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ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family
Physicians for educational purposes only. Please note that medical information is constantly
changing; the information contained in this activity was accurate at the time of publication. This
material is not intended to represent the only, nor necessarily best, methods or procedures
appropriate for the medical situations discussed. Rather, it is intended to present an approach,
view, statement, or opinion of the faculty, which may be helpful to others who face similar
situations.
The AAFP disclaims any and all liability for injury or other damages resulting to any individual
using this material and for all claims that might arise out of the use of the techniques
demonstrated therein by such individuals, whether these claims shall be asserted by a
physician or any other person. Physicians may care to check specific details such as drug
doses and contraindications, etc., in standard sources prior to clinical application. This material
might contain recommendations/guidelines developed by other organizations. Please note that
although these guidelines might be included, this does not necessarily imply the endorsement
by the AAFP.
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and continues to direct—the Center for Adolescent Health and the GOALS Program at People's Community
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Learning Objectives
1.

Utilize appropriate diagnostic criteria to evaluate and screen adolescent
patients for depression, bullying, and suicide risk.

2.

Counsel parents and adolescent patients regarding depression and
bullying prevention and intervention.

3.

Devise collaborative treatment plans for depression, including appropriate
psychotherapy and pharmacotherapy (or a combination), that take into
account the risks and benefits of various interventions.

4.

Coordinate care for adolescent patients who require referral to subspecialists or admission to hospitals for suicide prevention.

Associated Session
• (PBL) Adolescent Depression
Management and Bullying Mitigation:
Interventions That Make A Difference
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Audience Engagement System
Step 1

Step 2

Step 3

What % of your practice is between the ages
of 10-25?
1) 0-10%
2) 10-30%
3) 30-50%
4) >50%
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•

Recent YRBS DATA FOR 2017
– Nationwide, 19.0% of students had been bullied on school property during the 12
months before the survey, higher among racial, ethnic, and sexual minorities, as well
as females.
– Nationwide, 14.9% of students had been electronically bullied (counting being bullied
through texting, Instagram, Facebook, or other social media) during the 12 months
before the survey, again similar trends (female students experiencing twice as much)
– Nationwide, 6.7% of students had not gone to school on at least 1 day during the 30
days before the survey because they felt they would be unsafe at school or on their
way to or from school (i.e., did not go to school because of safety concerns)
– During the 12 months before the survey, 31.5% of students nationwide had felt so sad
or hopeless almost every day for 2 or more weeks in a row that they stopped doing
some usual activities
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What does USPSTF say about depression screening in 12-18 yo?
1)
2)
3)

4)
5)

•
•
•
•

•
•
•
•
•

Recommends the service. There is high certainty that the net benefit is substantial.
Recommends the service. There is high certainty that the net benefit is moderate or
there is moderate certainty that the net benefit is moderate to substantial.
Recommends selectively offering or providing this service to individual patients
based on professional judgment and patient preferences. There is at least
moderate certainty that the net benefit is small.
Recommends against the service. There is moderate or high certainty that the
service has no net benefit or that the harms outweigh the benefits.
Current evidence is insufficient to assess the balance of benefits and harms of the
service. Evidence is lacking, of poor quality, or conflicting, and the balance of
benefits and harms cannot be determined.

Free, easy to obtain
Multiple languages & culturally
sensitive
Low patient burden
Low staff/provider burden
– Compatible with EHR! Easy to
score.
Reliable
Sensitive
Specific
Validated
Can measure change over time

•
•
•
•
•
•
•
•

Requires getting everyone on board
Requires a champion
Funders love-more and more may
require
Measurable success
Helps with program evaluation
Let’s families know that these are
areas that can be addressed safely
in your office
EHR interface can be challenging
Supports teaching and
interdisciplinary care
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•
•
•
•
•
•
•
•
•
•

PSC, PSC-17, PSCY
CRAFFT (substance abuse)
PHQ 2, 9, & A
Screen for Child Anxiety Related Disorders (SCARED)
Center for Epidemiological Studies Depression Scale for Children
(CES-DC)
Child Depression Inventory (not free)
Strengths and Difficulties Questionnaire
Edinburgh Postnatal Depression
Child Behavior Checklist (not free)
Rapid Assessment for Adolescent Preventive Services (RAAPS)
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• Home – both parents in home
• Education –7th grade, Bs & Cs (but

• Sexuality - denies being touched

• Eating - feels is “fat,” decreased

• Suicide/Depression -

used to get A’s and B’s), doesn’t like
school anymore
appetite but gaining weight

• Activities - video games & on phone 6
hrs/day, stopped basketball

• Drugs – tried vaping

http://contemporarypediatrics.modernmedicine.com/contemporarypediatrics/news/clinical/pediatrics/getting-adolescent-heads-essential-update

inappropriately, not sure who
attracted to, kids call “gay,” no
pubertal education

screening tool scored, admits
worries, can be sad, admits to
thinking about suicide

• Safety - witnessed DV, no guns in
home, kids at school make
threatening comments

• Strengths – friends think is
funny

Access to care remains a critical issue for children and
adolescents with mental health disorders, especially
underserved children. A physician-led medical home,
therefore, can play an important role in recognizing,
consulting, and treating children with mental health
disorders by:
• Surveying all children for substance abuse, and
mental and developmental abnormalities at each
preventive care visit. Surveillance tools should be ageappropriate and scientifically validated.
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Rachel A. Zuckerbrot et al. Pediatrics 2018;141:e20174081

– Universal Screen for depression starting at
age 12 at well visits
– Also screen as history or situation indicates
– Use validated tools
– Office champion to develop process, work flow
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•
•
•
•
•
•
•
•
•

Feeling sad, hopeless, bored or irritable a lot of the time
Not wanting to do or enjoy doing fun things – social withdrawal
Changes in eating patterns – eating a lot more or a lot less than usual
Changes in sleep patterns – sleeping a lot more or a lot less than normal
Changes in energy – being tired and sluggish or tense and restless a lot of
the time
Having a hard time paying attention – drop in grades
Feeling worthless, useless, or guilty
Self-injury and self-destructive behavior – substance abuse
May hide symptoms from peers, family, everyone
https://www.cdc.gov/childrensmentalhealth/depression.html

•
•

Depression

•
•
•
•

Bullying

Suicide

•
•

Somatic complaints
Declining adherence to medical
regime
Changes in behavior
Affect upon interview
LGBTQ youth more at risk for all
three issues
Depressed and victim of
bullying: higher risk for suicide
Suicide: hopelessness,
preoccupation with death
History of trauma or ACES
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Overlap with traditional bullying
• Effects on the child are largely
the same
• Victims tend to experience both
• Kids are reticent to report
• Bystander is very important
• School interventions including
peer-led, are most effective
• School climate very important

Unique to cyberbullying
• Not as rampant as media
suggests
• Internet safety and etiquette is
important but not adequate
• Kids who are being cyberbullied
but not bullied in person may
have some unique needs (selfesteem)
• No amount of parent monitoring
will catch all of it

Olweus, D. O. (2012). Cyberbullying: An overrated phenomenon?. European Journal
Of Developmental Psychology, 9(5), 520-538. doi:10.1080/17405629.2012.682358
Van Geel M, Vedder P, Tanilon J. Relationship Between Peer Victimization,
Cyberbullying, and Suicide in Children and AdolescentsA Meta-analysis. JAMA
Pediatr. 2014;168(5):435–442. doi:10.1001/jamapediatrics.2013.4143

•

Information:
– Bullying fact sheets https://www.stopbullying.gov/
– The most effective interventions are school-based interventions
– Any state legislation/policy: https://www.stopbullying.gov/laws/index.html

•

Recs for Parents:
– support the teen with empathy, take it seriously, don’t confront other parents, advocate
at school

•

What you can do in the office:
– Express support – kids have the right to feel safe at school
– Engage in problem solving – create a plan for safety at school, create family media
plan
•

•

https://www.healthychildren.org/English/media/Pages/default.aspx

What you can do after seeing the patient:
– advocate with the teen’s school and inquire about resources
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• Information:
– AACAP Facts for Families https://www.aacap.org
– Stress mind-body connection

• For Parents
– Importance of treating depression
– Reframing “unsavory behaviors” within the context of depression

• What you can do in the office
– Behavioral activation
– Consider medication
– Close follow-up

• Ask permission first
• Provide information/statistics
– Message: you are not alone

•
•
•
•

Provide support and recommendations to parents
Connect patient with behavioral health resources
Brief intervention in the office (5 min)
Advocate for the patient after the appointment
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• Depressed youth
– Experience more life stress
– Lack coping and emotion regulation skills for
dealing with these stressors and their own
emotional reactions
– Do not engage in pleasurable activities
• Withdrawal, anhedonia
• Poor achievement in school/conflict with family often
present barriers to fun

• Can be done in 5 min in the office
• Make or provide a list of fun activities
• Teen tracks completion of activities and rates
mood following participation in activities
or at the end of the day
• Present as a “prescription”
– Addressing parent concerns
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1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.

Soaking in the bathtub
Thinking about how it will be when
school ends
Going out with friends
Relaxing
Going to a movie
Going running
Listening to music
Lying in the sun
Reading magazines or books
Saving money
Planning the future
Dancing
Fixing or cleaning things around the
house
Telling jokes
Going hunting or fishing
Going to a museum
Getting nails done, massage, etc.
Talking on the phone

19.
20.
21.
22.
23.
24.
25.
26.

Cooking good food
Taking care of your pets
Going swimming
Writing
Drawing or doodling
Playing sports
Going to a party
Talking with friends

27. Working out
28. Playing a musical instrument
29. Going rollerblading
30. Going to a beach
31. Singing
32. Traveling
33. Yoga…..
99. ______________
100. _____________

Mood Rating





10
9
8
7
6
5
4
3
2
1
0
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•

Doctoral Level:
–
–

•

Master’s Level
–
–
–

•

Psychologists (PhD, PsyD)
Psychiatrists (MD)
Social Workers (LMSW, LCSW)
Licensed Counselors (LPC)
Licensed Marriage and Family Therapists (LMFT)

Bachelor’s Level
–

Licensed Chemical Dependency Counselors (LCDC)

•

Spend some time with the patient assessing readiness for behavioral health
treatment, potential barriers (physical and psychological)

•

Ensure that insurance will work

•

Check to make sure provider provides evidence-based treatment
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•
•
•
•
•
•
•
•

Local branch National Alliance Mentally Ill (NAMI)
MHMR
Child Guidance Center
Schools, especially if on-site therapy
Behavioral Health of insurance plan
Specialized Hospital Systems
Other local non-profits
Regional Academic Center

• Designated treatment team that
includes family & patient
• Ongoing staff & patient education
• Systemic use tools/procedures
for screening and treatment
• Care plan development
• Improved coordination and
communication

• Case management for patients
& families
• Routine tracking of outcomes
• Clinic quality improvement and
evaluation
• Increased family and patient
motivation and engagement

Cheung AH, Zuckerbrot RA, Jensen PS, et al. Guidelines for Adolescent Depression in Primary Care (GLADPC): Part II. Treatment and
Ongoing Management. Pediatrics. 2018;141(3):e20174082
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• Summarize what can do in office
• Walkthrough in office interventions
• Already have plan for + screens,
handouts, referrals
• Get more information/data as needed
• Continue therapeutic alliance
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1.Depressed mood most of the day, nearly every
day, as indicated by either subjective report (e.g.,
feels sad, empty, hopeless) or observation made
by others (e.g., appears tearful). (Note: In children
and adolescents, can be irritable mood.)

5. Psychomotor agitation or retardation nearly every
day (observable by others, not merely subjective
feelings of restlessness or being slowed down). P

2. Markedly diminished interest or pleasure in all,
or almost all, activities most of the day, nearly
every day (as indicated by either subjective
account or observation.) I

7. Feelings of worthlessness or excessive or
inappropriate guilt (which may be delusional) nearly
every day (not merely self-reproach or guilt about
being sick). G

3. Significant weight loss when not dieting or wt
gain (e.g., a change of more than 5% of body
weight in a month), or decrease or increase in
appetite nearly every day. (Note: In children,
consider failure to make expected weight gain.) A

8. Diminished ability to think or concentrate, or
indecisiveness, nearly every day (either by
subjective account or as observed by others). C

4. Insomnia or hypersomnia nearly every day. S

6. Fatigue or loss of energy nearly every day. E

9. Recurrent thoughts of death (not just fear of
dying), recurrent suicidal ideation without a specific
plan, or a suicide attempt or a specific plan for
committing suicide. S

Which medication is FDA approved for
treating depression in a 14 yo?
1) Paroxetine
2) Fluoxetine
3) Bupropion
4) Amitriptyline
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Medication

Starting Dose
(qd/od), mg

Increments,
mg

Effective
Dose, mg

Maximum
Dosage, mg

Citalopram

10

10

20

60

Fluoxetine

10

10–20

20

60

Fluvoxamine

50

50

150

300

Sertraline

25

12.5–25

50

200

Escitalopram

10

5

10

20

http://pediatrics.aappublications.org/content/early/2018/02/22/peds.2017-4082
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• Take in AM with breakfast
– If makes sleepy, take q HS

• Start low-dose & see back
• Recommended see or connect q week for 1st 4 weeks
• Clinical effects may be delayed 3-6 weeks after
treatment
• If no response after 4 weeks, consider switch
– May be 30-40%
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•
•
•
•
•
•
•
•

Activation or jitteriness
Drowsiness
Stomach upset
Insomnia
Anxiety
Dizziness
Headache
Sexual dysfunction

•
•
•
•
•
•
•

Dry mouth
Blurred vision
Nausea
Rash or itching
Tremor
Constipation
Weight gain

https://www.uptodate.com/contents/selective-serotonin-reuptake-inhibitorspharmacology-administration-and-side-effects?source=
see_link&sectionName=SIDE%20EFFECTS&anchor=H399779851#H399780694

• NIMH-funded Treatment for Adolescents
with Depression Study (TADS)2 has
indicated that a combination of medication
and psychotherapy is the most effective
treatment for adolescents with depression.
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•
•
•
•
•

Well Adolescent Exam
Headache or other somatic sxs
Depression or other dx
Victim of bullying
Family stress

•

Consider Counseling Code
–

•

Screening
–
–
–
–

•
•
•
•
•
•
•
•

Bipolar Disorder F31
Adjustment Disorder F43.2PTSD F43.1Dysthymia/Persis Mood
Disorder F34Disruptive Mood Dysregulation
Disorder F34.81
Anxiety Disorder F41Unspec Mood Disorder F39Suicidal Ideation R45.851

Preventive medicine counseling and/or risk
factor reduction interventions 99401-99404
(billable in 15-minute increments)
96116 Neurobehavioral status exam, face-toface time & interpreting test results, per hour
96150 Health & behavior assessment, each
15 min face-to-face with the patient, initial
96160 Administration patient-focused health
risk assessment instrument w/ scoring &
documentation, per standardized instrument
96161 Administration of caregiver-focused
health risk assessment instrument for the
benefit of the patient, with scoring and
documentation, per standardized instrument

•
•
•
•
•

Suicide Attempt T14.91
Personal History Self-Harm Z91.5
Encounter Victim Abuse Z69Other Spec Counseling Z71.89
Stress/Life Management /Social
Role Conflict Z73.• Problems related to education Z55-
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•

YRBS 2017 data:
– Suicide second leading cause of death in 10-24 year olds
– Rates are consistently higher in adolescents who experienced stress
resulting from prejudice/discrimination or historical trauma (e.g. Hispanic
youth and 2x as likely in female reports)
– American Indians/Alaska Native adolescents and young adults have a
suicide rate 1.5 times higher than the national average
– Nationwide, 17.2% of students had seriously considered attempting
suicide during the 12 months before the survey.
– During the 12 months before the survey, 13.6% of students nationwide
had made a plan about how they would attempt suicide.
– Nationwide, 7.4% of students had actually attempted suicide one or
more times during the 12 months before the survey.
– 2.7% needed medical attention

RISKS:
•

•
•
•
•
•
•

Interpersonal loss & stressors
– Death or suicide in someone known
– Conflict with family
– Breakup
– Conflict with friends
– Bullying
Psychiatric disorders & prior attempts
Substance use / high risk behaviors
LGBTQ with little support
Access to lethal means
Barriers to getting help & social isolation
Chronic disease & disability

PROTECTIVE:
•
•
•

•
•
•

Effective behavioral health care & access to
interventions
Social support/connectedness
Life skills
– Problem solving & coping
– Ability to adapt to change
Restricted access to means
Self-esteem & sense of purpose in life
Cultural/religious/personal beliefs that
discourage suicide
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• Teens want you to ask about these things and they need your
support
• Be curious and empathic
– Follow up on screening measures
– Open ended vs closed questions
– Type of questions:
• How safe do you feel at school and home; Who can you talk to; Do you
have a school counselor; Provide support

– Empathic statements
– Read body language, validate and normalize situation

• Communicate that you care about the teen and want to help him/her

•
•
•
•
•
•
•
•

Does the adolescent now have suicidal thoughts or plans?
Have prior attempts occurred?
Does the plan or previous attempt have significant lethality or efforts to avoid detection?
Has the adolescent been exposed to suicide attempt/completion by peers or family members?
Does the adolescent have alcohol or substance abuse problems?
Does the adolescent have a conduct disorder or patterns of aggressive/impulsive behavior?
Does the family show significant family psychopathology, violence, substance abuse, or
disruption?
Does the adolescent have the means available (esp firearms and toxic medications)?

Adapted SAD PERSONS (Sex, Age, Depression or affective disorder, Previous attempt, ETOH-drug abuse, Rational thinking loss, Social supports lacking,
Organized plan, Negligent parenting or family stress or suicidal modeling, and School problems).
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•

Information:
– Bullying fact sheets https://www.stopbullying.gov/
– The most effective interventions are school-based interventions
– Any state legislation/policy: https://www.stopbullying.gov/laws/index.html

•

Recs for Parents:
– support the teen with empathy, take it seriously, don’t confront other parents, advocate
at school

•

What you can do in the office:
– Express support – kids have the right to feel safe at school
– Engage in problem solving – create a plan for safety at school, create family media
plan
•

•

https://www.healthychildren.org/English/media/Pages/default.aspx

What you can do after seeing the patient:
– advocate with the teen’s school and inquire about resources

• Follow up with mental health referral
• Follow up with family to check in
• Maintain connection

• Involve school as possible.
• Schedule follow-up visit as appropriate
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•
•
•

Make an immediate referral to a mental health provider or emergency
services if severe depression, psychotic, or suicidal ideation/risk is evident.
When/how violate confidentiality
Options to get into emergent care
– Ideally already have practice plan
– If have IBH, page behavioral health specialist
– Call 911, mental health deputies, local mental health hotline, police or EMS as
needed
– Hospital Emergency Room
– Local mental health authority if have intake site
– Psychiatric hospital

• Post hospitalization if was necessary
• Communication between behavioral health
specialist, primary care, family, & school
• Duration of therapy and/or medication use
• Ongoing screening
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• Use validated tools and structured interviews,
both to screen and as f/u for behavioral
health issues
• Have a coordinated, team-based systems
approach in place
• Harm in not treating, including judicious use
of SSRIs and behavioral health consultants
• Utilize empathy, optimism, and close f/u

What Social Media Sites/Apps Do You Feel Most
Comfortable With?
1) Facebook
2) Twitter
3) Instagram
4) Snapchat
5) Pinterest
6) I am not comfortable with any social media sites
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• Youth behavior interaction with
Social Media
• Using ‘Meme Culture’ as an outlet
for stress and depression.
• Engaging adolescents in healthy
“Self-Talk”
• “Teenagers are masters at
disguising their depression…
Across both physiological and
mental illness: kids have really
long compensatory phases before
they suddenly crash”

•
•
•
•
•

The +/Time spent
Veneer of profiles
Effects of too much & too little
What research says: a little bit
of both
• Positive resources:
TheOatmeal (and other comics),
r/WholesomeMemes, Self-Care Apps

WEEEEEEEEEEE
WEEEEEEEEEEE
F**K ALL THAT!
F**K ALL THAT!

Graphic by Matthew Inman, from TheOatmeal.com
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Questions

Contact Information
Celia Neavel MD, FSAHM, FAAFP
celian@austinpcc.org
www.austinpcc.org
@CNeavelMD
Jane Gray, PhD
jane.gray@austin.utexas.edu
Geordi Cortez-Neavel, BA
geordi.cortez-neavel@my.unthsc.edu
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Mental Health Screening
•
•
•

•
•
•
•

https://www.cdc.gov/features/yrbs/index.html 2017 YRBS
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal
/depression-in-children-and-adolescents-screening1 USPTF
For Pediatric Symptom Checklist
– http://www.massgeneral.org/psychiatry/services/psc_home.aspx
http://www.brightfutures.org/mentalhealth/pdf/professionals/ped_sympton_chklst.
pdf
For PHQ9 http://www.depression- primarycare.org/images/pdf/phq_9_eng.pdf
For CRAFFT http://www.ceasar-boston.org/clinicians/crafft.php
For SCARED (anxiety) https://sspediatricassociates.com/Forms-andPolicies/Forms/Behavioral,-Mental-Health-Assessment-Forms/SCARED-form-Parentand-Child-version.aspx
For Center for Epidemiological Studies Depression Scale for Children
https://www.brightfutures.org/mentalhealth/pdf/professionals/bridges/ces_dc.pdf

Mental Health Screening - 2
• http://www.possibilitiesforchange.com/raaps/ RAAPS Screening Toll
• Chart comparing mental health screening tools
https://www.aap.org/en-us/advocacy-and-policy/aap-healthinitiatives/Mental-Health/Documents/MH_ScreeningChart.pdf
• HEEADSSS examples http://www.bcchildrens.ca/youthhealthclinicsite/documents/headss20assessment20guide1.pdf &
http://www.contemporarypediatrics.com/sites/default/files/legacy/mm
/Resource-Centers/GettingintoTeensHeads.pdf
• https://www.texmed.org/Template.aspx?id=42554
• https://www.aafp.org/afp/1998/1101/p1617.html SIGECAPS
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Key Resources Assessment & Management
Adolescent Depression in Primary Care
•

Zuckerbrot RA, Cheung A, Jensen PS, et al. Guidelines for Adolescent
Depression in Primary Care (GLAD-PC): Part I. Practice Preparation,
Identification, Assessment, and Initial Management.
Pediatrics.2018;141(3):e20174081

•

Cheung AH, Zuckerbrot RA, Jensen PS, et al. Guidelines for Adolescent
Depression in Primary Care (GLAD-PC): Part II. Treatment and Ongoing
Management. Pediatrics. 2018;141(3):e20174082

•

http://www.glad-pc.org/ Guidelines for Adolescent Depression in Primary
Care (GLAD-PC) Toolkit

Depression Treatment
•

•
•
•
•
•

Antidepressant medication information for caregivers
https://www.nimh.nih.gov/health/topics/child-and-adolescent-mentalhealth/antidepressant-medications-for-children-and-adolescents-information-forparents-and-caregivers.shtml
Antidepressant use in pediatric patients https://www.cms.gov/MedicareMedicaid-Coordination/Fraud-Prevention/Medicaid-IntegrityEducation/Pharmacy-Education-Materials/Downloads/ad-pediatric-factsheet.pdf
Pediatric Psychopharmacology for Treatment of ADHD, Depression,and Anxiety
http://pediatrics.aappublications.org/content/pediatrics/136/2/351.full.pdf
Effectivechildtherapy.org What evidence supports what mental health therapy
https://www.aacap.org American Academy of Child & Adolescent Psychiatry- has
information for families and treatment recommendations for physicians
https://jamanetwork.com/journals/jama/fullarticle/199274 TADS
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Bullying Resources
•
•
•

•

•

Olweus, D. O. (2012). Cyberbullying: An overrated
phenomenon?. European Journal Of Developmental Psychology, 9(5), 520538. doi:10.1080/17405629.2012.682358
McClowry, R. J., Miller, M. N., & Mills, G. D. (2017). What family physicians
can do to combat bullying. Journal Of Family Practice, 66(2), 82-89.
Van Geel M, Vedder P, Tanilon J. Relationship Between Peer Victimization,
Cyberbullying, and Suicide in Children and AdolescentsA Metaanalysis. JAMA Pediatr. 2014;168(5):435–442.
doi:10.1001/jamapediatrics.2013.4143
https://www.aap.org/en-us/advocacy-and-policy/aap-healthinitiatives/Pages/Connected-Kids.aspx Connected Kid includes a Clinical
Guide and 21 handouts for parent and teen topics such as bullying,
discipline, interpersonal skills, parents, suicide and television violence.
https://www.stopbullying.gov/

Suicide Prevention
• http://www.sprc.org/ Suicide Prevention Resource Center. Has
hotline # and Suicide Assessment Five-step Evaluation and Triage
for Mental Health Professionals
• http://www.heardalliance.org/wp-content/uploads/2011/04/SuicideRisk-Assessment-SAD-Persons.pdf
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