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Abstract
Purpose: Rural communities are disproportionately burdened by
suicide. Isolation, poor economics, a lack of mental health resources,
and the use of firearms are major contributing factors to high suicide
rates in nonmetropolitan communities. This article will discuss
the benefit of implementing the Patient Safety Screener (PSS-3), a
universal suicide screening tool, in a rural emergency department
as a means to improve identification and suicide care for high-risk
individuals.
Methods: Data from electronic health records was analyzed to
determine how many emergency room patients completed the PSS-3.
These values were compared to the total number of patients evaluated
in the emergency department each month in order to determine the
total percentage of patients screened.
Findings: There was an average of 37% increase in suicide screening
over four months. Implementing universal suicide screening in a
rural emergency department led to improved detection of high-risk
suicidal individuals in medical settings.
Conclusion: Suicide rates are higher in rural locations than in urban
settings. Identifying suicidal patients through suicide screening in
an emergency department promotes behavioral health intervention
leading to reduced suicide rates.
Keywords: Rural Suicide, Suicide Screening, Universal Suicide
Screening

Introduction
Suicide

According to the World Health Organization, more than 700,000
people in the world die by suicide each year [1]. In the United States,
suicide is the tenth leading cause of death. On average, there are 132
suicides per day in the United States alone [2]. Suicide rates among
males are approximately four times those among females, and by
age group, suicide rates are highest among those aged 35-64 years
and ≤75 years. By race/ethnicity, non-Hispanic whites and American
Indian/Alaska Natives have the highest rates of suicide [3].
Rural communities are disproportionately burdened by suicide, with
those residing in nonmetropolitan areas exhibiting a 1.5 times higher
incidence of suicide [4]. Suicide is problematic in rural locations due
to various factors. Geographical isolation, poor economics, and the
lack of access to mental health services all contribute to high suicide
rates in rural regions.

When an individual feels isolated, the feelings of sadness perpetuate
withdrawal from social situations which reinforces feelings of
disconnectedness [5]. In adults over the age of 60, social isolation
leads to increased suicidal ideation [6]. Thus, older adults living
in geographically isolated settings pose a higher risk of suicidal
behavior. Kposowa found that divorced and separated persons
were over twice as likely to commit suicide as married persons,
and divorced men were more likely to commit suicide than were
married men [7]. Stack looked at suicide rates using five independent
variables, and the results suggested that social isolation, hurt, and
guilt, which are prominent characteristics of divorced populations,
influence suicide rates [8].
Poverty and unemployment play a significant role in areas
with high suicide rates. According to a cross-sectional study
completed by Steelesmith et al., suicide rates in rural counties were
disproportionately associated with deprivation when compared with
large metropolitan counties [9].
The National Advisory Committee on Rural Health and Human
Services found that sixty-five percent of rural county residents had
no psychiatrist (compared to 27 percent of metropolitan counties),
and forty-seven percent of rural counties were without a local
psychologist (versus 19 percent). Social workers and counselors are
also less available in rural regions than in urban settings [10]. Limited
funding and the lack of sufficient mental health services often prevent
the rural resident from receiving adequate suicide care [11]. Common
factors that prevent people from obtaining adequate mental health
treatment are the cost of services, perceived stigma, concerns about
confidentiality, busy schedules, shortage of psychiatrist physicians in
rural/underserved areas, and lack of transportation [12].
Another notable factor contributing to high suicide rates in rural
regions is that suicides in rural populations are often carried out
using firearms [13]. Using a firearm is the most lethal method of
completing suicide in the United States [14]. In the United States in
the year 2017, suicide by firearms accounted for 23,854 total deaths,
more than any other means including poisonings and suffocations
[15]. Other common lethal means of completing suicide include drug
poisoning, poisoning by gas, jumping, and drowning.
Impact of suicide
Suicide has a profound negative impact on families and their
communities. In the United States, the average cost of an individual
suicide is approximately 1.3 million dollars. The most significant part
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of this cost is due to lost productivity [16]. According to the National
Funeral Directors Association, the average cost of an adult funeral
with viewing and burial in the United States is approximately $7,000
[17]. The annual cost in the United States for both suicides and
suicide attempts is over $93 billion per year due to lost productivity
[16]. These costly consequences create a heavy financial burden for
families and associated communities.
While the financial costs of suicide can be devastating, the
emotional impact of suicide on families and communities has equally
negative consequences. The loss of a loved one by suicide is typically
shocking, painful, and often unexpected. There are stigmas that
surround death by suicide. Surviving family members and friends are
often left with feelings of guilt, sadness, anger, and sometimes shame
[18]. People within close-knit rural communities such as emergency
medical personnel, law enforcement, clergy, and others who provide
support to survivors can all potentially be impacted by suicide [19].
Suicide in Rural Idaho
Idaho is consistently among the states with the highest suicide rates.
In 2016, Idaho had the 8th highest suicide rate in the U.S. with a rate
of 20.8, 50% higher than the national average. The 2nd leading cause
of death for Idahoans ages 15-34 is suicide. The suicide attempt rate
in adults from 2012-2016 was 686 per 100,000 [13]. Every two years
in Idaho the youth are surveyed in grades 9-12 to identify high-risk
behavior. Results from the 2019 survey identified concerning trends
in increased suicidal thoughts and feelings of hopelessness [20].
Oneida County is in the Southeastern region of Idaho and has one
of the highest suicide rates in Idaho. According to the U.S. Census
Bureau, in 2018, Oneida County had a population of 4,488 persons,
and the median age of the Oneida county resident was 39.5 with a
median household income in 2017 of $43,491 [21]. Malad City is
the most populated region of Oneida County and provides healthcare
services for residents living in the immediate area and neighboring
communities.
Emergency Departments
The Emergency Department (ED) routinely serves as a frontline
setting for monitoring suicidal risk in near real time. The CDC 24
estimates that there are over 130.0 million ED visits in the United
States each year [22]. Approximately 50% of persons who complete
suicide are seen in a healthcare setting by a healthcare provider in the
month prior to their death, and over 25% in the week prior to death,
making the ED an opportune place to screen for suicidal risk [23].
Suicide screening
The key to reducing suicides in both rural and urban settings is to
identify at-risk individuals early on so that appropriate suicide care
can be provided. Screening tools assist in identifying people who are
experiencing suicidal thoughts and behaviors. Screening tools can
easily be administered in primary care settings as well as health care

settings such as hospitals. Healthcare organizations can administer
screening tools universally to all patients or to a select few who
present with a behavioral health complaint. Screening patients for
suicidal risk in the hospital emergency department setting has been
found to have a twofold increase in detection [24].
The Patient Safety Screener 3 (PSS-3) is a validated suicide screening
tool developed specifically for use in Emergency Departments. This
tool consists of three short questions administered to patients upon
arrival to the ED. The PSS-3 helps identify patients who are feeling
suicidal or who have attempted suicide in the past [25].

Methods

The need to reduce suicide rates in Oneida County, Idaho prompted
the development of a quality improvement project team within the
local healthcare organization. This team consisted of members
motivated to ease the burden of suicide within the community. Once
the team was organized, a general project implementation plan and
timeline were created and a screening tool was selected. Health
care providers and emergency department personnel then attended
training sessions for ED staff that focused on the need for change
within the organization, and taught them how to deliver and score the
selected suicide screening tool. Prior to implementation, this project
was approved by Weber State Universities Internal Review Board
(IRB) and determined safe for patients prior to implementation.
In November 2020, universal suicide screening using the PSS3 questionnaire was implemented in the emergency department in
rural Malad, Idaho. The PSS-3 is reliable and valid with a Cohen’s K
score of .94 [26] From November 2020- February 2021 there was an
average of 114 patients evaluated in the ED each month. Electronic
health records (EHR) were reviewed to determine which ED patients
had been screened for suicide using the PSS-3 screening tool. If
screening tools were completed in full, and the patient scored positive,
charts were reviewed further to determine if an individualized plan
of care took place and if the patient was admitted, transferred, or
discharged to home.

Results

Chart reviews reflect that following implementation of this quality
improvement project, 26-47% of patients evaluated in the emergency
department were screened monthly. Prior to implementation of this
project, universal screening was not taking place in the emergency
department. Table 1 reflects the percentage of screening tools
administered in the ED from November 2020-February 2021. The
average increase in suicide screening over the measured four-month
period of time was 37%. Prior to the completion of this quality
improvement project, no suicide screening was being performed in
the Nell J. Redfield Memorial Hospital emergency department. Table
1 demonstrated significant improvement in suicide screening when
compared to the previous baseline of zero screening.
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Findings indicate that identifying patients at high risk for suicide
improves significantly when universal suicide screening is performed.
These findings also suggest that healthcare teams can be motivated to
improve screening for suicide risk in rural emergency departments.

Discussion

Patients involved in this quality improvement project who
presented to emergency department were provided evidenced based
best suicide care. There was minimal risk to patients involved in
the implementation of this project. Suicidal patients are vulnerable
and confidentiality was carefully protected. Protective factors
were in place that limited identifying information such as patient
demographic data and other protected health information.
Barriers to the success of this project included organizational
elements that challenged made delivering and scoring the suicide
risk screening challenging. The hospital in Malad, Idaho was unable
to embed the screening tool into the electronic health record. If
the screening tool had been embedded, with a prompt that notified
healthcare provider when a patient screened positive, it is expected
that more patients would have been screened, and positive screens
would not have gone unrecognized. For this project, the screening tool
was, and continues to be, delivered via paper and pencil. Completed
screening tools are then uploaded into the patient’s electronic record.
Another primary barrier was the potential for patients to avoid
answering the screening questions with honesty. This barrier is
not in the control of those administering the screening tool. Male
gender, older age, poor social connectedness, and those with a lower
education level are associated with greater odds of non-disclosure
[27]. If patients chose to falsify answers on the screening tool, they
were not properly identified and the treatment plan did not indicate a
need for suicide care.
The cost of implementing this quality improvement was not
burdensome and did not present as a barrier. This project had a
large amount of support from both the Southeastern Idaho Public
Health Department, and the administration team of the hospital. The
primary stakeholders live within the community supported improved
outcomes for their family members, neighbors and friends.

Conclusion

Suicide rates in rural regions are high secondary to feelings of
isolation, the use of guns as lethal means, and a lack of mental health
resources. These high suicide rates can be emotionally and financially
devastating to surviving family members and communities. This
quality improvement project demonstrates that universal suicide
screening improves the odds of identifying individuals at high risk
for suicide. Once high-risk individuals are identified, the healthcare
team can intervene. Intervention reduces suicide risk, thereby saving
families and communities from experiencing the loss that is felt
when a loved one completes suicide.
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