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Objective: This study describes recency of suicide attempt
(SA) and suicidal ideation (SI) at index emergency depart-
ment (ED) visit and post‐ED‐discharge reattempt among
pediatric patients.

Methods: Secondary analysis from the ED Screen for
Teens at Risk for Suicide study included patients ages 12–
17 who reported a past SA during screening and received a
phone call 3‐month post‐ED‐discharge assessing reat-
tempt. Logistic regressions tested past SA/SI recency as
predictors of reattempt. Descriptive statistics on SA/SI
recency and reattempt are provided.

Results: Sample included 351 patients reporting a past SA
during screening (70% cisgender female, 59% White, 53%
psychiatric chief complaint, mean [SD] age = 15.3 [1.5]). 17%
(60/351) reattempted suicide post‐ED‐discharge.
Compared to patients who attempted over a year ago,
patients with recent SA within 3 months, especially 1 week

before screening, had greater odds of reattempting
(3 months: p < 0.05, adjusted odds ratio [adjOR] = 3.1 [1.1–
10.4]; 1 week: p< 0.01, adjOR= 4.8 [1.7–16.2]). Patients with
recent SI within 24 h before screening had greater odds of
reattempting than thosewith no recent SI (adjOR= 2.8 [1.1–
7.6]; p < 0.05). 94% (64/68) of patients with a SA from over a
year ago and no recent SI did not reattempt at follow‐up.

Conclusions: Pediatric ED patients have greater risk of
reattempting suicide post‐discharge if their last SA was
within the past 3 months−especially 1 week−and when
most recent SI occurred within 24 h. Conversely, patients
reporting SA over a year ago with no recent SI may require
less immediate intervention. Findings support universal
suicide risk screening and clinical pathways that use
recency of SA to inform disposition.

Psych Res Clin Pract. 2024; 6:87–93; doi: 10.1176/appi.
prcp.20240006

Youth suicide is a national public health crisis. In 2020,
suicide claimed the lives of 1592 youth between the ages 12
and 17, accounting for 20% of all deaths in that age group
(1). One of the strongest predictors of a suicide attempt
(SA) is a past attempt (2), a risk factor shared by up to 40%
of suicide decedents (3). Validated suicide risk screening
tools used in medical settings often assess a patient's life-
time history of SAs, in addition to recent suicidal ideation
(SI) (4–6). Data from multisite validation studies evalu-
ating the Ask Suicide‐Screening Questionnaire (ASQ)
showed up to 60% of youth and adults who screened
positive for suicide risk reported a past SA (7).
Prior research has also demonstrated that suicide risk

screening tools can predict future SAs (6) and suicide‐
related emergency department (ED) visits (8–10). A SA
within the last 6 months and SI within the past week have
been identified as predictors of SA post‐ED‐discharge (11,
12). In addition, some studies have found that more recent

SAs and ideation are associated with post‐hospitalization
attempts among psychiatric inpatient youth (13–15).
However, the relationship between recencies of attempt,

HIGHLIGHTS

� The relationship between suicide attempt (SA) and
ideation recency and reattempt has not been examined
among pediatric emergency department (ED) patients.

� Pediatric ED patients are at greater risk of reattempting
suicide if they report a SA from the past 3 months, or
suicidal ideation (SI) from the past 24 h.

� Pediatric patients with a past SA from over 1 year ago
may be considered at lower risk of reattempt if they also
deny recent SI.

� Findings support universal suicide risk screening and
clinical pathways that use recency of SA to inform
disposition.
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ideation, and reattempt have not been specifically exam-
ined among pediatric ED patients. Identifying a potentially
high‐risk period of recent SI and attempt for pediatric ED
patients with a past attempt can inform clinicians in
managing their care when they screen positive for suicide
risk.
Accordingly, this study aimed to describe the associa-

tion between the recency of a reported SA and SI (both
relative to index ED visit), and reattempt within 3 months
post‐ED‐discharge among pediatric ED patients with a
past attempt. Clinical implications of findings for universal
suicide risk screening are discussed.

METHODS

Setting and Participants
This study is a secondary analysis of the Emergency
Department Screen for Teens at Risk for Suicide (ED‐
STARS) study that developed the Computerized Adaptive
Screen for Suicidal Youth (6). In the primary study, data
were collected from pediatric ED patients ages 12–17 be-
tween July 2015 and July 2016 in 13 urban teaching hos-
pitals across the United States. At their index ED visit,
patients completed a survey that contained the ASQ (5)
and Columbia Suicide Severity Rating Scale (C‐SSRS) (16,
17) to assess recent SI and attempt history. An enriched
subsample (i.e., contained more patients who were deemed
“high risk” based on whether they reported a past attempt
or acute ideation) received a follow‐up phone call
3 months post‐ED‐discharge to assess whether they
attempted suicide post‐discharge. Institutional Review
Board approval and consent was obtained in all sites. More
information on the ED‐STARS study is detailed else-
where (6).
The present study included a subsample of participants

who reported a past SA at their index ED visit, the date of
their most recent SA, and the recency of their SI. All
participants in the present study received a follow‐up call
3 months post‐ED‐discharge assessing reattempt status

since being discharged. Patients were excluded if they
reported an invalid recency value for their past attempt at
their index ED visit. Figure 1 displays the flow of partici-
pant selection for the present study.

Measures
Past SA. At the index ED visit, a past SA was measured by:
(1) the ASQ, a validated suicide risk screening tool with
four questions that measure recent SI and lifetime SA
history (5), and (2) the C‐SSRS, a suicide risk assessment
that quantifies severity of SI and behavior, which were
embedded into the baseline survey (16). All participants in
the present sample reported a past SA on either the ASQ
item, “Have you ever tried to kill yourself?” or the C‐SSRS
items of “Have you ever in your life made a SA?” or “Have
you ever in your life tried to harm yourself because you
were at least partly trying to end your life?” Recency of
past SA was measured by a C‐SSRS item that measured the
number of days between the participant's most recent
attempt and their index ED visit. For each participant,
recency of past SA relative to index ED visit was catego-
rized into: “Past week,” “1 week to 3 months,” “3 to
6 months,” “6 months to 1 year,” “Over 1 year.”

Recent SI. Recent SI was assessed by binary (Yes/No) re-
sponses to items on the C‐SSRS and ASQ and categorized
into discrete groups based on their most recent SI, such
that there was no overlap of participants across time
frames: “No recent SI” (“No” to all SI items), “Within the
past 24 h” (“Yes” to C‐SSRS item “In the past 24 h, have
you had any thoughts of killing yourself?”), “Between 24 h
and 1 month” (“Yes” to ASQ item “In the past week, have
you been having thoughts about killing yourself?” or C‐
SSRS item “In the past month, have you had any
thoughts of killing yourself?”).

Reattempt within 3 months post‐ED‐discharge. All partici-
pants had received a 3 months follow‐up phone call
assessing whether they attempted suicide post‐ED‐

FIGURE 1. Participant selection flow chart.

a Values for recency of past suicide attempt in the ED‐STARS dataset were recorded as negative numbers to indicate days passed since the last
suicide attempt. Ten recency values were nearly equivalent to the patients' age in number of days. ED‐STARS, Emergency Department Screen for
Teens at Risk for Suicide; SA, suicide attempt.
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discharge. A reattempt in this study was defined as (1)
participant or parent report of a SA‐related ED‐visit or
hospitalization in the past 3 months, and/or (2) participant
endorsement of adapted C‐SSRS questions assessing SA in
the past 3 months (“In the past 3 months, have you made a
SA?” or “In the past 3 months, have you tried to harm
yourself because you were at least partly trying to end your
life?”). Exact dates of reattempts were not collected for the
present study.

Statistical Analyses
All analyses were conducted using R Studio version 4.2.2.
Descriptive demographic data were reported with means
and standard deviations (SDs). Descriptive data were also
reported for recency of SI, SA, and reattempt to supple-
ment discussions on clinical implications for suicide risk
management. Two logistic regressions, both controlling for
age and presenting chief complaint, estimated the adjusted
odds ratio (adjOR) and 95% CI of suicide reattempt post‐
ED‐discharge associated with different time frames of SA
and ideation recency, relative to index ED visit among the
sample. An additional logistic regression for SA recency
also controlled for past 24 h SI. Participants with reports
of past attempts that occurred over a year before index ED
visit, and reports of no recent SI, were used as reference
groups, respectively.

RESULTS

Of the 6536 participants in the primary ED‐STARS study,
1167 (17.9%) reported a past SA at their index visit and
were considered “high risk,” half (680/1167) of whom were
selected to receive a follow‐up call 3 months post‐
discharge per the study protocol (6). There were 329
participants excluded from the present study (319 did not
report the recency of their past attempt, 10 reported
invalid recency values). The final analysis included 351
participants who reported a past attempt at their index ED
visit and its recency, answered items measuring recent SI,
and provided a follow‐up response 3 months post‐ED
discharge assessing suicide reattempt status screening
(70% cisgender female, 59% White, 53% psychiatric chief
complaint at index ED visit, mean [SD] age = 15.3 [1.5])
(Table 1).

Recency of Past Attempt Before Index ED Visit, Full
Sample
At their index ED visit, all participants reported a SA
history: 28.8% (103/351) reported a prior SA that
occurred within the week prior to their visit; 19.0% (68/
351) between 1 week and 3 months before their visit;
12.3% (43/351) between 3 and 6 months before their visit;
11.5% (41/351) between 6 months and 1 year before their
visit; and 27.4% (96/351) over a year before their visit
(Table 1).

ED Disposition, Full Sample
Nearly 40% (139/351) of participants who reported a SA
history at their visit were admitted or transferred for
psychiatric reasons. 53.6% (188/351) were discharged.

Past Attempt and Past Month SI
At their index ED visit, 61.2% (215/351) of participants
with SA histories also reported recent SI: 40.7% (143/351)
experienced SI within 24 h before their index ED visit;
20.6% (72/351) between 24 h and 1 month before their visit
(Table 1). Of the participants who experienced SI within
24 h before their visit, 79.0% (113/143) had attempted
suicide in the past 3 months, with 61.5% (88/143) having
attempted in the past week.

Past Attempt and No Past Month SI
Thirty‐nine percent (136/351) of participants who re-
ported a past SA at their index ED visit denied recent SI.
Half of these participants (68/138) attempted suicide over
a year before their index ED visit (Table 1). Of that half,
94% (64/68) did not report reattempting suicide at
follow‐up.

Reattempt Post‐ED‐Discharge and Recency of Past
Attempt/Ideation
At the 3 months follow‐up, 17.1% (60/351) of the sample
reattempted suicide after ED discharge; 76.7% (46/60) had
presented to their index ED visit with a psychiatric chief
complaint. 92% (55/60) of participants who reattempted
during the follow‐up period had made a past SA within
1 year before their index ED visit, with 72% (43/60)
occurring in the past 3 months before their index visit and
52% (31/63) occurring in the past week before their index
visit. Regarding SI, 68% (41/60) of those who reattempted
had reported experiencing SI within 24 h before their
index ED visit.

Associations Between Recency of Past Attempt and
Reattempt
In logistic regression analyses, those who attempted sui-
cide within 1 week before their index ED visit had 4.8
times greater odds of a reattempt at 3‐month follow‐up
compared to those who attempted over a year before
their index ED visit (adjOR = 4.8 [95% CI = 1.7–16.2]).
Patients whose most recent attempt occurred between
1 week and 3 months before their index ED visit had 3.1
times greater odds of a reattempt compared to those
whose most recent attempt was over a year before their
index ED visit (adjusted OR = 3.1 [95% CI = 1.1–10.4]). Past
attempt recency categories of “3–6 months” and “6 months
to 1 year” were not significantly associated with odds of
reattempt (Table 2). When controlling for past 24 h SI,
logistic regression analyses demonstrated that only pa-
tients with a SA from the past week had significantly
greater odds of reattempting suicide (Table 2).

WEI ET AL.

Psych Res Clin Pract. 6:3, 2024 psychiatryonline.org/journal/prcp 89

http://psychiatryonline.org/journal/prcp


TABLE 2. Recency of suicide attempt by suicide reattempt at 3 months post‐ED‐discharge: logistic regressions.a,b

Recency of past suicide attempt
prior to index ED visit Adjusted OR (95% CI) p‐value Adjusted OR (95% CI)c p‐valuec

Past week 4.8 [1.7–16.2]d 0.01 3.7 [1.3–12.8]e 0.02
1 week to 3 months 3.1 [1.1–10.4]e 0.04 2.8 [1.0–9.6] 0.07
3–6 months 2.6 [0.7–9.8] 0.13 2.6 [0.7–9.6] 0.14
6 months to 1 year 3.0 [0.8–11.0] 0.08 3.0 [0.8–1.0] 0.09
Over 1 year Reference Reference Reference Reference
a

CI, confidence interval; ED, emergency department; OR, odds ratio.
b

Regression models are adjusted for age and chief complaint.
c

Model was also ran controlling for past 24 h suicidal ideation.
d

p < 0.01.
e

p < 0.05.

TABLE 1. Demographic and clinical characteristics of participants who endorsed a past attempt and reattempt.a,b

Total sample (reported a past attempt at index
ED visit and received a follow‐up, N = 351)

Participants who reattempted suicide within
3 months post‐ED‐discharge (n = 60; 17%)

Age 15.3 (1.5) 15.0 (1.6)
Gender identity
Cisgender male 71 (20.2) 6 (11.7)
Cisgender female 245 (69.8) 45 (75.0)
Transgender/gender‐diverse 34 (9.7%) 8 (13.3)
Unavailable 1 (0.3%) ‐

Race
White 206 (58.7) 39 (65.0)
Black 69 (19.6) 12 (20.0)
Asian 1 (0.3) 1 (1.7)
AI/AN 3 (0.8) ‐
NH/PI 2 (0.6) 1 (1.7)
Multiracial 32 (9.1) 5 (8.3)
Unknown/unavailable 40 (10.8) 3 (3.3)

Ethnicity
Hispanic/Latino 77 (21.9) 10 (16.7)
Not Hispanic/Latino 245 (69.8) 45 (75.0)
Unknown/unavailable 29 (8.3) 5 (8.3)

Chief complaint
Medical/other 165 (47.0) 14 (23.3)
Psychiatric 186 (53.0) 46 (76.7)

ED disposition
Psychiatric admission/transferc 139 (39.6) 36 (60.0)
Non‐psychiatric admission 20 (5.7) 2 (3.4)
Discharged 188 (53.6) 21 (35.0)
AMA/other 4 (1.1) 1 (1.6)

Recency of past attempt relative to index ED visit
Within the past week 103 (28.8) 31 (51.7)
1 week to 3 months 68 (19.0) 12 (20.0)
3–6 months 43 (12.3) 6 (10.0)
6 months to 1 year 41 (11.5) 6 (10.0)
Over 1 year ago 96 (27.4) 5 (8.3)

Sole report of past attempt over 1 year
ago with no past month SI

68 (19.4) 4 (5.9)

Recency of SI relative to index ED visit
No past month SI 136 (38.7) 12 (20.0)
The last 24 h 143 (40.7) 41 (68.3)
Between 24 h and 1 month 72 (20.6) 7 (11.7)

a

AI/AN, American Indian/Alaskan Native; AMA, against medical advice; ED, emergency department; NH/PI, Native Hawaiian/Pacific Islander; SDs, standard
deviations; SI, suicidal ideation.

b

Values are presented as n (%); age is calculated as a mean, so parentheses for the age row contains SDs. Medical/other chief complaint included
unintentional injury and intentional injury by other. Psychiatric chief complaint included intentional self‐injury (non‐suicidal), psychiatric (non‐suicidal), SI
(no suicide attempt), and suicidal attempt.

c

All 46 participants in the present sample who were transferred were transferred due to psychiatric reasons.
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Associations Between Recency of SI and Reattempt
According to logistic regression analyses, patients with a
past attempt who also reported experiencing SI within the
past 24 h had greater odds of reattempting post‐ED‐
discharge compared to those who denied recent SI
(adjOR = 2.8 [95% CI = 1.1–7.6]). Past SI recency category
of “24 h to 1 month” was not significantly associated with
odds of reattempt (Table 3).

DISCUSSION

This secondary analysis of the ED‐STARS multisite study
examined the association between recency of SA, SI, and
suicide reattempt 3 months post‐discharge among a sample
of pediatric ED patients with a past attempt. Notably, a SA
in the past 3 months or SI within 24 h before the index ED
visit was strongly associated with reattempt during the
follow‐up period. When controlling for past 24 h SI, ana-
lyses revealed that a past week attempt was the only sig-
nificant predictor for reattempt. Importantly, 94% of
patients with a most recent attempt from over a year ago
and no recent SI did not report a post‐ED‐discharge
reattempt at follow‐up. These novel findings among a
general pediatric ED sample of patients reporting a past
attempt add to extant research that has primarily exam-
ined recency predictors of post‐hospitalization reattempt
among psychiatric inpatients (13–15). Of note, 40% of the
present study's sample of patients who reattempted sui-
cide did not have a psychiatric‐related ED disposition.
Moreover, nearly a quarter of patients who reattempted
suicide post‐ED‐discharge had originally presented to their
index ED visit with medical, non‐psychiatric chief com-
plaints, demonstrating the utility of universal suicide risk
screening for detecting occult suicide risk.

Clinical Implications: Detecting and Managing Suicide
Risk
This study's findings have valuable clinical implications for
universal suicide risk screening and suicide intervention in
pediatric EDs. When patients screen positive for suicide
risk and endorse a prior history of SA, clinicians may probe
about the timing of the most recent attempt and SI during
triage, which could inform their decision to discharge a
patient from the ED. This is especially relevant for effec-
tively managing patients who report a past attempt but

deny any recent SI, who accounted for nearly 40% of the
present study's sample of patients.
Three‐tiered suicide risk clinical pathways (brief

screen, follow‐up safety assessment for patients who
screen positive, disposition) are evidence‐based tools that
can help clinicians feasibly detect and manage suicide risk
in EDs (18, 19). Previous observations of universal
screening demonstrated that between 30 and 50% of pa-
tients who screened positive for suicide risk reported a
past attempt with no recent SI (7, 20). According to the
clinical pathway, these patients received a follow‐up safety
assessment at every visit, regardless of how long ago their
last SA was. To accommodate busy workflows and mini-
mize punitive effects of repeat safety assessments on pa-
tients with a past attempt, observational data were used to
amend the pathway (20). In the amended pathway, pa-
tients with a past attempt and no recent SI may be
considered “Lower Risk” if their attempt was over a year
before their visit (20). The present findings provide novel
empirical support for this clinical pathway amendment:
Nearly all (94%) of the patients with no recent SI and a SA
from over a year before their index ED visit did not reat-
tempt post‐ED‐discharge.
Since a past attempt is one of the most potent risk

factors for future attempt (2), patients with a distant past
attempt (i.e., over a year ago) and no recent SI may still
benefit from minimal interventions (e.g., providing upda-
ted clinical resource information, confirming they have a
safety plan). Patients with a recent past attempt (i.e.,
within the past 3 months) may be considered at imminent
risk and require more extensive evaluation and suicide
intervention to mitigate risk of reattempt, relative to in-
dividuals with an attempt from over a year ago.
In the present study, over 65% of patients who reat-

tempted suicide post‐ED‐discharge had reported SI within
24 h before their index ED visit. Reports of SI within 24 h
were significantly associated with reattempt. Nearly 80%
of patients who reported past 24‐h SI had a SA in the past
3 months. Findings align with prior research, which
demonstrates that acute SI reported at an ED visit can
predict future SA post‐discharge (11, 12). Importantly, a
landmark adult ED study demonstrated that pairing uni-
versal suicide risk screening with a brief intervention (e.g.,
safety plan and follow‐up phone calls) decreased risk of
post‐ED‐discharge SA by 30% (21). Taken together, these
findings highlight the need to replicate findings on suicide
risk screening and intervention in youth samples. Future
research should continue developing brief suicide in-
terventions that can be feasibly administered to high‐risk
youth in the ED to mitigate their risk of attempting sui-
cide post‐ED‐discharge (22–24).

Limitations
This study has the following limitations: First, suicide
reattempts at follow‐up may have been underreported,
given data was collected by either a guardian or youth.

TABLE 3. Recency of suicidal ideation by suicide reattempt at
3 months post‐ED‐discharge: logistic regression.a,b

Recency of suicidal ideation
prior to index ED visit Adjusted OR (95% CI) p‐value

Past 24 h 2.8 [1.1–7.6]c 0.04
24 h to 1 month 0.9 [0.3–2.5] 0.90
No past month SI Reference Reference
a

CI, confidence interval; ED, emergency department; OR, odds ratio.
b

Regression model is adjusted for age and chief complaint.
c

p < 0.05.
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Second, not every participant who reported a past attempt
were randomized to receive and return a follow‐up call in
the primary study, resulting in possible selection bias and a
loss of outcome data, including suicide mortality data.
Third, we were unable to conduct any multivariate ana-
lyses examining the joint contribution of recent SI and SA
on reattempts due to small cell sizes. Nonetheless,
descriptive findings provide preliminary support for clin-
ical implications on suicide risk pathways. Lastly, this
study did not collect the exact date of reattempt between
discharge and follow‐up, which could have provided more
nuance to interpretation and clinical implications.

CONCLUSION

Pediatric ED patients who report attempting suicide in the
past 3 months, or having SI within 24 h before their ED visit
may be at greater risk of reattemptingwithin 3months post‐
ED‐discharge. Pediatric patients with a past SA more than
1 year ago may be considered at lower risk of reattempt if
they also deny recent SI. Findings alignwith existing clinical
pathways that guide management of suicide risk as deter-
mined by screening. Future research should continue
developing interventions that canmitigate risk of SA during
the 3 month period following ED‐discharge.
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