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Learning Objectives
1. List key considerations for how to act when assessing and managing
suicide risk.
2. Explain elements of a comprehensive suicide risk assessment.
3. Describe components of safety planning in primary care.

Prevalence of Suicidal Ideation, Plans,
Attempts and Deaths in the U.S.
Almost 5% of the
population!

Results from the 2020 National Survey on Drug Use and Health

https://www.samhsa.gov/data/sites/default/files/reports/rpt35325/NSDUHFFRPDFWHTMLFiles2020/2020NSDUHFFR102121.htm#suicadult

In the month prior to an attempt…
Half of people who ultimately die
by suicide visit their primary care
provider (PCP)

While only 20% visit specialty
mental health care

However, there are few developed protocols for management of suicide risk in primary care
Luoma, J. B., Martin, C. E., & Pearson, J. L. (2002). Contact with mental health and primary care providers
before suicide: A review of the evidence. American Journal of Psychiatry, 159, 909-916.

Review of Suicide Interventions in Primary Care
Educating practitioners
Screening for suicide risk and/or mood
disturbance

Necessary but
not sufficient

Managing depressive symptoms
Multidisciplinary
teams can help

Assessing and managing suicide risk

Dueweke, A. R., & Bridges, A. J. (2018). Suicide interventions in primary care: A selective review of the
evidence. Families, Systems, and Health, 36, 289-302.

Primary Care Behavioral Health (PCBH) Integration
• Mental health professionals work
alongside the primary care team under
one roof and are available to see patients
the moment mental health needs are
identified
• Shorter visits (i.e., 20-30 minutes) and
fewer visits overall (i.e.,1-4)
• Focus on improving functioning, rather
than ameliorating symptoms completely
• Visits occur in medical exam rooms
• “Warm handoff” from PCP facilitates
rapport and follow-through
1Robinson

& Reiter, 2016

Evidence Supporting the PCBH Model
• Frees up time PCPs can devote to other patients1
• Reduces service utilization barriers for patients2, 3
• Effective way of addressing a variety of mental health concerns,
particularly depression and anxiety4, 5, 6
• Therapeutic alliance can be easily formed in PCBH despite the setting
and rapid pace of treatment7

& Reiter, 2016; 2Bridges et al., 2014; 3Bridges et al., 2017; 4Bridges et al., 2015; 5Bryan et al., 2012
6Ray-Sannerud et al., 2012 7Corso et al., 2012
1Robinson

Clinical and Ethical Challenges
• Provider discomfort in managing elevated suicide risk1, 2
• Anxiety about possibility of losing a patient to suicide
• Concerns about malpractice liability

• Issues around competence1
• Informed consent
• Inadequate risk assessment
• Use of outdated and unhelpful interventions (i.e., no-suicide contracts)3

• Over-reliance on hospitalization, despite little supporting evidence1,4

1Jobes

et al., 2008; 2Leavey et al., 2017; 3Rudd, Mandrusiak, & Joiner, 2006; 4Chung et al., 2017

Informed Consent
• Review confidentiality (and limits) at the beginning of each visit
• Even though patients likely have signed a consent form, it is good
practice to review expectations verbally at the start of visits
• Limits to confidentiality:
• Risk of harm to self or others
• Child or elder abuse
• Subpoenaed by a judge

Screening for Suicidal Ideation
• USPSTF guidelines state
insufficient evidence to
recommend universal screening1
• BUT do recommend assessing
for suicide risk among those
with risk factors1

1LeFevre

& USPSTF, 2014

Screening for Suicidal Ideation
• Use of PHQ-2 / PHQ-9 item is
not good enough1,2
• Use a direct approach like the
ASQ instead3
• Asking about suicide does not
“put the idea in their head”4

1Bryan

et al. 2021; 2Dueweke et al., 2018; 3Horowitz et al., 2012; 4Eynan et al., 2014

Risk Assessment
•
•
•
•

History of suicidal behavior
Hopelessness
Impulsivity / self-control
Nature of suicidal thinking
•
•
•
•

Frequency, intensity, duration
Suicide plan
Suicide intent
Preparatory behaviors

• Access to lethal means
• Protective factors
• Consider how intersecting identities
might contribute to risk / protection
• Tools
• Columbia (C-SSRS)
• Suicide Status Form (SSF)

Acute Risk Management
• Safety
Planning1
• Lethal
Means
Restriction2
• Crisis
hotlines

1Nuij

et al., 2021; 2Barber & Miller, 2014

A word about hospitalization…
• Increased risk of suicide postdischarge1
• Difficult to obtain insurance
precertifications for admissions;
repeated short-term
hospitalizations may be
problematic and over time might
make things worse for the patient2
• Typically transported to ER in the
back of a police or sheriff's car
restrained by handcuffs
1Chung

et al., 2017; 2Jobes, 2006

Long-term Risk Management
• Dialectical Behavior Therapy
(DBT)1
• Suicide-specific CBT
• Cognitive Therapy for Suicidal
Patients (CT-SP)2
• Brief CBT for Suicide Prevention
(BCBT)3

• Collaborative Assessment and
Management of Suicidality
(CAMS)4
1Linehan

et al., 2006; 2Wenzel et al., 2009; 3Bryan & Rudd, 2018; 4Swift et al., 2021

Preliminary Outcomes, Acceptability, and Feasibility
of a Brief Safety Planning Intervention in PCBH
• Purpose
• To evaluate the effectiveness of a single-session safety planning intervention
at reducing suicide risk among patients at a moderate risk for suicide in a
PCBH setting
• To explore the acceptability and feasibility of this intervention in a PCBH
setting
• Procedure
• Patients endorsing suicidal ideation received an in-depth risk assessment
facilitated by the Columbia
• Patients at moderate risk received safety planning intervention
• Pre-post measures and 4-month follow-up interview

Participants (n = 22)
Gender

Study Site
Federally
Qualified
Health
Center
36%

Male
27%
Female
73%

Native
American
4%

Ethnicity

Latinx
23%

NonLatinx
White
73%

University
Health
Clinic
64%

Mean age = 25.9 years
(range 18 to 53 years)

Suicide Attempt History

No
50%

Yes
50%

Qualitative Data on Acceptability of Safety
Planning to Patients
Theme

Number of Percentage
participants
of
participants

What, if anything, did you find most helpful about that visit?
Characteristics of BHC

10

62.5%

Safety Plan Components

8

50%

Appreciated this intervention as an
alternative to others
Felt empowered

3

18.8%

3

18.8%

Increased hope

3

18.8%

Normalized talking about suicide

2

12.5%

What, if anything, did you find unhelpful about that visit?
Nothing

12

75%

Barriers not specific to intervention or
PCBH

2

12.5%

Dueweke, A. R. (2019)

“I remember [BHC] telling me it would
be a good idea to do a crisis response
intervention. I remember feeling
worried
that, because
“I foundwhen
[BHC]she
to said
be comforting,
easyI
thought
was
going
be hospitalizedI
to talk Ito,
and
veryto
understanding.
again.
was
relieved
when
“Actually
having
something
I could
do
have Ihad
therapists
in theI realized
past
who
that
it wasme
something
Ithink
couldabout
just
work
physically
and
notnot
justopening
was
scolded
for
up. So
I
on
with
[BHC].”
the
most
helpful thing
me. was
It made
really
appreciated
thatfor
[BHC]
not
methat.
get out
ofscared
bed when
like
I was
to goI wanted
in whentoDr.
just
lay there and not
to anyone.
B recommended
I seetalk
a counselor,
“Itbecause
made
me
feel
like
suicide
is in
okay
That was
the biggest
meto
of that
previouspush
experience.
talk
Normally,
I’m
pretty of me,
getting
better”
Butabout.
[BHC] was
really
accepting
embarrassed
about
my depression
and
even of things
I judged
myself for.”
anxiety. I was glad to be able to speak
openly and honestly with somebody
about my suicidal thoughts.”

How To Act
• Nonjudgmental
• Collaborative
• Direct, open
• Don’t use euphemisms or vague statements

• Normalize / validate feelings
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Q&A With Dr. Dueweke
• Dr. Elchert will read select
questions that were submitted
via the Q&A feature throughout
the presentation.
• Due to time constraints, we will
not be able to address every
question asked.

