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ABSTRACT 

 

Among the top nine leading causes of death for individuals aged 10–64 is suicide, and it’s 

the primary cause of preventable death. Currently, only one-third of healthcare providers 

routinely screen for suicide risk, even though this screening is recommended by entities such as 

The Joint Commission. The objectives of this project were to identify ways to increase suicide 

risk identification in the prevention of suicide through the utilization of a standardized suicide 

screening using the Ask suicide-screening Questions (ASQ) reflexing to the Brief Suicide Safety 

Assessment (BSSA), and to mitigate barriers to the implementation of suicide screening 

protocols in a rural Montana psychiatric practice. This project was accomplished using pre- and 

post-education surveys and three 2-week PDSA cycles, which evaluated selected aggregate data 

evaluated against SMART goals. During this project, the facility screened 93% of 86 patients 

that presented to the practice; 15 patients refused to screen and six were not provided the 

screening tool. Of the patients screened, 41.3% were positive using the ASQ, with one patient 

scoring at the threshold for further evaluation with the BSSA. In this sample, none needed 

further intervention beyond this setting. The project successfully identified the evidence-based 

tools and processes fitting this practice, provided efficient and convenient implementation steps, 

gained stakeholder buy-in and support, and facilitated rapid PDSA cycling to identify and 

mitigate barriers to screening. Per the provider’s report, additional secondary assessments 

improved patient care through standardization and consistency, and provided a conversation 

structure regarding suicide risk. Limitations, including practice size, rurality, and practice 

specialty, did not indicate a correlation between suicide screening and early risk identification.  
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CHAPTER ONE 

 

SUICIDE SCREENING AND PREVENTION LITERATURE REVIEW 

 

Suicide: An International Public Health Concern 

 

Suicide is a tragedy that affects families, communities, societies, and individuals, with 

long-lasting effects on those left behind. Suicide leaves an immense economic toll on society, 

attributed to nationally costing $70 billion per year in medical and work-loss costs alone (Centers 

for Disease Control and Prevention [CDC], 2022a). Suicide is a global phenomenon that occurs 

throughout the lifespan and, in 2020, was among the top nine leading causes of death of people 

aged 10–64 (World Health Organization [WHO], 2021; CDC, 2022c). According to the CDC 

(2020), in the United States, approximately 12.2 million individuals seriously thought about 

suicide, 3.2 million planned a suicide attempt, and 1.2 million attempted suicide. In the United 

States, the suicide rate increased by 33% between 1997 and 2017 (Aguinaldo et al., 2021). 

Globally, there are approximately 800,000 deaths by suicide yearly and 20 suicide attempts for 

each death (Polihronis et al., 2022).  

Eighty-three percent of those who die by suicide and 95% of those who have attempted 

suicide visited a healthcare provider within months of their death, some within weeks (Inman et 

al., 2019; Thom et al., 2020; LeCloux et al., 2022). Only 24% of individuals who died by suicide 

had a mental health diagnosis (Thom et al., 2020). Of the patients who visited a healthcare 

facility prior to a suicide attempt, many reported somatic complaints, but did not disclose 

psychiatric symptoms unless explicitly asked (Horowitz et al., 2020). Regrettably, many 

healthcare providers do not routinely screen for suicide risk, although it is recommended by both 
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the American Academy of Pediatrics and The Joint Commission (American Academy of 

Pediatrics [AAP], 2022; The Joint Commission [JCI], 2020).  

JCI’s current National Patient Safety Goals for suicide prevention 15.01.01 currently 

includes universal screening for all individuals that present for behavioral health services (JCI, 

2019). Despite the benefits of universal screening, only one-third of providers routinely screen in 

practice (LeCloux et al., 2022). Early identification of patients at risk for suicide is a crucial 

prevention strategy that often goes unrecognized by healthcare providers (Aguinaldo et al., 

2021).  

 

Impact of Suicide in Montana 

 

In Montana, suicide is the number one cause of preventable death (Rosston, 2022). 

Montana has consistently ranked within the top five states in the nation for suicide for more than 

40 years, making suicide one of Montana’s highest public health priorities (Center for Children, 

Families, & Workforce Development [CCFWD], 2019; Koch, 2021). During the last 2 decades, 

Montana has experienced a 38% increase in suicides (CCFWD, 2019; Koch, 2021). Montana has 

the third highest rate of suicide in the United States per the National Vital Statistics Report for 

2020 with 300 deaths, resulting in a death rate of 26.1 (Curtin, 2020; CDC, 2022b). States such 

as Montana, which are primarily rural, have higher rates of death by suicide (20 per 100,000) 

compared to more urban states (11.1 per 100,000) (CCFWD, 2019). Suicide is the sixth leading 

cause of death for all Montanans (CCFWD, 2019).  

In Montana, suicide occurs most frequently between the ages of 25 and 64, which 

accounts for 62% of suicides (Koch, 2021). Suicide rates in men were significantly higher than 
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women respectively at 47.0 and 16.9 per 100,000 (Koch, 2021). Suicides occurred more 

frequently in rural areas (37%) compared to metropolitan areas (34%) and micropolitan areas 

(29%) (Koch, 2021).  

American Indians have the highest rate of suicide at 32 per 100,000 followed by 

Caucasians at 25.3 per 100,000 (Rosston, 2022). In the youth aged 11 to 17, suicide rate is 11.9 

per 100,00; over double the national average (Rosston, 2022). Per the 2021 Youth Risk Behavior 

Survey, 10.2% of Montana students in grades 9–12 had made a suicide attempt as have 13.5% of 

grades 7–8 (Rosston, 2022). Of American Indian students, 17.6% had attempted suicide one or 

more times (Rosston, 2022). Suicide has been the number two cause of death in children aged 

10–14 for the last 10 years (Rosston, 2022). Montana has the highest veteran suicide rate in the 

nation at a rate of 68 per 100,000; overall, 25% of suicide deaths in Montana were veterans 

(CCFWD, 2019).  

 

Purpose 

 

Given the significance of suicidality in Montana and the devastating impacts of suicide, a 

literature review was conducted to inform best practices to implement suicide screening in a rural 

psychiatric practice facility and inform the development of the quality improvement project.  

 

Methods 

 

Articles were collected from the following resources and databases: PsycINFO, 

ProQuest, PubMed, CDC, National Institute for Mental Health, JCI, and CINAHL Database. 

Titles and abstracts were searched using the following terms: “suicide,” “suicide prevention,” 
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“suicide prevention in healthcare,” “suicide screening,” and “suicide risk assessment.” All titles 

of articles were reviewed and studies were screened against the inclusion criteria. Studies were 

included if they described suicide prevention through the use of validated screening tools, the 

psychometric properties of validation of a suicide risk screening tool, use of a validated 

screening tool, or a quality improvement project implementing a validated screening tool. 

Dissertations, student quality improvement projects, case reports, studies that did not examine 

the topic of interest, chart reviews, and abstract-only articles were excluded.  

 

Results 

 

An initial 3,047 articles were yielded from the search terms. After removal of 

duplications (n=1,451) and excluded articles per criteria (n=1,509), 16 articles were included for 

full-text review. The types of articles included are as follows: four cross-sectional instrument 

validation studies, two cohort studies, contextual inquiry, two editorial articles, two quality 

improvement projects, descriptive study, literature review, systematic review and meta-analysis, 

psychometric analysis, and summary of screening tools. All of the articles selected evaluated 

urban or suburban settings or settings were not reported. Of the articles selected, 19% (n=3) 

evaluated suicide screening implementations in children, 44% (n=7) in adults, 13% (n=2) 

evaluated both adults and children, 69% (n=11) discussed screening tools, and 88% (n=14) 

pertained to barriers to screening implementation. During this review, the following themes 

about suicide prevention and screening emerged: suicide prevention, universal suicide screening, 

gaps in suicide risk identification, barriers to suicide screening, and evidence-based suicide 

screening tools. 
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Discussion 

 

Suicide Prevention 

 

Suicide, like many public health concerns, is preventable (CDC, 2017). Healthcare 

providers have a unique opportunity to help prevent suicide as many individuals at risk for 

suicide are seen in the healthcare setting (National Action Alliance for Suicide Prevention 

[NAASP], 2018). Attention to suicide prevention in healthcare has improved since the inception 

of the 2012 revised National Strategy for Suicide Prevention goal to “Promote suicide prevention 

as a core component of health care services” (U.S. Department of Health and Human Services 

Office of the Surgeon General & NAASP, 2012). Per the U.S. Surgeon General’s Advisory 

(2021), clinical treatment is critical to protecting mental health, including risk identification, 

screening and assessment, indicated interventions, treatment, and recovery. NAASP (2018) 

recommends utilizing standard care elements of identification and assessment, safety planning, 

means reduction, and caring contacts in the prevention of suicide in healthcare settings.  

The emphasis in care for suicide prevention by healthcare providers is to identify patients 

at risk for suicide, enhance safety for those with risk, and to provide treatment and support for 

individuals that have an elevated risk for suicide (NAASP, 2018). The first step in preventative 

care is identification and assessment of suicide risk using a standardized instrument or scale 

(NAASP, 2018; AAP, 2022; JCI, 2019; Suicide Prevention Resource Center, n. d.; Montana 

Department of Public Health and Human Services [DPHHS], n.d.). Asking patients about 

suicidal ideation or self-harm is a simple and effective way to identify patients at risk for suicide 

(NAASP, 2018). Provider implementation of suicide screening could detect suicidal individuals 

and intervene effectively (NAASP, 2018). Through screening and assessment, it is possible to 
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identify patients with elevated suicide risk, allowing providers to deliver effective supports 

during times of high risk and reduce the risk of suicide (NAASP, 2018).  

 

Universal Suicide Screening 

 

One means of screening patients presenting to a medical setting is through universal 

suicide screening. Universal suicide screening requires providers and healthcare facilities to 

screen every patient for suicide, regardless of reason for seeking care, using a standardized, 

evidence-based screening tool at every encounter. By screening every patient, providers are more 

likely to accurately identify individuals that are at risk for suicide and can appropriately 

intervene to address suicide risk (Mounet & Horowitz, 2021).  

JCI’s National Patient Safety Goal (NPSG) NPSG 15.01.01 recommends that all 

accredited hospitals assess suicide risk in patients that are being evaluated or treated for 

behavioral health conditions (JCI, 2019). This neglects the larger population of nonpsychiatric 

patients who present to the medical setting, yielding a large risk burden (Roaten et al., 2018). 

One study of suicidal ideation in patients seeking emergency treatment for nonpsychiatric 

reasons reported that 20.1% acknowledged suicidal ideation, 1.9% acknowledged a suicide plan, 

and four returned to the emergency department after a suicide attempt within the following 45 

days (Roaten et al., 2018). Another study implemented a universal suicide screening program in 

a hospital system that identified positive screening results found in various nonbehavioral health 

units as follows: 6.3% in the ED, 1.6% in inpatient units, and 2.1% in outpatient clinics (Roaten 

et al., 2018). The implementation of universal screening in this study demonstrates the necessity 

and value of screening all patients for suicide risk, especially those that do not present with 

mental health concerns.  
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Gaps in Practice 

 

Currently, only one-third of providers routinely screen for suicide in practice and, when 

completed, it is not done via a standardized protocol (LeCloux et al., 2022). Of those that do not 

implement a suicide screening tool, only 47% of mental health practitioners are reported to ask 

about suicide-related behaviors (Polihronis et al., 2022). Mental health and psychiatric providers 

have substantial opportunities to identify individuals at risk for suicide. While there has been a 

recent rise in patient safety research, including suicide prevention, research conducted in mental 

health services remains meager and outdated when compared to the amount of research 

conducted in general healthcare settings (Quinlivan et al., 2020).  

Although suicide prevention should be a priority in patient safety research, few studies 

have addressed suicide prevention in patients accessing mental health services (Quinlivan et al., 

2020). One of these studies by Davis et al. (2020) assessed suicide screening techniques used by 

mental health providers and found practitioners reported variability in screening methods with 

some using standardized measures and some integrating questions about suicidality into other 

safety topics. Other clinicians integrate safety planning into interventions aimed towards 

promoting coping and crisis management (Davis et al., 2020). This variability in suicide 

assessment can readily lead to gaps in identification of individuals at risk for suicide.  

 

Barriers to Identification 

 

In addition to gaps in identification of patients at risk for suicide, there is also the 

consideration of barriers to suicide screening implementation. Barriers to routine suicide 

screening reported by non-mental healthcare providers include concerns for appropriate follow-

up for patients that screen positive, fear of iatrogenic risk, lack of time, discomfort asking about 
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suicide, limited provider confidence and efficacy, and insufficient knowledge or training 

regarding suicide risk (LeCloux et al., 2022; Polihronis et al., 2022; Horowitz et al., 2022; 

Heyland et al., 2018; Davis et al., 2020). Lack of screening guidelines, input from patients and or 

parents/guardians, and screening education may result in providers being hesitant to provide 

routine suicide screening (LeCloux et al., 2022; Polihronis et al., 2022; Horowitz et al., 2022; 

Heyland et al., 2018).  

Barriers reported by mental healthcare providers to implementing routine suicide 

screenings include (a) uncertainty and anxiety about what to do if the patient is determined to be 

at risk and reliance on clinical judgment, (b) uncertainty whether patients would implement the 

provider’s safety plan, (c) lack of clarity regarding protocols, (d) which providers were 

responsible for the suicide screening, and (e) the frequency in which screening should be 

conducted (Davis et al., 2021). In response to these identified barriers, clinicians recommended 

that clarifying policies regarding suicide screening implementation, delineation of screening 

frequency, improved protocols for follow-up on positive screenings, additional training, and 

workflow improvements in the electronic medical record could facilitate screening and mitigate 

barriers (Davis et al., 2021). The resounding theme between medical providers to facilitating 

suicide screening and overcoming barriers includes standardized screening protocols, an 

evidence-based screening tool, and provider education (LeCloux et al., 2022; Polihronis et al., 

2022; Horowitz et al., 2022; Heyland et al., 2018; Davis et al., 2021).  

 

Evidence-Based Screening Tools 

 

There are many screening instruments that can be used to detect suicide risk (e.g. 

Columbia-Suicide Severity Rating Scale, Suicide Behavior Questionnaire-Revised, Beck Scale 
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for Suicide Ideation) (JCI, 2019). The ASQ is a 20-second, four- to five-item, evidence-based 

suicide screening tool developed to rapidly assess suicidal ideation and behaviors (Mournet & 

Horowitz, 2021; Aguinaldo et al., 2020; Horowitz et al., 2020; LeCloux et al., 2022). The ASQ 

was designed for patients of all ages in multiple settings including Emergency Departments, 

Medical/Surgical units, outpatient primary care, and specialty clinics (JCI, 2019). The ASQ 

showed strong psychometric properties as follows: a sensitivity of 96.9% to 100%, a specificity 

of 87.6% to 89%, and a negative predictive value of 96.9% to 100% (Horowitz et al., 2012; 

Horowitz et al., 2020). A 2019 study reported the ASQ may improve clinicians’ ability to foresee 

future suicide-related behaviors and identified the ASQ as a valid screening tool in emergency 

rooms, outpatient settings, and specialty care clinics (Aguinaldo et al., 2021).  

The ASQ and the Brief Suicide Safety Assessment (BSSA) are intended for concurrent 

use as part of a three-level, standardized suicide risk and assessment protocol (LeCloux et al., 

2022). The BSSA is a follow-up, secondary risk-assessment tool used to determine an 

appropriate disposition plan for patients that screen positive in the ASQ (LeCloux et al., 2022). It 

is a two-page guide that instructs mental health providers in the completion of a more detailed 

suicide risk assessment including suicidal ideation, suicide plan, past behavior, current 

symptoms, social supports, and safety (LeCloux et al., 2022).  

Although more cumbersome than the ASQ, the Columbia Suicide Severity Rating Scale 

(C-SSRS) is another validated suicide screening tool. The C-SSRS is approved for use in all age 

groups and populations in different settings (JCI, 2019). The C-SSRS was developed in 2007 by 

a group comprised of members from Columbia University, the University of Pennsylvania, and 

the University of Pittsburgh to create a tool that would assess the severity of and track changes in 
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suicidal ideation and behavior (Thom et al., 2020; Syndergaard et al., 2022). The C-SSRS is 

made up of eight questions with an additional four questions to assess suicidal intent, plan, and 

intensity of ideation (Thom et al., 2020). In studies, the C-SSRS demonstrated good convergent 

and divergent validity for suicidal ideation and behavior scales and a high sensitivity (94% to 

100%) and specificity (99% to 99.4%) for suicidal behavior classifications (Posner et al., 2011; 

Thom et al., 2020). Although the C-SSRS Full Version is a validated tool, if not used with the 

risk assessment, it is not sufficient to qualify as an evidence-based suicide risk assessment (JCI, 

2019).  

More burdensome than either of the previously mentioned tools, are the Beck Scale for 

Suicide Ideation (BSI) and the Suicide Behavior Questionnaire-Revised (SBQ-R). The BSI is a 

21-item self-report instrument used to detect the current intensity of the patients’ attitudes, 

behaviors, and plans for suicide within the past week (JCI, 2019). While the BSI is a valid and 

reliable tool, it is not appropriate for universal screening as it is approved for ages 17 and older 

(Beck & Steer, 1991). The SBQ-R is a four-item self-report questionnaire that assesses future 

anticipation, as well as past and present suicidal thoughts or behaviors, and includes one question 

regarding lifetime suicidal ideation, plans to complete suicide, and actual suicide attempts (JCI, 

2019). Although the SBQ-R is a well-validated and reliable tool, it is not appropriate for 

universal screening as it is only approved for patients aged 13–18 (JCI, 2019).  

 

Conclusion 

 

Based on the literature review, suicide is a preventable public health concern. By utilizing 

standardized screening tools and screening every patient at every visit, more at-risk individuals 
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may be detected. While there are many standardized screening tools available, there exist 

barriers to implementation and ease of adoption dependent upon setting. The ASQ was selected 

due to its brevity, ease of administration and scoring, inclusion of evidence-based protocols for 

positive screenings, and inclusion of the BSSA secondary screening tool. For this quality 

improvement project, the ASQ and BSSA will be implemented at a rural Montana psychiatric 

clinic. 
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CHAPTER TWO 

 

SUICIDE SCREENING PROPOSAL 

 

Introduction 

 

Suicide is a global, national, and state health priority. Suicide rates have seen an 

exponential increase in recent years. At present, only one-third of providers routinely screen for 

suicide risk in practice and only 47% of mental health practitioners ask about suicide-related 

behaviors (LeCloux et al., 2022; Polhironis et al., 2022). Lack of screening has been attributed to 

concerns for appropriate follow-up for patients that screen positive, fear of iatrogenic risk, lack 

of time, discomfort asking about suicide, limited provider confidence and efficacy, and 

insufficient knowledge or training regarding suicide risk (LeCloux et al., 2022; Polihronis et al., 

2022; Horowitz et al., 2022; Heyland et al., 2018; Davis et al., 2020). With appropriate training, 

use of an evidence-based screening tool, and screening protocols, routine suicide screening is 

feasible in practice. Through the implementation of routine suicide screening using an evidence-

based tool, providers can identify patients at risk for suicide and intervene to provide appropriate 

medical care.  

 

Problem Statement 

 

Suicide prevention is a public health priority in the state of Montana due to current and 

rising suicide rates and rurality (CCFWD, 2019; Koch, 2021). There is no current information 

regarding suicide prevention screening rates in Montana-based mental healthcare. To prioritize 

suicide prevention in Montana, this quality improvement project will implement a suicide 
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screening protocol to follow national suicide prevention goals. These goals include increased 

identification of patients at risk for suicide and provision of appropriate mental health services to 

those identified as at-risk at a private rural psychiatric practice.  

 

Organizational Microsystem Assessment 

 

Organizational microsystem assessment was completed at an independent rural 

psychiatric practice in Montana. This practice currently operates only a few days a week, seeing 

between 16 and 20 patients per week for mental health concerns. The patients currently being 

seen at this practice represent a diverse population of both rural and urban residents throughout 

the lifespan from throughout the state. A variety of mental health concerns are addressed at this 

practice, including but not limited to anxiety, depression, Alzheimer’s disease, attention-deficit 

hyperactivity disorder, bipolar, and schizophrenia. Of those being seen for depression, roughly 

two patients per week report having suicidal thoughts without a plan of action or intention to 

complete suicide.  

Utilizing the 5 Ps microsystem assessment tool to evaluate this practice, it was noted that 

the practice had a process deficit regarding suicide screening. As all patients presenting to this 

practice are being seen for mental health concerns, it is imperative to screen for possible suicidal 

thoughts or behaviors for early detection. Current practices include administration of the PHQ-9 

(Patient Health Questionnaire-9) to assess patients’ current depression scores and questions are 

asked about suicidality during patient interviews. Although the PHQ-9 does address depression, 

thoughts of self-harm, and thoughts that the individual is better off dead, it does not ask direct 

questions regarding suicidality (American Psychological Association, 2020; The Joint 
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Commission [JCI], 2019). While asking patients about suicidal thoughts and behaviors is 

appropriate, it may not supply the depth of information that using an evidence-based tool could 

provide. There is opportunity at this rural psychiatric practice to implement a suicide screening 

tool to address shortfalls of the PHQ-9 related to direct questions pertaining to suicidality. 

 

Theoretical Framework 

 

The Plan-Do-Study-Act (PDSA) framework was chosen for this quality improvement 

project. The PDSA is a systematic model that promotes continual learning and improvement 

through the implementation of small changes in the PDSA cycle until the desired goal is met 

(Mournet & Horowitz, 2021; Knudsen et al., 2019). The PDSA method consists of four steps—

plan, do, study, and act—that guide the process by breaking down tasks into steps which can 

then be used to evaluate outcomes, improve upon the project, and go back through the cycle to 

test again (Agency for Healthcare Research and Quality [AHRQ], 2020). After each cycle of the 

PDSA, information will be collected to help guide changes in subsequent cycles to improve 

project outcomes, account for possible challenges, and integrate changes to workflows (Mournet 

& Horowitz, 2021). 

The rapid and cyclical nature of the PDSA is beneficial to this project due to the short, 6-

week implementation time available. By implementing 2-week cycles, data can be continuously 

collected, and testing can be conducted on a small scale as this project is being conducted by one 

nurse and one PMHNP-BC as facilitators of the change process. During the 2-week cycles, the 

DNP student will evaluate the findings of the previous cycle and provide weekly updates to 

improve processes and incorporate stakeholder feedback from the previous week’s data 
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collection cycle (Agency for Healthcare Research Quality, 2020). Through process 

improvements in each cycle of the PDSA, the QI project could successfully reach the desired 

goals.  

 

Specific Aim 

 

The DNP quality improvement project aims to implement a standardized suicide 

screening tool and protocol at an independent, rural Montana psychiatric facility to enhance early 

detection of patients at risk for suicide. The desired goal of this quality improvement project is to 

offer education to stakeholders regarding the importance of suicide screening and suicide 

screening implementation and provide 100% suicide screening of all patients that present to the 

clinic by April 2023. This DNP project’s timeline and goals are outlined in the logic model 

(Appendix A).  

 

Context 

 

This quality improvement project will be conducted at an independent rural psychiatric 

practice in Montana. The stakeholders involved in this project include one PMHNP-BCand one 

RN. This practice was selected due to its rural location, patient diversity, lack of current 

utilization of a suicide screening tool, and acceptance of a student-led project within the facility.  
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Intervention and Implementation 

 

Plan 

 

In this DNP project, the “plan” phase is the pre-implementation phase, which includes (a) 

stakeholder collaboration, (b) student-led education planning (Appendices B, C, and E), (c) 

obtaining the Ask Suicide-Screening Questions (ASQ) screening tool (Appendix D) and scoring 

process, (d) Brief Suicide Safety Assessment (BSSA) secondary screening tool for ASQ positive 

screenings (Appendices F, G, H, and I), (e) PMHNP-BC verbal assessment protocol materials, 

and (f) creating student data-collection materials. Student-led education planning will include 

education for the RN and PMHNP-BC to support the importance of suicide screening in suicide 

prevention, the role of the RN and PMHNP-BC in screening implementation, and PMHNP-BC 

screening protocol execution. The “plan” phase will be initiated once IRB (Institutional Review 

Board) approval is obtained and will continue until the implementation of the project in January 

2023.  

 

Do 

 

 The second phase, “do,” includes conducting a 1-hour, student-led, in-person educational 

session of the stakeholders at the psychiatric facility (Appendix B), implementation of the 

suicide screening tool, protocols for positive suicide screenings, and inputting of the suicide 

screening data into the her for longitudinal suicidality trend tracking by the provider. A report 

will be run weekly giving aggregate information on the ASQ and BSSA scoring in patient charts 

and observation of the cycle’s success with weekly examination of the cycle's processes, 

implementation, screening reports, and possible need for modification. The “do” phase will be 
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implemented in January 2023, at which time all patients presenting to the facility will receive a 

suicide screening tool at registration. The PMHNP-BC will evaluate the screening tools and 

follow the protocol for positive screens.  

 

Study 

 

 The third phase, “study,” will require an examination of the data collected and results 

from the cycle conducted, including stakeholder feedback, lessons learned, and if the cycle met 

the intended goals. During this phase the DNP student will assess all aggregate data presented 

through the screening tools and feedback and insights from the stakeholders regarding problems, 

possible improvements, and workflow analysis. All data will be recorded in an Excel spreadsheet 

for analysis to determine if the previous week’s implementation met the goals and aims of the 

project.  

 

Act 

 

 The final phase, “act,” will include collaboration with stakeholders to identify what was 

concluded through the cycle conducted and assess processes that should be adapted, accepted, or 

abandoned in the next cycle. This cycle will be evaluated using SMART goals. 
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Figure 1. PDSA Cycle 

 

 

Timeline and Budget Considerations 

 

The timeline of this DNP project will be conducted from IRB approval to April 2023 as 

follows: (1) Pre-implementation planning IRB approval January 2023, (2) PDSA cycle-1 January 

27, 2023, to February 9, 2023, (3) PDSA cycle-2 February 13, 2023, to March 24, 2023, and (4) 

PDSA cycle-3 March 27, 2023, to April 6, 2023. After conclusion of PDSA cycle-3, all data will 

be assessed and reported. The current budget for this project is $50, to be supplied by the DNP 
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student to mitigate the costs of office supplies necessary to the project. This budget is anticipated 

to be adequate to cover the expense of the project, but can be reevaluated and supplemented by 

the DNP student if necessary. Confidentiality will be maintained throughout the DNP project as 

data will not include patient names or other identifiers, and the DNP student will have no contact 

with the patients participating in the project.  

 

Facilitators 

 

 Facilitators to this DNP project include support from the participating psychiatric facility. 

The PMHNP-BC and RN have expressed a desire to implement best suicide prevention practices 

and are willing to facilitate the education and implementation of a new suicide screening 

protocol to provide the best level of patient care. This mitigates a common barrier providers 

expressed in confidence, hesitancy to provide screening, and insufficient knowledge or training 

in suicide screening (LeCloux et al., 2022; Polihronis et al., 2022; Horowitz et al., 2022; Heyland 

et al., 2018; Davis et al., 2020). 

 The ASQ and BSSA are free to use and are easily accessible through the National 

Institute of Mental Health (n.d.), Ask Suicide-Screening Questions (ASQ) Toolkit. The cost of 

copies for screening tools is $0.15 per page, making this a cost-effective means to screen for 

suicide risk. Other cost-saving measures include free creation of the ASQ into the current 

electronic health record (EHR). The current EHR system does not require additional payment for 

the creation of screening tools.  
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Barriers 

 

 The most prominent barrier to implementation of suicide screening is incorporation into 

the current facility workflow and the amount of time it takes to implement the BSSA secondary 

screening tool after a positive screening result on the ASQ. As this is an established psychiatric 

practice, the current workflow has been perfected for current practices. With the implementation 

of a new screening practice the current workflow will have to be revised, which may cause 

disruption to current processes.  

 While the ASQ was selected due to its brevity, it will still take time for patients to 

complete. The largest consumer of time is the implementation of the secondary protocols, which 

include utilization of the BSSA and verbal assessment of the patient. Current appointment 

lengths are between 30 minutes and 1 hour, and the utilization of this tool could consume 10 to 

15 minutes, if not more, of that time (Le Cloux et al., 2022). This could become a barrier to 

implementation of the secondary protocols for patients with a positive initial screening.  

 

Evaluation 

 

Evaluation of this DNP project was conducted using quantitative statistics to measure 

aggregate data collected throughout the PDSA cycles. Descriptive statistics were used to 

evaluate the number of patients who completed the screening tool, number of patients that 

refused to complete the screening tool, number of patients that screened positive, number of 

patients that screened negative, and number of patients assessed using the BSSA and verbal 

assessment after a positive ASQ screening.  
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To ensure completeness and accuracy of the data, the student collected data from the 

psychiatric facility weekly to include: (1) number of patients presenting to the facility, (2) 

patients screened, (3) patients refusing screening, (4) positive ASQ screening, (5) negative ASQ 

screening, (6) BSSA secondary screening, and (7) verbal assessment. All data collected was 

assessed against the number of patients presenting to the facility each day to confirm each patient 

is accounted for. During data collection, the student compiled all data into an Excel spreadsheet 

database.  

Each cycle of the PSDA process and final evaluation of the DNP project was assessed 

against the desired short-term, intermediate, and long-term SMART goals set forth in the logic 

model. These goals are seen in Tables 1–3. 

 

Table 1. SMART Goal #1 

SMART Goal #1: One education session on the use of the suicide screening tool and 

screening tool implementation with clinical staff will be completed by January 2023. 

Education will include a 1-hour presentation given by the student to all staff. 

This goal is set at one educational session as it is understood that, at minimum, one 

educational session will be necessary prior to implementation of the suicide screening 

tool and secondary protocols.  

Description of strategies to be utilized to accomplish goal including any needed 

resources.  

• See Appendix B for Student-led Educational Plan. 

• Student will confer with stakeholders to set a time and date for the student to 

provide an educational session appropriate for all parties.  

• Student will provide copies of all educational materials to stakeholders to 

ensure learning and knowledge retention.  

• Funding for paper and printing for educational handouts is in the current 

operational budget. No additional funds are necessary.  
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Table 1. SMART Goal #1 Continued 

Data to be collected Method of Collection and 

who is responsible 

Planned data analysis 

• Number of facility 
staff members 
present at the 
educational 
session.  
 

• Sign-in sheet will 
be used to assess 
staff members 
present at the 
educational 
session.  
 

• Descriptive 
Statistics of the 
number of staff 
members that 
complete the 
education.  

 

 

 

Table 2. SMART Goal #2 

SMART Goal #2: Clinic staff will increase suicide screening of all patients to 50% by 

February 9, 2023. This goal will be achieved through provision of the screening tool to 

each patient presenting to the clinic. 

This goal is set at 50% screening of all patients to account for potential barriers to 

implementation, problems in development in PDSA processes that may hinder 

screening, and acclimatization time to increase suicide screening practices.  

Description of strategies to be utilized to accomplish goal including any needed 

resources.  

• RN will provide ASQ screening tool to all patients presenting to the facility 

upon arrival.  

o DNP student will provide copies of the ASQ screening tool for facility 

use. 

o Funding for paper and printer services for screening tool is in the 

current operational budget. No additional funds are necessary.  

• PMHNP will note the number of patients being seen that day and number of 

patients that decline to complete the ASQ screening tool.  

• PMHNP will assess and score all ASQ screening tools after patient completion.  

• PMHNP will input screening data into EHR for ASQ screening tool.  

• PMHNP will mark DNP student-provided chart to denote positive and negative 
results for data collection.  
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Table 2. SMART Goal #2 Continued 

Data to be collected Method of Collection and 

who is responsible 

Planned data analysis 

Number of patients seen 

at the facility each day. 

Number of patients that 

decline screening.  

Number of patients that 

screened ++, +, or -.  

 

 

RN will provide screening 

tool to patients.  

PMHNP-BC will document 

results on DNP student-

provided chart.  

DNP student will enter 

deidentified data into 

Excel spreadsheet 

capturing number of 

patients screened, 

declined, and positive and 

negative screening results.  

Frequency data including 

the average, mean, 

median, and percentages 

will be calculated to 

analyze percentage of 

patients screened, refused 

screening, positive results, 

and negative results.  

 

 

 

 

 

 

Table 3. SMART Goal #3 

SMART Goal #3: Protocols for positive screenings will be executed in 50% of screened 

positive patients by February 9, 2023. This goal will be accomplished using a 

secondary screening and verbal assessment on any patient that screens positive on 

the primary screening tool. 

This goal is set at 50% execution to implementation of positive screening protocols to 

account for potential barriers to implementation, problems in development in PDSA 

processes that may hinder screening, and acclimatization time to increase secondary 

protocol practices. 
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Table 3. SMART Goal #3 Continued 

Description of strategies to be utilized to accomplish goal including any needed 

resources.  

• PMHNP will assess and score all ASQ screening tools after patient completion.  

• PMHNP will use clinical pathway to determine course of action for secondary 

protocols dependent upon patient scoring on ASQ screening tool.  

o Copies of clinical pathway will be provided by the DNP student.  

o Funding for paper and printer services for secondary protocol tools is in 

the current operational budget. No additional funds are necessary.  

• PMHNP will follow secondary protocols if patient scores ++ or + by utilizing the 

BSSA for youths or adults based on the patient’s age and verbal assessment. 

o Copies of the BSSA youth and adult assessment and worksheets will be 

provided by the DNP student.  

o Funding for paper and printer services for secondary protocol tools is in 

the current operational budget. No additional funds are necessary.  

• PMHNP will mark DNP student-provided chart to reflect the method of 

collection listed below. 

Data to be collected Method of Collection and 

who is responsible 

Planned data analysis 

Number of patients 

screened with the BSSA. 

Number of patients 

verbally assessed for 

suicidality.  

 

PMHNP-BC will document 

results on DNP student-

provided chart.  

DNP student will enter 

deidentified data into 

Excel spreadsheet 

capturing number of 

patients screened, 

declined, and positive and 

negative screening results.  

Descriptive statistics will 

be used to determine the 

percentage of total 

number of patients per 

day screened with BSSA 

and verbally assessed for 

suicidality.  
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SMART goals 1, 2, & 3 represent the first PDSA cycle. SMART goals 4, 5, & 6 represent 

the second PDSA cycle. These goals will follow the same format while increasing screening of 

all patients from 50% to 80% by March 10, 2023. SMART goal 7 reflects 100% screening by the 

end of the third PDSA cycle.  
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CHAPTER THREE 

 

IMPLEMENTATION OF A SUICIDE SCREENING PROTOCOL  

AT A RURAL MONTANA PSYCHIATRIC PRACTICE 

 

Suicide: An International Public Health Concern 

 

Suicide affects individuals, families, and communities with long-lasting effects. Suicide 

takes an economic toll costing $70 billion annually in medical and work loss (Centers for 

Disease Control and Prevention [CDC], 2022a). A global phenomenon, suicide occurs 

throughout the lifespan and, in 2020, was among the top nine leading causes of death of people 

aged 10–64 (World Health Organization [WHO], 2021; CDC, 2022a). According to the CDC 

(2022c), approximately 12.2 million individuals seriously thought about suicide, 3.2 million 

planned a suicide attempt, and 1.2 million attempted suicide in the US in 2020. Additionally, the 

suicide rate increased by 33% between 1997 and 2017 (Aguinaldo et al., 2021). Worldwide, 

approximately 800,000 deaths occur by suicide yearly with an additional 20 attempts per death 

(Polihronis et al., 2022).  

Eighty-three percent of those who die by suicide and 95% of those who have attempted 

suicide visited a healthcare provider within months and sometimes weeks of their death or 

attempt (Inman et al., 2019; Thom et al., 2020; LeCloux et al., 2022). However, only 24% of 

individuals who died by suicide had a mental health diagnosis (Thom et al., 2020). Many patients 

who visit healthcare facilities prior to a suicide attempt did not report psychiatric symptoms 

unless they were directly asked (Horowitz et al., 2020). Unfortunately, numerous providers do 

not screen for suicide risk routinely even though it has been recommended by The Joint 
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Commission and the American Academy of Pediatrics (American Academy of Pediatrics [AAP], 

2022; The Joint Commission [JCI], 2020).  

JCI’s current National Patient Safety Goals for Suicide Prevention (NPSGSP) (2019) 

recommend universal screening for all individuals that present for behavioral health services. 

Only one-third of providers routinely screen in practice, despite reported benefits (LeCloux et al., 

2022). Suicide screening is a crucial prevention strategy that often goes unrecognized by 

healthcare providers (Aguinaldo et al., 2021).  

 

Impact of Suicide in Montana 

 

In Montana, suicide is the number one cause of preventable death and the sixth leading 

cause of death (Rosston, 2022; Center for Children, Families, & Workforce Development 

[CCFWD], 2019). For the last 40 years, Montana has ranked within the top five in the US for 

suicide and it is one of the highest public health priorities (CCFWD, 2019; Koch, 2021). During 

the last 2 decades, there has been a 38% increase in suicides, making Montana the third highest-

ranking state of suicide in the US for 2020 (CCFWD, 2019; Koch, 2021; Curtin, 2020; CDC, 

2022b). Rural states, such as Montana, have higher rates of death by suicide (20 per 100,000) 

compared to urban states (11.1 per 100,000) (CCFWD, 2019).  

Suicide occurs most frequently in individuals between the ages of 25 and 64, accounting 

for 62% of suicides with rates being significantly higher in men than women respectively at 47.0 

and 16.9 per 100,000 (Koch, 2021). Within Montana, suicides occurred more frequently in rural 

areas (37%) compared to metropolitan areas (34%) and micropolitan areas (29%) (Koch, 2021).  
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Literature Review 

 

Methods 

 

A literature review was completed utilizing PsycINFO, ProQuest, PubMed, CDC, 

National Institute for Mental Health, JCI, and CINAHL Database. The following terms were 

used to search: “suicide,” “suicide prevention,” “suicide prevention in healthcare,” “suicide 

screening,” and “suicide risk assessment.” Inclusion criteria were suicide prevention through the 

use of validated screening tools, psychometric properties of validation of a suicide risk screening 

tool, use of a validated screening tool, or a quality improvement project implementing a 

validated screening tool. Dissertations, student QI projects, case reports, and studies that didn’t 

examine these topics were excluded.  

 

Results 

 

During the search, 3,047 articles were yielded. Sixteen articles were included for review 

after exclusion per criteria (n=1,509) and duplicates were removed (n=1,451); 88% (n=14) 

discussed barriers to suicide screening implementation, 69% (n=11) evaluated screening tools, 

44% (n=7) highlight screening implementation in adult populations, 19% (n=3) in children, and 

13% (n=2) assessed both adults and children. The following themes emerged: prevention, 

universal screening, gaps in risk identification, barriers to screening, and evidence-based 

screening tools. 

 

Suicide Prevention 

 

Suicide is a preventable health concern (CDC, 2022a). There is a unique opportunity 

afforded to healthcare providers to prevent suicide in the healthcare setting (National Action 
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Alliance for Suicide Prevention [NAASP], 2018). Utilization of standard care elements in suicide 

prevention in healthcare settings include identification, assessment, safety planning, means 

reduction, and caring contacts (NAASP, 2018). The use of a standardized screening instrument 

or scale is the gateway to preventative care (NAASP, 2018; AAP, 2022; JCI, 2019; Suicide 

Prevention Resource Center [SPRC], n. d.; Montana Department of Public Health and Human 

Services [DPHHS], n.d.).  

 

Universal Suicide Screening 

 

One means of screening patients presenting to a medical setting is through universal 

suicide screening, requiring providers and healthcare facilities to screen every patient, regardless 

of the reason for seeking care, using a standardized, evidence-based screening tool at every 

encounter. By screening every patient, providers are more likely to accurately identify 

individuals at risk for suicide and appropriately intervene (Mournet & Horowitz, 2021). 

Although JCI NPSGSP (2019) recommends assessing suicide risk in patients being evaluated or 

treated for behavioral health conditions, this recommendation neglects the larger population of 

nonpsychiatric patients in a medical setting (Roaten et al., 2018). Studies have found that many 

patients seeking nonpsychiatric care have been identified as at-risk when universal suicide 

screening programs have been implemented, demonstrating the necessity and value of screening 

all patients for suicide risk (Roaten et al., 2018).  

 

Gaps in Practice 

 

Only one-third of all providers routinely perform suicide screening in practice, and it is 

often not completed via a standardized protocol (LeCloux et al., 2022). Additionally, only 47% 
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of mental health providers report asking about suicide-related behaviors (Polihronis et al., 2022). 

Psychiatric mental health providers have a unique opportunity to recognize individuals at risk. 

Although the research has recently increased, including suicide prevention, mental health 

services research remains outdated and paltry compared to research in general healthcare settings 

(Quinlivan et al., 2020).  

Assessment of suicide screening techniques utilized by mental health providers reported  

variable screening methods including some using standardized measures, some integrating 

suicide questions into other safety topics, and some placing suicide questions into safety 

planning interventions that promote coping and crisis management (Davis et al., 2020). 

Variability in suicide assessment can readily lead to gaps in identifying at-risk individuals. 

 

Barriers to Identification 

 

Barriers reported by non-mental health providers to suicide screening implementation 

include concerns for appropriate follow-up for positive screenings, fear of iatrogenic risk, lack of 

time, discomfort discussing suicide, provider confidence and efficacy, and insufficient 

knowledge or training (LeCloux et al., 2022; Polihronis et al., 2022; Horowitz et al., 2022; 

Heyland et al., 2018; Davis et al., 2020). Providers may be hesitant to screen routinely due to a 

lack of screening guidelines and education (LeCloux et al., 2022; Polihronis et al., 2022; 

Horowitz et al., 2022; Heyland et al., 2018).  

In contrast, barriers reported by mental health care providers include uncertainty and 

anxiety about actions that should be taken if a patient is determined to be at risk, provider 

reliance on clinical judgment, uncertainty if patients would follow the provider’s safety plan, 
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lack of clarity regarding protocols, which providers are responsible for suicide screening, and the 

frequency in which screening should be conducted (Davis et al., 2021).  

 

Evidence-based Screening Tools 

 

Many screening instruments, such as the Ask Suicide-Screening Questions (ASQ) and 

concurrent Brief Suicide Safety Assessment (BSSA), Columbia-Suicide Severity Rating Scale 

(CSSRS), Suicide Behavior Questionnaire-Revised (SBQ-R), and Beck Scale for Suicide 

Ideation (BSSI), can detect suicide risk (JCI, 2019). The ASQ is a 20-second, four- to five-item, 

evidence-based suicide screening tool developed to assess suicidal ideation and behaviors 

rapidly, and them follow-up with the BSSA helps determine an appropriate disposition plan for 

patients that screen positive in the ASQ (Mournet & Horowitz, 2021; Aguinaldo et al., 2020; 

Horowitz et al., 2020; LeCloux et al., 2022). The ASQ/BSSA was designed for patients of all 

ages in multiple settings and showed strong psychometric properties: a sensitivity of 96.9% to 

100%, a specificity of 87.6% to 89%, and a negative predictive value of 96.9% to 100% ((JCI, 

2019; Horowitz et al., 2020).  

The Columbia Suicide Severity Rating Scale (C-SSRS) is another validated screening 

tool. The C-SSRS can be utilized in all age groups and different population settings (JCI, 2019). 

The C-SSRS was developed to assess the severity of and track changes in suicidal ideation and 

behavior and demonstrated good convergent and divergent validity and a high sensitivity (94% 

to 100%) and specificity (99% to 99.4%) (Posner et al., 2011; Thom et al., 2020).  

The Beck Scale for Suicide Ideation (BSI) and the Suicide Behavior Questionnaire-

Revised (SBQ-R) are the most cumbersome and age-restricted screening tools. While the BSI is 

a valid and reliable tool, it is not appropriate for universal screening as it is only approved for 
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ages 17 and older (Beck & Steer, 1991). However, the SBQ-R is a well-validated and reliable 

tool, but is only approved for patients aged 13–18 (JCI, 2019).  

 

Rationale 

 

Suicide is a preventable health concern based on the literature review. More at-risk 

individuals may be detected using standardized screening tools and screening every patient at 

every visit. Despite screening, availability barriers exist to implementation and ease of adoption 

dependent upon the setting. The ASQ was selected due to brevity, ease of administration and 

scoring, the inclusion of evidence-based protocols for positive screenings, and the BSSA 

secondary screening tool. The ASQ and BSSA will be implemented at a rural Montana 

psychiatric facility during this quality improvement project.  

 

Specific Aim 

 

This project aims to enhance the early detection of patients at risk for suicide by 

implementing a standardized screening tool and protocol at an independent rural Montana 

psychiatric facility. The desired goal is to provide suicide risk screening to 100% of patients that 

present to the clinic by April 2023.  

 

Context 

 

The project was completed at an independent rural psychiatric practice in Montana. 

Stakeholder involvement in the project included one PMHNP-BC and one RN. This facility was 
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selected due to rural location, patient diversity, lack of current utilization of a suicide screening 

tool, and acceptance of a student-led project within the facility.  

 

Intervention and Implementation 

 

The framework selected for this quality improvement project was the Plan-Do-Study-

ACT (PDSA). The PDSA is a systematic model that consists of four steps, plan, do, study, and 

act, which guide the process by breaking down tasks into steps, promoting continual learning and 

improvement by implementing small changes in the PDSA cycle until the desired goal is met 

(Mournet & Horowitz, 2021). The PDSA was selected for this project due to its rapid and 

cyclical nature, benefiting the short 6-week implementation time available. Implementation of 2-

week cycles allow for continuous data collection and small-scale testing, which can be conducted 

by one nurse and one provider as change process facilitators.  

 

Plan 

 

The “plan” phase was the pre-implementation phase, including student-led education 

planning, stakeholder collaboration, verbal assessment protocols, provision of the ASQ and 

BSSA, and creation of student data-collection sheets.  

 

Do 

 

In the “do” phase, implemented in January 2023, the student conducted a 1-hour, student-

led, in-person educational session with the psychiatric facility stakeholders, including 

introducing screening tools, defining staff roles, implementation process, and screening 
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protocols. This phase also included project implementation, screening reports, weekly 

observation of each 2-week cycle’s success, and recognizing the possible need for modification. 

 

Study 

 

In the “study” phase, the student assessed aggregate data obtained through the screening 

tools and considered stakeholder feedback and insights regarding problems, possible 

improvements, and workflow analysis.  

 

Act 

 

The “act” phase included collaboration with stakeholders to identify and assess processes 

that should be adapted, accepted, or abandoned in the next cycle, dependent upon SMART goal 

evaluation. SMART goals were to screen 50%, 80%, and 100% of patients by the end of the 

PDSA cycles 1, 2, and 3 respectively. 
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Figure 2. PDSA Cycle 

 

 

Evaluation 

This DNP project was evaluated using quantitative statistics to measure aggregate data 

collected throughout the PDSA cycles. Descriptive statistics were used to evaluate the number of 

patients who completed the screening tool, refused to complete the screening tool, screened 

positive, screened negative, and the number of patients assessed using the BSSA and verbal 

assessment after positive ASQ screening.  

All data collected was cross-referenced with the number of patients presenting to the 

facility to confirm that each patient was counted. The student compiled all data into an Excel 
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spreadsheet database during data collection. Each PSDA process cycle and the DNP project's 

final evaluation were assessed against desired short-term, intermediate, and long-term goals. 

 

Ethical Considerations 

 

All aggregate, deidentified data were collected via student data sheets with forms 

completed by the patient or provider being kept in the patient chart and not disclosed to the 

student. Data collected from the student data sheets were deleted after data collection and 

analysis were completed. The probability and magnitude of harm or discomfort anticipated in the 

research were not greater in and of themselves than those ordinarily encountered in daily life or 

during routine physical or psychological examinations or tests. Pre- and post-education surveys 

involved minimal risk, which was not greater than those encountered in daily life. Completion of 

the ASQ and BSSA were done at a psychiatric nurse practitioner's office in conjunction with a 

scheduled appointment.  

 

Results 

 

Pre- and Post-education Surveys 

 

A total of two stakeholders were screened using a five-question pre- and post-educational 

survey to determine the impact of the student-led educational session. There were no significant 

differences between pre- and post-testing as both individuals scored 5/5 on the pre- and post-

surveys. 
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Screening 

 

 Figure 3 depicts the screening results of the three PDSA cycles completed during this QI 

project. 

 

Figure 3. PDSA Data Collection  

 
 

 

Facility Feedback 

 

 After each PDSA cycle, the facility staff was queried for feedback regarding difficulty 

providing screening, following the screening protocol, interpreting results, increased stress, 

feelings of burden due to screening, or if there were patient complaints regarding the new 

screening process. Facility staff reported that they did not find the new process burdensome, 

difficult, or stressful. They reported no patient complaints. The provider reported that the 

additional verbal assessment and BSSA were time-consuming, but improved patient care.  
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Discussion 

 

This project aimed to implement a suicide screening tool at a psychiatric practice to 

improve suicide screening rates and early detection of suicide risk and identify barriers to 

implementation in specialty practice. Eighty-six patients were seen during the study period, six 

were not given the screening tool, 80 consented to participate, and 65 completed the screening 

protocol. Age, race/ethnicity, sex, diagnosis, or presenting concern were not considered in the 

screening process. Of those screened, 32 screened negative, 33 screened positive, 32 were 

verbally assessed after a positive screen, one was administered the BSSA, and zero were BSSA 

positive. Patients screened positive on the ASQ often stated during the verbal assessment that, 

while they did have suicidal thoughts, they had no plans or thoughts of acting upon them, or have 

always had suicidal thoughts.  

During this project, the facility screened 93% (80/86) of 86 patients that presented to the 

practice; 15 patients refused to screen and, for six, screening was omitted. Of patients screened, 

41.3% (33/80) were positive using the ASQ, with one patient scoring at the threshold for further 

evaluation with the BSSA. In this sample, none needed further intervention beyond this setting. 

Although patients were not considered high-risk after the screening, the screening did allow the 

provider to assess any patients that had reported suicidal ideation or had tried to complete suicide 

in the past, which may not have been reported before the implementation of the screening tool. 

During the verbal assessment and BSSA, it was found that, of the patients that reported having 

suicidal thoughts, none had plans to act upon them, or they reported having chronic suicidal 

thoughts.  
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Throughout the project, the student contacted the facility to assess any barriers to 

implementation, as reported by other providers in the literature review. Surprisingly, the only 

reported difficulty in this project was screening oversight during telehealth appointments and the 

omission of one screening due to patient age. In traditional appointments, the admitting RN gave 

the screening tool to patients whereas telehealth appointments were conducted entirely by the 

provider and required verbal administration of the screening tool. This made remembering to 

implement the screening more difficult as it was not part of the provider’s previous routine. To 

mitigate this, the provider placed a note on her computer to remind her to screen any patients 

seen via telehealth. The facility was also reminded to screen all patients regardless of age.  

 

Comparison of the Three Cycles 

 

 

Figure 4. Percent of Patients Screened by Date and Cycle 

 

 

• SMART goals for cycle 1 were surpassed with an ASQ screening rate of 96.4% (27/28) 

and the provision of secondary protocols for positive screenings at 100% (15/15) on 

February 9, 2023.  
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• SMART goals for cycle 2 were surpassed, with an ASQ screening rate of 92.9% (26/28) 

and the provision of secondary protocols for positive screenings at 90.9% (10/11) on 

February 22, 2023.  

• SMART goals for cycle 3 were not met, with an ASQ screening rate of 90% (27/30) and 

the provision of secondary protocols for positive screenings at 100% (7/7) on March 10, 

2023. 

 

Analysis 

 

 A psychiatric practice is a viable medical setting for implementing suicide screening. As 

can be seen through the project results, many individuals were identified as having suicidal 

thoughts (n=33), but none needed further intervention beyond this setting. The initial and 

additional screening allowed the provider to assess risk, and identified that the individuals that 

screened positive had no plans or thoughts of acting upon these thoughts or had chronic suicidal 

thoughts.  

 While this project was implemented for early detection and prevention, the results are 

inconclusive in meeting the goals of early detection. Patients screened positive primarily 

consisted of established patients previously known to report suicidal ideation (n=32). New 

patients screened at the facility (n=7) were notably negative in screening (n=6), preventing any 

correlations toward early detection of suicide risk.  

One barrier to the implementation found consistently in the literature review was a need 

for more education for providers before employing a screening tool. This was considered during 

this project and the student conducted a pre-implementation educational session to address any 
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provider concerns. Due to this educational session, this barrier may have been mitigated. Still, 

this finding is inconclusive as the pre- and post-educational surveys identified no differences in 

staff educational levels before and after the educational session. All questions were answered 

correctly in both survey administrations.  

 The success of this project is, in part, due to stakeholder buy-in. Facility stakeholders 

were invested and engaged in the QI project and desired to improve practice through suicide 

intervention. Stakeholder buy-in allowed for a more collaborative and cooperative 

implementation experience.  

 The use of the ASQ and BSSA protocol made this project easier as it provided a clear and 

easy-to-use process that leads the provider through screening, assessing, and decision-making 

based on the results. This clear delineation of tasks and outcomes removes bias due to clinical 

judgment, discomfort, uncertainty, anxiety, and stress associated with new screening protocols. 

Additionally, the screening tools can be acquired at no cost to the facility, thus decreasing the 

financial burden that may accompany other screening tool options. Other financial considerations 

include printing or systems purchased to electronically screen patients, which would be 

comparable for all screening implementation processes.  

 Consideration must also be given to the type of facility this project was conducted in. 

This project was implemented in a psychiatric practice where suicidal thoughts were previously 

assessed during patient appointments. This may affect implementation as the provider was 

already comfortable addressing suicide risk before screening protocols were employed. This may 

not be true for another specialty, emergency, or primary health facility.  
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Limitations 

 

Limitations identified during the project include the absence of potentially significant 

patient data, lack of electronic health record (EHR) involvement, time constraints, small facility 

size, and small sample size. Potentially significant patient data not included in the project would 

be age, race/ethnicity, diagnoses, history of suicide attempts, plans, or thoughts, and PHQ-9 

results. This data may be significant in making correlations between suicide risk factors and 

results found during screening.  

EHR involvement was not implemented during this project. The use of screening tools 

and reminders to screen could have been built into the EHR to improve the screening process for 

telehealth visits, track longitudinal data, and allow the provider to compare results from previous 

visits to assess symptoms and adjust patient treatment plans. The lack of EHR involvement in 

this project was considered an impactful limitation.  

Time constraints were the most significant problem during this project. This project was 

conducted over 6 weeks, limiting the number of PDSA cycles that could be completed and the 

amount of data collected. The results of this project should be assessed based on the limited 

amount of time in which the project was conducted and, if reimplemented, would need to assess 

for unforeseen factors which may impact future projects.  

Conducting this project at a small rural psychiatric practice that is only open 2 days a 

week was also a limitation of the project. Due to the practice's small size and limited operation 

days, the staff and patient samples are small. Correlations should be made, with care, to a larger 

facility with larger patient sizes based on the success of this project.  
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Future Implications 

 

More studies are needed on implementing suicide screening protocols in psychiatric and 

other settings such as family practice, pediatrics, and emergency facilities. Each of these areas of 

practice are in a strong position to implement suicide screening protocols. Suicide screening in 

clinical practice provides an opportunity to assess suicidal ideation, plans, and previous attempts, 

which may have otherwise not been reported. Screening for suicide and referral of at-risk 

patients create a patient-centered environment, reduce suicide risk, and allow for preventive 

efforts from healthcare providers.  

Incorporating suicide screening into technology is feasible and would provide more 

consistent screening by providers. Future projects should include EHR inclusion, post-project 

provider evaluation, and inclusions of additional data collection to include age, race/ethnicity, 

diagnoses, history of suicide attempts, plans, or thoughts, and PHQ-9 results. Long-term quality-

improvement projects should assess correlations using the additional data and track longitudinal 

changes to screening results after multiple patient visits.  

 

Conclusion 

 

The project successfully identified the evidence-based tools and processes fitting this 

practice, provided efficient and convenient implementation steps, gained stakeholder buy-in and 

support, and facilitated rapid PDSA cycling to identify and mitigate barriers to screening. Per the 

provider’s report, additional secondary assessments improved patient care through 

standardization and consistency, and provided a conversation structure regarding suicide risk. 
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Limitations, including practice size, rurality, and practice specialty, did not indicate a correlation 

between suicide screening and early risk identification.  
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CHAPTER FOUR 

 

DNP ESSENTIALS REFLECTION 

 

DNP Essentials 

 

 Throughout my education journey at Montana State University, I have been able to meet 

the Essentials of Doctoral Education for Advanced Nursing Practice defined by the American 

Association of Colleges of Nursing (AACN) (2006). The AACN (2006) outlines competencies 

and quality indicators mastered by DNP students before graduation. This sense of mastery 

delineates students capable of practicing independently in the clinical setting at a doctoral level 

(AANC, 2006).  

 

Essential I: Scientific Underpinnings for Practice 

 

 DNP Essential I, Scientific Underpinnings for Practice, prepares graduate students to 

apply scientific knowledge through evidence-based practices to clinical decision-making to 

improve nursing practice and patient outcomes (AANC, 2006). This essential was met while 

completing the DNP quality improvement (QI) project and completing projects in evidence-

based practice courses. While completing these projects, I assessed and evaluated the current 

scientific knowledge and evidence-based practices associated with suicide prevention to 

implement a quality improvement protocol that promotes positive patient outcomes and 

advanced patient care practices in psychiatry. 

 During the DNP QI project, I conducted an in-depth literature search to support evidence-

based suicide screening implementation, created after I identified a lack of standardized 
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screening processes in outpatient psychiatric practice. The literature was then reviewed, 

screened, and examined based on content and relevance to guide the QI project. I used the Plan-

Do-Study-Act framework to turn the evidence-based practices found in the literature into an 

interventional plan to implement a suicide screening protocol and address or mitigate barriers to 

screening.  

In previous evidence-based practice courses, I researched smoking cessation and intra-

articular knee injections to determine best practices based on the current evidence-based 

literature. Through this process, I developed the necessary skills in researching, synthesizing, and 

applying scientific evidence to clinical practice to improve patient outcomes and advance patient 

care, which will benefit me in my future Advance Practice Nurse Practitioner (APRN) role.  

 

Essential II: Organizational and Systems Leadership for  

Quality Improvement and Systems Thinking 

 

 

DNP Essential II, Organizational and Systems Leadership for Quality Improvement and 

Systems Thinking, highlights the student’s ability to examine current health systems to identify 

processes that could be improved to promote patient safety and clinical practice (AACN, 2006). 

These competencies were met in the QI project and during a clinical rotation in my Advanced 

Clinic IV class. During this clinical rotation, I identified a process and workflow barrier in 

utilizing the electronic health record (HER) in the psychiatric department of the clinical facility. 

The facility had not previously adapted the EHR system to allow the psychiatric department to 

chart patient visits efficiently and effectively. Due to this oversight, the providers had to create 

individual charting systems, leading to inconsistencies, inefficiencies, and potential safety issues.  
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 During this clinical rotation, I accepted a leadership role to improve and adapt the 

facility’s EHR system to prevent provider barriers and improve charting efficacy. I collaborated 

with the psychiatric department, management, information technology department, and education 

department to design, create, and implement a new psychiatric EHR template. This new template 

allows for efficient, effective, consistent, and safe patient charting and care department-wide.  

This competency was also met through projects completed during my Health Care 

Designs course. Projects included process mapping to assess and improve processes at the 

facility I work at. During this project I evaluated the current organizational and distributive 

functions for the supply chain at the facility as well as processes involved in patient care from 

patient admission to discharge. Through these experiences, I was able to understand better how 

organizational systems operate, identify facilitators and barriers that affect interfacility change, 

participate in team building and networking, and act in an inter-collaborative leadership role. 

This experience and the ensuing understanding are essential to my future role as an APRN.  

 

Essential III: Clinical Scholarship and Analytical  

Methods for Evidence-based Practice 

 

 

 DNP Essential III, Clinical Scholarship and Analytical Methods for Evidence-based 

Practice, examines the student’s ability to examine existing literature to identify high-quality, 

applicable evidence to influence clinical practice and decision-making (AACN, 2006). During 

this educational program, I have had many opportunities to research and understand the 

significance of high-quality evidence and the application of analytical methods in the Statistical 

Analysis course and during the implementation of my scholarly project. The student met 

significant areas of understanding in the course and research, including reliability, validity, 
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statistical significance, clinical significance, and generalizability. These concepts were learned 

during the course and applied during the QI project when researching suicide prevention 

methods, standardized screening tools and subsequent protocols, and barriers to screening 

implementation, and during the QI project results and outcomes analysis. During this project, I 

analyzed the evidence and quality of these methods, tools, reported barriers, results, and 

outcomes to inform clinical practice decisions. This is imperative to quality, effective, and safe 

patient care as a future APRN.  

 

Essential IV: Information Systems/Technology and Patient Care  

Technology for the Improvement and Transformation of Health Care 

 

 

DNP Essential IV, Information Systems/Technology and Patient Care Technology for the 

Improvement and Transformation of Health Care, examines the student’s ability to utilize 

systems or technology and provide leadership to improve patient care (AACN, 2006). During the 

Advanced Clinical IV course, I worked inter-collaboratively with a team of professionals at the 

facility I was assigned to improve the current use of EHR technology to enhance the overall care 

delivery system in the psychiatric department. I accepted a leadership role in which I headed and 

designed the project. However, much of the creation of the upgrades to the system was 

completed by others, including many members of the IT department, the educational director, 

and EHR system professionals. Through this project, the facility and I created a template in the 

current version of the EHR to improve psychiatric charting and patient care. We were 

additionally able to ask for and incorporate changes to be implemented with the next update to 

the EHR system in August 2023, which will continue to support the efficiency and consistency of 

charting to improve provider experiences and patient safety.  
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This essential was also met during the Healthcare Informatics course. During this course, 

I completed a project assessing current technological advances in GPS tracking devices and how 

using these technologies in the care of Alzheimer’s patients could benefit current patient care. 

Through these experiences, I gained insight and skill in designing, using, and evaluating 

integrative health-information systems and interprofessional collaborative networking to improve 

processes and systems, providing a solid foundation for my future role as an APRN.  

 

Essential V: Health Care Policy for Advocacy in Health Care 

 

DNP Essential V, Health Care Policy for Advocacy in Health Care, highlights the DNP 

graduate student’s role in developing and engaging in health policy in healthcare and government 

(AACN, 2006). In the course Ethics, Law, and Policy for Advocacy in Healthcare, the students 

were asked to analyze and research current healthcare problems. Post analysis and research, the 

student was to write a letter to the appropriate association, professional organization, or other 

entity to advocate for policy changes. During this class, I analyzed and researched the current 

guidelines and findings regarding screening for autism spectrum disorder (ASD), gaps in 

screening practices, and reasons for screening failures. After this research, I wrote a letter to the 

American Academy of Pediatrics advocating for additional screenings to be added to the current 

guidelines to improve early detection and intervention practices. This educational opportunity 

increased my comfort and confidence regarding patient advocacy, an essential skill for the 

APRN.  
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Essential VI: Interprofessional Collaboration for 

Improving Patient and Population Health Outcomes 

 

 

DNP Essential VI, Interprofessional Collaboration for Improving Patient and Population 

Health Outcomes, describes the DNP graduate’s role in providing multidisciplinary 

comprehensive patient care (AACN, 2006). I was placed at a Patient Aligned Care Team (PACT) 

facility during my Advanced Clinical IV class for clinical hours. This experience taught me the 

importance and significance of inter-collaborative wrap-around patient care at this facility. At 

this facility, group members, including care managers, prescribers, social workers, and therapists, 

come together to provide complete patient care. This care often includes nutrition, housing, 

medication management, psychiatric treatment, group and individual therapy, legal assistance, 

employment assistance, and transportation. This requires weekly collaborative communication 

between team members to provide seamless care and improve patient outcomes. My 

participation in this inter-collaborative team has shown me that patient care should be a shared 

endeavor between professionals to meet the patient’s needs, which is essential to the APRN role.  

 

Essential VII: Clinical Prevention and Population  

Health for Improving the Nation’s Health 

 

 

DNP Essential VII, Clinical Prevention and Population Health for Improving the Nation’s 

Health, summarizes the DNP graduate’s responsibility as a leader in clinical preventative care 

and population health activities (AACN, 2006). The DNP QI project allowed me to identify a 

preventable global healthcare problem that could be targeted within the psychiatric setting 

through prevention-themed interventions to improve outcomes of individuals at risk for suicide. 

Through the literature review, I recognized that early identification of risk and intervention 
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improved health outcomes for patients with suicidal ideation. This could be accomplished by 

implementing standardized screening protocols for every patient presenting to the facility for 

care. I created and then implemented a population-health process improvement plan intending to 

identify patients at risk for suicide and subsequently improve health outcomes.  

Preventative healthcare was also addressed in the course Vulnerability and Health Care in 

Diverse Communities. During this course, I was required to complete a project to identify and 

address the concerns facing a vulnerable population in Montana. These projects helped me to 

understand the importance of preventative health care, which will be applied to my future APRN 

role.  

Essential VIII: Advanced Nursing Practice 

 

 DNP Essential VIII, Advanced Nursing Practice, defines the DNP graduate’s role in 

treating patients using advanced practice techniques, including assessment, diagnosis, treatment 

planning, and care evaluation (AACN, 2006). This essential was primarily met through my 

clinical courses where I worked with other APRNs in outpatient settings treating adults and 

children with diverse mental health needs. I completed psychiatric evaluations, planned and 

managed treatment, provided psychotherapy, and evaluated responses to treatments over 

subsequent appointments. Courses through the program that contributed to mastery of this 

essential include pathophysiology, psychopharmacology, evidence-based practice courses, and 

advanced clinical courses. These courses provided the foundation for clinical decision-making in 

the healthcare setting. These experiences have shaped the APRN I am and will continue to 

become after completing this program.  

  



52 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

REFERENCES CITED 

 

  



53 

 

 

Agency for Healthcare Research and Quality. (2020). Plan-do-study-act (PDSA) directions and 

examples. https://www.ahrq.gov/health-literacy/improve/precautions/tool2b.html 

 

Aguinaldo, L. D., Sullivant, S., Lanzillo, E. C., Ross, A., He, J., Bradley-Ewing, A., Bridge, J. 

A., Horowitz, L. M., & Wharff, E. A. (2021). Validation of the ask suicide-screening 

question (ASQ) with youth in outpatient specialty and primary care clinics. General 

Hospital Psychiatry, 68, 52–58. https://doi.org/10.1016/j.genhosppsych.2020.11.006 

 

American Academy of Pediatrics. (2022). Screening for suicide risk in clinical practice. 

https://www.aap.org/en/patient-care/blueprint-for-youth-suicide-prevention/strategies-

for-clinical-settings-for-youth-suicide-prevention/screening-for-suicide-risk-in-clinical-

practice/ 

 

American Academy of Pediatrics. (2022). Strategies for clinical setting for youth suicide 

prevention. https://www.aap.org/en/patient-care/blueprint-for-youth-suicide-

prevention/strategies-for-clinical-settings-for-youth-suicide-prevention/ 

 

American Association of Colleges of Nursing. (2006). The essentials of doctoral education for 

advanced nursing practice. 

https://www.aacnnursing.org/Portals/42/Publications/DNPEssentials.pdf 

 

American Psychological Association. (2020). Patient Health Questionnaire (PHQ-9 & PHQ-2). 

https://www.apa.org/pi/about/publications/caregivers/practice-

settings/assessment/tools/patient-health 

 

Beck, A. T., & Steer, R. A. (1991). Beck Scale for Suicide Ideation. BECK Scale for Suicide 

Ideation Manual. 

https://www.pearsonclinical.com.au/store/auassessments/en/Store/Professional-

Assessments/Academic-Learning/Brief/Beck-Scale-for-Suicide-

Ideation/p/P100010020.html 

 

Center for Children, Families, & Workforce Development. Suicide statistics. 

https://health.umt.edu/ccfwd/research/mt_suicide/Suicide-data-2019.pdf 

 

Centers for Disease Control and Prevention. (2017). Preventing suicide: A technical package of 

policy, programs, and practices. 

https://www.cdc.gov/suicide/pdf/suicideTechnicalPackage.pdf 

 

Centers for Disease Control and Prevention. (2022a). Facts about suicide. 

https://www.cdc.gov/suicide/facts/index.html 

 



54 

 

 

Centers for Disease Control and Prevention. (2022b). Suicide mortality by state. 

https://www.cdc.gov/nchs/pressroom/sosmap/suicide-mortality/suicide.html 

 

Centers for Disease Control and Prevention. (2022c). Suicide prevention. 

https://www.cdc.gov/policy/polaris/healthtopics/suicide/index.html 

 

Curtin, S. C. (2020). State suicide rates among adolescents and young adults aged 10–24: United 

States, 2000–2018. National Vital Statistics Reports, 69(11). 

https://www.cdc.gov/nchs/data/nvsr/nvsr69/NVSR-69-11-508.pdf 

 

Davis. M., Wolk, C. B., Jager-Hyman, S., Beidas, R. S., Young, J. F., Mautone, J. A., 

Buttenheim, A. M., Mandell, D. S., Volpp, K. G., Wislocki, K., Futterer, A., Marx, D., 

Dieckmeyer, E. L., & Becker-Haimes, E. M. (2020). Implementing nudges for suicide 

prevention in real-world environments: Project INSPIRE study protocol. Pilot and 

Feasibility Studies, 6(143). https://link.springer.com/article/10.1186/s40814-020-00686-y 

 

Heyland, M., Delaney, K. R., & Shattell, M. (2018). Steps to achieve universal suicide screening 

in emergency departments. Journal of Psychosocial Nursing, 56(10), 21–26. doi: 

10.3928/02793695-20180503-03 

 

Horowitz, L. M., Bridge, J. A., & Teach, S. J. (2012). Ask Suicide-Screening Questions (ASQ) a 

brief instrument for the pediatric emergency department. The Archives of Pediatrics & 

Adolescent Medicine, 166(12), 1170–1176. doi: 10.1001/archpediatrics.2012.1276 

 

Horowitz, L. M., Bridge, J. A., Tipton, M. V., Abernathy, T., Mournet, A. M., Snyder, D. J., 

Lanzillo, E. C., Powell, D., Schoenbaum, M., Brahmbhatt, K., & Pao, M. (2022). 

Implementing suicide risk screening in a pediatric primary care setting: From research to 

practice. Academic Pediatrics, 22(2), 217–226. 

https://doi.org/10.1016/j.acap.2021.10.012 

 

Horowitz, L. M., Snyder, D. J., Boudreaux, E. D., He, J. P., Harrington, C. J., Cai, J., Claassen, 

C. A., Salhany, J. E., Dao, T., Chaves, J. F., Jobes, D. A., Merikangas, K. R., Bridge, J. 

A., & Pao, M. (2020). Validation of the Ask Suicide-Screening Questions for adult 

medical inpatients: A brief tool for all ages. Psychosomatics, 61(6), 713–722. doi: 

10.1016/j.psym.2020.04.008 

 

Inman, D. D., Matthews, J., Butcher, L., Swartz, C., & Meadows, A. L. (2019). Identifying the 

risk of suicide among adolescents admitted to a children’s hospital using the Ask Suicide-

Screening Questions. Journal of Child and Adolescent Psychiatric Nursing, 32, 68–72. 

doi: 10.1111/jcap.12235 

 



55 

 

 

The Joint Commission. (2019). National patient safety goal for suicide preventing. R3 report: 

Requirement, rationale, reference. https://www.jointcommission.org/-

/media/tjc/documents/standards/r3-

reports/r3_18_suicide_prevention_hap_bhc_cah_11_4_19_final1.pdf 

 

The Joint Commission. (2019). Suicide prevention resources to support Joint Commission 

Accredited organizations’ implementation of NPSG 15.01.01. 

https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-

topics/suicide-prevention/pages-from-

suicide_prevention_compendium_5_11_20_updated-july2020_ep2.pdf 

 

The Joint Commission. (2020). Joint Commission perspectives. The Joint Commission, 40(4), 1–

40. https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-

topics/suicide-prevention/april2020_faq_suicideriskreductioninnonpsychiatricareas.pdf 

 

Knudsen, S. V., Laursen, H. V. B., Johnsen, S. P., Bartels, P. D., Ehlers, L. H., & Mainz, J. 

(2019). Can quality improvement improve the quality of care? A systematic review of 

reported effects and methodological rigor in Plan-Do-Study-Act projects. BMC Health 

Services Research, 19(1). https://doi.org/10.1186/s12913-019-4482-6 

 

Koch, T. M. (2021). Suicide in Montana: Initial findings from the Montana Violent Death 

Reporting System, 2019. 

https://dphhs.mt.gov/assets/publichealth/Epidemiology/VSU/VSUSuicideNVDRS2021.p

df 

 

LeCloux, M. C., Aguinaldo, L. D., Lanzillo, E. C., & Horowitz, L. M. (2022). Provider opinions 

on the acceptability of Ask Suicide-Screening Questions (ASQ) Tool and the ASQ Brief 

Suicide Safety Assessment (BSSA) for universal suicide risk screening in community 

healthcare: Potential barriers and necessary elements for future implementation. The 

Journal of Behavioral Health Services & Research, 346–363. doi 10.1007/s11414-022-

09787-3 

 

Montana Department of Public Health and Human Resources. (n.d.). Suicide prevention in 

primary care settings. https://dphhs.mt.gov/suicideprevention/toolkit/primarycare 

 

Mournet, A. M., & Horowitz, L. M. (2021). Implementing suicide risk screening in pediatric 

medical patients: Feasible quality improvement projects that can save lives. Evidence-

Based Practice in Child and Adolescent Mental Health, 6(3), 307–315. 

https://doi.org/10.1080/23794925.2021.1888665 

 



56 

 

 

National Action Alliance for Suicide Prevention. (2018). Recommended standard care for people 

with suicide risk: Making health care suicide safe. 

https://theactionalliance.org/sites/default/files/action_alliance_recommended_standard_c

are_final.pdf 

 

National Institute of Mental Health. (n.d.). Ask Suicide-Screening Questions (ASQ) toolkit. 

https://www.nimh.nih.gov/research/research-conducted-at-nimh/asq-toolkit-materials 

 

Polihronis, C., Cloutier, P., Kaur, J., Skinner, R., & Cappelli, M. (2022). What’s the harm in 

asking? A systematic review and meta-analysis on the risks of asking about suicide-

related behaviors and self-harm with quality appraisal. Archives of Suicide Research, 

26(2), 325–347. doi: 10.1080/1381118.2020.1793857 

 

Posner, K., Brown, G. K., Stanley, B., Brent, D. A., Yershova, K. V., Oquendo, M. A., Currier, 

G. A., Greenhill, L., Shen, S., & Mann, J. J. (2011). The Columbia-Suicide Severity 

Rating Scale: Initial validity and internal consistency findings from three multisite studies 

with adolescents and adults. American Journal of Psychiatry, 168(12), 1266–1277. doi: 

10.1176/appi.ajp.2011.10111704 

 

Quinlivan, L., Littlewood, D. L., Webb, R. T., & Kapur, N. (2020). Patient safety and suicide 

prevention in mental health services: Time for a new paradigm? Journal of Mental 

Health, 29(1), 1–5. https://doi.org/10.1080/09638237.2020.1714013 

 

Roaten, K., Johnson, C., Genzel, R., Khan, F., & North, C. S. (2018). Development and 

implementation of a universal suicide risk screening program in a safety-net hospital 

system. The Joint Commission on Quality and Patient Safety, 44, 4–11. doi: 

10.1016/j.jcjq.2017.07.006 

 

Rosston, K. (2022). Suicide in Montana: Facts, figures, and formulas for prevention. Montana 

Department of Public Health and Human Services. 

https://dphhs.mt.gov/assets/suicideprevention/SuicideinMontana.pdf 

 

Suicide Prevention Resource Center. (n.d.). Suicide prevention toolkit for primary care practices. 

https://www.sprc.org/settings/primary-care 

 

Syndergaard, S., Borger, J., Grello, A., & Adams, A. (2022). Implementation of Columbia 

Suicide Severity Rating Scale (C-SSRS) as a universal suicide risk screening tool in a 

high-volume emergency department. Archives of Suicide Research. doi: 

10.1080/13811118.2022.2066495 

 

 



57 

 

 

Thom, R., Hogan, C., & Hazen, E. (2020). Suicide risk screening in the hospital setting: A 

review of brief validated tools. Psychosomatics, 61, 1–7.  

 

United States Census Bureau. (2021). QuickFacts Teton County, Montana. 

https://www.census.gov/quickfacts/fact/table/tetoncountymontana/PST045221 

 

U.S. Department of Health and Human Services Office of the Surgeon General. (2012). 2012 

national strategy for suicide prevention: Goals and objectives for action. Washington, 

DC: HHS. 

 

U.S. Department of Veterans Affairs. (n.d.). VA suicide prevention resources. 

https://starttheconversation.veteranscrisisline.net/pdf/what-is-a-safety-plan/ 

 

The U.S. Surgeon General’s Advisory. (2021). Protecting youth mental health. 

https://www.hhs.gov/sites/default/files/surgeon-general-youth-mental-health-advisory.pdf 

 

World Health Organization. (2021). Suicide. https://www.who.int/news-room/fact-

sheets/detail/suicide 

 

  



58 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPENDICES 

 

  



59 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPENDIX A 

 

LOGIC MODEL 

 

  



60 

 

 

Appendix A: Logic Model 

  



61 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPENDIX B 

 

STUDENT-LED EDUCATION PLAN 
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Appendix B: Student-Led Education Plan 

 

Student-led Educational Plan 

PMHNP and RN 

• Provide and discuss educational handouts created by the student 

• Watch videos:  

o Physicians: The Importance of Screening https://youtu.be/QaPeu6s__YM 

o Mayo Clinic: What to Say and What Not to Say 

https://www.youtube.com/watch?v=3BByqa7bhto&feature=youtu.be 

• Discuss timeline and implementation 

• Questions, comments, concerns 

 

PMHNP 

• Education on the screening tool, scoring, and secondary assessment tool 

• Questions, comments, concerns 
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APPENDIX C 

 

SCREENING TOOL INFORMATION SHEET 
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Appendix C: Screening Tool Information Sheet 

(National Institute of Mental Health, n.d.) 
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(National Institute of Mental Health, n.d.) 
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APPENDIX D 

 

SUICIDE SCREENING TOOL 
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Appendix D: Suicide Screening Tool 

(National Institute of Mental Health, n.d.)  
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APPENDIX E 

 

SUICIDE RISK SCREENING PATHWAY 

  



69 

 

 

Appendix E: Suicide Risk Screening Pathway 

(National Institute of Mental Health, n.d.)  
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APPENDIX F 

 

BRIEF SUICIDE SAFETY ASSESSMENT TOOL FOR YOUTH 
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Appendix F: Brief Suicide Safety Assessment Tool for Youth 

 

(National Institute of Mental Health, n.d.) 

  



72 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPENDIX G 

 

BRIEF SUICIDE SAFETY ASSESSMENT WORKSHEET FOR YOUTH 
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Appendix G: Brief Suicide Safety Assessment Worksheet for Youth 

 

(National Institute of Mental Health, n.d.) 
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(National Institute of Mental Health, n.d.) 
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(National Institute of Mental Health, n.d.) 
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(National Institute of Mental Health, n.d.)  
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APPENDIX H 

 

BRIEF SUICIDE SAFETY ASSESSMENT FOR ADULTS 
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Appendix H: Brief Suicide Safety Assessment for Adults 

 

(National Institute for Mental Health, n.d.) 
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(National Institute for Mental Health, n.d.) 
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APPENDIX I 

 

BRIEF SUICIDE SAFETY ASSESSMENT WORKSHEET FOR ADULTS 
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Appendix I: Brief Suicide Safety Assessment Worksheet for Adults 

 

(National Institute for Mental Health, n.d.) 
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(National Institute for Mental Health, n.d.) 

 

 


