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This clinical pathway is based upon publicly available medical evidence and/or a consensus of primary care and psychiatry experts  

at Cook Children’s Healthcare System. These clinical pathways are intended to be a guide for practitioners and may need to be 

adapted for each specific patient based on the practitioner’s professional judgment, consideration of any unique circumstances, the 

needs of each patient and their family, and/or the availability of various resources at the health care institution where the patient is 

located. 
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Patient presents for Clinical 
appointment triggering screen

Screen for Suicide Risk utilizing 
PHQ 9M or ASQ

Negative Suicide Screen
Continue routine 

screening at annual 
follow up encounters

Positive Suicide Screen

 Non – Emergent – Low to 
Intermediate Risk Includes:
1. Active Suicidal Ideation 

without intent to act
2. Nonspecific active suicidal 

thoughts
3. Wish to be dead

4. History of suicidal ideation 
or self injury behaviors

5. NO/DISTANT HISTORY (>3 
months) of suicide attempt

Emergent/High Risk
Includes:

1. Active suicidal ideation with 
plan and intent to act

2. Active suicidal ideation with 
some intent to act but no plan

AND/OR
3. History of suicide attempt 

within past 3 months

Care Plan Considerations

1.  Family Resources see 
appendix D

2.  Behavioral Health 
Referral via EPIC order

3.  Further evaluation for 
mental health diagnosis*
4.  Safety planning if felt 
needed see appendix C

Care Plan Considerations

1.  Referral for eval. at ED
 2.  Referral to local mental 

health center to assess 
needs for further care
3.  If only Risk Factor is 
recent suicide attempt, 

transition to intermediate 
risk for next steps

Low risk 
determined by 

provider

Parent/guardian/
patient declines

Parent/guardian/
patient agrees to 

plan

Intermediate 
Risk determined 

by provider

Development and 
review of safety 

plan with patient 
and caregiver

Refer to 
counseling via 

EPIC intake 
referral or 
provided 
resources

Refer to 
Psychiatry for 

further 
evaluation and 

care

Maintain close follow up and screen for suicide risk at future encounters, once monthly or as indicated 
Schedule follow up with PCP in 2-4 weeks

Consider instigation of treatment for Depression if indicated.  May reference Depression Guideline:  http://intranet.cookchildrens.org/
departments/HealthCareSystem/cg/Documents/Depression/Depression%20Guideline%20-Final.pdf

Confirm arrival at 
ER or Intake 

Center

Consider 
initiation of 
ambulance 
transport or 

police 
involvement

If only risk factor
 is recent suicide 

attempt

Abbreviations:

PHQ 9 M:  Patient 
Health Questionaire 
Modified for  teens
ASQ:  Ask Suicide 

Screening 
Quest ionnaire

*Positive Screen Indicators:

1. PHQ 9 indicates past or 
present thoughts of sel f 

harm
2. ASQ with any yes answers

3. Verbal ex pression of 
Suicidal Ideat ion

Suicide Risk Stratificat ion

Low RISK:  PHQ 9 < 10, negat ive 
ASQ, no active SI or  thoughts over 
1 month ago, no previous suicide 

attempts.
Intermediate Risk:  PHQ 9 over 10, 
ASQ with positive question 1-4 but 
negat ive 5, History of past suicide 
attempt more than 3 months ago, 

no active SI

Screening Guidelines

1.  Al l children ages 12 and 
up at  routine well v isit

2.  Children ages 8 years and 
up with mental  health 

complaints or suicide risk 
factors
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I. Inclusion Criteria 

 

1. All Children ages 12 and up to be screened at annual well visit 

2. All Children ages 8 years and older with presenting complaints concerning for mental 

health and/or suicide risk 

 

II. Goals 

 

1. Create standardized work flows for screening all children for depression and suicide 

within primary care medical homes 

2. Early recognition of teens at risk for suicide 

3. Establishment of referral patterns to improve care and long term outcomes for patients 

identified to be at risk for suicide 

 

III. Metrics 

 

1. Number of patients screened at annual well visit for ages 12 and up utilizing PHQ 9 

modified for teens. 

2. Number of patients who screen positive for depression utilizing data collected from 

current best practice advisory in production which notifies providers if PHQ 9 over 5. 

3. Number of patients who screen positive for suicide risk based on data collected from 

best practice advisory currently in production which notifies providers if PHQ 9 screens 

positive for suicide assessment questions. 

 

IV. Background   

Data shows the prevalence of adolescent depression to be 12.8% with 28.5 % of high school 

students dealing with significant depressive symptoms.  Alarming data also shows that 24 % 

of adolescents with moderate to severe depression and 60 % in the mild range receive no 

follow up. 

Suicide currently represents the second leading cause of death for ages 10 – 24. 

In 2021, 22% of high school students seriously considered attempting suicide during the past 

year. 

In 2021, 18% of high school students made a suicide plan during the past year. 

In 2021, 10% of high school students attempted suicide one or more times during the past 

year. 

Screening for suicide within a pediatric clinic creates one of the most potentially stressful 

clinical situations for providers.  This can result in reluctance of providers to engage in these 

conversations due to lack of training and fear of triggering suicidal thoughts.  Data clearly 

shows that asking about suicide does not increase thoughts of suicide.  Key to meaningful 

discussions in this area include: 

1. Normalizing asking questions about the experience of suicidal ideation 
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2. Nonjudgmental and matter-of-fact tone to lower defenses. 

3. Asking permission to engage in the questions 

4. Empathetic dialogue 

5. Open ended questions 

 

V. Definitions as taken from the Columbia Suicide Severity Rating Scale 

Suicidal Ideation from highest to lowest risk: 

1. Active Suicidal Ideation with Specific Plan and Intent – patient has thoughts of killing 

themselves with details of plan fully or partially worked out and intent to carry out. 

2. Active Suicidal Ideation with Some Intent to Act but no Specific Plan – active suicide 

thoughts with some intent to act 

3. Active Suicidal Ideation without Intent to Act – patient endorses thoughts of suicide 

but includes a statement such as. “I have thought about taking an overdose but I 

have no plan and I would never do it.” 

4. Non-Specific Active Suicidal Thoughts – General, nonspecific thoughts of wanting to 

end one’s life but no thoughts on methods, intent or plan. 

5. Wish to be Dead – Patient has a wish to be dead or fall asleep and not wake up. 

 

Non-suicidal self-injury represents behavior that has the potential for injury but without 

conscious suicidal intent. 

VI. Suicide Risk Stratification 

1. Low Risk 

a. Patient Health Questionnaire Modified for Teens (PHQ 9M) score less than 10  

b. Ask Suicide Screening Questionnaire (ASQ) with no “yes” answers 

c. No active Suicidal Ideation (SI) 

d. No previous suicide attempts 

e. Thoughts of suicidal ideation over 1 month ago  

f. Self-harm behaviors over 3 months ago 

2. Intermediate Risk 

a. PHQ 9 M of 10 or more 

b. ASQ with positive question 1-4 but negative 5 

c. History of past suicide attempt more than 3 months ago 

d. No active SI 

3. High Risk 

a. Active suicidal ideation with specific plan and intent to act 

b. Active suicidal ideation with some intent to act but no plan 

c. History of suicide attempt less than 3 months ago 

NOTE:  Stratification meant as a guide and any concerns surrounding aggressive behavior, substance 

abuse, disclosed abuse or other factors should be taken into consideration. 

VII.    Risk Factors 

1. Prior suicide attempt is the single largest predictor of suicide, especially in boys 
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a. 30 fold increase risk for boys 

b. 3 fold increase for girls 

c. Highest risk window is first year after suicide attempt 

2. Sad Persons  

a. S – Sex – females attempt more but males complete more 

b. A – Age – over 16 

c. D – Depression or other psychiatric diagnosis  

d. P - Previous Attempts 

e. E - Ethanol or other substance abuse 

f. R - Rational thinking lost or psychosis  

g. S - Social supports lacking 

h. O - Organized plan 

i. N – No significant other 

j. S – Sickness or life stressors 

3. FIRST- DEGREE RELATIVE OF A SUICIDE COMPLETER 

4. Access to firearms or unsecured medications 

5. Rates are highest among non-Hispanic American Indian and Alaska Native people with 

rising rates for non-Hispanic Black 

6. Youth who identify as LGBTQ youth at increased risk for SI and face rejection/isolation 

 

VIII. Screening Tools 

 

1. PHQ 9 Modified for teens – recommended depression/suicide screening tool for ALL 

COOK PCPs/NHC (see Appendix A) 

a. Completed by patients, themselves, validated for ages 11+ 

b. Along with clinical judgment and patient/family discussion this tool divides major 

depressive disorder into the following categories based on scoring: 

i. Score 0-4 – no or minimal depression 

ii. Score 5-9 – mild depression 

iii. Score 10-14 – moderate depression 

iv. Score 15-19 – moderately severe depression 

v. Score 20-27 – severe depression 

c. With a cut off score of 11 PHQ-9 has a sensitivity of 89.5% and a specificity of 

77.5% 

d. In contrast the shorter PHQ-2 with a cut score of 3 had a sensitivity of 73.7% and 

a specificity of 75.2% 

e. 19% of teenagers who did endorse suicidality did not screen positive on 

the PHQ-2 

f. IHC MHI Depression Fact Sheet: Children and Adolescents (aacap.org) 

g. PHQ-A Spanish_II .pdf (aidsetc.org) 

 

2. ASQ - Ask Suicide Screening Questionnaire (See Appendix B) 

a. Validated Screening tool for ages 8 and older 

b. Secondary screening tool if depression screen or discussion creates need to 

further investigate suicidal ideation 

c. Five questions about suicidal thinking, planning, and prior attempts 

d. Includes a worksheet to guide the clinician  

e. Available at:  screening_tool_asq_nimh_toolkit.pdf (nih.gov) 

https://www.aacap.org/App_Themes/AACAP/docs/member_resources/toolbox_for_clinical_practice_and_outcomes/symptoms/GLAD-PC_PHQ-9.pdf
https://aidsetc.org/sites/default/files/resources_files/PHQ-A%20Spanish_II%20.pdf
https://www.nimh.nih.gov/sites/default/files/documents/research/research-conducted-at-nimh/asq-toolkit-materials/asq-tool/screening_tool_asq_nimh_toolkit.pdf
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IX. Screening recommendations 

The following recommendations for screening are made in accordance with the American 

Academy of Pediatrics and Guideline for Adolescent Depression in Primary Care (GLAD PC) 

Toolkit. 

a. Universal Screening of all Youth ages 12 and older preferably at annual routine 

well visit 

b. Screening of children ages 8 – 11 when clinically indicated to include a 

behavioral health chief complaint, history of suicidal ideation or warning signs of 

suicide. 

c. Recommended frequency of screening is no more than once a month and no 

less than once a year 

d. All patients evaluated for a new behavioral health concern should be fully 

screened for suicide.  

e. Mental health follow up patients should be screened for suicide risk at every 

subsequent encounter. 

f. Routine screening of children less than 8 years of age is not recommended.  

Death by suicide in this age range is rare.  If warning signs for suicide as listed 

below are present then further evaluation would be indicated: 

i. Talking about wanting to die 

ii. Actions which mimic an aggressive motion such as choking or pointing a 

gun to the head 

iii. Self-harming behaviors 

iv. Impulsive aggression 

v. Giving away toys or possessions 

g. Patient can complete the screening tool independently or with assistance if 

needed due to physical disabilities, language barriers, or literacy delays 

 

X. Safety Plan – See Appendix C 

A Safety Plan represents a list of triggers, coping skills and supports available to help teens 

experiencing suicide crisis.  It includes a set of steps the teen can utilize to reduce the 

likelihood of engaging in suicide.  Consider a safety plan on any youth felt to be in the 

intermediate or high-risk zones. 

Studies show the efficacy of such planning.  In the ED setting, it was found that patients who 

received safety-planning instructions with follow up phone counseling were half as likely to 

make a suicide attempt in the 6 months following hospitalization.  The components of a 

Safety Plan include: 

a. Recognizing warning signs and triggers.  What are the things that trigger 

overwhelming feelings of sadness or thoughts of suicide?  Be able to recognize 

these. 
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b. Using known coping strategies.  Write down a list of things to do to help deal with 

the problem.  Examples: 

i. Listen to music 

ii. Read 

iii. Watch TV 

iv. Journal 

v. Go for a walk 

vi. Start an art project 

c. Having list of support adults and social contacts to reach out to in crisis.  Stress 

to the youth that an adult is critical, as it must be someone who will be 

responsible to making sure the individual gets emergent help if needed. 

d. Contact list of mental health agencies and professionals if needed 

e. Restricting access to lethal means 

i. Locking up all firearms 

ii. Separate firearms from ammunition 

iii. Securing medications 

 

XI. Physician/APP Resources 

There are a number of ways to contact behavioral health intake.  They are ranked here from fastest to 

slowest: 

1. Call directly at 682-885-7439 (backline) or 682-885-3917 option 1 (our physician line). Both lines 
ring the same phone, so there is no need to call both. Attempts are made to answer this phone 
24/7 – though on occasion - all intake staff are out of the office seeing patients in the ER. 

2. Send a text message via Vocera to the “On-Call Psych Intake Group.” If you don’t have access to 
Vocera, you can have the PBX operator send the message for you by calling 682-885-4000. 
These messages go out to all intake staff who are currently on the clock. It is helpful if you set the 
priority of the message from “Normal” to “High,” but that is not strictly necessary. 

3. Send an email to PsychiatryIntake@CookChildrens.org. This email inbox is monitored by all 
intake staff, but it might be up to four hours before the email is read, depending on how busy 
intake staff are. 

4. Route a message/chart to the “Behavioral Health Intake” pool in Epic. This inbox is monitored by 
all staff, but it might be a day or so before the email is read. 

5. Submit a referral for outpatient behavioral health services in Epic. This work queue is also 
monitored by all staff with a turnaround time of about one day on average 

 

Emergent Referral Options:  

Location Address Phone Ages treated Website Notes 

Cook Children’s 801 Seventh 
Avenue  
Fort Worth 
76104 

Main:  682-
885-4000 
 
Intake:  682-
885-3917 

Inpatient: ages 2 – 
12 
 
PHP:  Ages 6 – 17 

Community Support Resources | 
Cook Children's (cookchildrens.org) 

Emergency 
access through 
ED 24/7 
Intake available 
24/7 

JPS Health 
Network 

1500 South 
Main 
Fort Worth 
76104 

Main:  817-
927-3636 

Inpatient ages 13 – 
16 

Behavioral Health | JPS Health 
Network 

ED 24 hours  
Outpatient 
behavioral clinics  

mailto:PsychiatryIntake@CookChildrens.org
https://www.cookchildrens.org/health-resources/family-support/
https://www.cookchildrens.org/health-resources/family-support/
https://www.jpshealthnet.org/get-care/services/behavioral-health
https://www.jpshealthnet.org/get-care/services/behavioral-health
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Millwood Hospital 1011 North 
Cooper Street 
Arlington 
76011 

Main:  817-
261-3121 

Inpatient ages ??? www.millwoodhospital.com Call 24/7 

Mesa Springs 5560 Mesa 
Springs Drive 
Fort Worth 
76123 

817-398-
08382 

Inpatient ages 12 
and up 
PHP ages 5 and up 

Inpatient Mental Health & Addiction 
Treatment Facility in Fort Worth, TX 
(mesasprings.com) 

Walk Ins accepted 
24/7 

Springwood 2717 Tibbets 
Drive 
Bedford 
76022 

682-549-
7916 

Inpatient ages 18 
and older 

Texas Health Springwood Behavioral 
Health HEB 

Walk Ins accepted 
8 AM to 8 PM 

Perimeter 7000 US 
Highway 287 
Arlington 
76001 

817-662-
6342 

Inpatient ages 5 – 17 Perimeter Behavioral Hospital of 
Arlington, Texas 
(perimeterhealthcare.com) 

Phone 24/7 for 
intake 
assessment 

Mind Above 
Matter 

Keller: 
4232 Heritage 
Trace PKY 
76244 
Burleson:  
2915 South 
Burleson Blvd. 
76028 
Arlington:  
1215 West 
Randol Mill 
Road 76112 

 
 
817-662-
6169 

Emergent mental 
health assessments 
 
PHP Program 
 
Partnerships with 
regional ISDs 
including FWISD, 
Grapevine-
Colleyville, Keller, 
Aledo, HEB, Birdville, 
and Decatur 

Home - Mind Above Matter Monday – Friday 
8:30 AM to 5:30 
PM 

Texas Health 
Resources 
Emergency 
Departments 

Multiple 
Regional 
Locations 

Varies Emergency referral 
source for ages 18 
and older 

 Access 24/7 

Child Psychiatry 
Access Network 

Not Applicable 888-901-
CPAN (2726) 

Texas legislative 
funded access point. 
Providers can call to 
connect with a child 
psychiatrist or mental 
health provider 

 Access 24/7  

Connections 
Wellness Group 

Multiple 
Regional 
Locations 

940-394-
8507 

Partial 
Hospitalization 
Program for ages 7 – 
18 

Partial Hospitalization Program 
Dallas/Fort Worth | PHP Treatment 
(connectionswellnessgroup.com) 

 
 

Changes Frisco:  6870 
Lebanon Road 
75034 
McKinney:  
1820 North 
Lake Forest 
Drive 75071 
 

 
940-360-
8803 

 
Partial 
Hospitalization 
Program 

Behavioral Health for Children & 
Teens in Dallas, TX | Carrollton 
Springs 

 
Phone availability 
24/7 

 

 

 

SEE APPENDIX D FOR DETAILED LISTING OF PSYCHIATRIC DAY PROGRAMS 

http://www.millwoodhospital.com/
https://mesasprings.com/programs/inpatient-treatment/#InpatientAdolescent
https://mesasprings.com/programs/inpatient-treatment/#InpatientAdolescent
https://mesasprings.com/programs/inpatient-treatment/#InpatientAdolescent
https://www.texashealth.org/Locations/texas-health-heb/THBHHEB
https://www.texashealth.org/Locations/texas-health-heb/THBHHEB
https://www.perimeterhealthcare.com/arlington
https://www.perimeterhealthcare.com/arlington
https://www.perimeterhealthcare.com/arlington
https://mindabovematter.com/
https://connectionswellnessgroup.com/partial-hospitalization-program/
https://connectionswellnessgroup.com/partial-hospitalization-program/
https://connectionswellnessgroup.com/partial-hospitalization-program/
https://carrolltonsprings.com/child-adolescent/
https://carrolltonsprings.com/child-adolescent/
https://carrolltonsprings.com/child-adolescent/
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Appendix A:  PHQ 9 Modified for Teens 
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Appendix A continued:  PHQ 9 Modified for Teens 
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Appendix B:  Ask Suicide Screening Questions 
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APPENDIX C – SAFETY PLAN  

 

NOTE:  Texting options for assistance include 988 or 741741 
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APPENDIX D PSYCHIATRIC DAY PROGRAMS 
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APPENDIX E Crisis Contact Numbers 
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