
BRIEF REPORT 

An Investigation of Suicide Screening and Prevention Procedures Used 
in Pediatric Offices Across the State of Mississippi 
Morgan Buerke, MA1 , Michael Stempkovski2, Meghan Goldbeck3, Clara Carruth3, Jonathan Shook4, Angela Weathersby5 

1 Psychology, Louisiana State University, 2 Youth Villages, 3 Louisiana and Mississippi Chapters, American Foundation for Suicide Prevention, 4 Connections, 
Hattiesburg Clinic, 5 Mississippi Chapter, American Academy of Pediatrics 

Keywords: suicide, pediatrics, mental health 

https://doi.org/10.67225/001c.143883 

Journal of the Mississippi State Medical Association 
Vol. 66, Issue 7/8, 2025 

An Investigation of Suicide Screening and Prevention Procedures Used in 
Pediatric Offices Across the State of Mississippi 

Introduction  
Suicide remains a nationwide public health problem in young people, with 
suicide deaths increasing nationwide since 2007.1 This problem is even worse 
among states such as Mississippi, where individuals have higher rates of 
planning, suicide attempts, and suicide attempts requiring medical treatment 
than the National average.2 In addition to these heightened rates, Mississippi 
has a dearth of health care providers statewide,3 making it difficult to assess or 
treat for suicide risk. Therefore, the burden of assessing and treating suicidal 
thoughts and behaviors may be placed with other health care providers, such 
as pediatricians. 

Of the individuals who die by suicide, 45% reportedly see a primary care 
physician in the year before their death.4 This fact indicates that pediatricians 
may be uniquely suited to assess and refer individuals with suicidal ideation 
to treatment. However, we know relatively little about what pediatricians 
in the state of Mississippi are already doing for assessment and treatment 
of suicidality. Therefore, our current study explored the practices used by 
pediatricians for suicide risk screening and procedures following positive 
suicide screens. Our goal was to learn where aid could best be provided to 
pediatricians in screening for suicide, determining high suicide risk, and what 
to incorporate for future training. 

Methods  
Participants and Procedure:   For our study, 30 pediatricians practicing in 
the state of Mississippi were recruited,via emails to the Mississippi Chapter of 
the American Academy of Pediatrics and social media platforms (i.e., Reddit, 
X) between October 2023 and March 2024. All participants completed 
a 5–10-minute survey asking about their experiences with suicide risk 
screening, procedures, assessment, treatment, previous training they had 
received, and barriers to implementing universal suicide risk screening. All 
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participants were entered into a drawing to win one of 10 available $50 
gift cards. Ethical approval was obtained from the American Academy of 
Pediatrics (IRB#: 23EM03) and all participants provided informed consent. 

Results  
Suicide Risk Screening Protocols     
Most pediatricians stated that their health care practice conducted suicide 
risk assessments/screens, with 27% listing this as happening always, 70% 
sometimes, and only 3% reporting never. 

Pediatricians were asked to select all the suicide risk screeners that were 
used in their office. Pediatricians used a variety of suicide risk screeners, 
which mainly included the Patient Health Questionnaire-9 (PHQ-9; 57%) 
or Verbal inquiry (24%). One individual each also endorsed using the Mini-
International Neuropsychiatric Interview- Structured Clinical Interview for 
DSM-5, Suicide Behaviors Questionnaire, Edinburgh Postnatal Depression 
Scale, Generalized Anxiety Disorder-7, CRAFFT (Car; Relax; Alone; Forget; 
Friends; Trouble), and the Pediatric Symptom Checklist. An additional one 
individual was unsure which screener he or she used, and another stated that 
he or she used no screener. 

Most of these surveys were conducted during the appointment (60%), with 
an additional 33% giving the surveys both before and after the appointment 
(33%), and only 3% conducting the screen before the appointment with 
no other screening during or after the appointments. These screenings were 
usually conducted in-person (80%) or both online and in person (13%), with 
only 3% of pediatricians indicating that the screener was given online only. 

Pediatricians were asked to whom these screeners were given. Of our sample, 
7% stated that they conducted universal risk assessments for their patients, 
with only 2% giving them universally to parents of patients to ask about 
parental suicidal thoughts. Others reported only giving suicide screeners 
to individuals taking antidepressants (10%), those answering positively to 
a depression screener (24%), new mothers (14%), those with a history of 
suicidal thoughts or actions (14%), or all patients within a specific age group 
(24%). Out of those reporting giving the screener to certain age groups, 5% 
reported giving the screener to individuals over age 10, 18% over age 11, 27% 
over age 12, and 50% over age 13. 

Practices after suicide risk is determined       
Our sample was asked what practices are used when a patient answers 
positively on a suicide screener, and which of these options were required 
by their practice. Twenty-six individuals reported that they talked to the 
parents/caregiver. Of these, 11 (42.3%) were required by their clinic. For 
those reporting that they talk to the parents or caregiver, we asked how 
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collaborative the pediatrician was with the child or teen surrounding 
disclosure. Thirteen pediatricians reported that this behavior depends on 
the age of the child, with 4 reporting that the child can be present, and 1 
reporting the child must be present. Seven pediatricians reported that they 
would lead the conversation, with 0 reporting that the child would lead the 
conversation. Additionally, 4 individuals reported that the child can choose 
not to disclose in some cases, such as if the child was nonverbal or is not 
suicidal but just at risk for depression. 

Twenty-four pediatricians reported that they would talk to the child if he 
or she answered positively on a suicide screener, with 9 (37.5%) required 
by their practice. Sixteen would provide resources (N=6 required; 37.5%), 
19 would refer the patients (N=5 required; 26.3%), 16 would assess further 
(N=8 required, 50%), and 14 would partner with psychologists, psychiatrists, 
or social workers (N=5 required; 35.7%). An additional 10 reported that “it 
depends/varies”, and 3 reported other. 

Pediatricians were also asked which out of a list of practices they used, and 
whether they were used always, sometimes, or never. Most commonly used 
practices included assessing if the patient has a plan (N=27 Always; N=2 
Sometimes; N=0 Never), involving a third party such as a parent (N=25 
Always; N=3 Sometimes; N=1 Never), instructing the family on removal 
of lethal means (N=23 Always; N=5 Sometimes; N=1 Never), and referring 
the patient for mental health services (N=20 Always; N=9 Sometimes; N=0 
Never). Pediatricians also often asked the family about additional risk factors 
(N=17 Always; N=11 Sometimes; N=1 Never), provided emergency numbers 
(N=16 always, N=11 Sometimes; N=2 Never), developed a management plan 
for the patient (N=16 Always; N=9 Sometimes, N=2 Never), established 
follow-up with their office (N=16 Always, N=8 Sometimes; N=1 Never), and 
provided coping resources (N=15 Always; N=12 sometimes; N=1 Never). 
Lastly, a few pediatricians made safety contracts (N=10 Always; N=9 
Sometimes; N=8 Never) and sent the patient to the emergency room (N=5 
Always; N=20 Sometimes; N=2 Never). 

Confidence in implementing suicide screening      
Our sample was asked, “What is your current confidence in implementing 
suicide screening in your current practice?” Participants rated their 
confidence from 0-100 on a slider scale. Our sample was on average 57.9% 
confident (Median= 60.5; SD: 26.7), with 27% of our sample reporting below 
50% confidence, and 73% of our sample reporting below 75% confidence. 

Barriers to implementing universal screening      
Pediatricians were asked an open-ended question of “What barriers do you 
foresee in conducting widespread suicide risk assessments for all clients?” 
Fourteen of the pediatricians responded. The main concerns fell under the 
category of Time and Effort (n= 8; e.g., “The patient volume would be 
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overwhelming and too demanding”, “time constraints, paperwork, scanning, 
documentation”, “timeframe during clinic visit”). Pediatricians also listed a 
lack of resources as a concern (n= 2; e.g., “Limited resources for referrals”). 
Other pediatricians listed barriers such as the age of the patient (n=2; e.g., 
“Age of patients leading to some not understanding questions”), parents 
being concerned (n=1; e.g., “parental concern that the questions introduce 
an ‘idea’ to a child who previously didn’t know that was even an ‘option.’), 
and other patient characteristics (n=1; Patients being nonverbal due to global 
delay”). 

Training  
Seventy percent of pediatricians received no training on suicide prevention 
in the past year, and 48% received no lifetime training on suicide prevention. 
On average, those who did indicate receipt of training received 2.6 (SD: 1.8) 
hours of training in the past year, and 4.4 (SD: 5.4) hours of training in 
previous years. When asked how interested those in our sample were for 
additional training, 67% were at least moderately interested, with 97% at least 
somewhat interested in additional training. Specifically, pediatricians wanted 
additional training on risk assessments, which resources to provide, how to 
approach the topic of suicide, decision-making when someone is suicidal, 
and safety planning. They also asked for additional handouts or resources to 
provide to patients and parents and places to refer patients if they are suicidal. 

Discussion  
Pediatricians in Mississippi report a variety of suicide risk screening and 
management techniques. Important organizations such as the American 
Academy of Pediatrics and American Foundation for Suicide Prevention have 
developed the Blueprint for Youth Suicide Prevention5,6 which contains a list 
of recommendations for youth suicide assessment and management. In the 
state of Mississippi, however, it seems that pediatricians may be unfamiliar 
with these guidelines or other best practices for suicide risk and could use 
training that best improves their knowledge of these practices. 

For instance, our study found that many pediatricians used depression 
screeners or non-standard risk assessment measures such as verbal inquiry. 
Certain depression screeners, such as the Patient Health Questionnaire 
(PHQ-9), were highly endorsed by our study participants. However, these 
questionnaires rely on a single item assessing suicide risk, which has been 
found to miss many individuals still at risk for suicide.7 The Blueprint for 
Youth Suicide Prevention recommends that pediatricians add suicide-specific 
questions such as those on the Ask Suicide-Screening Questions (ASQ)8 to 
the PHQ-9 when assessing for suicide risk.5 These questions are brief and 
therefore may not add significant doctor or patient burden, as was a main 
concern for the individuals in our sample. 
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Our study also found large differences in which patients received suicide 
screeners. The Blueprint recommends universal screening for individuals 12+, 
and screening only when risk factors are present for ages 8-11.5 These risk 
factors may include a history of suicidal thoughts or actions, as well as having 
patients who come in with mental health problems as their chief complaint.5 

Therefore, pediatricians who screened for suicide in their patients currently 
taking antidepressants or currently depressed may be fulfilling best practices. 
However, it is important to note that, while depression is a risk factor for 
suicide, not all youth who die by suicide are diagnosed with depression, 
or have any pre-existing mental health disorder.9 The use of depression-
related screeners and indicators for suicide risk illustrates that pediatricians 
in Mississippi may benefit from training on how non-depressed individuals 
die by suicide. Some pediatricians also opted to screen new mothers, which is 
beneficial due to heightened risk for postpartum suicidal ideation and death 
by suicide in this population.10 

Interestingly, once a patient has been identified to have some level of suicide 
risk, pediatricians differed on whether they would talk to the child, with more 
of our pediatricians listing that they would talk to the parents/caregiver than 
to the child themselves. This factor is notable, as the Blueprint for Youth 
Suicide Prevention suggests talking to youth to let them know the next steps 
in the process if suicidal thoughts or behaviors are disclosed.5 Therefore, even 
if youth are not asked further questions, they should be informed about the 
process before proceeding to notify the parents. Most pediatricians reported 
that they would gather more information about their patient’s suicide risk 
before acting. This gathering included assessing if their patient has a plan for 
suicide and asking the patient’s family about additional risk factors. These are 
important steps to take that can signify to pediatricians their patients’ level of 
risk.5 The majority of pediatricians also indicated that they would speak to 
the family about removal of lethal means. There is evidence that lethal means 
counseling with parents works to improve safe storage procedures and to limit 
access to lethal means in the home.11 As suicidal crises are often time-limited 
and lethality of method often determines the likelihood of death when 
making a suicide attempt, lethal means counseling is crucial to decreasing 
youth suicides.5,11 Pediatricians also opted to provide emergency numbers, 
develop management plans, and provide coping tools for their patients. These 
strategies have all been recommended as individual interventions, or even 
combined into safety plans12 and have shown effectiveness in decreasing 
suicidal ideation and attempts, and hospitalizations.13,14 Many pediatricians, 
however, reported that they engage in use of safety contracts, with 19 
pediatricians reporting that they use them at least sometimes. However, safety 
contracts, also referred to as “no-harm contracts”, have been shown to be 
an ineffective suicide intervention, unlikely to protect against suicide-related 
legal action, and are generally not recommended.15 
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A few pediatricians reported that they would send their clients to the 
emergency room always, and a few reported that they would never use this 
as a risk management strategy. However, sending clients to the emergency 
room should only be done in cases involving imminent risk5 (i.e., those who 
are at risk of harming themselves immediately or within hours/day), which 
means that it should neither be the standard practice, nor avoided altogether. 
Overuse of hospitalization can remove patients’ autonomy, erode their trust 
in health providers, and over-fill hospital beds that may be needed for other 
more severe cases.16‑18 

Pediatricians in Mississippi consistently indicated having low levels of training 
in suicide risk management and prevention, and many reported being 
interested in increasing their training on this subject. Specifically, our sample 
was looking for extra training that focuses on how to empathetically assess 
patients for risk, conduct safety planning, and make decisions about care 
for individuals at risk for suicide. Additional information about special 
populations, such as nonverbal patients or those with intellectual disabilities 
should be provided. In addition, pediatricians need access to standardized 
resources to provide their clients, should they be in a suicidal crisis. 

Limitations: The current study only included 30 pediatricians. In addition, 
demographic characteristics of these pediatricians, the location within 
Mississippi of their offices, office size, partnership with mental health 
professionals, and other characteristics of their offices were unknown. It 
is possible that those who volunteered to take our study were more 
knowledgeable about suicide practices or more willing to learn about suicide 
practices than other pediatricians in the state. 

Conclusions: This study allowed us to identify gaps in Mississippi 
pediatricians’ knowledge of suicide risk screening, assessment, and 
management. Training on the Blueprint, and steps to take to ensure the 
safety of patients would be beneficial in Mississippi pediatric offices. In 
addition, as many pediatricians were worried about the time and effort 
required to implement more screening. Individuals creating these resources 
should consider how to maximize benefits while minimizing financial-, time-, 
and effort-related costs. 
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