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Today’s Agenda & Learning Objectives

1. Epidemiology of suicide: To describe the most common risk factors for 
suicide attempts and deaths in primary care

2. Best practices for suicide risk assessment: To understand essential 
components of suicide risk assessment

3. Risk management strategies: To identify evidence-based suicide risk 
management interventions 



Epidemiology & Scope of the 
Problem

PART 1



Who is most at risk?
Ranks (number of deaths)

CDC Data on the number of 
suicide deaths in 2018

Adults in the middle years 
of life (35-64): 24,406 
50% of suicide deaths

vs
Young people (10-24): 

13,614
28% of suicide deaths



Who is most at risk?
Rates (number per 100,000)

• Men are more likely to die 
by suicide (women are 
more likely to attempt but 
survive)

• Rates increase in mid-life 
and then again in later 
life, highest rate for white 
men over 80
• Cohort effects are key

• Native Americans have 
markedly elevated rates 
for youth
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Suicide methods

• In the U.S. most suicide 
deaths are due to 
firearms.

• Firearm safety is a key 
risk management strategy.







Primary care is a key setting for suicide prevention:

Most individuals who die by suicide are 
seen in primary care in the weeks and 
months before their deaths

Data from Ahmedani BK, Simon GE, Stewart C, et al. Health care contacts in the year before suicide death. J Gen Intern Med. 
2014;29(6):870-877. 10.1007/s11606-014-2767-3 4026491.



Depression 
is not the 
only risk 
factor:

‘Ideation to action’

2009, Molecular Psychiatry





5 Dimensions of Risk in 
Later Life

1. Psychiatric illness (primarily 
depression)

2. Physical illness (multiple 
comorbid diseases)

3. Access to lethal (deadly) 
means (e.g., firearms)

4. Social disconnection 
(isolation, loneliness, family 
conflict)

5. Disability (functional 
impairment) & distress over 
dependency (feeling like a 
burden)

Conwell, Van Orden, & Caine (2011); Van Orden & 
Conwell (2011); Van Orden, Silva, & Conwell (2018)

Greatest 
Risk



Suicide risk assessment

PART 2



The goal of suicide risk assessment is NOT a 
prediction about whether a patient will die by 
suicide.

The goal IS to determine the most appropriate 
actions to take to keep a patient safe.

We need to take action for all endorsements of 
suicide ideation, but not the same action for 
every type of endorsement.

Why do we use screening tools?



Key Components

1. Your attitude: collaboration, connection, [your] comfort.
2. Gathering information (asking questions).
3. Making sense of the information and organizing it (assessment).
4. Taking actions while meeting with patient (responding/planning)
5. Taking actions after mtg with patient (extending)



The evidence base for these actions

• There are no evidence-based assessment methods for suicide risk (preventing 
suicidal behavior). 

• Only three randomized trials of interventions shown to prevent suicide deaths 
in the world, ever.

• Psychotherapies & collaborative care models for depression have been shown 
to reduce the severity (or frequency) of suicidal thoughts and prevent non-
lethal suicide attempts.



• Types of suicide ideation
• Passive: wish to be dead
• Active thoughts of killing 

yourself
• Consideration of methods
• Some intent to act
• Intent and specific plan 

(imminent risk)
• Types of suicidal behavior:

• Suicide attempt (multiple 
attempts) 

• Interrupted attempt
• Aborted attempt
• Preparatory behavior
• (NSSI)

Definitions

Image adapted from McDowell et al. Practical Suicide-Risk 
Management for the Busy Primary Care Physician. Mayo Clinic 
Proceedings. 2011; 86(8).
Definitions from the Columbia Suicide Severity Rating Scale. 

Passive 
ideation

Active 
ideation

Methods

Some 
intent to 
act

Intent & 
specific 
plan



Two-step screening • PHQ-9, item 9
• Thoughts that you 

would be better off 
dead or of hurting 
yourself in some 
way?
• If positive (any 

>0)à
• P4 Screener 
• Dube et al., J Clin 

Psychiatry 12:e1-
e8, 2010



Columbia Suicide Severity Rating Scale

• Flexible: suggested prompts, goal is to get the info you need; don’t 
need to ask questions you don’t need. 

• Also self-report version

Semi-structured interview

• Comprehensive: includes worst point and many types of behavior
• Standard definitions
• Useful suggested prompts

Benefits: 



Tips for asking about suicide

Gentle persistence: 

• “No, not really” usually 
means some form of suicidal 
thinking is present. 

• Some individuals think that we are 
not interested in hearing about 
their suicide ideation unless they 
are seriously thinking about taking 
action. 

• “What kind of thoughts have 
you had, even if they were 
just fleeting or you wouldn’t 
act on them?”

Normalizing helps 
people feel comfortable: 

• “When people are 
feeling upset or 
stressed, they 
sometimes have 
thoughts that they 
wish they were dead. 
Have you ever had 
thoughts like this?”

Gentle assumptions 
help individuals feel 

comfortable telling you 
about suicidal thoughts: 

• “What other ways have 
you thought about 
killing yourself?”

Adapted from Shea (1999), The Practical Art of Suicide Risk Assessment



Suicide risk management

PART 3





Imminent 
suicide 
risk?

Do not leave the patient alone.

Arrange for hospitalization.

Engage family in planning.

Yes

No (but active suicide ideation)

Conduct Safety Planning Intervention
Involve support network.
Limit access to means.
Increase contact and make commitment through the crisis.
Arrange for MH evaluation; assure follow through.

Risk Management Actions



Safety Planning
• Brief clinical intervention that results 

in a prioritized written list of warning 
signs, coping strategies, and resources 
to use during a suicidal crisis.

• Safety Planning plus caring contacts (Stanley et al., 
2018): 
• 45% fewer suicidal behaviors, approximately halving the odds of 

suicidal behavior over 6 months (odds ratio, 0.56; 95% CI, 0.33-0.95, P 
= .03) 

• More than double the odds of attending at least 1 outpatient mental 
health visit (odds ratio, 2.06; 95% CI, 1.57-2.71; P < .001). 
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Assess commitment to use plan
Ask “How likely, on a scale of 1 to 10, are you to use the plan?”

“What would make it easier/more likely for you to use it?”

Troubleshoot issues.

Invite Veteran to complete card (example below). Involve family or 
close friends as much as possible in developing and finalizing the plan.

Focus on breathing, play with dog, 
pray

Go to coffee shop, call friend (Bill 
777-7777)
Text daughter Melissa

Call wife Linda (888-8888) 
Call Dr. Price (999-999-9999)

%LOO�ZLOO�NHHS�P\�ULÁHV�XQWLO�,�
feel better

FOR EMERGENCIES:SAFETY PLANNING

FRIENDSHIP LINE: 800.971.0016 

SUICIDE PREVENTION HOTLINE:

800.272.TALK (8255) Press “1” for Veterans

YOUR VA HOSPITAL EMERGENCY DEPARTMENT:

MEDVAMC - 2002 Holcombe 

STEP 
1

STEP 
3

STEP 
5

STEP 
6

STEP 
4

STEP 
2

911

PEOPLE/PLACES:

FOR EMERGENCIES:SAFETY PLANNING
COPING:

SAFETY:

FRIENDSHIP LINE: 800.971.0016 

SUICIDE PREVENTION HOTLINE:

800.272.TALK (8255) Press “1” for Veterans

YOUR VA HOSPITAL EMERGENCY DEPARTMENT:

911

PEOPLE/PLACES:

COPING:

SAFETY:

a personal safety plan

WHEN I DO THESE, I FEEL BETTER
PERSONAL COPING STRATEGIES TO TAKE MY MIND OFF THINGS

• 

• 

• 

THINGS I NEED TO DO TO BE SAFE
STEPS TO MAKE MY ENVIRONMENT OKAY

• 

• 

• 

RED FLAGS
I KNOW SOMETHING’S WRONG WHEN I FEEL THIS WAY

• 

• 

• 

MY GO-TO FOLKS
MY CONFIDANTS & INNER CIRCLE

NAME
NAME
NAME

PHONE
PHONE
PHONE

TIME TO CALL THE PROS
CLINICIAN NAME
CLINICIAN NAME

LOCAL EMERGENCY SERVICE
EMERGENCY SERVICES PHONE
EMERGENCY SERVICES ADDRESS

EMERGENCY PHONE #
EMERGENCY PHONE #

PLACES TO GO, PEOPLE TO SEE
PEOPLE & PLACES THAT PROVIDE DISTRACTION

NAME 
NAME 

PLACE 
PLACE 
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INTRODUCE 
PURPOSE

ESTABLISH  
COLLABORATION WARNING 

SIGNS

MAKE  
ENVIRONMENT 

SAFE

COMMITMENT 
TO USE
PLAN

Safety Planning: THE STEPS

STEP 1

PEOPLE/
PLACES TO 
DISTRACT

STEP 3

PROFESSIONALS/ 
CRISIS CARE

STEP 5 STEP 6

PEOPLE TO 
HELP

STEP 4
COPING 

STRATEGIES

STEP 2

https://www.mirecc.va.gov/visn16/collaborative-safety-planning-manual.asp

https://www.mirecc.va.gov/visn16/collaborative-safety-planning-manual.asp


Safety plans can address personalized risk factors



INDICATED 
PREVENTION

• Routine screening for depression
• PHQ-9, GDS, CES-D, PROMIS 
• Screening for suicidal ideation and intent

• Diagnose and treat depression to remission
• Depression treatment is effective, including at reducing suicidal ideation 

and maybe suicidal behavior
• Antidepressants, lithium, ketamine/esketamine
• Psychotherapy for suicidal behavior—including Problem Solving Therapy

• Collaborative care
• Meta-analysis indicating a small, but reliable effect of collaborative 

care for reducing suicide ideation, especially when embedded 
psychotherapy is part of the CCM (Grigoroglou et al., 2021)

• Suicide-specific interventions:
• Safety Planning
• Caring Contacts
• Address social determinants of health
• Means safety
• 1-800-273-TALK



https://www.hsph.harvard.edu/means-matter/lethal-means-counseling/
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