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Depression is the leading cause 
of disability worldwide and 
is a major contributor to the 

overall global burden of disease.1 The 
US Preventive Services Task Force 
recommends screening for depres-
sion in adults, followed by struc-
tures to support accurate clinical 

diagnosis, effective treatment, and 
follow-up care.2 Of particular concern 
among patients experiencing depres-
sion is the elevated risk of suicide, 
which is the tenth leading cause of 
death in the United States. Family 
physicians provide a large share of 
the mental health treatment in our 

country,4 and nearly half of people 
who complete suicide have seen a 
health care provider within a month 
prior to death.5

Standard work in our family 
medicine residency (FMR) clinic in-
volves medical assistants verbally 
administering the two-item version 
of the Patient Health Questionnaire 
(PHQ)6 to all adult patients; patients 
who answer affirmatively to either 
item complete a paper copy of the 
PHQ-9. The extent to which our pro-
viders reviewed the PHQ-9 results 
and discussed them with their pa-
tients was uncertain, especially item 
nine that assesses the frequency of 
“thoughts that you would be better 
off dead or of hurting yourself in 
some way” in the past 2 weeks. An-
swers on this item range from 0 (not 
at all) to 1 (several days), 2 (more 
than half the days), and 3 (nearly ev-
ery day). Open discussion and docu-
mentation of suicidality is important 
for several reasons, even beyond the 
disrespectful message that failure 
to do so sends to patients who ex-
press these feelings. First, large-scale 
research has found that a positive 
response to item 9 is a strong pre-
dictor of suicide attempts and death 
in the following 2 years.7 Secondly, 
research has found that patients 
whose PHQ-9s were addressed by 
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their PCP were twice as likely to fol-
low up.8 Third, a provider may be at 
elevated risk for a malpractice claim 
if a patient has reported thoughts of 
suicide on the PHQ-9 and the pro-
vider failed to address and document 
a clinical discussion and appropriate 
treatment plan.9 

We developed a two-part educa-
tional intervention to raise aware-
ness of depression/suicide and to 
increase appropriate documenta-
tion. First, we presented two 1-hour 
clinic-wide trainings during consecu-
tive weekly staff meetings. Trainings 
addressed detection of depression/
suicide, obstacles to open discussion, 
scripts to engage patients in these 
discussions, and standard work for 

PHQ-2 and PHQ-9 administration; 
PowerPoint slides are available here: 
https://resourcelibrary.stfm.org/view-
document/suicide-assessment. Sec-
ondly, we created two templates for 
providers. The first is a modification 
and expansion of the P4 Screener,10 
in which we assess suicidal ideation 
(SI), past self-harm, plan, intent, and 
barriers (Figure 1). We added two 
questions that assess 10 other risk 
factors (eg, substance abuse, halluci-
nations, bereavement) and eight op-
tions for plans for patient safety (eg, 
warm handoff to behavioral health, 
referral to psychiatry, psychiatric 
admission). The second template is 
supportive text including community 

resources for the patient instructions 
(Figure 2).

The objective of this study was 
to assess the impact of these edu-
cational interventions on provider 
documentation of suicidality. We hy-
pothesized that documentation rates 
would increase after our interven-
tion. 

Methods
Our urban family medicine residen-
cy (FMR) program has 30 residents 
and 16 physician or nurse practitio-
ner faculty, all of whom had patient 
encounters during this time peri-
od with a nonzero response to item 
nine. Across faculty and residents, 16 
providers (35%) were male.

Figure 1: Template for Provider Assessment in Progress Note (adapted from P4 Screener10) 

Are you thinking of actually hurting yourself?   YES     NO 
  

Have you ever attempted to harm yourself in the past?   YES     NO   (if yes, how: __________) 
  

Do you have a plan for how to harm yourself?   YES     NO   (if yes, how: __________) 
  

There is a big difference between thinking about something and actually taking action. How likely are 
you to act on those thoughts in hurting yourself or ending your life sometime over the next 
month?   NOT LIKELY AT ALL     SOMEWHAT LIKELY      VERY LIKELY 

  
Is there anything that would prevent or keep you from harming yourself?   YES     NO   (if yes, what: 
__________) 

  
  

Other risk factors: 
Drop-down box options (select as many as apply): 

·         Current substance abuse 
·         Command hallucinations   
·         Access to weapons/other means   
·         Hopelessness    
·         Recent loss    
·         Financial difficulties 
·         Family history of suicide 
·         Social isolation or withdrawal 
·         Impulsivity or recklessness 
·         Past psychiatric admission 
·         Other: 

 
Based on this assessment, plan for patient safety: 
Drop-down box options (select as many as apply): 

·         Put suicide hotline (1-800-SUICIDE) on AVS. 
·         Reminded patient our clinic has doctors available for phone contact 24/7 
·         Warm hand-off to behavioral health 
·         Contacted local behavioral health emergency program 
·         Contacted patient’s family member/friend 
·         Placed referral to behavioral health 
·         Placed referral to psychiatry 
·         Sent to hospital for evaluation 
·         Other: 

	

Figure 1: Template for Provider Assessment in Progress Note (Adapted From P4 Screener)10
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A chart review was conducted of 
350 patient records in which the 
patient reported some thoughts of 
death or suicide in the preceding 2 
weeks on the PHQ-9 (a nonzero re-
sponse to item nine), including 150 
over a 5-month baseline period, 150 
during the postintervention period 
(months 1 through 4 immediately 
following the workshops/template 
development), and 50 during the fol-
low-up period (months 7 and 8 after 
the intervention). The first author 
reviewed the provider progress note 
corresponding to the date the PHQ-9 
was administered. Chart documenta-
tion of anything regarding suicidality 
was deemed a “yes.” Chi-square tests 
and two-sample t-tests were used to 
examine changes in documentation 
patterns. The project was reviewed 
by our university IRB and deemed 
exempt.

Results
Rates of provider documentation of 
suicidality increased significantly 
from 57% at baseline to 78% in the 
postintervention phase (P<.0001); 
rate at follow-up was 82% (see Table 

1). Documentation rates among res-
idents were higher than faculty 
during the preintervention phase 
(P=.004), but there were no signifi-
cant differences by role (resident vs 
faculty) in the other phases. During 
all phases, likelihood of provider sui-
cide documentation was not signif-
icantly related to the frequency of 
patients’ thoughts of death or sui-
cide (item nine). 

For patient charts with documen-
tation of suicidal ideation, rates of 
use of the assessment template were 
58% (postintervention) and 49% (fol-
low-up). 

Discussion
Our educational interventions were 
associated with significantly in-
creased rates of provider documenta-
tion of suicidality from the baseline 
to the postintervention periods, a 
rise which persisted to 8 months 
following intervention. About half 
of the charts utilized the new tem-
plates. Informal provider feedback 
supports these findings; residents 
and faculty shared that the tem-
plates increased their self-efficacy 

and comfort in talking with patients 
about suicidal thoughts and in doc-
umenting treatment recommenda-
tions. Given the high rates of and 
burden associated with depression 
and the elevated risk for self-harm 
among patients who endorse item 
nine, it is incumbent upon physi-
cians to effectively use the PHQ-9 
and talk with patients about depres-
sion and suicide.

A limitation of this study is un-
certain generalizability due to the 
sample being drawn from one FMR 
clinic. The extent to which observed 
changes may have been affected by 
time of year is unknown. Further, 
the extent to which the increased 
documentation rates were due to 
the clinic workshops vs the new tem-
plates is unknown. 

However, these findings offer pre-
liminary support for the effective-
ness of our educational interventions 
in shaping an important provider be-
havior. Future research could include 
a longer follow-up period to moni-
tor rates of documentation and use 
of templates, implementation of 
these educational interventions in 

Figure 2: Template for Patient Instructions 

When you're going through tough times, it's easy to feel lonely and 
overwhelmed. Remember that YOU ARE NOT ALONE and we at [CLINIC 
NAME] want to support you during this difficult time. 

There are many ways to get help and support when you are ready. 

You can call help lines: 1-800- SUICIDE or contact [insert name and 
phone number of local community hotline] 

You can schedule an appointment with a team member at our clinic - 
your primary care doctor, a counselor, a care coordinator - we are all here to 
support you. A doctor is on call 24/7, so call us any time (insert phone 
number here). 

There are many treatments that can help people during difficult times, 
and we can talk with you about medications, counseling, diet, and other 
options. We want to offer you HOPE that it won't always feel this bad. 

If you are seriously thinking about hurting yourself or have a plan, please 
call us or 911 or go to any emergency room right away for immediate 
help. 

Figure 2: Template for Patient Instructions
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another setting, exploring provider 
self-efficacy with managing suicidal 
patients, and eliciting patient feed-
back on their experience of provid-
ers’ approaches to assessing suicidal 
ideation.
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Table 1: Documentation Rates of Suicidality Before and After Intervention

Preintervention Postintervention Follow-up

To
ta

l N
o.

 o
f C

ha
rt

s 
W

ith
 N

on
ze

ro
 

R
es

po
ns

e 
on

 It
em

 9
 o

f P
H

Q
-9

N
o.

 W
ith

 D
oc

um
en

ta
tio

n 
of

 
Su

ic
id

al
ity

 b
y 

R
en

de
rin

g 
Pr

ov
id

er

Pe
rc

en
t 

W
ith

 D
oc

um
en

ta
tio

n 
of

 
Su

ic
id

al
ity

 b
y 

R
en

de
rin

g 
Pr

ov
id

er

To
ta

l N
o.

 o
f C

ha
rt

s 
W

ith
 N

on
ze

ro
 

R
es

po
ns

e 
on

 It
em

 9
 o

f P
H

Q
-9

N
o.

 W
ith

 D
oc

um
en

ta
tio

n 
of

 
Su

ic
id

al
ity

 b
y 

R
en

de
rin

g 
Pr

ov
id

er

Pe
rc

en
t 

W
ith

 D
oc

um
en

ta
tio

n 
of

 
Su

ic
id

al
ity

 b
y 

R
en

de
rin

g 
Pr

ov
id

er

χ2
 P

 V
al

ue
 P

re
 v

s 
Po

st

Pe
rc

en
t 

W
ith

 S
I D

oc
um

en
ta

tio
n 

Th
at

 U
se

d 
A

ss
es

sm
en

t 
Te

m
pl

at
e

To
ta

l N
o.

 o
f C

ha
rt

s 
W

ith
 N

on
ze

ro
 

R
es

po
ns

e 
on

 It
em

 9
 o

f P
H

Q
-9

N
o.

 W
ith

 D
oc

um
en

ta
tio

n 
of

 
Su

ic
id

al
ity

 b
y 

R
en

de
rin

g 
Pr

ov
id

er

Pe
rc

en
t 

W
ith

 D
oc

um
en

ta
tio

n 
of

 
Su

ic
id

al
ity

 b
y 

R
en

de
rin

g 
Pr

ov
id

er

χ2
 P

 V
al

ue
 P

re
 v

s 
Fo

llo
w

-u
p

Pe
rc

en
t 

W
ith

 S
I D

oc
um

en
ta

tio
n 

Th
at

 U
se

d 
A

ss
es

sm
en

t 
Te

m
pl

at
e

All 150 85 57% 150 117 78% <.0001 68/117; 58% 50 41 82% 0.0013 20/41; 49%

Faculty 40 15 38%1 57 43 75%2 0.0002 31/44; 70% 15 12 80%3 0.0050 7/12; 58%

Residents 110 70 64%1 93 74 80%2 0.0127 37/73; 51% 35 29 83%3 0.0333 13/29; 45%

Notes: SI=suicidal ideation. The “assessment template” is seven questions providers ask patients regarding suicidality (eg, ideation, barriers, risk 
factors). 

1 Faculty vs residents chi square P value: 0.0043. 

2 Faculty vs residents chi square P value: 0.5533. 

3 Faculty vs residents chi square P value: 0.8096.


