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Purpose/Summary: 
Purpose: Provide efficient and effective screening for each patient in the emergency department 
for suicide and depression. 
Summary: The policy outlines the assessment of patients in the emergency department for 
depression and suicide. Health care providers will evaluate patients on an individual basis to 
determine the need for further evaluation and treatment.  
 

Definitions: 
 

●​ Adolescent Patients - Unless otherwise specified, patients who are between 12 to 21 
years of age (Hardin et al., 2017) 

●​ ASQ Ask Suicide-Screening Questions - A suicide risk screening tool that includes four 
items to assess suicidal ideation (Mournet et al., 2021) 

●​ C-SSRS Colombia-Suicide Severity Rating Scale, Triage Vertion - Brief suicide 
screening tool that can assess patients for suicide risk (The Joint Commision, 2019) 

●​ Depression - A unipolar and disabling mental health problem noted by decreased interest 
in life and energy (Molebatsi et al., 2020) 

●​ EHR Electronic Health Record  
●​ ED Emergency Department 
●​ GDS Geriatric Depression Scale - A depression screening form that has 15 questions 

geared toward the older adult population (Shin et al., 2019) 



 

●​ GSIS Geriatric Suicide Ideation Scale- A self-reporting scale used to detect suicide 
ideation in the older adult population (Heisel & Flett, 2020) 

●​ MMH Madison Memorial Hospital 
●​ MFQ Mood and Feelings Questionnaire - Questionnaire that is designed to detect 

depressive signs and symptoms in pediatric and adolescent patients (Eg et al. 2018) 
●​ Pediatric Patients - Unless otherwise specified, patients who are between 2 to 12 years 

of age (Hardin et al., 2017) 
●​ PHQ-9 Patient Health Questionnaire-9- A depression screening tool to assess 

symptoms of depression in the past two weeks on a four point Likert scale (Mournet et 
al., 2021) 

●​ Screening - A tool used to identify risks in patients (Mournet et al., 2021) 
●​ Suicidal Ideation - Thoughts and behaviors a person has that are harmful to oneself 

(Chang et al., 2015) 
 
 

 
Goals and Objectives: 
 

1.​ Eighty percent compliance of ED nurses to complete the assessment of patients for 
suicide and depression measured through documentation (Quality, Ensuring Our Future).  

2.​ Timely recognition of risk factors for suicidal ideation and depression in patients upon 
ED admission measured through documentation (Providing the Exceptional Experience, 
Ensuring Our Future). 

3.​ Provide the help and resources necessary for those who are at risk before discharge 
measured through documentation (Quality, Ensuring Our Future).  

 
The goals and objectives of this process interrelate to the hospitals goals and objectives as 
follows:  
 
Quality: Guiding MMH health care providers to implement an evidence based procedure to 
ensure the highest quality of patient care. 
 
Providing the Exceptional Experience: Ensures the patient will be assessed according to the 
most current research and information, ultimately receiving high quality care during their visit to 
MMH. Ensuring that MMH provides opportunities to further care and treatment for every 
patient. 
 
Ensuring Our Future: Providing an effective, universal suicide screening to promote optimal 
mental health care, leading to an increased detection of depression and suicide to ensure the 
health and safety of individuals in the Madison community. 



 

Equipment and Suitable Environment Needed:  
●​ ASQ questionnaire 
●​ C-SSRS Triage version 
●​ GDS-15 questionnaire 
●​ GSIS questionnaire 
●​ Instructions or list of resources for patients who may be at risk for suicide such as a 

number of suicide hotline and address of a nearby crisis center  
●​ Internet and computer access  
●​ KADS questionnaire 
●​ MFQ questionnaire 
●​ 7PHQ-9 questionnaire 
●​ Private room to conduct an assessment 

 
 

Procedure:  
  

Overview 
  

Details 

Intro 
Assess Every 

Patient 

Nurses in the emergency department are responsible for 
deciding whether or not a patient needs hospitalization.  
 
Every patient should be assessed. 
 
(Betz & Boudreaux, 2016), (Kim & Lee, 2021).  

Step 1 
Ensure Medical 

Stability  

Address physical needs of patient  
 
Assess patient’s ability and willingness to answer questions  
 
(Betz & Boudreaux, 2016), (Kim & Lee, 2021) 

Step 2 
Utilize Suicide 
Screening Tool 

Utilize C-SSRS Triage version (See Policy Attachments) 
-​ For age considerations see step 2.5 

 
(The Joint Commission, 2019) 



 

Step 2.5 
Age 

Considerations for 
Suicide Screening 

Geriatric patients: Only utilize GSIS (See Policy 
Attachments) 
 
Pediatric patients (<8 years old): A full mental health 
evaluation should be done by a physician 
 
Pediatric patients (8+ years old) & Adolescent patients 
(12+ years old): Only utilize ASQ (See Policy Attachments) 
 
Military personnel, veterans, or those with a history of 
suicide attempts are considered higher risk. Follow age 
guidelines as specified above 
 
(Heisel & Flett, 2020), (National Institute of Mental Health, 
n.d.) 

Step 3 
Utilize Depression 

Screening Tool 

Utilize PHQ-9 survey (See Policy Attachments) 
-​ For age considerations see step 3.5 

 
(Molebatsi et al., 2020) 

Step 3.5 
Age 

Considerations for 
Depression 
Screening 

Geriatric patients: Only utilize GDS-15 (See Policy 
Attachments) 
 
Pediatric patients (6-10 years old): Only utilize MFQ (See 
Policy Attachments) 
 
Adolescent patients (11-18 years old): Only utilize KADS 
(See Policy Attachments) 
 
Military personnel and veterans are considered higher risk. 
Follow age guidelines above. 
 
(Eg et al., 2018), (Lowe et al., 2018), (Shin et al., 2019) 

Step 4 
 Providing 

Interventions, 
Ensuring Safety 
and Conducting 

Suicide: 
Evaluate patient responses based on the screening tool 
 
If patient is at risk for suicide: 

-​ Notify physician 



 

Further 
Assessment 

-​ Refer to the MMH’s suicide prevention policy 
 
Depression: 
Evaluate responses from the patient based on the screening 
tool 
 
If the patient is at risk for depression: 

-​ Notify physician 
-​ Refer to the MMH depression intervention policy 

 
(Molebatsi et al., 2020), (Mournet et al., 2021) 

Step 5 
Monitoring and 

Measuring 
  
  
  

The policy will be monitored and measured through the 
charge nurse pulling two charts every two weeks and 
assessing the EHR for the screenings of depression and 
suicide risk to see if they were completed by the nursing staff 
in a timely manner depending on the patient. 
 
(Sabe et al., 2021)  

  
 

Internal References:  
●​ Hospital EHR/documentation system 
●​ List of local external resources for depression and suicide such as therapist, rehab centers, 

and hotline numbers 
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Requirements:  
●​ “Use an evidence-based process to conduct a suicide assessment of patients who have 

screened positive for suicidal ideation. The assessment directly asks about suicidal 

ideation, plan, intent, suicidal or self-harm behaviors, risk factors, and protective factors.” 

(The Joint Commission, 2021) 

●​ “If an applicant meets the eligibility criteria, they may be eligible for adult mental health 

services through the Department. If an applicant does not meet the eligibility criteria, 

they may be referred to other appropriate services. All applicants are required to complete 

an Application for Mental Health Services. If an applicant refuses to complete the 

Application for Mental Health Services, the Department reserves the right to discontinue 

the screening process for eligibility. The eligibility screening must be directly related to 

the applicant’s mental illness and level of functioning…” (Idaho Department of Health 

and Welfare, 2020) 

 

Quality Assurance and Sustainability:                       

Upon hiring, there will be orientation training in depression and suicide care in MMH’s 

ED for nurses to increase awareness for patients experiencing suicidal ideations or depression 

(Shahidullah et al., 2020). This will be a simulation experience taught by a qualified personnel 

https://doi.org/10.1016/j.jad.2019.08.053


 

who teach appropriate signs to watch for in patients that are admitted in the ED. Once the staff 

member passes the training, they will need to be retrained and reevaluated each year.   

Both physicians and nurses should have the same predictability in identifying patients 

suffering from depression or suicidal thoughts. Each year, healthcare providers in MMH’s ED 

will be tested for their consistency in predicting signs and symptoms of depression and suicidal 

ideation to ensure a standardized approach to depression and suicide screening in the ED (Chang, 

2015). This will include an online test and a group training to remind staff what to look for and 

how to address patients who are at risk for suicide. The signs and symptoms of depression should 

be acknowledged and brought to the attention of the psychiatrist or physician in the ED, so that 

the patient can be further evaluated and receive proper care.  

The ASQ, C-SSR, GDS-15, GSIS, KADS, MFQ, and PHQ-9 screening tests at MMH 

need to be reevaluated for effectiveness, efficiency, and best evidence based practice each year to 

ensure that best practice is being used in the ED (Bryan, 2019). This can be done using tools 

such as accredited research databases to search for relevant data that provides the best suicide 

screening tools in that current year. These can include, but are not limited to CINAHL, 

MEDLINE, and EMBASE. This will be done by nurses at MMH who are designated by 

management.  

 

Disclaimer: 

This policy is a resource to assist staff and not all circumstances may apply. The policy does not 

guarantee safety. Clinical situations may warrant adaption. Extenuating circumstances may 

apply. 



 

 

Additional Resources: 

Korczak, D. J., Finkelstein, Y., Barwick, M., Chaim, G., Cleverley, K., Henderson, J., Monga, S.,  

Moretti, M. E., Willan, A., & Szatmari, P. (2020). A suicide prevention strategy for youth 

presenting to the emergency department with suicide related behaviour: Protocol for a 

randomized controlled trial. BMC Psychiatry, 20(1). 

https://doi.org/10.1186/s12888-019-2422-y  

https://doi.org/10.1186/s12888-019-2422-y


 

Attachments: 

●​ ASQ survey-

 
https://www.nimh.nih.gov/research/research-conducted-at-nimh/asq-toolkit-materials/asq
-tool/screening_tool_asq_nimh_toolkit_155867.pdf  
 

https://www.nimh.nih.gov/research/research-conducted-at-nimh/asq-toolkit-materials/asq-tool/screening_tool_asq_nimh_toolkit_155867.pdf
https://www.nimh.nih.gov/research/research-conducted-at-nimh/asq-toolkit-materials/asq-tool/screening_tool_asq_nimh_toolkit_155867.pdf


 

 
●​ C-SSRS triage version-

 
https://cssrs.columbia.edu/documents/screener-triage-emergency-departments/ 

https://cssrs.columbia.edu/documents/screener-triage-emergency-departments/


 

●​ GDS-15 questionnaire - 



 

 
https://wwwoundcare.ca/Uploads/ContentDocuments/Geriatric%20Depression%20Scale.
pdf 

https://wwwoundcare.ca/Uploads/ContentDocuments/Geriatric%20Depression%20Scale.pdf
https://wwwoundcare.ca/Uploads/ContentDocuments/Geriatric%20Depression%20Scale.pdf


 

 
●​ GSIS questionnaire- Available only upon purchase 

https://www.tandfonline.com/doi/full/10.1080/13607863.2020.1857690  
 

●​ KADS questionnaire- 

https://www.tandfonline.com/doi/full/10.1080/13607863.2020.1857690


 

https://teenmentalhealth.org/wp-content/uploads/2014/09/6-KADS.pdf  

https://teenmentalhealth.org/wp-content/uploads/2014/09/6-KADS.pdf


 

●​ MFQ questionnaire-

 
https://devepi.duhs.duke.edu/files/2018/03/MFQ-Child-Self-Report-Short.pdf 

https://devepi.duhs.duke.edu/files/2018/03/MFQ-Child-Self-Report-Short.pdf


 

●​ PHQ-9 survey -



 

 
https://med.stanford.edu/fastlab/research/imapp/msrs/_jcr_content/main/accordion/accord

ion_content3/download_256324296/file.res/PHQ9%20id%20date%2008.03.pdf  

https://med.stanford.edu/fastlab/research/imapp/msrs/_jcr_content/main/accordion/accordion_content3/download_256324296/file.res/PHQ9%20id%20date%2008.03.pdf
https://med.stanford.edu/fastlab/research/imapp/msrs/_jcr_content/main/accordion/accordion_content3/download_256324296/file.res/PHQ9%20id%20date%2008.03.pdf
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