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Re: Draft Recommendation Statement on Screening for Depression and Suicide Risk in Adults 

 
Dear Dr. Mangione and Members of the USPS Task Force: 

 
On behalf of the American Association of Psychiatric Pharmacists (AAPP), we appreciate the opportunity 
to provide feedback on the Draft Recommendation Statement on Screening for Depression and Suicide 
Risk in Adults, released by the U.S. Preventive Services Task Force (USPSTF) on September 20, 2022. 
 
AAPP is a professional association of nearly 3,000 members who envision a world where all individuals 
living with mental illness, including those with substance use disorders (SUD), receive safe, appropriate, 
and effective treatment. Members are pharmacists who specialize in psychiatry, substance use disorders 
(SUDs), and psychopharmacology. Psychiatric pharmacists are an important member of the healthcare 
team working in collaboration with the patient and other health care providers including psychiatrists, 
other physicians, therapists, social workers, and nurses. They provide expert, evidence based 
Comprehensive Medication Management (CMM) services for the most complex patients with mental 
health and/or substance use disorders. 
 

The World Health Organization has been focusing on suicide prevention since 2014.1 It’s widely accepted 
that suicide is usually caused by an interplay of complex and dynamic risk factors and therefore 
prevention will require a multi-pronged approach.2 Psychiatric pharmacists are well-positioned to be 
part of suicide prevention efforts as front-line healthcare providers who can screen for and potentially 
prevent suicidal thoughts and behaviors. Doctoral level education, post-graduate residency training, and 
board certifications prepare pharmacists to practice in direct patient care roles and many pharmacy 
school’s curricula include specific training on suicide screening. Specific to mental health, there are over 
1,400 Board Certified Psychiatric Pharmacists3 practicing in advanced roles and improving access to care. 
Along the continuum of health care, pharmacists are accessible and well-trained providers that can play 
a role in universal suicide screening efforts.   
 
Concerning Suicide Trends and Request for Routine Suicide Screening for Adults in Primary Care  

 
Given the 36% increase in the national rate of suicide from 1999 to 2018, followed by two years of 
decreased rates (by 5%),4 and with new provisional data just released on September 29 by CDC showing 
a 4% increase in 2021,5 AAPP is concerned that the overall trend remains in an upward trajectory for 
suicide in our nation. In 2021, 15–24-year-old males were found to have the largest increase in suicide 
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rate, an increase of 8% year over year. Additionally, underrepresented populations including American 
Indian and Black youth,6 Hispanic males, multi-racial females, and LGBTQ people, especially those with 
intersecting identities, are experiencing disproportionate increases in suicide risk.7 AAPP has concerns 
about the decision related to suicide screening given these concerning trends in a leading cause of 
death, and one that is considered generally and potentially preventable. AAPP strongly urge the USPSTF 
to revisit existing research on suicide screening in adults with attention to peer-reviewed literature 
highlighted in this response. Specifically, we request that the task force consider adding a 
recommendation for routine suicide screening for adults in primary care settings. Screening is the first 
step in the process of identifying individuals with suicidal risk, which then affords clinicians and health 
systems to employ suicide risk reducing steps that have been implemented and studied in outpatient 
primary care settings. These next steps include further assessment of risk, brief interventions that 
reduce risk, provision of crisis resources when appropriate, referral for treatment and follow-up as 
recommended by the National Action Alliance for Suicide Prevention.8 We strongly recommend this 
process that has been shown to reduce suicide rates in large health systems (Henry Ford, Parkland). 8, 9, 10 

 
There is consensus amongst the leading suicide prevention organizations for the importance of moving 
forward with routine or indicated screening based11 on 1) the magnitude of missed opportunities in 
primary care settings for detecting adults at risk for suicide, 2) demonstrated effectiveness of screening 
and risk assessment, 3) the feasibility of screening and appropriate care steps for primary care, and 4) 
the acceptability of screening and suicide preventive care among health professionals and by health 
systems. The details outlined below provide rationale supporting suicide risk screening as a timely and 
important step for reducing suicide risk for patients in primary care settings. 

 
Data on Suicide and Healthcare Contacts 

 
Data from the United States indicates suicide risk is largely undetected in primary care settings, which 
constitutes missed opportunities to reduce risk and save lives – essentially a major gap in a public health 
approach to suicide prevention. Studies find that 45% of those who die by suicide saw a primary care 
physician in the year preceding their death compared to only 20% who saw a mental health professional 
in that same time frame.12,13 A more recent systematic review of studies from over a dozen countries 
found that 80% of those who died by suicide had contact with primary care in the year preceding their 
death, and 44% had contact within the previous month.14 Moreover, 60% of mental health care delivery 
occurs in the primary care setting.15 Together, these data suggest that primary care visits present a key 
intervention point wherein universal screening with follow-up guidance can potentially save lives.16 
More specifically, in a longitudinal study of eight geographically diverse healthcare systems across the 
U.S., researchers found that among nearly 6,000 patients who died by suicide between 2000 and 2010, 
45% saw a primary care provider within a month of dying by suicide, 20% saw a mental health provider 
within a month, and 39% were seen in an emergency department in the year prior to dying by suicide.17 
Similarly, in a case-control study examining the health records of eight geographically diverse healthcare 
systems across the U.S., researchers found that among over 2,500 patients who died by suicide between 
2000 and 2013, nearly 30% of people had a healthcare visit in the seven days before suicide (6.5% in 
EDs, 16.3% in outpatient clinics, and 9.5% in primary care). An additional 54.3% had a healthcare visit 
within the 30 days preceding suicide death, and more than 90% had a healthcare visit in the prior year.7 
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Effectiveness of Screening and Follow-up 

Suicide risk screening instruments have demonstrated validity and reliability among adults across both 
inpatient and outpatient medical settings.18, 19 The Joint Commission has published a list of evidence-
based assessments on its website. These tools include the Ask Suicide-Screening Questions (ASQ),20 the 
Columbia-Suicide Severity Rating Scale,21 the Patient Health Questionnaire-9 (PHQ-9),17,22,23 and the 
Suicide Behavior Questionnaire-Revised (SBQ-R).24,25,26 A recent review summarizes the validity of these 
instruments, and together, they demonstrate effectiveness across urban, rural, and specialized 
population settings.27 Screening embedded in a suicide prevention plan of further assessment, referral 
to care and follow-up, has been shown to be effective for reducing suicide rates in many settings such as 
large health systems, VA settings and emergency departments.8,9,28 

Perception and Feasibility 

Recent studies have found that implementing suicide risk screening in primary care settings is both 
feasible and effective at identifying patients at risk for suicide.29,30 In fact, in one study of a rural primary 
care clinic, researchers found a 99% completion rate for the ASQ instrument and 100% completion rate 
for the brief suicide safety assessment (BSSA) instrument. Moreover, 94% of participants agreed that 
providers in primary care should screen for suicide, and screening rates increased from 5.8% to 61% 
between baseline and intervention phases.14 The Parkland Hospital System in Texas8 and the Veterans 
Administration31 have also demonstrated the feasibility of universal screening, illustrating its utility and 
feasibility across urban, rural, and specialized settings. In the former, the authors found that “the 
burden to the system from universal screening was not overwhelming and was managed effectively 
through thoughtful allocation of clinical resources.”8 

 
Clinical Pathway for Implementation 

 
Despite its effectiveness and feasibility, it is worth noting that the integration of universal suicide risk 
screening for adults in primary care presents challenges for implementation, similar to many new 
protocols for addressing other complex health issues. In a recent special article in the Journal of the 
Academy of Consultation-Liaison Psychiatry, Ayer and colleagues describe a clinical pathway for 
integrating suicide risk screening in adult primary care settings, including a pathway diagram and 
implementation guidance.32 Together, these materials describe the importance of a three-step clinical 
pathway that includes a brief screen for suicidal ideation and behavior, a brief suicide risk and safety 
assessment, and disposition and planning. 

 
Some primary care settings have implemented protocols for suicide risk screening when indicated rather 
than universally. We believe this can be an important step for health systems in making progress and 
gaining sophistication in their system-approach to suicide prevention. These steps can include training of 
all staff in suicide prevention as appropriate to their role on the healthcare team, developing new 
workflows and protocol which incorporate use of health records, surveillance and tracking of suicide-
related outcomes, and incorporating evidence-based or evidence-informed care steps including Safety 
Planning, lethal means safety counseling, bridging gaps in care, providing follow-up caring 
communications, and providing education and resources to patients and families. 

  
There has never been a more urgent time for implementing effective suicide prevention initiatives in 
primary care, and leading health policy initiatives are responding. Screening for possible suicide risk is 
the first step in taking further supportive steps that have evidence for reducing suicide risk. These 



 

4 

 

include brief "interventions" that can be feasibly done in a primary care setting: lethal means 
counseling, safety planning, education of patients and families, and supportive ongoing follow up 
communication in addition to crisis resources and referrals for further assessment of risk and effective 
intervention.  

 
AAPP urges the Task Force to expand the recommendations to provide appropriate considerations for 
the critical role of primary care clinicians and outpatient primary care settings in addressing a national 
crisis related to suicide and mental health. Thank you again for the opportunity to comment. 
 
Sincerely, 
 
 
 
Brenda K. Schimenti  
Executive Director 
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