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Shanice
• Shanice is a 27-year-old G2P2002 woman, 6 weeks postpartum after an 

emergency C-section for fetal distress following a prolonged labor, 
which she experienced as frightening and chaotic. 

• Her newborn Malik required a brief NICU stay.
• At her OB follow-up, her Edinburgh Postnatal Depression Scale (EPDS) 

score is 14, and she answers “Sometimes” to question 10: “The thought 
of harming myself has occurred to me.”

• When asked more about her symptoms, she reports severe sleep 
disruption since delivery, obtaining only 3–4 hours of fragmented sleep 
per night, even when her children are asleep. 

• She is solo parenting overnight due to her partner working night shifts, 
caring for both Malik and her toddler, Grace.



Shanice
• She describes escalating anxiety with persistent rumination about the delivery, 

including self-blame and feelings that she “failed” her baby. 
• She reports intrusive recollections of the birth, panic symptoms on waking 

(including gasping), and inability to rest. She feels overwhelmed, irritable, and 
emotionally labile, with frequent tearfulness.

• She endorses low energy, difficulty functioning, and feeling like she is “failing” as 
both a parent and at work, having returned to work one week ago. 

• She has limited social support, feels unable to share her struggles with her partner 
Jordan or her family, and has discontinued therapy due to financial constraints.

• She shares that some days she feels she “can’t do this,” and at times wishes she could 
“disappear for a while.”

• Her past medical history is notable for pre-eclampsia and generalized anxiety 
disorder.



Maternal Mortality and Suicide











Colorado MMRC Data
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Suicide in the Perinatal Period
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Care for Mothers is not Designed for Suicide Prevention 
in the Perinatal Period



Characteristics Associated with Perinatal Suicide:
Method

• Hanging or suffocation are the most common method for suicide 
among perinatal women (35-45%)

• Firearms account for a quarter to a third of perinatal suicides



Characteristics Associated with Perinatal Suicide:
Mental Illness

• Shorter illness duration (less than a year) compared with non-
perinatal suicide victims.



Health Care Utilization

• More than half did not attend a postpartum visit with their obstetrics clinician.
• Most (74%) had at least one ED or hospital visit in between delivery and 

death.



What are the 
strongest risk 

factors for 
Perinatal 
Suicide?

⚬Postpartum depression
⚬Postpartum psychosis
⚬Lack of prenatal care
⚬Perinatal Loss

Perinatal Specific

⚬Child protective services 
involvement
⚬Intimate Partner Violence
⚬Treatment discontinuation
⚬Financial stress
⚬Social isolation
⚬Sleep deprivation
⚬Substance use

Increased 
Relevance in 

Perinatal Period

⚬Mental health diagnoses
⚬Previous attempts
⚬ACEs

Broader risk factors 
(remain true in perinatal 

period)



The overlap Between 
Substance Use and Suicide



Key Points
• Alcohol and drug use disorders and psychiatric diagnoses:

• Share risk and protective factors
• Have a bidirectional relationship: each can increase the risk for, trigger, or worsen the other

• A common motivation for heavy alcohol or drug use is to address psychological (and sometimes 
physical) pain 

• Suicide is a leading cause of death among individuals with an alcohol or drug use disorder
• The presence of alcohol or other drugs is common in suicide deaths
• Among pregnant individuals who use alcohol or drugs, polysubstance use is common

• Especially: alcohol, cannabis, tobacco
• Postpartum is a vulnerable time for resuming or increasing substance use
• Engage partners and family in supporting changes in alcohol or drug use



Toxicology: Suicide Deaths-Colorado 2023

Total suicides: N=1258
Toxicology available: N=1020

Source: Colorado Violent Death Reporting System; CDPHE



The “Lethal Triad”
Upset person

Firearm Heavy 
alcohol/drug use

When these three conditions co-occur, the risk of suicide is much higher



Alcohol
• A major depressant!
• Defining risky/unhealthy alcohol consumption in adult females

• Binge drinking: 4+ standard drinks in ~2 hours
• Heavy drinking: 8+ standard drinks/week (more than 1 drink/day on average)
• High intensity drinking: 8+ standard drinks in a row
• Any alcohol use during pregnancy

• Acute intoxication and heavier use disrupts sleep quality, decreases REM sleep, and makes sleep 
more fragmented

• Heavier use may lead to “alcohol myopia”, increased dysphoria, disinhibition, increased 
impulsivity, affective numbing

• Heavier use increases the risk of experiencing and perpetrating IPV
• Public health perspective: Decreased per capita alcohol consumption could help prevent suicide 



Opioids
• Individuals with OUD are significantly more likely to die by suicide than the general 

population.
• Chronic opioid use can worsen negative affective states
• Many opioid overdoses involve alcohol
• Opioids + alcohol increase suicide risk
• It can be difficult to distinguish between unintentional and intentional overdose
• Perinatal period: in people with OUD, opioid agonist medications increase engagement in 

prenatal, postpartum and addiction care.



Cannabis
• Frequent use: defined as 5+ times/week- increases risk of cannabis use disorder
• Cannabis use may lead to earlier onset of psychosis in adolescents and young adults (in those with 

underlying risk)
• Systematic review: recreational use associated with increased suicidal ideation and attempts in the 

general population, and in individuals with major depression or bipolar disorder 
• Worse suicide-related outcomes with younger age of initiation, chronic use, and heavy 

consumption
• Chronic use is also associated with decreased motivation for prosocial and self-care activities
• Higher potency cannabis: is reasonably expected to carry higher overall risks to mental health



Tobacco
• Tobacco use is independently associated with a higher risk of suicidality
• Earlier age of first tobacco use is associated with a higher risk of suicidal ideation among 

former tobacco users
• Possibly related to worse mental health among people who initiate tobacco use at a 

young age



Suicide Prevention Outside of 
Clinical Settings



It Takes a Village… to Prevent Suicide
• Goal: Prepare more people outside of clinical settings to recognize and respond 

to clues that a person may be experiencing suicidal ideation
• Community-based professionals and paraprofessionals (home visitation 

nurses, doulas, CHWs, care navigators, WIC providers, etc.)
• Families
• Coworkers
• School personnel and students
• Faith community leaders and members
• Other community organization leaders and members

• A person experiencing thoughts of suicide is usually becoming increasingly 
isolated and convinced that they cannot be helped so almost any genuine effort 
to connect and offer hope and support will decrease risk.



Recognize: Ask About Suicide
• Asking about suicide does NOT increase risk!
• Normalize asking (especially if you are in a formal helping role) 
• If a person is reluctant to respond, be compassionately persistent
• Offer privacy- if possible 
• Have resources readily accessible



How to Ask
• Less direct:

• “Have you been feeling very sad and unhappy lately?” THEN
• “ Have you been feeling so sad and unhappy that you have been thinking of 

ending your life?”

• “Do you ever wish you could go to sleep and never wake up?”
• More direct:

• “Sometimes when a person is feeling terribly sad and upset, they wish they 
were dead. Has that been happening with you?”

• “I’m worried about you. Have you been thinking about suicide?”



How NOT to Ask the Question

• “You’re not thinking of killing yourself, are you?”



Respond
• Thank the person for their willingness to honestly answer the question
• Allow time for conversation: Good listening is key

• When a person feels truly understood, it can lead to greater openness to accepting 
help and support

• Figure out next steps together:
• “I want to help you get through this difficult time. Will you let me help?” 

• Holding out hope when a person feels hopeless or says they cannot be helped:
• “Will you let me hold onto hope for you?”

• Explore supports and needs with simple questions
• “What is the number one thing that could help you feel less upset and overwhelmed?”
• “Who can we contact who could offer help and support right now?”



Refer
• Always: 988

• Put it in the person’s phone, tape it to the back of their phone, post it on the refrigerator, etc.
• Make sure family/others in supportive roles also have it

• Referral examples:
• Best: take the person to get help (primary care/OB provider, therapist, ED)
• Next best: get a commitment to accept help then make the arrangements
• Third best: give referral information and try to negotiate a commitment to follow through

• Get others involved (with the suicidal person’s permission). Examples:
• Family- even if they do not live nearby
• Close friends – even if they do not live nearby
• Clergy person and faith community members

• Any willingness to seek and accept help at some point is a good outcome



Supporting Shanice in a Nonclinical Setting



Shanice
• Shanice is a 27-year-old G2P2002 woman, 6 weeks postpartum after an 

emergency C-section for fetal distress following a prolonged labor, 
which she experienced as frightening and chaotic. 

• Her newborn Malik required a brief NICU stay.
• At her OB follow-up, her Edinburgh Postnatal Depression Scale 

(EPDS) score is 14, and she answers “Sometimes” to question 10: 
“The thought of harming myself has occurred to me.”

• When asked more about her symptoms, she reports severe sleep 
disruption since delivery, obtaining only 3–4 hours of fragmented 
sleep per night, even when her children are asleep. 

• She is solo parenting overnight due to her partner working night 
shifts, caring for both Malik and her toddler, Grace.



Shanice
• She describes escalating anxiety with persistent rumination about the delivery, 

including self-blame and feelings that she “failed” her baby. 
• She reports intrusive recollections of the birth, panic symptoms on waking 

(including gasping), and inability to rest. She feels overwhelmed, irritable, and 
emotionally labile, with frequent tearfulness.

• She endorses low energy, difficulty functioning, and feeling like she is “failing” 
as both a parent and at work, having returned to work one week ago. 

• She has limited social support, feels unable to share her struggles with her partner 
Jordan or her family, and has discontinued therapy due to financial constraints.

• She shares that some days she feels she “can’t do this,” and at times wishes she 
could “disappear for a while.”

• Her past medical history is notable for pre-eclampsia and generalized anxiety 
disorder.



Supporting Shanice
• Offer reassurance that the distress and overwhelm she is experiencing are understandable.
• Recognize:

• Note that you always ask about symptoms of depression, anxiety, and thoughts of suicide.
• Ask the suicide question. She responds that she sometimes wishes she could disappear. You 

thank her for sharing that with you.
• Respond: 

• Figure out next steps together. 
• Explore what she views as her top priority needs right now

• She mentions getting better sleep and help with childcare
• Ask who can provide emotional and practical support 

• She named her sister. You call her sister together. She promises to come this evening after 
work, stay the night and help with the children in the morning.

• Refer:
• Arrange to connect with her provider

• Called the clinic together; made an appointment for first thing tomorrow and the medical 
assistant passed along an urgent message to the provider who will call Shanice back before the 
end of the day.



Suicide First Aid Training Options

• Question-Persuade-Refer (QPR): https://qprinstitute.com/ 
• Online or in-person training; usually 90 minutes; some focused on specific 

age or other demographics (e.g., occupations) or settings; Spanish option; 
basic and advanced training offerings

• LivingWorks ASIST (Applied Suicide Intervention Skills Training): 
https://livingworks.net/training/livingworks-asist/ 

• Multiple training options of different lengths; some focused on specific 
age or other demographics, or specific settings

• Mental Health First Aid: https://mentalhealthfirstaid.org/ 

https://qprinstitute.com/
https://livingworks.net/training/livingworks-asist/
https://livingworks.net/training/livingworks-asist/
https://livingworks.net/training/livingworks-asist/
https://mentalhealthfirstaid.org/


Suicide Screening and 
Assessment in Clinical Settings



Reframing the goal of suicide 
screening.

Screening for and assessing risk for 
suicide and infant harm is not ONLY 
about deciding who needs to go to 
the hospital.  



How do I “fit” suicide screening into my 
practice?
• If there is suicide risk, this may need to be the one focus on the 

visit.
• A team approach!
• Resource Ready





Suicide Screening, Assessment and Response in 5 
Steps

ResponseFormulation
Integration 
of Risk and 
Protective 

Factors

Exploring 
Suicidal 

Thoughts 
and 

Behaviors

Screening



Suicide Screening, Assessment and Response Pathway 
Tools

• Screen: PHQ 9, EPDS, C-SSRS
• Assess: C-SSRS and SAFE-T
• Response:  Stanley Brown Safety Plan, suicide-informed treatment 

plan

• I will use blue highlight to indicate perinatal considerations that are 
not standard on these tools.

https://suicidesafetyplan.com/wp-content/uploads/2024/12/Stanley-Brown-Safety-Plan-05-02-2024.pdf
https://suicidesafetyplan.com/wp-content/uploads/2024/12/Stanley-Brown-Safety-Plan-05-02-2024.pdf
https://suicidesafetyplan.com/wp-content/uploads/2024/12/Stanley-Brown-Safety-Plan-05-02-2024.pdf
https://suicidesafetyplan.com/wp-content/uploads/2024/12/Stanley-Brown-Safety-Plan-05-02-2024.pdf
https://suicidesafetyplan.com/wp-content/uploads/2024/12/Stanley-Brown-Safety-Plan-05-02-2024.pdf
https://suicidesafetyplan.com/wp-content/uploads/2024/12/Stanley-Brown-Safety-Plan-05-02-2024.pdf


Step 1:  
Screening EPDS

PHQ 9

C-SSRS



Step 1:  Screening

Notably, this framework is not only used when a patient endorses 
suicidal thoughts. Suicide risk assessment is also warranted in 
high-risk clinical situations, such as
• severe depression (EPDS >19), 
• profound distress or agitation



Step 2:  Exploring Suicidal Thoughts and 
Behaviors



Step 3: Integration of Risk and Protective Factors
SAFE-T

Sleep deprivation

Traumatic delivery



Step 3: Integration of Risk and Protective Factors



Step 3: Integration of Risk and Protective Factors

Protective factors do not cancel out risk, but they do inform how you 
can frame the patient’s care and where you can build support.



Step 4:  
Formulation



Step 5:  Response
• Stanley Brown Safety Plan
• Addressing key drivers of suicide risk 

within treatment plan
• Expressing hopefulness



Step 5:  Response
Safety Plan

• “We do a safety plan because suicidal thoughts tend to come in waves. 
When the wave hits, people often feel overwhelmed, stuck, or unable to 
think clearly-even if they felt okay earlier. In those moments, it’s much 
harder to remember coping strategies, reach out for help, or make safe 
decisions.

• A safety plan is a way to prepare for those moments ahead of time, 
when thinking is clearer.”



Step 5:  
Response
Safety Plan

Stanley 
Brown



Step 5:  
Response
Safety Plan

Who could help care 
for your children if you 
needed urgent 
support or treatment?



Step 5:  Response
Suicide-Informed Treatment Plan 
• Borrowing from the Collaborative Assessment and Management of Suicide (CAMS) 

model, after completing a stabilization plan, can ask the patient about her suicide drivers. 
• What are the 2 problems we would have to fix for you not to take your life?  What are 

the 2 problems that most put your life in peril?
• I’m constantly overwhelmed
• I’m exhausted
• My family would be better off without me
• I suck at being a mom
• Feeling stuck in a life I don’t want
• My body feels like it’s always on edge
• I’m doing all of this alone.
• I have no one that understands me.

 



Step 5:  Response
Expressing Hopefulness

• “Before we finish, I want to say something clearly. The way you’re feeling right 
now reflects real pain, profound exhaustion, and stress that deserve care and 
attention—it is not a reflection of your worth as a mother.

• You don’t have to figure this out alone.
The way you feel today doesn’t define your future.

• There are real paths forward from here, and our team will be here to walk 
through them with you.

• There may not be a quick fix for postpartum exhaustion, but there are 
practical steps we can take to ease the load and help things feel more 
manageable. And we’re going to approach this thoughtfully, together.”



• “If you were to harm yourself, what 
would happen with your children?”

• “It’s common for moms to experience 
thoughts about harming their children.  
Does that ever happen to you?”



Assessment of Thoughts of Harming the Infant

Osborne & Payne, CLINICAL UPDATES IN 
WOMEN’S HEALTH CARE: Mood and Anxiety 
Disorders ACOG, Volume XVI, Number 5, 
September 2017 

Obsessions

• Likely to 
improve as 
depression 
improves with 
antidepressant 
treatment

• Rarely have 
actual intent

Ego-dystonic vs. 
ego-syntonic

• Thoughts that 
horrify the 
patient 
(dystonic) are 
likely to be 
intrusive 
obsessive 
thoughts

• Woman who is 
not horrified 
by thoughts, 
ego-syntonic

Intent and plan

• Expressed 
intent, with or 
without a plan, 
is an 
emergency

• Woman should 
be hospitalized 
immediately in 
most cases

Psychosis

• Always assess 
• Presence of 

symptoms 
increases 
likelihood of 
patient acting 
on impulsive 
thoughts

Suicidal 
thoughts

• Increase 
likelihood that 
patient may act 
on thoughts 
and should 
prompt 
hospitalization 
in most cases



Source:  NC Matters Maternal Suicide and Risk 
Assessment Toolkit



Cultural Considerations in Suicide Risk 
Assessment
• 1. Expression of distress varies
• May present as physical symptoms, 

overwhelm, or spiritual distress 
• Direct language about suicide may feel unsafe 

or unacceptable 
• 2. Stigma and fear of consequences
• Shame, moral beliefs, or fear of judgment 
• Concerns about child custody, legal status, or 

being reported 
• 3. Trust and disclosure take time
• Underreporting is common 
• Requires transparency, safety, and 

relationship-building 

• 4. Family and community context matter
• Risk and protection often exist within 

relationships 
• Decision-making may be collective, not 

individual 
• 5. Language and communication
• Use plain, accessible language 
• Work with trained interpreters 
• Check for shared understanding 
• 6. Cultural and spiritual factors
• Can be protective (connection, meaning) 
• Can also increase guilt or silence





Thank You! 
 Questions?



11:30am – Collaborative Breakout Session

Please see your badge for your room assignment
A – Riverside
B – Gondola A
C – Gondola B
D – Gondola C
E – Osprey

Gondola ABC – outside and upstairs
Osprey
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