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Screening for suicide risk – The need, the possibilities,
and a call for resources
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In this issue of CJEM, Lee and colleagues contribute an
important perspective on the risk of suicide death among
youth following an emergency department (ED) visit for
a mental-health-related concern and the timing of sui-
cide death after such visits.1 Youth and their families
who present to EDs during a mental health crisis are
some of the most vulnerable, scared, and stressed
patients evaluated in EDs.While recent Canadian litera-
ture exists on the risk of death among youth after an ED
visit for deliberate self-harm,2 to our knowledge, this risk
has yet to be comprehensively detailed among those with
ED visits for non-self-harm-related mental health crises.
The study by Lee et al.1 fills a critical knowledge gap,
because ED clinicians are concerned about the risk,
safety, and well-being of all youth presenting with men-
tal health concerns.
In their study, Lee and colleagues found that the risk

of death by suicide or indeterminate cause was threefold
higher for youth with ED mental health visits compared
to youth with non-mental, health-related visits. While
this seems to present a population in need of a targeted
intervention, the challenge is that themedian time to sui-
cide death was 5.2 years. These findings are important
and should inform a national dialogue on the practice
and implications of screening for suicide risk in all ED
patients presenting with mental health concerns. Such
a discussion is needed to help clarify the role of the
ED in relation to the continuum of mental health and
social services. What is particularly challenging is, how
can the magnitude of risk and timing for suicide, as
reported by Lee et al.,1 be used to guide ED resource
utilization and disposition decision-making?

Screening to assess for suicide risk among pediatric
mental health patients should be standard ED practice.
The premise behind screening is that mental health
patients have a self-harm risk that is typically under-
detected.3 While the Lee et al.1 study quantifies the
risk in this patient population, a recent study also
demonstrated that screening can effectively identify
risk in patients with a range of mental health concerns.3

A core tenet of screening is that the practice employs a
standardized and validated tool to allow clinicians to
rule-in and rule-out immediate risk amongEDpatients.4

The goal is to quickly identify those youth who require a
more in-depth clinical assessment by a trained mental
healthcare professional regarding intent and means for
self-harm and potential death by suicide. U.S.-based
organizations have rapidly endorsed the importance of
screening all mental health patients and are mandating
or providing resources to facilitate this practice.5,6 The
same level of action has yet to occur in Canada; to
date, no formal recommendations or guidelines on
screening in an ED setting exist. What is now needed
is investment in understanding themid- and longer-term
impacts of ED-based screening. This includes studies of
its impact on access and time to mental health and social
services, healthcare costs and resources, and, most
importantly, the number of deaths by suicide.
Community-based mental health and/or social ser-

vices must be available and accessible to youth who
intentionally harm themselves, as well as those without
self-harm complaints yet screen positive and, thus,
might also be at risk of death by suicide. Over two-thirds
of youth who come to an ED for a mental health
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emergency will be discharged home7; this is also true for
those youth who present to the EDwith suicidal ideation
and/or self-harming behaviours.8 Findings from the Lee
et al. study suggest that such youth continue to be at risk
of death by suicide or indeterminate cause for many
years after an index ED visit. As nearly 70% of youth
who later died by suicide had been admitted at the initial
ED visit, even hospitalization is not a long-term solution
for all youth. What the Lee et al. study does not tell us is
what the healthcare trajectories were for youth who died
by suicide years after an ED visit. Did these youth access
healthcare or social services in the year or months pre-
ceding their death? Were services and support available
but not accessed by youth? Conversely, were services and
support not available for youth in their communities?
Many gaps are documented for access tomental health

and social services in Canada (see a contemporary com-
mentary9), including the concern that the lack of integra-
tion of mental health services into provincial healthcare
plans continues to perpetuate existing barriers (e.g.,
financial) to access and treatment.10 This makes it likely
that some youth in the Lee et al. study did not receive
the care and services that they needed throughout their
lifetime. Identifying at-risk children through early
screening and intervention before they present to an
ED with significant self-harm behaviours is necessary
to alter their trajectories and improve health and well-
being outcomes. In an ideal healthcare system, there is
a coordinated continuum of mental health promotion,
prevention, and intervention services in all communities.
This continuum supports youth early on in childhood to
develop skills and reduce stigma around mental health,
identifies and supports at-risk and vulnerable youth,
and ensures that youth are cared for in and by their com-
munities. While this continuum of care extends well
beyond the ED setting, clinicians who screen youth
in the ED for suicide risk do face an ethical dilemma if
they identify at-risk youth but have no available or
accessible follow-up services to offer. At this time,
improved transitions from acute emergency care to
short- and longer-term mental healthcare solutions are
necessary in order to increase service engagement after
an ED visit and decrease the potential for continued cri-
ses (e.g., repeated ED visits). The Lee et al. study1 should
serve as a wake-up call and a reminder that one of our

most vulnerable patient populations, youth with mental
health concerns, continue to need us, their care provi-
ders, to advocate for their access to the post-ED visit
care they need and deserve.
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