in emergency room, hospital and outpatient settings in 
the assessment of imminent suicide risk in adults. The adult TASR is 
found in the book:  Suicide Risk Management: A Manual for Health 
Professionals (Kutcher and Chehil; Wiley-Blackwell, 2007).   



The TASR is intended for use as part of a comprehensive mental health 
assessment of a young person considered to be at risk for suicide. 
The clinician should conduct the assessment in her/his usual manner 
and then score the TASR–A. If sections of the TASR-A have not been 
addressed in the interview, then the clinician should then go back and 
address them with the patient. A notation of the presence or absence 
of each risk factor identified on the TASR-A should be made in the 
appropriate space provided. Once the TASR-A has been completed, the 
clinician comes to a clinical decision as to the level of risk for imminent 
suicide and notes that in the space provided on the TASR–A.



The TASR-A is not a diagnostic tool since suicide is a behaviour rather 
than a medical diagnosis. The TASR-A is also not a predictive tool since 
there is no tool that can be demonstrated to predict suicide. Rather, the 
TASR-A is a semi-structured instrument that the clinician can follow to 



ensure that the most common risk factors known to be associated with 
suicide in young people have been assessed. The tool also provides the 
clinician with a convenient overview of the entire risk factor assessment, 
thus allowing the clinician to make a best judgment call as to the level 
of risk for imminent suicide.  Furthermore, the TASR-A provides an 
excellent documentation of the comprehensiveness of the suicide risk 
assessment conducted by the clinician and thus may be useful for both 
clinical record keeping and in medico-legal cases.



The TASR-A also includes a section in which the 6 item KADS score 
for depression can be recorded.  This is important for a number of 
reasons.  1) Suicide, like behaviours, can often be the entry point for 
clinical assessment, and depression is a common risk factor for youth 
suicide.  2) The presence of a depressive disorder increases the 
probability of suicide in young people. 3) Treatment of depression has 
been demonstrated to decrease suicide attempts. The 6-item KADS can 
be accessed on the professionals section of our website.



The 6-item KADS is designed for use in institutional settings (such as 
schools or primary care settings) where it can be used as a screening 
tool to identify young people at risk for depression or by trained health 
care providers (such as public health nurses, primary care physicians) or 
educators (such as guidance counselors) to help evaluate young people 
who are in distress or who have been identified as possibly having a 
mental health problem.



The Tool for Assessment of Suicide Risk for Adolescents (TASR-A): How to use the TASR - A



Permission and Training
The TASR-A can be used by expert clinicians (such as child and 
adolescent mental health staff working in sub-specialty or academic 
settings) without additional training. Training in the use of the TASR-A 
for other health providers is advised and can be arranged for groups 
of 10 or more by contacting the office of the Chair. Depending on the 
group, the duration of TASR-A training ranges from one to three hours.



The TASR-A is available freely for use but may not be sold, copied or 
otherwise distributed without the express written consent of Dr. Stan 
Kutcher. 



We appreciate any feedback on the use, outcome or suitability of the 
TASR-A from any individual or group who is using it. Feedback can be 
directed to Dr. Stan Kutcher by email at skutcher@dal.ca.



Clinicians, educators, youth workers and others interested in other 
training programs pertaining to youth depression and suicide offered by 
the Chair can find further information by visiting the training programs 
section of our website. 





http://www.teenmentalhealth.org/pros_clinical.php


http://www.teenmentalhealth.org/pros_projects.php








Tool for Assessment of Suicide Risk: Adolescent Version 
(TASR-A) 



 
 
Name: ___________________________________   Chart #: _______________ 
 
Individual Risk Profile Yes No 
Male   
Family History of Suicide   
Psychiatric Illness   
Substance Abuse   
Poor Social Supports/Problematic Environment   
 
Symptom Risk Profile  Yes No 
Depressive Symptoms   
Psychotic Symptoms   
Hoplessness/Worthlessness   
Anhedonia   
Anger/Impulsivity   
 
Interview Risk Profile  Yes No 
Suicidal Ideation   
Suicidal Intent   
Suicide Plan   
Access to Lethal Means   
Past Suicidal Behavior   
Current Problems Seem Unsolvable   
Command Hallucinations (Suicidal/ Homicidal)   
Recent Substance Use   
 
 
6 item KADS Score: ________ 
 
Level of Immediate Suicide Risk 
 
High  ______ 
Moderate ______ 
Low  ______ 
 
Disposition: ____________________________________________________________ 
 
Assessment Completed by: _____________________________   Date: _____________ 
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Tool for Assessment of Suicide Risk: Adolescent Version 
(TASR-A) 



 
 
Name: ___________________________________   Chart #: _______________ 
 
Individual Risk Profile Yes No 
Male   
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Psychiatric Illness   
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Poor Social Supports/Problematic Environment   
 
Symptom Risk Profile  Yes No 
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Suicide Plan   
Access to Lethal Means   
Past Suicidal Behavior   
Current Problems Seem Unsolvable   
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Level of Immediate Suicide Risk 
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