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atient safety remains a central concern of nurse 
 managers in every healthcare setting. Although the 
welfare of patients encompasses a broad range of 
concerns, the increasing prevalence of suicide in our 
society compels nurse managers to ensure a safe 
healthcare environment for patients with suicidal 
ideation. These efforts include the elimination or, at 
least, the mitigation of physical setting characteris-
tics that enable suicide attempts. Equally, nurse 
managers need to ensure that the nursing team is 
adequately trained to assess patient suicide risk and 
take appropriate follow-up prevention steps.

This article reviews the statistical impact of sui-
cide, as well as concrete steps that nurse managers 
and nurses can take to diminish the risk of patient 
suicide attempts.

A growing concern
As a nurse manager, your duties include, but aren’t 
limited to, interviewing and hiring nursing staff, col-
laborating with medical staff, developing budgets, 
interacting with patients and families, scheduling, 
professional development, and staff evaluation. 
Although you may have included the possibility of 
patient suicide within these concerns, the scope of 
nursing’s responsibility to prevent suicide attempts 
has ballooned commensurate with the increasing 
prevalence of such events. 

Suicide is the 10th-leading cause of death in 
the US; suicide rates have increased approximately 
30% since 1999.1,2 The CDC reported that 45,000 indi-
viduals died by suicide in the US in 2016.2 Beyond 
the financial and staffing ramifications posed by 
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escalating suicide rates, the com-
plexity of the contributing factors 
of suicidal ideation make the 
nurse manager’s job all the more 
essential to the mitigation of 
patient suicide attempts. In recog-
nition of the growing magnitude 
and difficulty of this problem, the 
National Action Alliance for Sui-
cide Prevention and the American 
Foundation for Suicide Prevention 
established a goal of reducing the 
annual suicide rate by 20% by 2025.2 

The American Psychiatric Asso-
ciation estimate that 1,500 suicides 
take place on inpatient hospital 
units in the US each year.3 In 2007, 
The Joint Commission established 

the National Patient Safety Goal 
(NPSG) 15.01.01 to focus health-
care organizations on averting 
suicide. However, in view of the 
85 suicides reported as sentinel 
events over the last 5 years, The 
Joint Commission is seeking to 
further enhance preventive efforts.1 

Scenarios reflecting the nature 
of suicide in the healthcare setting 
highlight the relevance of these 
statistics to nurse managers and 
clinicians. In one case, a 50-year-
old critical care nurse with 24 
years’ experience committed 
 suicide after she was fired for a 
self-reported medication error that 
may have contributed to the death 

of a baby with severe heart prob-
lems.4 (See At risk: Nurses.) In 
another hospital, personnel 
brought a 40-year-old ED patient 
who was admitted for suicidal 
ideation to the radiology unit for 
tests. The patient found his way 
to the roof of the building and 
jumped after being left alone in 
the radiology waiting area. In yet 
another facility, a patient asked to 
be voluntarily admitted after a 
suicide attempt and changed into 
a hospital gown. After she waited 
alone in an exam room for more 
than an hour, the patient walked 
past the ED charge and triage 
nurses’ stations, as well as multi-
ple other hospital personnel, and 
eloped. She walked to a nearby 
highway where she was killed by 
a passing vehicle. 

These cases represent a small 
sampling of a complex and grow-
ing healthcare crisis that nurse 
managers must be ready to con-
tend with on any given day. More-
over, this isn’t just a behavioral 
health unit problem. Suicide is an 
issue that cuts across all clinical 
practice settings, so nurses work-
ing on every unit in a hospital 
must be ready to assess for suicide 
risk and know what to do if a 
patient exhibits suicidal ideation. 

The American Psychiatric 
Nurses Association (APNA) indi-
cates that the role of the nurse in 
preventing suicide includes both 
system- and patient-level interven-
tions. In essence, a nurse manager 
“maintains environmental safety; 
develops protocols, policies, and 
practices consistent with zero sui-
cide; and participates in training 
for all milieu staff.”5 Nurse man-
agers must also ensure that staff 

At risk: Nurses
Nursing is a caring profession but, all too often, we don’t adequately care for our fel-
low professionals or ourselves. We all deal with the stress of insufficient staffing and 
shift work, and the emotional rollercoaster associated with patient care. On top of this, 
researchers have confirmed what most of us know all too well: Nurses at all levels 
of the profession are often subject to bullying, harassment, and incivility on the job.1 
These stress factors can take a toll. Specifically, nurses may encounter the devastating 
impact of suicide in both their work and personal lives. One study found that following 
a patient suicide, nurses experienced shock, condemnation, and fear of reprisal. So, 
it isn’t surprising that nurses are at an elevated risk for suicide. In  particular, female 
nurses are four times more likely to commit suicide than the  average woman.2

Researchers examining suicide rates among the large, long-term cohort of the Nurses’ 
Health Study found an almost five-fold increase in suicide risk among female nurses in 
the high stress category. As for those nurses reporting minimal stress, researchers con-
cluded that their excess risk of suicide may reflect denial, undiagnosed depression, or an 
association with other unmeasured risk factors.3 Another study found that nurses of both 
sexes had higher rates of suicide than other educated professionals.4

Simply put, we must do a better job of caring for each other and ourselves. In par-
ticular, nurses understand the stress of their coworkers and are well situated to assess 
when everyday workplace pressure may interact with extraordinary personal or profes-
sional trauma or grief to elevate that nurse’s risk of suicide. Moreover, nurses can serve 
as models for coworkers and patients by obtaining help when we feel about to “go over 
the edge.” Open discussion of these pressures and constructive means to alleviate them 
is one way to diminish a sense of false shame, which may account for the failure to 
obtain timely help.
Sources:
1. Broome BS, Williams-Evans S. Bullying in a caring profession: reasons, results, and recommendations. J Psychosoc 
Nurs Ment Health Serv. 2011;49(10):30-35.
2. American Society of Registered Nurses. Nurses at risk. www.asrn.org/journal-nursing-today/291-nurses-at-risk.html. 
3. Feskanich D, Hastrup JL, Marshall JR, et al. Stress and suicide in the Nurses’ Health Study. J Epidemiol Community 
Health. 2002;56(2):95-98. 
4. Kölves K, De Leo D. Suicide in medical doctors and nurses: an analysis of the Queensland Suicide Register. J Nerv 
Ment Dis. 2013;201(11):987-990.
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members demonstrate an under-
standing of the statistics, epidemi-
ology, risk factors, and protective 
factors related to suicide as an 
essential nursing competency for 
suicide risk assessment and pre-
vention. In this sense, one study 
observed, “risk management is the 
cornerstone of nursing care.”6 

It can happen on your shift
Globally, one suicide occurs every 
40 seconds, according to the 
World Health Organization.7 In 
the US, suicide exceeds motor 
vehicle fatalities and claims 
more than twice the number of 

lives from homicides. Although 
American suicide rates had been 
stable or falling in the second 
half of the 20th century, the CDC 
determined that suicide was the 
 second-leading cause of death 
for individuals between ages 10 
and 34 in 2014.8 

Amplifying the impact of these 
distressing statistics, there were 20 
attempted suicides for each com-
pleted suicide. Experts have con-
cluded that these data demonstrate 
a pervasive sense of desperation 
coursing through American society, 
making it all the more important 
that we understand this societal 
trend and sharpen our skills to con-
tend with its manifestations in the 
healthcare setting.9 

Additionally, nurses should be 
aware that the surge in suicides, 
although widespread, may place 
different demographic groups 
within divergent risk categories. 
For instance, the CDC has 
reported that:
• Although the age-adjusted sui-
cide rate for men (20.7) was three 
times greater than women (5.8), the 
percentage increase in suicide rates 
from 1999 to 2014 was greater for 
women (45%) than for men (16%).   
• The highest increase in suicide 
rates was girls age 10 to 14 (200%). 
• Suicide rates for women age 46 
to 64 increased 63%, whereas the 

rates for men of the same age 
group increased by 43%.
• American Indians experienced 
the steepest rise in suicide among 
all racial and ethnic categories 
(89% for women and 38% for men).
• Suicide rates for Black men 
declined by 8%.8

Just as nurses consider demo-
graphic data in their patient 
assessments, these data must be 
weighed as part of a suicide risk 
assessment. 

Key risk factors 
Suicide is a complex phenome-
non. In addition to demography, 
risk factors may include an intri-
cate amalgam of psychological, 
social, biological, cultural, and 

environmental circumstances. 
Nurse managers should ensure 
that their nurses are knowledge-
able about the variety of risk fac-
tors that may come to light in a 
patient history. Specifically, recent 
research demonstrates that nurses 
should note and assess patient 
histories that reveal the following 
risk factors for suicide:10 
• mental or emotional disorders
• past suicide attempts or self-
inflicted injury
• physical pain or impairment
• substance abuse
• impulsivity following a life crisis
• conflict-related stress 

• victim of violence or abuse
• grief 
• isolation
• discrimination based on race, 
ethnicity, gender identity, or 
 sexual orientation
• pattern of aggressive or anti-
social behavior
• imprisonment.

Nurses should be cognizant of 
the potential methods of suicide. 
In particular, a patient’s ready 
access to weapons or other means 
of self-violence, together with 
 suicidal thoughts, may raise the 
suicide risk assessment for that 
patient. For instance, the CDC 
indicated that men use firearms 
in 55.4% of suicides, whereas 
women most often used poisoning 

Although no single method can signifi cantly diminish the risk 
of suicide, we can implement a broad spectrum of tactics to 

help alleviate this growing problem.
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(34.1%).8 Certain state laws may 
impose a legal duty on medical 
personnel to inform designated 
authorities that a mental health 
patient may have weapons in the 
home.11 Another study found that 
suicide via suffocation in the US 
increased by 45.7% from 2005 to 
2014. Many objects commonly 
found in the healthcare environ-
ment may be employed in this 
suicide method. 

Although easy availability of 
weapons, poisons, and so on 
should be factored into the nurs-
ing assessment, the lack of any 
apparent access isn’t reason to dis-
count the patient’s risk of suicide.

Nurses should also be aware 
that patients’ culture and spiritu-
ality are relevant components of 
a patient assessment. In particu-
lar, research demonstrates that 
religious faith may be relevant 

when assessing for suicide 
risk. Studies on the association 
between religious observance 
and suicide reflect the complexi-
ties of assessment and prevention. 
Many cross-sectional studies have 
demonstrated that religion pro-
vides a protective factor against 
completed suicide. The Nurses’ 
Health Study found that religious 
attendance once or more per week 
was associated with an approxi-
mately fivefold lower rate of 
 suicide compared with never 
attending religious services. 
 However, at the clinical level, con-
founding factors may make the 
usefulness of religious observance 
as a factor in assessing patients for 
suicide risk more problematic. For 
example, although the condemna-
tion of suicide by most organized 
religions may help protect against 
suicide (among other reasons), 

other  religious doctrines, such as 
condemnation of lesbian, gay, 
bisexual, and transgender (LGBT) 
individuals, may nullify that ben-
efit for certain patients.13 (See At 
risk: LGBT individuals.)

 Nursing skills needed
Failure to maintain nursing com-
petence in suicide assessment can 
have devastating effects not only 
for our patients and their families, 
but also for the care providers 
who become secondary victims.4 
According to The Joint Commis-
sion, 14.25% of suicides occur 
within a hospital but outside of its 
behavioral health unit. The Joint 
Commission also found that over 
1,000 suicides from 2010 to 2014 
occurred within 72 of hours of dis-
charge from an around-the-clock 
healthcare setting such as the ED.14 
Any nurse involved in patient care 
must be attentive to suicide risk 
factors and stay informed on the 
most effective prevention strategies.

Unfortunately, nursing scholar-
ship and clinical training in this 
area have lagged behind other 
healthcare providers. For example, 
one study determined that nurs-
ing suicide assessments relied on 
important but incomplete factors 
of intuition, experience, and the 
assessments of others.10 Another 
researcher identified that nurses’ 
psychological factors, such as 
emotions and unresolved grief, 
complicated their assessment and 
treatment of suicidal patients. This 
study also found that nurses 
sometimes exhibited confusion 
and misconceptions about suicide, 
such as expressing that it was a 
“coward’s way out.” Most impor-
tant, the study highlighted nurses’ 

At risk: LGBT individuals
Family and societal stigma and harassment may contribute to suicide risk factors 
among LGBT patients. For instance, a recent CDC study found that the prevalence 
of seriously considering suicide was substantially higher among LGBT high school 
students (42.8%) and those unsure of their sexual orientation (31.9%) than among 
heterosexual students (14.8%). In fact, 38.2% of LGBT students and 27.9% of unsure 
students went so far as to make a plan to attempt suicide as compared with 11.9% 
of heterosexual students. Further, 29.4% of LGBT and 13.7% of unsure students 
attempted suicide at least once as compared with 6.4% of heterosexual students who 
participated in this study.1 Moreover, a recent survey demonstrated that transgender 
and gender nonconforming adults across all demographic categories exhibited a high 
prevalence of lifetime suicide attempts (41%). This far exceeds the 4.6% rate for the 
overall US population.2

Although it would be a mistake to merely assume that LGBT patients and cowork-
ers are at an elevated risk for suicide, these studies show that gender identity and 
sexual orientation are important factors to keep in mind when assessing for experi-
ences, such as bullying, harassment, violence, and discrimination, that may lead to 
suicidal ideation.3

Sources: 
1. Kann L, Olsen EO, McManus T, et al. Sexual identity, sex of sexual contacts, and health-related behaviors among stu-
dents in grades 9–12—United States and selected sites, 2015. MMWR Surveill Summ. 2016;65(9):1-202. 
2. Haas AP, Rodgers PL, Herman JL. Suicide attempts among transgender and gender non-conforming adults: findings of 
the National Transgender Discrimination Survey. 2014. https://williamsinstitute.law.ucla.edu/wp-content/uploads/AFSP-
Williams-Suicide-Report-Final.pdf. 
3. Rice S, Robinson J, Bendall S, et al. Online and social media suicide prevention interventions for young people: a focus 
on implementation and moderation. J Can Acad Child Adolesc Psychiatry. 2016;25(2):80-86.
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ambivalence about their qualifica-
tions to interact with patients at 
risk for suicide.15 

A more recent comprehensive 
review of the literature on nursing 
suicide assessments found that 
most RNs lack the skills to effec-
tively evaluate, treat, or refer a 
suicidal patient. The authors 
called for improved research, edu-
cation, and the implementation of 
evidence-based clinical care prac-
tices and standards.16 

Both The Joint Commission and 
the APNA have proposed such 
evidence-based standards.5,17 The 
following is a summary of these 
guidelines. 
• Review each patient’s personal 
and family history for suicide risk 
factors. Employ effective thera-
peutic communication techniques. 
This includes direct questioning 
during the assessment. For 
instance, nurses should ask:18 
—“Have you ever thought of 
hurting yourself?”
—“Have you ever tried to hurt 
yourself in the past?”
—“Have you ever contemplated 
suicide?”
—“Do you have a plan about how 
to end your life or hurt yourself?”

The severity of suicidal ideation 
may be assessed with questions 
such as: 
—“How often do you have 
thoughts of suicide?”
—“Have these thoughts become 
more frequent?”
• Screen all patients for suicide 
ideation upon admission using a 
brief, standardized question-
naire.18 Review and assess the 
questionnaire before discharge.
• Begin 1:1 observation of 
patients at acute risk for suicide. 

Once 1:1 monitoring is initiated, 
the nurse should explain to the 
patient that constant observation 
is for his or her safety and isn’t in 
any way punitive. The staff mem-
ber must face and be within arms-
length of the patient at all times. 
Although it may seem self-evident 
that the patient must never be left 
alone, even while using the bath-
room or shower, this still must be 
stressed to the staff member. The 
nurse responsible for this patient 
must remain vigilant and ensure 
that the staff member maintains 
the patient’s safety at all times. As 
a matter of standard practice, the 
nurse will apprise the nurse man-
ager of the patient’s risk of suicide 
and the steps commenced to miti-
gate the risk. The psychiatrist is 
responsible for discontinuance of 
constant observation.
• Obtain an immediate psychiat-
ric consult for acute risk patients. 
Arrange for such a consult within 
1 week of discharge for lower risk 
patients. Patients at low risk for 
suicide demonstrate no intent to 
act on their thoughts of self-harm. 
The psychiatrist will determine if 
the patient is at low risk for sui-
cide based on all relevant and 
available evidence.
• Give every patient with suicidal 
ideation the National Suicide Pre-
vention Lifeline phone number: 
1-800-273-TALK (8255). This orga-
nization also has online chat 
access at suicidepreventionlifeline.
org. Additionally, the National 
Institute of Mental Health has 
concluded that online and social 
media interventions can safely 
enhance feelings of interconnect-
edness in young people at risk for 
suicide, but also notes the need 

for further studies to substantiate 
the effectiveness of these interven-
tions. One example of such an 
online resource is the Trevor Proj-
ect at www.thetrevorproject.org, 
which specializes in at risk LGBT 
youth.
• Identify coping strategies with 
the patient. Some of these strate-
gies include:
—suggest distractions, such as 
talking on the phone, reading a 
book, or going to the movies
—encourage the formulation of a 
crisis management plan
—instill hope
—draw on coping experiences 
successfully employed in the 
patient’s past.
• Discuss ways of restricting 
access to lethal means. Under-
stand any state or local legal 
requirements regarding access to 
firearms if it’s determined that the 
patient may be a risk for self-harm 
or harm to others. 
• Maintain a collaborative 
 relationship with the patient. 
Constantly strive to establish a 
relationship of trust. Without trust, 
there can be no effective commu-
nication. Without communication, 
there can be no effective care. 
• Accurately communicate the 
patient’s risk to the treatment 
team and other appropriate per-
sonnel. Specifically, the APNA 
calls for nurses to assess patients 
for risk and protective factors and 
report that information and evalu-
ation to the healthcare team. 
• Assess and modify the environ-
ment to maximize patient safety. 
For instance, lanyards, call bell 
cords, I.V. tubing, plastic bags, 
razors, belts, shoelaces, and 
sharps should be removed from 
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the patient’s environment to a 
degree appropriate for the risk.
• Accurately document risks and 
actions taken in response. Docu-
mentation is essential for transi-
tioning the patient from one unit 
or shift to another.19

The Joint Commission 
recommendations 
The Joint Commission convened 
two meetings of suicide prevention 
experts in the summer of 2017. This 
panel developed recommendations 
for the prevention of suicide within 
inpatient psychiatric units, as well 
as general acute inpatient settings. 
These  recommendations focus on 
the steps that hospitals need to 
take to eliminate or mitigate seri-
ous environmental hazards.1 

The Joint Commission concen-
trated on the presence of ligatures 
that may be employed for self-
harm. Ligatures in the healthcare 
setting include I.V. lines, call bell 

cords, and window treatment 
cords. In addition, ligature anchor 
points must be considered as a 
potential risk for a patient with 
suicidal ideation. Ligature points 
are anchors that may be used to 
bear weight, including:1

• doorknobs 
• hinges 
• handles 
• door locking mechanisms 
• dropped ceiling structures
• shower and other bathroom fix-
tures
• exposed pipes 
• coat hooks
• wall-mounted items such as 
soap dispensers
• I.V. poles and monitors
• patient clothing.

The Joint Commission recom-
mends that the following areas in 
general acute care settings be liga-
ture resistant:1

• patient rooms
• patient bathrooms

• transition zones between patient 
rooms and patient bathrooms 
• corridors 
• common patient areas.

Patient medical needs and sui-
cide prevention must be balanced 
to determine optimal bed assign-
ment. The Joint Commission 
 recommends that if a patient with 
serious suicidal ideation is admit-
ted, all objects that pose a risk for 
self-harm that can be removed 
without adverse events should be 
removed. There must be mitiga-
tion plans and safety precautions 
in place for patients who require 
beds with ligature points, such as 
1:1 monitoring, assessment of 
objects brought into the patient’s 
room by visitors, and protocols 
for patient transport to other part 
of the hospital.1

Hospitals must demonstrate 
that the following are done 
“ routinely and rigorously” for 
patients with serious suicidal 
 ideations:1

• training and testing staff on 
 suicide
• implementing 1:1 monitoring  
• assessing objects that pose a risk
• removing items that pose a risk
• monitoring visitors
• monitoring bathroom use
• implementing transport protocols.

In the ED, The Joint Commis-
sion recommends one of two 
strategies for suicidal patients: 
Place the patient in a “safe room” 
that’s ligature resistant or can be 
made ligature resistant or keep 
the patient in the main area of the 
ED while initiating 1:1 monitoring 
and removing objects that pose a 
risk for self-harm that can be 
removed without adverse medical 
consequences.1

At risk:  Veterans
Studies of suicide rates among veterans demonstrate how this is a complex phenom-
enon that transcends racial, ethnic, and gender categories. A study of active duty veter-
ans who served during the Iraq and Afghanistan wars indicated these findings: 
•  Both deployed and nondeployed veterans had a higher risk of suicide for 3 years 

after leaving the service.
•  Deployed veterans had a lower risk of suicide compared with nondeployed veterans 

(41% versus 61%); 21.3% of deployed veteran deaths (1,650) were caused by 
suicide as of 2009, whereas 19.7% of nondeployed veteran deaths (7,703) were a 
result of suicide.

•  Suicide rates for female veterans were about a third of that for male veterans.1

In recognition of the difficulties that VA clinical staff members encounter in identifying 
patients at risk for suicide, a suicide risk algorithm was developed by studying veterans’ 
clinical records. Researchers found that this model more accurately identified those at 
risk than clinical evaluation. The traditional methodology identified less than one third of 
high-risk patients.2 These data drive home the need for us to increase our awareness of 
this growing problem and respond to it by improving our risk assessment skills. 
Sources:
1. Kang HK, Bullman TA. Risk of suicide among US veterans after returning from the Iraq or Afghanistan war zones. JAMA. 
2008;300(6):652-653.
2. The National Institute of Mental Health. Study may help department of veterans affairs find patients with high risk of 
suicide. www.nimh.nih.gov/news/science-news/2015/study-may-help-department-of-veterans-affairs-find-patients-with-high-
risk-of-suicide.shtml.
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The Joint Commission states 
that healthcare organizations 
should do the following to protect 
patients in the ED:1 
• screen for suicidal ideation
• assess risk of a suicide attempt
• assess risk of objects in patient 
vicinity
• remove objects that pose a risk
• initiate protocols for monitoring 
and patient transport
• train and test staff on suicide.

Veterans Affairs checklist
Studies demonstrate that regular 
active duty military service mem-
bers and veterans diagnosed with 
some mental disorders are at a 
higher risk for suicide than the 
population at large.20 (See At risk: 
Veterans.) In 2006, the US Depart-
ment of Veterans Affairs (VA) 
developed a checklist to iden-
tify environmental hazards on 
acute mental health units treat-
ing suicidal patients. The VA 
implemented the Mental Health 
Environment of Care Checklist 
in 2007.21 

The multidisciplinary inspec-
tion team that performed quar-
terly reviews of each hospital’s 
mental health unit under this pro-
gram included both psychiatric 
and nonpsychiatric unit nurse 
managers. The team used the 
checklist to assess patient safety 
by identifying the types and loca-
tion of each hazard. Nationwide, 
VA facilities identified 7,642 haz-
ards. Analysis of the findings 
identified a positive correlation 
between the facility’s age and the 
number of hazards identified. Lig-
ature anchor points were the most 
common and dangerous hazard 
identified. However, suffocation 

risks from plastic trashcan liners 
and poisoning risks from cleaning 
products were also significant 
findings. The program also identi-
fied materials that could be used 
as weapons and called for careful 
review of dresser drawers, mold-
ings, flatware, chairs, artwork, 
and small objects. Security issues 
such as elopement constituted an 
additional common hazard. 
Researchers who reviewed the 
findings of this program noted the 
importance of ongoing staff train-
ing to eliminate hazards.21 

Investigators noted that the 
checklist has limited usefulness 
for general medical units because 
it’s nearly impossible to eliminate 
the hazards identified and con-
tinue to treat patients. In this 
regard, they recommended the 
use of 1:1 observation for patients 
with suicidal ideation. A follow-
up study determined that the 
checklist resulted in an 82% drop 
in suicides in VA facilities (4.2 out 
of 100,000 admissions to 0.74 out 
of 100,000 admissions).22

Connect, communicate, care
Nurse managers play a valuable 
role in reducing suicide and sui-
cide attempts in the healthcare 
setting. We can accomplish this 
not only by ensuring adequate 
training of the nursing team, but 
also contributing to changes to the 
patient environment. Although no 
single method can be expected to 
significantly diminish the risk of 
suicide or suicide attempts, we 
can implement a broad spectrum 
of tactics to help alleviate this 
growing problem.23

Advances in research will be 
essential in the development of 

effective treatment strategies. To 
this end, the National Institute of 
Mental Health has launched a 
5-year study to test treatments 
intended to prevent suicide.24 In 
addition, the continuing educa-
tion of experienced nurses in the 
healthcare setting, as well as the 
curricula for nursing students, 
must ensure that nurses are 
equipped with the skills needed 
to effectively assess and care for 
patients who may be at risk 
for suicide. As the International 
Association for Suicide Preven-
tion advises, we must “connect, 
communicate, and care” for our 
at-risk patients to curtail this 
 societal crisis.7 NM

REFERENCES
 1.  The Joint Commission. Special report: 

suicide prevention in health care set-
tings. 2017. www.jointcommission.org/
issues/article.aspx?Article=GtNpk0Erg
GF%2B7J9WOTTkXANZSEPXa1%2BKH0/
4kGHCiio%3D.

 2.  Stone DM, Simon TR, Fowler KA, et al. 
Vital signs: trends in state suicide 
rates—United States, 1999-2016 and 
 circumstances contributing to sui-
cide—27 states, 2015. MMWR Morb 
Mortal Wkly Rep. 2018;67(22):
617-624.

 3.  American Psychiatric Association. Prac-
tice Guideline for the Assessment and 
Treatment of Patients with Suicidal 
Behaviors. Washington DC: American 
Psychiatric Association; 2003.

 4.  Aleccia J. Nurse’s suicide highlights 
twin tragedies of medical errors. www.
nbcnews.com/id/43529641/ns/health-
health_care/t/nurses-suicide-highlights-
twin-tragedies-medical-errors.

 5.  American Psychiatric Nurses Association. 
Psychiatric-mental health nurse essential 
competencies for assessment and man-
agement of individuals at risk for suicide. 
www.apna.org/files/public/Resources/
Suicide%20Competencies%20for%20
Psychiatric-Mental%20Health%20
Nurses(1).pdf.

Copyright © 2018 Wolters Kluwer Health, Inc. All rights reserved.



30   November 2018 • Nursing Management www.nursingmanagement.com

Safety solutions
Mental health

 6.  Slemon A, Jenkins E, Bungay V. Safety 
in psychiatric inpatient care: the impact 
of risk management culture on men-
tal health nursing practice. Nurs Inq. 
2017;24(4). 

 7.  International Association for Suicide 
Prevention. World suicide prevention day. 
https://iasp.info/wspd2018.

 8.  Centers for Disease Control and Preven-
tion. Increase in suicide in the United 
States, 1999–2014. www.cdc.gov/nchs/
products/databriefs/db241.htm.

 9.  Tavernise S.U.S. suicide rate surges 
to a 30-year high. www.nytimes.
com/2016/04/22/health/us-suicide-
rate-surges-to-a-30-year-high.html.

10.  Aflague JM, Ferszt GG. Suicide assess-
ment by psychiatric nurses: a phenom-
enographic study. Issues Ment Health 
Nurs. 2010;31(4):248-256.

11.  New York Consolidated Laws, Mental 
Hygiene Law. MHY § 9.46 Reports 
of substantial risk or threat of harm 
by mental health professionals. 
https://codes.findlaw.com/ny/mental-
hygiene-law/mhy-sect-9-46.html.

12.  Yau RK, Paschall MJ. Epidemiology of 
asphyxiation suicides in the United 
States, 2005–2014. Inj Epidemiol. 
2018;5(1):1.

13.  Kleiman EM, Liu RT. Prospective predic-
tion of suicide in a nationally representa-

tive sample: religious service attendance 
as a protective factor. Br J Psychiatry. 
2014;204:262-266.

14.  The Joint Commission. Annual report: 
improving America’s hospitals. www.joint-
commission.org/annualreport.aspx.

15.  Valente S. Nurses’ psychosocial barriers 
to suicide risk management. Nurse Res 
Pract. 2011;2011:650765.

16.  Bolster C, Holliday C, O’Neal G, Shaw M. 
Suicide assessment and nurses: what 
does the evidence show? http://ojin.nurs
ingworld.org/MainMenuCategories/ANA
Marketplace/ANAPeriodicals/OJIN/Table
ofContents/Vol-20-2015/No1-Jan-2015/
Suicide-Assessment-and-Nurses.html.

17.  The Joint Commission. Detecting and 
treating suicide ideation in all set-
tings. 2016. www.jointcommission.org/
assets/1/18/SEA_56_Suicide.pdf.

18.  National Institute of Mental Health. 
Ask suicide-screening questions (ASQ) 
toolkit. www.nimh.nih.gov/labs-at-nimh/
asq-toolkit-materials/index.shtml.

19.  Antai-Otong D. What every ED nurse 
should know about suicide risk assess-
ment. J Emerg Nurs. 2016;42(1):31-36.

20.  US Department of Veterans Affairs. Sui-
cide risk and risk of death among recent 
veterans. www.publichealth.va.gov/
epidemiology/studies/suicide-risk-
death-risk-recent-veterans.asp. 

21.  Mills PD, Watts BV, Miller S, et al. A 
checklist to identify inpatient suicide 
hazards in veteran’s affairs hospi-
tals. Jt Comm J Qual Patient Saf. 
2010;36(2):87-93.

22.  Watts BV, Young-Xu Y, Mills PD, et al. 
An examination of the effectiveness of 
the Mental Health Environment of Care 
Checklist in reducing suicide on inpatient 
mental health units. Arch Gen Psychiatry. 
2012;69(6):588-592.

23.  Giordano R, Stichler JF. Improving suicide 
risk assessment in the emergency depart-
ment. J Emerg Nurs. 2009;35:(1);22-26.

24.  National Institute of Mental Health. 
Groundbreaking suicide study. www.nimh.
nih.gov/news/science-news/2014/
groundbreaking-suicide-study.shtml.

Erin Murphy Smith is an assistant professor 
of nursing at the Kingsborough Community 
College of the City University of New York in 
Brooklyn, N.Y. She’s also an assistant direc-
tor of nursing at a Level I trauma center in 
New York City.

The author and planners have disclosed no 
potential conflicts of interest, financial or 
otherwise.

DOI-10.1097/01.NUMA.0000547255.69344.cd

INSTRUCTIONS
Suicide risk assessment and prevention 

TEST INSTRUCTIONS
• Read the article. The test for this CE activity is to be taken online at 
http://nursing.ceconnection.com.
• You’ll need to create (it’s free!) and login to your personal CE Planner 
account before taking online tests. Your planner will keep track of all your 
Lippincott Professional Development online CE activities for you.
• There’s only one correct answer for each question. A passing score for 
this test is 13 correct answers. If you pass, you can print your certificate 
of earned contact hours and access the answer key. If you fail, you have 
the option of taking the test again at no additional cost.
• For questions, contact Lippincott Professional Development: 1-800-787-8985.
• Registration deadline is September 4, 2020.

PROVIDER ACCREDITATION
Lippincott Professional Development will award 1.0 contact hour for this 
continuing nursing education activity.

Lippincott Professional Development is accredited as a provider of continu-
ing nursing education by the American Nurses Credentialing  Center’s Commis-
sion on Accreditation.

This activity is also provider approved by the California Board of 
Registered Nursing, Provider Number CEP 11749 for 1.0 contact hour, 
and the District of Columbia, Georgia, and Florida CE Broker #50-1223. 

Payment: The registration fee for this test is $12.95.

Earn CE credit online: 
Go to http://nursing.ceconnection.com and receive 
a certificate within minutes.

For more than 135 additional continuing-education articles related to 
management topics, go to NursingCenter.com/CE. ▲

▲

Copyright © 2018 Wolters Kluwer Health, Inc. All rights reserved.


	20181100.0-00006.pdf
	20181100.0-00006.pdf




