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Abstract

Objectives: To describe the implementation process and assess results of a large-scale universal 

depression screening program with pathways to suicide risk screening in a pediatric integrated 

delivery network.

Study design: This retrospective study analyzes depression and suicide risk screening data for 

95,613 patients ages 12 to 17 years.

Results: Of the 95,613 adolescent patients who were screened for depression, 2.4% (2,266) 

screened positive for risk for moderate-severe depression (>10 Patient Health Questionnaire; PHQ; 

9-item version) and 4.1% (3,942) endorsed elevated suicide risk (≥1 Columbia Suicide Severity 

Rating Scale; C-SSRS). Overall, 51% of screened patients who present with a primary psychiatric 

concern screened positive for elevated risk of suicide (2,132). Two percent of screened patients 

who presented with a primary medical concern screened positive for elevated risk of suicide. 

Nearly half (45.9%) of all elevated suicide risk screenings were from patients with a primary 

medical concern.

Conclusions: A large-scale universal depression screening program with a pathway to identify 

elevated suicide risk was implemented in a pediatric healthcare system using the PHQ and the 

C-SSRS. This screening program identified youth with moderate-severe depression and elevated 

risk for suicide with and without presenting psychiatric concerns across service settings.
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Adolescent depression is associated with a greater risk of substance use disorders, early 

pregnancy, poor academic performance, impaired social functioning, and suicide1,2,3. 

Suicide was the second leading cause of death for children, youth, and young adults ages 

10–24 in the US in 2017 (19.2% of deaths)4. US children’s hospital emergency departments 

(ED) and inpatient units confronted a two-fold increase in suicidal ideation and attempts 

between 2008 and 20155,6. These trends became more acute with the Coronavirus pandemic 

as the proportion of psychiatry-related visits among pediatric EDs began to increase in April 

2020 and overall ED visits declined. Compared with the same period in 2019, psychiatry-

related ED visits in 2020 for children aged 5-11 increased 24% and for youth aged 12 to 17 

increased 31%7.

As the rates of suicide have increased nationally8, medical settings often serve as the initial 

point of contact for individuals with psychiatric needs, particularly those with urgent or 

critical needs and few other supportive resources9,10,11,12. In an analysis of 40 studies of 

adults with healthcare contact prior to suicide, 45% of those who died by suicide had contact 

with a primary care professional within one month prior to death, far exceeding the rate 

of contact with behavioral health professionals (approximately 19%)13. This highlights the 

need to embed depression and suicide awareness and prevention measures within pediatric 

primary care settings9,10,14,15.

Behavioral health services have been increasingly integrating with other types of healthcare 

and the role of pediatric health care professionals has similarly expanded to include 

identifying elevated risk for suicide and delivering interventions to prevent suicide 

among youth16,17. The growing literature has highlighted the feasibility, acceptability, 

and benefits of screening programs in hospitals18, primary care, and ED settings20. The 

Joint Commission promotes the dissemination of suicide risk screening in healthcare 

organizations through the National Patient Safety Goal requiring suicide screening among 

all patients who are being “evaluated or treated for behavioral health conditions as their 

primary reason for care…” (NPSG Requirement 15.01.01)21. However, non-universal 

screening, focused only on those children presenting to urgent care clinics or EDs with 

a primary psychiatric concern, poses challenges for accomplishing the goal of preventing 

suicides as many at-risk children may be missed22,20.

A health care system detected suicide risk in approximately 3% of pediatric health care 

encounters, with the highest rates among adolescents presenting with psychiatric problems 

in emergency departments23. Tiered clinical pathways for suicide risk detection standardize 

essential care provision24.
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Implementation of Universal Depression Screening and Suicide Risk 

Screening Pathway

In 2016, Rady Children’s Hospital, San Diego (RCHSD) launched an initiative to 

universally screen all youth ages 12 to 17 for depression with a pathway for suicide risk 

screening, regardless of the primary reason for a patient’s visit. With increasing rates 

of behavioral health crisis identified among RCHSD patients, the screening project was 

developed with an emphasis on depression screening to identify patients who might benefit 

from intervention as early as possible, while still developing a pathway to address suicide 

risk.

Senior leadership committed to the effort and identified key leaders for the initiative. 

Formalizing roles and responsibilities helped to promote sustained engagement in the 

implementation effort and steady progress. The system-wide initiative included coordination 

from a multi-disciplinary team including physicians, registered nurses, medical social 

workers, industrial engineers, and others with expertise in information technology, clinical 

informatics, quality management, and psychiatry. The team met biweekly to develop and 

implement screening procedures.

To select screening instruments stakeholders consulted with colleagues at other pediatric 

hospitals, reviewed empirical support for the scores provided by the tools to identify 

adolescents with depression or at risk for suicide, balanced with tool feasibility based on 

time to complete the tool, response burden, ease of scoring, cost of implementation, and 

expertise required to administer the tools. Equally important to selecting the specific tools 

for screening were the subsequent actions and interventions provided based on screening 

results.

Developing process maps helped define key actions, roles, responsibilities, and timelines, 

which helped to promote stakeholder buy-in and participation in the process25. For example, 

the medical social work team could develop strategies for consistent safety planning 

interventions, discharge practices, and referral pathways in collaboration with physicians 

and nurses in different service settings. The customer service team helped define an 

information management pathway to support care connection with families of patients who 

were provided referrals to outpatient behavioral health services and discharged home.

The goals of the universal depression screening program with pathways to suicide risk were 

to screen all patients ages 12 years and older for depression at each encounter (emergency 

department, primary care, urgent and acute care, inpatient specialty care), or within every 30 

days of each outpatient specialty encounter. In addition, identify those at risk for moderate 

to severe depression (score ≥10 Patient Health Questionnaire; PHQ-9), and identify those 

endorsing suicidal ideation (PHQ item 9) and further assess suicidal ideation or behaviors 

(Columbia Suicide Severity Rating Scale; C-SSRS). We also developed a safety plan with 

the patient and caregiver for those at risk, including transfer to acute psychiatric services or 

discharge with caregiver support and appropriate follow-up behavioral health services. We 

also confirmed that patients at elevated risk for severe depression and suicide are connected 

with a behavioral health provider after discharge.
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The initial March 2016 launch began in the endocrinology specialty clinic, followed in 

April by. a staged implementation with compliance monitoring in specialty clinic areas with 

chronically ill patients (e.g., neurology, nephrology, pulmonology). Operational adjustments 

within service units and across the organization have occurred gradually after the rollout 

(Figure 1). This program has required ongoing iterations to workflow based on direct-

service-provider feedback and suggestions, adjustments to electronic medical record tools 

to automate screening steps and interventions, and real-time reporting tools for managers 

to quickly intervene when steps were missed or other appropriate actions were not taken. 

A multidisciplinary taskforce was convened for ongoing biweekly meetings to review 

workflow, policy, compliance and quality metrics, and outcomes of the screening program.

Items were administered verbally by a medical assistant without caregivers present and 

responses concurrently entered into the electronic health record. The training for medical 

assistants to administer the screening tools included guidance on how to describe the 

screening if patients are hesitant, what to do if responses seem incongruent to the patient’s 

presentation (i.e., consulting with a social worker or nurse), and emphasizing the screening 

questions are focused on specific timeframes (e.g., the past two weeks for the PHQ). 

Training for staff also included instruction on reading the questions verbatim and not 

offering an interpretation of the item (i.e., if a patient struggles with their response staff 

responds with, “Pick the answer that you feel is best.”). The screening was available 

for all patients regardless of language spoken, with interpreter services when needed. 

Patients determined to be unable to provide valid responses to the screening tools based on 

intellectual disabilities, impaired consciousness, or impaired functioning were not screened.

Of note, the screening program was developed without the addition of behavioral health 

resources. Workflow automation and decision support tools were used to ensure that patients 

were connected to providers based on their screening responses.

Methods

Statistical analyses are based on retrospective medical record reviews of adolescent patients 

(12-17 years old) who completed a hospital encounter within RCHSD from April 11, 

2016 to August 31, 2020. The scientific and institutional review board at the University of 

California, San Diego approved this study. RCHSD is a quaternary care, trauma, teaching, 

and research institution affiliated with the University of California, San Diego. Rady 

Children’s Health Network (RCHN) is a Southern California based pediatric integrated 

delivery network comprised of RCHSD and pediatric primary and specialty care providers 

all using the same electronic medical record. RCHSD is the primary provider of health care 

to the more than 700,000 children and youth in San Diego County26 and some children and 

youth living in Imperial and Southern Riverside counties. San Diego County is ethnically 

and racially diverse with children and youth ages 0-18 who are Hispanic or Latinx (41.5%), 

White (37.1%), Asian (10.8%) Black (4.8%), American Indian (0.5%), Pacific Islander 

(0.4%), and two or more races (5.0%)27.
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Universal Depression Screening Protocol and Suicide Risk Screening Pathway

Universal depression screening was conducted with the 2-item and 9-item versions 

of the Patient Health Questionnaire (PHQ-2; PHQ-9)28,29. The PHQ-2 is a two-item 

nonproprietary, self-report instrument used to identify risk for major depressive disorder. 

The PHQ-2 items comprise the first two items of the PHQ-9, assessing anhedonia and 

hopelessness in the past two weeks, two diagnostic markers for major depressive disorder. 

The PHQ-9 includes seven additional depressive symptoms, including appetite, sleep, 

psychomotor behaviors, and suicidal ideation. Respondents indicate the frequency with 

which they had that problem within the last 2 weeks on a scale from 0 (“Not at all”) 

to 3 (“Nearly every day”). Patients were first administered the PHQ-2; those screening 

positive for depressive symptomatology on the PHQ-2 (score ≥ 3) were then administered 

the remaining questions on the PHQ-9. All adolescents who endorsed moderate-severe 

depression symptomology (PHQ-9 score of 10-19) but not elevated risk for suicide met 

with a behavioral health professional, typically a licensed clinical social worker, and were 

provided behavioral health-related educational materials and service referrals.

The suicide risk screening pathway included patients who endorsed PHQ item 9 (thoughts 

of being better off dead or thoughts of self-harm), who were then administered the 6-item 

screener version of the C-SSRS30. The 6-item C-SSRS screener is commonly used in 

pediatric healthcare settings with youth ages 12 to 18 to detect elevated suicide risk and 

has been translated into numerous languages31. Item content is focused on either suicidal 

ideation or suicidal behaviors (i.e., actions taken to prepare for suicide or previous suicide 

attempts). Adolescents then met with a behavioral health professional for safety assessment 

and safety planning32, typically with caregivers/parents. Information gathered from the 

safety assessment informed the discharge disposition. Discharge disposition options 

included a referral to the emergency department or inpatient psychiatric hospitalization, 

discharge home with caregiver/parent monitoring with access to suicide means assessed 

and restricted, an appointment made within 24-hours with a behavioral health practitioner 

at the RCHSD Behavioral Health Urgent Care walk-in clinic, and continued services with 

an existing behavioral health provider. Patients discharged after being identified as at risk 

for moderate-severe depression or at elevated risk for suicide were subsequently contacted 

by RCHSD customer service staff or behavioral health care coordinators to ensure that 

the patient had successfully transitioned to follow-up services or to provide additional care 

coordination as needed.

Measures

Depression and Suicide Risk Screening Outcome Categories.—Based on 

adolescent responses to the PHQ-9 and C-SSRS, screening encounters were classified 

into 3 outcome categories for this study: 1) negative depression (PHQ-2 < 3 or PHQ-9 

score < 10) and negative suicide risk (CSSRS = 0), 2) positive depression (PHQ-9 score 

≥ 10) and negative suicide risk (CSSRS = 0), and 3) positive suicide risk (CSSRS > 0). 

The PHQ-2 and PHQ-9 have been evaluated for psychometric performance in healthcare 

settings among youth and performed well33. Richardson et al suggested screening with the 

PHQ-2 and administering the remaining PHQ-9 items if the youth PHQ-2 score exceeds 

228. Total PHQ-9 scores of ≥10 are categorized as moderate, with scores of ≥20 categorized 
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as severe29. Others have found item 9 from the PHQ-9 offers predictive information about 

suicide attempts and suicide death over the subsequent two years34 and has been used 

to prompt further assessment of suicidal ideation and behaviors34. However, researchers 

have also demonstrated poor suicide risk sensitivity through depression screening alone 

(i.e., nearly one-third of youth at risk for suicide were not detected with depression 

screening alone)36. Psychometric evidence for scores produced by the C-SSRS has been 

demonstrated among pediatric populations in the US, Turkey, and Denmark, including 

internal consistency, predictive validity, sensitivity, and specificity30,37,38,39,40,41.

Patient Classification by Encounter Department.—Based on the encounter 

department for where the screening occurred, patients were grouped into five categories: 

1) Outpatient Specialty Care (n = 105,901; 51.50%), 2) Emergency Department (n = 61,336; 

29.83%),3) Inpatient Medical Unit (n = 7,220; 3.51%), 4) Primary Care (n = 25,816; 

2.47%), and 5) Urgent Care (n = 5,075; 2.47%).

Diagnostic Classification Systems.—We relied on the International Classification of 

Diseases, Tenth Revision, Clinical Modification (ICD-10-CM)42 coding system to determine 

classification to the medical versus psychiatric health group status.

Demographics and Clinical Covariates.—Demographic and clinical characteristics 

from the electronic health record have been found to influence depression and suicidal risk 

in recent research. Such variables include patient age43,15,2,44, sex43,15,2,44, race44,45 and 

existing psychiatric conditions46,47.

Data Analysis

During the study timeframe there were 205,650 screening encounters with patients ages 12 

to 17. Encounters were excluded if screening was administered or documented incorrectly 

(eg, missing data; negative PHQ-2 responses but remaining PHQ-9 items administered; ‘no’ 

response to PHQ-9 item 9 but CSSRS administered; n = 497), or if there were duplicate 

encounters when patients transitioned between service units during their encounter (n = 

134). The total number of unique patients who were screened for depression with pathways 

for suicide risk screening (≥1 encounter) was 95,613 youth (Figure 2). We examined 

the distributions of demographics and clinical characteristics based on classification into 

the three depression and suicide risk screening outcome categories (negative depression, 

negative suicide risk; positive depression, negative suicide risk; positive depression, positive 

suicide risk; Table 1), and ICD classification as primary psychiatric or medical classification 

based on ICD diagnostic codes; Table 2. Lastly, we examined PHQ-9 and C-SSRS sum 

scores by outcome categories of depression and suicide risk screening and medical versus 

psychiatric ICD categorization. In addition to screening categories, common sum scores 

were calculated based on summing PHQ-9 rating scale scores from 0-3 for each item 

(sum score range 0-27) or endorsed individual C-SSRS items; ‘yes’=1, ‘no’=0 (sum score 

range 0-6). Between-group differences (negative depression, negative suicide risk versus 

positive depression, negative suicide risk versus positive depression, positive suicide risk; 

and primary medical concern versus primary psychiatric concern) were assessed using t-test 

for age, the number of encounters (treated as a continuous variable), and chi-square tests 
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or Fisher exact tests for categorical variables (sex/gender, race/ethnicity, and admitting 

department). Data preparation and analyses were performed in R, version 1.3.109348.

Results

Table 1 describes the demographic characteristics (age, sex, race/ethnicity, admitting 

department) of patients (n=95,613) who were screened throughout the implementation of the 

universal depression with a pathway for suicide risk screening program from April 11, 2016, 

to August 31, 2020. The mean age was 14.5 (SD 1.9) years, and approximately half (50.9%) 

were male. The group was racially diverse, with 45% identifying as Hispanic/Latino, 31% 

as White, 6% as Asian/Pacific Islander, and 4% as Black. The majority were evaluated in 

outpatient specialty clinics (~40%) or the emergency department (~30%). About 13% were 

seen in primary care, and the remainder were admitted to the inpatient units (~4%) or seen in 

the urgent care department (~3%).

There were significant differences in age (p <.001), sex (p <.001), race/ethnicity (p<.001), 

encounter department and number of encounters by screening outcome category with a 

total of 93.5% (89,405) screening negative for moderate-severe depression with no suicide 

risk, 2.4% (2,266) screening positive for moderate-severe depression with no suicide risk, 

and 4.1% (3,942) screening positive for elevated suicide risk. Compared with adolescents 

who screened negative for moderate-severe depression with no risk for suicide, adolescents 

who screened positive for moderate-severe depression and for elevated risk of suicide were 

more likely to be older in age and female. The average number of encounters for each 

patient (an indicator of patient service utilization) was highest within the elevated suicide 

risk outcome group (average number of encounters was 2.5 per patient), and lowest with 

the moderate-severe depression outcome group (average number of encounters was 2.0 per 

patient; overall average 2.2, SD 2.5).

Table 2 describes patients by visit type, encounter department, screening outcome 

categories, PHQ-9, and C-SSRS sum scores. Of the 95,613 who were screened for 

depression and suicide risk, 4.4% (4,177) were patients with a primary psychiatric 

concern, and 95.6% (91,436) presented with a primary medical concern. The majority 

(82.8%/3457) of patients presenting with a primary psychiatric concern were seen in the 

emergency department, and only one-third (30.8%/28,153) of patients presenting with a 

primary medical condition were seen in the emergency department. Sixty-three percent 

(57,750/91,436) of the patients presenting with a primary medical condition were treated in 

non-acute outpatient settings (outpatient specialty care, primary care), and 13.5% (563/4177) 

of the patients who presented with a primary psychiatric concern were treated in non-acute 

outpatient settings. Fifty-one percent (2,132) of patients who presented with a primary 

psychiatric concern screened positive for moderate-severe depression and elevated suicide 

risk, and 2% of patients who presented with a primary medical condition screened positive 

for moderate-severe depression and elevated suicide risk. Almost 7% of patients who 

presented with a primary psychiatric concern screened positive for risk of moderate-severe 

depression and no suicide risk, and about 2% of patients who presented with a primary 

medical condition screened positive for risk of moderate-severe depression and no suicide 

risk. The average PHQ-9 and C-SSRS sum scores were highest among patients with a 
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primary psychiatric concern (16.8 for primary psychiatric concern versus 11.4 among 

patients with a primary medical concern).

Discussion

In a large pediatric integrated delivery network, youth ages 12 to 17 were universally 

screened for depression in the ED, on inpatient medical floors, in urgent care, primary 

care, and specialty clinic settings, regardless of primary presenting concern (medical versus 

psychiatric) and with a pathway for subsequent suicide screening. Universal depression 

screening resulted in 2.4% of screened patients reporting moderate-severe depression 

without suicide risk. The rate of positive suicide risk screens (4.1%) was higher than that 

of previous studies on universal suicide screening with a similar pediatric healthcare sample 

(2.9% positive suicide risk screens)23.

Targeted depression with a pathway to elevated risk of suicide screening designed only 

for those with a primary psychiatric concern will identify only a portion of the youth 

experiencing depression or suicidality symptoms. In this case, targeted screening of youth 

presenting with a primary psychiatric concern would have missed 87.6% (1,986) of the 

total youth reporting depression (but not suicide risk) and 45.9% (1,810) of the total 

number of youth endorsing suicide risk. Youth who endorsed suicide risk also had 

significantly more hospital encounters than other patients, averaging 2.5 encounters per 

patient, suggesting patients with suicide-related needs utilize more hospital services than 

patients with moderate-severe depression or no depression.

About 83% of pediatric patients presenting with a primary psychiatric concern were 

evaluated in the emergency department. These findings have several clinically relevant 

implications. First, the transportability of brief (one-session) depression and suicide risk 

interventions with safety planning are critical for delivery in emergency health care settings, 

with a focus on developing stable linkages for patients and families to initiate intensive 

outpatient and outpatient behavioral health treatment. Second, care coordination teams in 

non-acute settings, such as primary care and outpatient specialty clinics should accompany 

depression and suicide screening programs. Care coordination teams can properly identify 

and support patients who utilize the emergency department as their behavioral health 

provider and better link those patients to outpatient and intensive outpatient services by 

assessing barriers and facilitators to care.

The age for screening in this example was 12 to 17 years; however, emergent research 

has highlighted the prevalence of depression and suicide risk among children younger 

than 12 years old43,23. Also, in this study depression screening item endorsement was 

an eligibility criterion for administering the suicide risk screening tool. However, there is 

research that suicide-related behaviors are not necessarily connected to depression and, in 

many cases, can be connected with non-depressed anxiety36,49. Although our system is 

aligned with Joint Commission National Patient Safety Goal for suicide risk screening21, we 

are exploring ways of including universal suicide screening rather than a pathway activated 

through universal depression screening and lowering the age of screening to include 10- and 

11-year-old patients.
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The screening system included best efforts to reduce self-reporting bias with depression 

and suicidality, however self-report data for psychiatric symptomology may be limited 

due to stigma, fear of intervention, repeated administration fatigue, or other respondent 

biases50,51,52. This study was cross-sectional and did not include measures of treatment 

engagement, so we are unable to determine how many of the adolescents identified by the 

screening were offered referrals for or engaged in treatment. This study was also conducted 

in a single pediatric healthcare system, which may limit the generalizability of the screening 

results.

Universal screening of depression with pathways for suicide risk screening in pediatric 

healthcare systems provided early opportunities to identify youth in need of support, which 

can be leveraged to increase access to treatment. Given the rising rates of depression 

and suicide among youth and the frequency of ED utilization for psychiatric emergencies, 

depression and suicide screening in pediatric healthcare systems provides a safety net to 

recognize when youth are at-risk and could benefit from intervention. Depression and 

suicide screening programs should include patients presenting with psychiatric concerns as 

well as those presenting with medical concerns. These findings contribute to the increasingly 

evident need for future longitudinal implementation and intervention research to equip 

providers with tools to address the psychiatric needs of youth seeking health care.
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Figure 1. 
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Figure 2. 
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Table 1.

Patient depression and suicidality screening groups with admitting department and demographics for 

N=95,613

Characteristics (n, %/
mean, SD)

Total Number of 
Patients
Screened

(N=95,613)

Negative Depression,
Negative Suicide 

Risk
(n=89,405)

Positive Depression,
Negative Suicide 

Risk
(n=2,266)

Positive Depression,
Positive Suicide Risk

(n=3,942)
P Value

Admitting Department

 Emergency Department 31,610 (33.1%) 28,070 (31.4%) 666 (29.4%) 2,874 (72.9%)

<.001

 Inpatient Medical Floor 2,675 (2.8%) 2,454 (2.7%) 53 (2.3%) 168 (4.3%)

 Outpatient Specialty Care 38,668 (40.4%) 37,168 (41.6%) 973 (42.9%) 527 (13.4%)

 Primary Care 19,645 (20.5%) 18,842 (21.1%) 484 (21.4%) 319 (8.1%)

 Urgent Care 3,015 (3.2%) 2,871 (3.2%) 90 (4%) 54 (1.4%)

Age in years 14.5 (1.9) 14.4 (1.9) 15.0 (1.8) 14.8 (1.7) <.001

Sex

 Female 46,963 (49.1%) 42,643 (47.7%) 1,478 (65.2%) 2,842 (72.1%)

<.001 Male 48,644 (50.9%) 46,756 (52.3%) 788 (34.8%) 1,100 (27.9%)

 Unknown 6 (0%) 6 (0%) 0 (0%) 0 (0%)

Race/Ethnicity

 White 29,802 (31.2%) 27,697 (31%) 739 (32.6%) 1,366 (34.7%)

<.001

 Black 3,909 (4.1%) 3,591 (4%) 115 (5.1%) 203 (5.1%)

 Hispanic/Latino 42,898 (44.9%) 40,248 (45%) 1,001 (44.2%) 1,649 (41.8%)

 Asian/Pacific Islander 5,639 (5.9%) 5,323 (6%) 106 (4.7%) 210 (5.3%)

 American Indian/Alaska 
Native 5,639 (5.9%) 164 (0.2%) 10 (0.4%) 8 (0.2%)

 Unknown 12,112 (12.7%) 11,366 (12.7%) 278 (12.3%) 468 (11.9%)

 Refused 1,071 (1.1%) 1016,(1.1%) 17 (0.8%) 38 (1%)
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Table 2.

Patients by visit type, encounter department, screening outcome categories, depression and suicide risk 

symptomatology

(n,%/mean,sd)

Total Number
of Patients
Screened

(N=95,613)

Total
Number of

Active
Screening
Months

(to 8/31/2020)

Presented with
Primary
Medical
Concern
n= 91,436

Presented with
Primary

Psychiatric
Concern
n= 4,177

P
value

Encounter Department

Specialty Clinic 38,668 53 38,160 (98.7%) 508 (1.3%)

<.001

ED 31,610 39 28,153 (89.1%) 3,457 (10.9%)

Primary Care 19,645 16 19,590 (99.7%) 55 (0.3%)

Urgent Care 3,015 9 3,002 (99.6%) 13 (0.4%)

Inpatient Unit 2,675 39 2,531 (94.6%) 144 (5.4%)

Screening Outcome Category

Negative Depression 89,405 87,640 (98.0%) 1,765 (2.0%)

<.001Positive Depression 2,266 1,986 (87.6%) 280 (12.4%)

Elevated Suicide Risk 3,942 1,810 (45.9%) 2,132 (54.1%)

PHQ-9 Sum Score 13.0 (6.4) 11.4 (6.0) 16.8 (5.8) <.001

C-SSRS Sum Score 4.1 (1.5) 3.9 (1.7) 4.2 (1.5) <.001

There were significant differences in encounter department (p= <.001), screening category (p= <.001), PHQ-9 sum score (p= <.001), and C-SSRS 
sum score (p= <.001).
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