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Identifying and Treating Patient
Suicidality in Outpatient Clinic
Setting and in Tele-health Model
Created by Cori Johnson, DNP, CRNP, AGNP-C and
Claire Harris, MSW, LICSW

OBJECTIVES
• 1. Participants will be able to adapt the methods of how the University
of Alabama at Birmingham (UAB) School of Nursing Providing Access
to Healthcare (PATH) Clinic members have utilized in identifying
patient suicidality.
• 2. Participants will be able to recognize the benefits in adapting a
patient safety plan to an outpatient clinic.
• 3. Participants will be able to identify the pharmacology treatment
options to treat these patients.
• 4. Participants will be able to adapt these methods to a patient inperson clinic or via tele-health.

BACKGROUND OF IPCP CLINICS
Inception of Clinics:
• Need shown through frequent readmissions
• Nurse-led
• Interprofessional collaborative practice model
• Health Resources and Services Administration: Nursing Education, Practice, Quality and
Retention (NEPQR) Funding.
• Partnership between UAB School of Nursing and UAB Hospital

Goals of Clinics:
• Improving patient experience of care
• Improving population health
• Reducing per capita cost of health care
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THE UAB NEPQR STORY

NEPQR #1
PATH Clinic

NEPQR #2
HF Clinic

NEPQR #3
BHI

NEPQR #4
Integration

Starting teams

Making teams work

Integrating behavioral health

Further Integration/ Sustaining

PATH CLINIC FOR DIABETES
•
•
•
•

Providing Access to Healthcare (PATH)
Initiated in 2012
Comprehensive care
Eligibility criteria:
• Insulin dependent
• A1C above 9
• Uninsured
• Referrals from UAB Hospital as well as some community clinics
• Part-time, on medical campus
• Mental health services

HRTSA HEART FAILURE CLINIC
• Heart Failure Transitional Care for Adults (HRTSA)
• Initiated in 2014
• Eligibility criteria:
• Diagnosis of heart failure
• Uninsured or underinsured (now seeing more)
• Referrals from UAB Hospital
• Part time, now full time medical campus
• As of July 1, 2017, sustained by UAB Hospital
• Started operating 40 hours per week October 2017
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PRIMARY CARE PROVIDER ROLES
• Team at PATH Clinic: Nurse Practitioners, Resident Physicians and
Attending Physician, Care Coordinator/CDE, Social Worker,
Dietician/CDE, Patient Care Technician, Optometry, students of various
disciplines
• Team at HRTSA Heart Failure Clinic: Nurse Practitioners, Clinical Nurse
Leader, Social Workers, Patient Care Technician/Community Navigator,
Collaborating Physician, students of various disciplines

BHI PROJECT GOALS
1. Implement an effective model in which behavioral health is fully integrated
into primary care and chronic disease management.
2. Incorporate nursing and other health professional students into the
expanded IPCP behavioral health model in order to expose future providers
to integrated, team-based care and the healthcare needs of vulnerable
populations.
3. Develop and implement a plan for the long-term sustainability of the
expanded IPCP model at both the PATH Clinic and the Heart Failure Clinic

BHI TEAM MEMBERS
• Psychiatrist: one day per month at each clinic
• PMHNP: one day per week doing chart review/recommendations/
seeing patients as needed
• LICSW: two days per week at each clinic
• Care Coordinator: 40 hours per week between clinics
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BHI PROCESS
• All patients receive PHQ-9 and GAD-7 plus tobacco and SBIRT
screening questions prior to seeing medical clinician.
• Patients with PHQ-9 > 9 receive screen for mood disorder (MDQ).
• Medical provider reviews results. Those who screen + for SBIRT
questions are asked additional screening questions about
alcohol/drug use.
• Patients who screen + for tobacco use are advised and referred.

TEAM GOALS
1. Expand Patient Access to Care:
• Education and facilitation with resources
• Medication access

• Navigation of system
• Appropriate referral to in-clinic or outside providers
• Preexisting BH diagnoses
• Adjustment disorder

• Decrease stigma
• Support on overwhelming quality of medical and BH diagnosis
• Opportunities for support persons

TEAM GOALS
2. Development of Provider Knowledge
• Diagnosis and conditions
• Resources
• Decrease stigma, taboos

3. Increase Patient Activation:
• Knowledge, skills and confidence of managing one’s own health and
healthcare.
• Skill Development
• Problem Solving
• Peer Support
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OUTCOMES (UPDATE!)
• Since July 2016, approximately 773 patients were
introduced to BHI services between both clinics.
• 100% of patients at both clinics are screened using
PHQ-9 and GAD-7 at every visit
• 100% of patients are screened for tobacco use and
illicit drug use at each visit.
• Anecdotally, BHI practices and considerations
increased in team members

Suicide
Suicide is death caused by injuring oneself with the intent to die. A suicide attempt is
when someone harms themselves with any intent to end their life, but they do not die
as a result of their actions.
National Statistics:
• 10th leading cause of death for all ages (Centers for Disease Control and Prevention [CDC]), 2021).
• 2nd leading cause of death for youth and young adults between the ages of 10-34 (CDC, 2021).
• According to CDC, a person dies of suicide every 11 minutes (CDC, 2021).

Alabama Facts:
• In 2019, the Alabama suicide rate was 16.4 per 100,000 persons (804 deaths) making suicide the
12th leading cause of death in Alabama (Alabama Department of Public Health [ADPH], 2021).
• Data, however, has consistently shown a pattern of higher rates in Alabama than the U.S. average
(ADPH, 2021).

Suicide in Alabama
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Suicide Facts

(Alabama Department of Public Health, 2021)

Suicide Prevention
Protective Factors:
• Coping and problem -solving skills
• Culturaland religious beliefs thatdiscourage suicide
• Connections to friends,fam ily,and com m unity support
• Supportive relationships w ith care providers
• Availability ofphysicaland m entalhealth care
• Lim ited access to lethalm eans am ong people atrisk

Suicide Screening
• Columbia-Suicide Severity Rating Scale (C-SSRS)
• Question #9 on PHQ-9: Any positive response warrants further
investigation
• “Thoughts that you would be better off dead or hurting yourself.”
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Depression
Depression DSM-5 Diagnostic Criteria:
The DSM-5 outlines the following criterion to make a diagnosis of depression. The individual must be experiencing
five or more symptoms during the same 2-week period and at least one of the symptoms should be either (1)
depressed mood or (2) loss of interest or pleasure.
1. Depressed mood most of the day, nearly every day.
2. Markedly diminished interest or pleasure in all, or almost all, activities most of the day, nearly every day.
3. Significant weight loss when not dieting or weight gain, or decrease or increase in appetite nearly every day.
4. A slowing down of thought and a reduction of physical movement (observable by others, not merely subjective
feelings of restlessness or being slowed down).
5. Fatigue or loss of energy nearly every day.
6. Feelings of worthlessness or excessive or inappropriate guilt nearly every day.
7. Diminished ability to think or concentrate, or indecisiveness, nearly every day.
8. Recurrent thoughts of death, recurrent suicidal ideation without a specific plan, or a suicide attempt or a specific
plan for committing suicide.

U.S. Depression Statistics
• Percent of adults aged 18 and over with regular feelings of depression:
4.7%
• Percent of physician office visits with depression indicated on the medical
record: 10.6%
• Percent of emergency department visits with depression indicated on the
medical record: 11.2%
• More women are affected by depression than men.
• Depression can lead to suicide.
• There is effective treatment for mild, moderate, and severe depression.
(National Center for Health Statistics [NCHS], 2018)

Depression Diagnosis Among Medicaid Recipients in AL in 2013
• Among Medicaid recipients, 61,779 (5.4
percent) had been diagnosed with depression.
• The problem is especially acute for rural
residences (6.0 percent) compared to urban
(4.9 percent).
• Depression is important because it leads to
other health problems or suicide.
• At the county level, depression is highest in
Jackson, Cherokee, and Etowah counties and
lowest in Wilcox and Bullock counties.
(Alabama Department of Public Health, 2013)
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BCBS Members Filing Depression Claims in AL in 2013
• BCBS had 29,551 claims related to depression in 2013 or 1.4
percent of all claims.
• This problem was worse for urban residents (1.5 percent)
compared to rural ones (1.2 percent) in this population.
• Alabama’s BCBS depression claims make up a rate of 1.4
percent of claims.
• Claims are highest in Dale and Coffee counties. They are
lowest in Greene and Lowndes counties.
• Females file claims much more frequently than males (26.3
percent versus 17.1 percent).
• The lowest rate occurs for ages less than 18 years (0.87
percent); the highest rate is for those 35-44 years of age (1.71
percent).
(Alabama Department of Public Health, 2013)

Contributing Factors and Depression Prevention
• Depression results from a complex interaction of social,
psychological, and biological factors.
• There are interrelationships between depression and physical
health. For example, cardiovascular disease can lead to
depression and vice versa.
• Prevention programs have been shown to reduce depression.
• Coping skills
• Exercise programs
• Support
(World Health Organization, 2021)

DEPRESSION SCREENER: PHQ-9
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DEPRESSION SCREENER: PHQ-9

Mood Disorder Questionnaire

MDQ: SCORING
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Anxiety
• Generalized anxiety disorder (GAD) can be a challenge to diagnose. People
consider panic attacks a hallmark of all anxiety disorders, but GAD is different in
that there are generally no panic attacks associated with the condition.
• A person may think they are "just worrying too much." Their struggles with
constant worry may be minimized or dismissed and, in turn, not properly
diagnosed or treated.

Anxiety
DSM-5 Diagnostic Criteria for Generalized Anxiety Disorder:
• A. Excessive anxiety and worry (apprehensive expectation), occurring more days
than not for at least 6 months, about a number of events or activities (such as work
or school performance)
• B. The individual finds it difficult to control the worry.
• C. The anxiety and worry are associated with three (or more) of the following six
symptoms (With at least some symptoms having been presents for more days
than not for the past 6 months). Note: Only one item is required in children –
•
•
•
•
•
•

1. Restlessness or feeling keyed up or on edge.
2. Being easily fatigued.
3. Difficulty concentrating or mind going blank.
4. Irritability.
5. Muscle tension.
6. Sleep disturbance (difficulty falling or staying asleep, or restless, unsatisfying sleep

DSM-5 diagnostic criteria for Generalized Anxiety Disorder (cont.)
• D. The anxiety, worry, or physical symptoms cause clinically significant distress or
impairment in social occupational, or other important areas of functioning.
• E. The disturbance is not attributable to the physiological effects of a substance
(e.g., a drug of abuse, a medication) or another medical condition (e.g.,
hyperthyroidism).
• F. The disturbance is not better explained by another mental disorder (e.g., anxiety
or worry about having panic attacks in panic disorder, a negative evaluation in
social anxiety disorder [social phobia], contamination or other obsessions in
obsessive-compulsive disorder, separation from attachment figures in separation
anxiety disorder, reminders of traumatic events in posttraumatic stress disorder,
gaining weight in anorexia nervosa, physical complaints in somatic symptom
disorder, perceived appearance flaws in body dysmorphic disorder, having a
serious illness in illness anxiety disorder, or the content of delusional beliefs in
schizophrenia or delusional disorder.)
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Anxiety Statistics
• Percent of adults aged 18 and over with regular feelings of worry, nervousness, or anxiety: 11.2%
• Number of visits to physician offices with mental disorders as the primary diagnosis: 55.7 million
• Number of visits to emergency departments with mental disorders, behavioral, and
neurodevelopmental as the primary diagnosis: 4.9 million
• Anxiety disorders are the most common mental illness in the U.S.
• Anxiety disorders are highly treatable, yet only 36.9% of those suffering receive treatment.
• People with an anxiety disorder are three to five times more likely to go to the doctor and six times
more likely to be hospitalized for psychiatric disorders than those who do not suffer from anxiety
disorders.
• Anxiety disorders develop from a complex set of risk factors, including genetics, brain chemistry,
personality, and life events.
• It's not uncommon for someone with an anxiety disorder to also suffer from depression or vice
versa. Nearly one-half of those diagnosed with depression are also diagnosed with an anxiety
disorder.
(National Center for Health Statistics [NCHS], 2018)

Contributing Factors for Anxiety
The causes of anxiety disorders aren't fully understood.
• Life experiences such as traumatic events appear to trigger anxiety disorders in people
who are already prone to anxiety.
• Inherited traits also can be a factor.
• Medical causes- For some people, anxiety may be linked to an underlying health issue.
Risk factors:
• Trauma
• Stress due to an illness
• Stress buildup
• Personality
• Other mental health disorders
• Having blood relatives with an anxiety disorder
(Mayo Clinic, 2018)
• Drugs or alcohol

Complications and Anxiety Prevention
Complications:
• Having an anxiety disorder does more than make you worry. It can also lead to, or worsen,
other mental and physical conditions, such as:
•
•
•
•
•
•
•
•
•

Depression
Substance misuse
Trouble sleeping (insomnia)
Digestive or bowel problems
Headaches and chronic pain
Social isolation
Problems functioning at school or work
Poor quality of life
Suicide

Prevention:
• Get help early
• Stay active
• Avoid alcohol or drug use

(Mayo Clinic, 2018)
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ANXIETY SCREENER: GAD-7

SUBSTANCE USE DISORDER
• A substance use disorder (SUD) is a mental disorder that affects a person’s brain
and behavior, leading to a person’s inability to control their use of substances such
as legal or illegal drugs, alcohol, or medications.
• Researchers have found that about half of individuals who experience a SUD during
their lives will also experience a co-occurring mental disorder and vice versa.
• Co-occurring disorders can include anxiety disorders, depression, attention-deficit hyperactivity
disorder (ADHD), bipolar disorder, personality disorders, and schizophrenia, among others.

• While SUDs and other mental disorders commonly co-occur, that does not mean
that one caused the other. Research suggests three possibilities that could explain
why SUDs and other mental disorders may occur together:
• Common risk factors can contribute to both SUDs and other mental disorders.
• Mental disorders can contribute to substance use and SUDs.
• Substance use and SUDs can contribute to the development of other mental disorders.
(National Institute of Mental Health, n.d.)

SUD and Suicide

(Substance Abuse and Mental Health Services Administration, 2016)
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SBIRT- Screening, Brief Intervention, and Referral to Treatment
• Screening, Brief Intervention, & Referral to Treatment (SBIRT)
is an evidence-based approach to deliver early intervention and
treatment services for persons with Substance Use Disorders
(SUDs), and those at risk of developing a SUD.
• SBIRT is early intervention for individuals with non-dependent
substance use to help before they need more extensive or
specialized treatment. This approach differs from specialized
treatment for those with more severe substance misuse or a
SUD.

SBIRT

SBIRT: STEP 1
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SBIRT: STEP 2

Step 3 and 4: Brief Intervention and Refer to Treatment

BUILDING BUNDLES OF CARE
• BHI Bundle of Care was developed by Michele Talley, PhD,
ACNP-BC, FAANP, current NEPQR: BHI Project Director
• Development of the “Bundles of Care” as PATH clinic expands to a
more collaborative and integrated model
• Providing whole person care
• Evidence based algorithms to treat multiple behavioral health disorders
including suicide ideation, depression, substance use disorder, anxiety,
tobacco use and diabetes distress
• Identification of SDoH
• Education of primary care providers

•

BHI COLLABORATION WITH PRIMARY PROVIDERS
• Daily huddles that include diabetes and BHI teams
• Collaboration and conversation in real time during the patient
appointment
• Provider education regarding behavioral health and mental
health pharmacology
• BHI Orientation for all new employees and students

• Updated BHI recommendations made by the PMHNP in the
EMR
• Access to the psychiatrist and PMHNP for emergency consult if
not present in clinic
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ANTIDEPRESSANT ALGORITHM

SUICIDE RISK ALGORITHM
All patients given PHQ9

High Risk:
• Consult BHI
• If BHI team members not present, consult
medical social worker
• 1:1 observation
• Contact emergency services for transportation
to ED
• Use Environmental Safety Checklist
• Document
• BHI MD/NP signs off on assessment and
disposition plan

• Score of 1-3 on Question 9 on PHQ9
• Comment or indication regarding suicide
Within the last week

Administer Columbia Suicide Severity Rating Scale
Question 1: Wish. In the past month, have you wished you were dead or wished you
could go to sleep and not wake up?
Question 2: Ideation. In the past month, have you actually had any thoughts of killing
yourself?

Y

N

Question 3: Method. In the past month, have you been thinking about how you might do
this?

Moderate Risk:
• Refer to BHI for immediate assessment
• If BHI team members not present, consult
medical social worker
• Suicide prevention resources to be provided
(Safety Plan, emergency hotline numbers

Within the last three
months

Question 4: Intent. In the past month, have you had these thoughts and some intention
on acting on them?
Question 5: Specific Plan. In the past month, have you started to work out or worked
out the details of how to kill yourself and intent to act on this plan?

N

Low Risk:
• Continue to assess for depression
• Consider starting medication
• Referral to BHI

Within the last year

Y

Question 6: Behaviors. Have you ever done anything, started to do anything, or
prepared to do anything to end your life?

N

Example: Collected pills, obtained a gun, gave away
valuables, wrote a will or suicide note, went to a roof
but didn’t jump, tried to hang self

Y

When?

No Risk:
Continue to assess for depression

More than one year
ago

© 2020 UAB

Risk Factors

C-SSRS can be found in Impact
1.
Ad hoc
2.
Ambulatory
3.
Columbia Suicide Severity
Rating
Columbia Suicide Severity Rating Scale (C-SSRS)

 Can’t enjoy anything
 Anxiety and/or panic
attacks
 Insomnia
 Hopelessness or despair
 Homicidal Ideation
 Psychotic disorder or
command hallucinations
 Personality disorder
 Mood disorder
 PTSD or HX of
abuse/trauma
 Substance abuse
withdrawal

 Impulsivity or aggression
 HX of Suicide
 Lack of social supports
or increasing isolation
 Perceived burden on
others
 Legal issues,
incarceration
 Local suicide cluster or
exposure to one via
media
 Non-compliant with
treatment

Protective Factors

No Risk: "No" to Questions 1, 2,
and 6
Low Risk: "Yes" to Questions 1 or
2
"No" to Questions 3-6
Moderate Risk: "Yes" to Questions 1 or 2
"Yes" to Questions 3 or 6
"No" to Questions 4 and 5
High Risk: "Yes" to Questions 1 or 2
"Yes" to Questions 3 or 6
"Yes" to Questions 4 or 5

 Ability to cope with stress  Engaged in work, school,
activities
or frustration
 Sense of responsibility to  Fear of death
 Cultural, spiritual or
others
moral attitudes against
 Social supports
 Identifies a reason to live suicide
 Religious beliefs
Instructions: The information provided illustrates an approach to assessing the
safety of an individual with suicidal thoughts. It is based on the screening
version of the Columbia Suicide Severity Rating Scale. Sources of
information can include not only the patient but other individuals. The scale
can guide decision-making, though the clinician’s judgment should always
take precedence (for example, if there is reason to think that a patient might
be reluctant to report the full severity of suicidal thinking). The clinician should
always keep in mind that suicide prediction is not an exact science; if worried,
best to err on the side of seeking consultation.

© 2020 UAB
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MOVING AWAY FROM A NO HARM CONTRACT…
• Signed commitment from the patient that they will not do anything to
harm themselves or anyone else
• Signed before a specific date-next appointment to be reassessed resigned if
needed

• Steps the patient would take before engaging in harmful behavior
• Its not an actual legal contract
• Identifying risk, but taking the patient at their word
• There is no evidence it works and could provide a false sense of
security
• The same document for every patient

…TO A SAFETY PLAN
• Specific to each patient
• That plan involves a sequence of specific actions the patient can
take
• It ensures that the patient knows exactly what to do if they feel their
mental state deteriorating, even if you aren’t immediately available.
• The safety plan is one component of a more comprehensive safety
strategy:
•
•
•
•

frequency of contact
involving other health care professionals
increasing social support
assessing access to lethal means

PATIENT SAFETY PLAN

© 2020 UAB
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IMPLEMENTATION AND FOLLOW UP
Implementation
• Moderate or High Columbia Suicide Screening
• Also need to consider risk factors and protective factors

• Completed in clinic or via telehealth appointment
• Print out a copy for the patient in clinic
• Will be amended for patient as their needs and circumstances change
• Will review with patient at subsequent appointments

• Send email encrypted copy to the patient and confirm receipt
• Can be printed for at next clinic appt

Follow up
• Antidepressant RX
• F/U with LICSW for therapy
• Check in calls with BHI Care Coordinator

ASSESSING AND TREATING: PRE COVID
• Patients only seen physically at the PATH clinic
• Typically on a monthly basis
• Screenings at each visit filled out by each patient- offered in English
and Spanish
• Reviewed by PCP and BHI team
• Assessing suicidality and taking action, if needed
•
•
•
•

A safe place to go with friends/family
Assessment of home environment
Calling 911 and EMS transporting to ED
In person filing of petition

• Scheduling follow ups in person

ASSESSING AND TREATING: COVID
• March 2020: quick transition to telehealth model in a matter of
days
• Voice to voice due to patients SDoH and clinic technology
limitations
• Developing a process to screen patients prior to their visits over
the phone
• Completed by BHI Care Coordinator

• Keeping patients at risk of self harm safe
• Team effort

• Ordered smart phones for patients and tablets for BHI team to
utilize for telehealth
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MOVING TO A HYBRID MODEL
• Patients returned to clinic in May
2021
• Patients are seen in person and
via telehealth (voice to voice)
• Opportunity to see those patients
in clinic that have acute suicidality
and are in the process of being
up titrated on antidepressants
• Patients with a telehealth appt are
still screened over the phone

• Patients in person fill out their
screeners independently and are
able to meet with the BHI Care
Coordinator in a triage role
• Pilot program using grant-funded
cell phones
• “Face to face” sessions
• Facial expressions and nonverbal
cues missed under a mask

KEEPING PATIENTS SAFE IN CLINIC SETTING
• Stay with the patient or another team member to sit with them
to keep safe and also to reduce elopement risk
• Assess the room for any items that patient could use to self
harm
• Consult PMHNP/Psychiatrist regarding next steps
• Involve family or friends if possible
• Provide resources and safety plan
• Make follow up while patient is in clinic

KEEPING PATIENTS SAFE WHILE ON THE PHONE
• Stay calm
• Get the patients location
• Call emergency contacts

• Figure out a way to ask your team for help
• Have a teammate stay with you
• Just keep talking!
• Stay on the phone until a family member/friend/law
enforcement has arrived
• Communicate with them as needed
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