
Provide resources to all patients
• 24/7 National Suicide Prevention Lifeline, 988
•  24/7 Crisis Text Line: Text “HOME” to 741741

1.  In the past few weeks, have you wished you were dead? mYes mNo 

2. In the past few weeks, have you felt that you or your family 
would be	better	off	if	you	were	dead?	 mYes mNo

3. In the past week, have you been having thoughts 
about killing yourself? mYes mNo

4. Have you ever tried to kill yourself?  mYes mNo

If yes, how? _______________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

When? ___________________________________________________________________

_________________________________________________________________________

If the patient answers Yes to any of the above, ask the following acuity question:

5. Are you having thoughts of killing yourself right now?  mYes mNo

If yes, please describe: ______________________________________________________

Next steps:
• If patient answers “No” to all questions 1 through 4, screening is complete (not necessary to ask question #5).                   

No intervention is necessary (*Note: Clinical judgment can always override a negative screen). 

• If patient answers “Yes” to any of questions 1 through 4, or refuses to answer, they are considered a                                       
positive screen. Ask question #5 to assess acuity: 

o “Yes” to question #5 = acute positive screen (imminent risk identified)
• Patient requires a STAT safety/full mental health evaluation.                                                                                               

Patient cannot leave until evaluated for safety. 
• Keep patient in sight. Remove all dangerous objects from room. Alert physician or clinician    

responsible for patient’s care. 

o “No” to question #5 = non-acute positive screen (potential risk identified)
• Patient requires a brief suicide safety assessment to determine if a full mental health evaluation  

is needed. If a patient (or parent/guardian) refuses the brief assessment, this should be treated  
as an “against medical advice” (AMA) discharge. 

• Alert physician or clinician responsible for patient’s care. 
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NIMH TOOLKIT: INSERT FOREIGN LANGUAGE NAME

Suicide Risk Screening Tool

 Ask the patient:

asQ Suicide Risk Screening Toolkit NATIONAL INSTITUTE	OF	MENTAL HEALTH (NIMH) 3/4/ 2024

Provide resources to all patients
• 24/7 National Suicide Prevention Lifeline, 988
•  24/7 Crisis Text Line: Text “HOME” to 741741

1.  In the past few weeks, have you wished you were dead? mYes mNo 

2. In the past few weeks, have you felt that you or your family 
would be	better	off	if	you	were	dead?	 mYes mNo

3. In the past week, have you been having thoughts 
about killing yourself? mYes mNo

4. Have you ever tried to kill yourself?  mYes mNo

If yes, how? _______________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

When? ___________________________________________________________________

_________________________________________________________________________

If the patient answers Yes to any of the above, ask the following acuity question:

5. Are you having thoughts of killing yourself right now?  mYes mNo

If yes, please describe: ______________________________________________________

Next steps:
• If patient answers “No” to all questions 1 through 4, screening is complete (not necessary to ask question #5).                   

No intervention is necessary (*Note: Clinical judgment can always override a negative screen). 

• If patient answers “Yes” to any of questions 1 through 4, or refuses to answer, they are considered a                                       
positive screen. Ask question #5 to assess acuity: 

o “Yes” to question #5 = acute positive screen (imminent risk identified)
• Patient requires a STAT safety/full mental health evaluation.                                                                                               

Patient cannot leave until evaluated for safety. 
• Keep patient in sight. Remove all dangerous objects from room. Alert physician or clinician    

responsible for patient’s care. 

o “No” to question #5 = non-acute positive screen (potential risk identified)
• Patient requires a brief suicide safety assessment to determine if a full mental health evaluation  

is needed. If a patient (or parent/guardian) refuses the brief assessment, this should be treated  
as an “against medical advice” (AMA) discharge. 

• Alert physician or clinician responsible for patient’s care. 
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Suicide Risk Screening Tool

 Ask the patient:

asQ Suicide Risk Screening Toolkit NATIONAL INSTITUTE	OF	MENTAL HEALTH (NIMH) 3/4/ 2024

 ታካሚውን ይጠይቁ 

1. በባለፉት ጥቂት ሳምንታት ጊዜ ውስጥ ምን አለ በሞትኩ ወይም 
   በሕይዎት ባልኖረኩ ብለህ/ሽ አስበህ/ሽ ወይም ተመኝተህ/ሽ ነበር? mአዎ mአይ

2. በባለፉት ጥቂት ሳምንታት ጊዜ ውስጥ ብሞት ወይም በሕይዎት 
    ባልኖር ለእኔም ሆነ ለቤተሰቤ የተሻለ ይሆናል የሚል ስሜት ነበረህ/ሽ? mአዎ mአይ

3. በባለፉት ጥቂት ሳምንታት ጊዜ ውስጥ እራስህን/ሽን የማጥፋት ወይም
    ደግሞ ራስህን/ሽን በሆነ መንገድ የመጉዳት ሐሳብ እውስጥህ/ሽ ነበር? mአዎ mአይ

4. እራስህን/ሽን ለማጥፋት ወይም ለመግደል ሞክረህ/ሽ ታውቃለህ/ታውቂያለሽ? mአዎ mአይ
ለጥያቄ 4 መልሱ አዎ ከሆነ እንዴት? _________________________________________________
_________________________________________________________________________ 
_________________________________________________________________________

     ለጥያቄ 4 መልሱ አዎ ከሆነ ለምን? __________________________________________________ 
_________________________________________________________________________ 

ከላይ ከቀረቡት ጥያቄዎች ለአንዱ “አዎ” የሚል መልስ ተሳታፊው/ዋ ከሰጠ/ች የሚከተለውን ጥያቄ ጠይቅ/ቂ

5. አሁን በዚህ ሰዓትና ደቂቃ እራስህን/ሽን የማጥፋት ወይም የመጉዳት
ሐሳብ እውስጥህ/ሽ አለ? mአዎ mአይ 

    ለዚህ ጥያቄ መልሱ አዎ ከሆነ እባክህ/ሽ ሁኔታውን እበራራ/ሪ __________________________________

ቀጣይ እርምጃዎች፡
• ታካሚ ከ1 እስከ 4 ያሉትን ለሁሉም ጥያቄዎች የሰጣቸው ምላሽ “አይ” ከሆነ፣ ምርመራው ተጠናቋል (ጥያቄ #5 መጠየቅ አያስፈልግም)።  

ምንም ጣልቃ ገብነት አያስፈልግም 

• ታካሚ ከ1 እስከ 4 ካሉት ለማናቸውም ጥያቄዎች “አዎ” የሚል ምላሽ ቢሰጥ፣ ወይም ምላሽ ለመስጠት ፍቃደኛ ባይሆን፣ የምርመራው  
ውጤት አዎንታዊ (ፖሲቲቭ ስክሪን) እንደሆነ ተደርጎ ይቆጠራል። ትኩረትን ለመገምገም (አሰስ አኩዊቲ) ጥያቄ #5ን ይጠይቁ። 

o ለጥያቄ #5 “አዎ” የሚል ምላሽ= አጣዳፊ አዎንታዊ የምርመራ ውጤት (አኪዩት ፖሲቲቭ ስክሪኒንግ) (የማይቀር አደጋ ተለይቷል) 
• ታካሚ STAT የተባለውን የደህንነት/ሙሉ የአእምሮ ጤና ምርመራ ይፈልጋል።

ታካሚ ለደህንነት ምርመራ እስኪያካሂድ ድረስ መሄድ አይችልም። 
• ታካሚ በእይታ ውስጥ ይሁን። ሁሉንም አደገኛ ነገሮች ከክፍል ውስጥ ያስወግዱ። 

ለታካሚ እንክብካቤ ኃላፊነት ላለው ሐኪም ወይም ክሊኒሽያን ያሳውቁ።   
o ለጥያቄ #5 “አይ” የሚል ምላሽ= አጣዳፊ-ያልሆነ አዎንታዊ የምርመራ ውጤት (ናን-አኪዩት ፖሲቲቭ ስክሪኒንግ) (ሊከሰት የሚችል አደጋ ተለይቷል)

• ታካሚ ሙሉ የአእምሮ ጤና ምርመራ እንደሚያስፈልገው ለማወቅ፣ አጭር ራስን የማጥፋት ደህንነት ምርመራ ያስፈልገዋል። ታካሚ
    (ወይም ወላጅ/አሳዳጊ) አጭር ምርመራውን ካልተቀበሉ፣ ይህ እንደ “የህክምና ምክር” (AMA) አለመቀበል ተደርጎ መወሰድ አለበት።
• ለታካሚ እንክብካቤ ኃላፊነት ላለው ሐኪም ወይም ክሊኒሽያን ያሳውቁ።

ለሁሉም ታካሚዎች መገልገያዎችን ይስጡ
• ለ24/7 ክፍት የሆነ ናሽናል ሱዊሳይድ ፕረቨንሽን ላይፍላይን (ብሄራዊ ራስን የማጥፋት መከላከል የህይወት መስመር)   

1-800-273-TALK (8255) En Español: 1-888-628-9454

• የ24/7 ክራይሲስ ቴክስት ላይን (የቀውስ ጽሑፍ መስመር)፡ ወደ 741-741 “HOME” በማለት ጽፈው ይላኩ

        NIMH TOOLKIT: AMHARIC 

• (*ማስታወሻ፡ ክሊኒካዊ ውሳኔ ሁልጊዜ ለአሉታዊ የምርመራ ውጤት (ነጌቲቭ ስክሪን) ሊሽረው ይችላል)።

In the past few weeks, have you wished you were dead or not alive?

In the past few weeks, have you felt that you or your family would be better off if you were dead or were not alive?

In the past week, have you been having thoughts about killing yourself or harming yourself in anyway? 

Have you ever tried to finish off or kill yourself?

If the answer to question 4 is yes, how?

If the answer to question 4 is, why?

If the participant answers “Yes” to any of the above, ask the following question

Are you having thoughts of killing or harming yourself right 
this hour and minute?

If the answer to this question is yes, please explain the situation




