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Case Vignette
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A middle aged man presents to his primary care physician with complaints of 
anxiety and insomnia. He describes being in the midst of a bitter divorce and, at 
the same time, being hounded at work by a supervisor who is threatening to fire 
him. He has withdrawn from his friends out of embarrassment over his 
situation. When asked about feelings of depression he focuses on being 
extremely anxious and unable to think as he is consumed by negative thoughts 
about his future. The PCP then asks the patient if he has been having thoughts 
of suicide. The patient denies having such thoughts and again reiterates that he 
is anxious and feeling trapped. 

The PCP gives the patient a prescription for escitalopram and zolpidem for 
sleep. The PCP also provides the patient with a referral to be seen by a 
psychiatrist.

One week later, on his usual way home from work, he is stopped by a railroad 
crossing gate. At the last second he steps in front of the train and is killed.



• Rates of suicide reached a 50 year peak in 2017
• Over 30% increase since 1999 
• One person dies by suicide in US every 12 

minutes

Prevalence
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2nd  leading cause of death age 15-34
10th leading cause of death overall
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Primary Care: A Crucial Setting for Suicide Prevention
Jerry Reed, PhD, MSW, Director, Suicide Prevention 
Resource Center

•Up to 45% of patients who die by suicide visited 
their primary care physician within a month of 
their death

•81% of people who die by suicide did not seek 
psychiatric help

•67% of patients who have attempted suicide 
receive medical care as a result of their attempt
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Screening for Suicide a Requirement?
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The Joint Commission in February 2016 released Sentinel 
Event Alert 56, which recommended that primary, 
emergency, and behavioral health clinicians look for 
suicidal ideation in all patients in both non-acute and acute 
care settings. The Joint Commission advised 1) reviewing 
each patient's personal and family history for suicide risk 
factors, 2) screening all patients for suicide risk factors 
using a brief, standardized, evidence-based screening tool, 
and 3) reviewing screening questionnaires before the 
patient leaves the appointment or is discharged.
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National Action Alliance for Suicide 
Prevention
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Recommended Standard Care 
for People with Suicide Risk: 
MAKING HEALTH CARE 
SUICIDE SAFE



Summary of Recommended Standard 
Care Elements – National Action Alliance
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Primary Care:
1. Identify Suicide Risk for patients with MI / SUD
2.Complete the brief Safety Planning Intervention 

during the visit where the patient is identified and 
discuss with family

3.Discuss any lethal means considered by, and 
available to the patient and arrange for and 
confirm removal

4.Make appointments with mental health 
professional and complete one “caring contact” 
within 48 hours or next business day
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Your suicidal patients won’t 
tell you that they are thinking 
of killing themselves unless 
you ask (occult suicide risk)

Problem #1
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Traditional Method Of Assessing Risk

Columbia Suicide Severity Rating Scale

1. Suicidal Ideation
2. Suicidal Behavior



Protective Factors
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Protective factors are personal or environmental 
characteristics that help protect people from suicide.

Major protective factors for suicide include:
Effective behavioral health care
Connectedness to individuals, family, community, and social 
institutions
Life skills (including problem solving skills and coping skills, 
ability to adapt to change)
Self‐esteem and a sense of purpose or meaning in life
Cultural, religious, or personal beliefs that discourage 
suicide



Patients that are at imminent risk for 
suicide often do not think of themselves 
as suicidal

These people have “implicit risk”

Problem #2:
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Predictive Validity of the Suicide Trigger Scale (STS-
3) for Post-Discharge Suicide Attempt in High-Risk 
Psychiatric Inpatients
Igor I. Galynker
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1. Frantic hopelessness
2. Ruminative Flooding

Suicide Crisis State
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• More formal screening and assessment
• Look for the anxious, “trapped”, 

hopeless patient
• Have a picture in mind of the vulnerable 

patient
• Removal of lethal means
• Safety planning
• Caring contacts

What Can You Do
quick summary
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