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Scope and Significance

 Suicide was the 10th leading cause of death in the US in 2015 
(Centers for Disease Control and Prevention)
– 7th leading cause of death for men
– 14th leading cause of death for women

 > 44,000 suicide-related deaths in the US in 2015
 Age-adjusted rate of 13.26/100,000
 > 505,000 patients treated for self-inflicted injuries in 2015



National Trends



National Trends

Emergency Department

40% within 1 year

~11% with non‐psych CC 
acknowledge SI

Primary Care Provider

77% within 1 year

45% within 1 month

Mental Health Provider

24% within 1 year before death 

19% within 1 month

Death Rates for Motor Vehicle Traffic Injury,* Suicide, and Homicide Among 
Children and Adolescents aged 10–14 Years — US, 1999–2014

Suicide rates increased 24% 
from 1999 to 2014

Began increasing more 
rapidly after 2006



Safety Goals



Potential Benefits



Universal Screening

 Suicide rates are increasing
 Many patients who die by suicide are only evaluated by non-mental health 

providers in the months leading up to death
 Data from screening programs may lead to the knowledge required to refine 

risk identification and develop effective treatment plans



Timeline

 Ash Wednesday – 2012: 
– “I think we should be screening everyone.” 
– “You will close us down.”

 August 2014: Renewed interest in suicide screening
– Universal screening recommended
– Weekly meetings scheduled to plan resources and 

implementation
– Support from administration, Concern from 

clinicians
 The Joint Commission action plan

– System-wide suicide screening
– 90% compliance

 Resource allocation
 Phases

– Inpatient/Emergency Department
– All Outpatient and Correctional Health



PHHS Universal Suicide Screening Program

 Screening regardless of chief complaint
 Completed by nursing staff
 Standardized education
 Clinical decision support system
 The Parkland Algorithm for Suicide Screening 

(PASS)



Screening Questions



C-SSRS Branching Logic



The Parkland Algorithm for Suicide Screening

 Weighted screening items
– Developed by expert consensus
– Heavier weighting assigned to items 

associated with known imminent 
risk factors

 Automated process in the electronic 
health record
– Administered by nursing staff
– Selected items generate a total in 

the background
– Prompts for appropriate clinical 

actions
 IT innovations to promote safety
 Education prior to implementation and 

during onboarding for new employees



Improving Communication

 Automatic interventions for each 
level of risk

 Best-practice alerts to screen 
and consult 
psychology/psychiatry or psych 
social worker

 Psych consult team handoffs to 
primary team

 RN to RN handoffs
 SBAR report for sitters
 FYI flag for high risk



Staff Alerts

Nursing BPA – High Risk Suicide Screening

Provider BPA – High Risk Suicide Screening



Clearing High Risk Patients



Improving Practice

 Standardized risk assessment for 
moderate/high-risk screens

 Safety Plan Implementation and 
means counseling/safety

 After-visit summary 

 Follow-up phone calls

 Motivational interviewing training and 
ongoing supervision for psychiatric 
social workers



Reporting: The Ebola Plan

 Real-time feedback during go-live to 
unit managers and nursing VPs

 ED/UCC/inpatient units
– Daily compliance and risk 

stratification reports
– Daily report identifying high-risk 

patients with AMA or LBTC 
disposition

– Report identifying patients 
discharged with a high-risk 
banner in place

 Community Oriented Primary Care 
clinics
– Provider- and clinic-level 

monthly compliance and risk 
stratification reports



Data and Trends

As of August 2017 - More than 1,600,000 screenings completed
 Screening by Location

– ED/UCC/Inpatient Units = ~20,000 per month
– Outpatient Primary Care Clinics = ~28,000/month

 Risk stratification:
– ED/Urgent Care – 2.6% high risk, 4.4% moderate risk
– Inpatient - 0.3% high risk, 2.8% moderate risk
– Outpatient – 0.2% high risk, 1.5% moderate risk

 Compliance > 98%



Future Directions

 Data extraction
 Predictive validity of screening

– Suicidal behavior
– ED recidivism
– Connection to outpatient mental 

health care
– Mortality

 Dissemination
– NIMH, TJC, CMS, SAMHSA
– National and International 

conference calls
 Expanding the reach of screening and 

subsequent consults through 
Parkland’s telehealth program



Telehealth



Saving Lives

 52-year-old female seen by psychiatric social worker for moderate risk 
(C-SSRS), no psychiatric chief complaint. Denied domestic violence. 
Acknowledged passive suicidal ideation during the screening process.

 Social worker asked male companion to leave the room for the 
assessment. She revealed that her companion had been keeping her 
locked in a truck for several months and threatened to kill her dog if she 
left. The police were immediately notified and the companion fled. The 
patient was evaluated by the psychiatry team and an advocate from the 
violence intervention program. At discharge the patient was sent to a 
safe place with safe transportation outside of the area.



Saving Lives

 17-year-old female admitted as a Level 1 trauma following a motor 
vehicle collision – significant upper extremity burns, fatality at the 
scene. Identified as high-risk during the suicide screening (ASQ). No 
psychiatric history or chief complaint. In the National Honor Society, 
socially active, and on the varsity soccer and cross country teams.

 Evaluated by a psychologist who asked the family to leave the room 
during the assessment. Patient acknowledged symptoms consistent 
with a major depressive episode and disclosed that she had recently 
made a suicide attempt. She had never sought psychiatric diagnosis or 
treatment and had not revealed her distress to friends or family. She 
was started on an antidepressant and received psychotherapy 
throughout her admission.


